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Determination of Need Narrative MGPO Assembly Row — MRI

2. Project Description

Partners HealthCare System, Inc. (*Applicant” or “Partners HealthCare”) located at 800 Boylston
Street, Suite 1150, Boston, MA 02199 is filing a Notice of Determination of Need (“Application”)
with the Massachusetts Department of Public Health (*"Department”) for a change in service by
the Massachusetts General Physicians Organization, Inc. (‘MGPO"). The MGPO is a multi-
specialty medical group and the affiliated physician organization of The General Hospital
Corporation d/b/a Massachusetts General Hospital (*MGH"). As such, MGPO physicians provide
various services at MGH licensed facilities as well as at its own physician practice locations. With
respect to radiology services, MGPO staffs and manages the radiology department at MGH's
main hospital campus located at 55 Fruit Street, Boston, MA 02114, and additionally operates as
a licensed clinic providing freestanding imaging services in Waltham (*MGPO Waitham”) and
Chelsea (“MGPO Chelsea”).! The proposed project is for the expansion of its existing imaging
clinic through the addition of three 3T magnetic resonance imaging {(“MRI") units. The new units
will be located at a satellite of MGPO's existing clinic that will be established at 391 Revolution
Drive, Store 1126, Somerville, MA 02145 and is referred to herein as MGPO Assembly Row
(“Proposed Project”).

The need for the Proposed Project is based on the existing and future needs of the Applicant’s
patient panel. As noted above, MGPO physicians provide MR imaging services to patients at
MGH’s main hospital campus, MGPO Waltham, and MGPO Chelsea.? All of the units at these
locations are operating at/near capacity, as evidenced by historical patient and scan volume
trends and long wait times for services despite extended operating hours. Moreover, population
statistics project that the need for imaging services will increase through 2035 as the 65+ patient
cohort grows and requires MRI services to diagnose and treat age-related conditions. The
addition of three 3T MRis at MGPO Assembly Row will allow the Applicant to meet the growing
demand for MR services, accommodate more patients in Somerville while alleviating some of the
volume at MGH's main hospital campus and helping to free up resources for patients that require
care in the hospital setting, and ensure that patients have timely access to imaging services that
are necessary to detecting and treating a variety of conditions.

Additionally, the Proposed Project will satisfy existing and future needs of the Applicant’s patient
panel by providing increased access to high-quality imaging services in a community-based
ambulatory care setting that is more convenient for many patients. Aggregated zip code data for
the fast three fiscal years demonstrates that MGH/MGPO’s MRI patient panel has a similar
geographic composition to the larger Partners HealthCare and MGH/MGPO patient panel, with
nearly 19% of patients originating either within a four-mile radius of Somerville or along the MBTA
Orange Line, upon which MGPO Assembly Row will be located. With approximately 19% of the
growing demand for MRI services originating close/convenient to Assembly Row in Somerville,
the Applicant determined that siting the proposed new imaging units at MGPO Assembly Row will
facilitate increased access to high-quality imaging services in a community-based setting.
Furthermore, the Proposed Project will allow patients the convenience of receiving care closer to
their homes without the added stress of commuting into Boston {e.g., decreased travel time,
availability of free parking, access along the MBTA Orange Line, etc.).

' In addition, MGH is licensed by the Department to operate one MRI unit at Mass General/North Shore Center for
Qutpatient Care, a licensed hospital satellite. However, this unit is not managed by MGPO.

2 The Applicant notes that it received approval from the Depariment to implement an additional two 3T MRI units at
MGPO Waltham. However, these units are not yet operational. Moreover, these units will serve a different patient
population than the Proposed Project.
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In terms of quality, high-quality imaging services are currently available at MGPO's existing clinic
locations and the proposed MRI units at MGPO Assembly Row will also be operated under this
model. MGPQ participates in various quality initiatives in collaboration with the Applicant and
MGH and employs quality assurance mechanisms to ensure that patients at its freestanding
imaging center clinic locations receive high-quality, patient-focused imaging services that are
commensurate with the care offered at MGH. Moreover, MGPO Assembly Row's imaging
services will be identical to those available at MGH’s main campus, will have the same advanced
MRI technologies as the main campus location, and, as the affiliated physician organization of
MGH, MGPO patients will have access to highly specialized, focused, and trained physicians and
staff at MGPO Assembly Row.

Finally, the Proposed Project will meaningfully contribute to Massachusetts’ goals for cost
containment by providing high-quality imaging services in a more cost-effective setting. As the
imaging services proposed for implementation at MGPO’'s Assembly Row clinic will be
freestanding imaging center services, they will be reimbursed under the Medicare Physician Fee
Schedule (“MPFS”), which rates are lower than hospital-based rates. Reimbursement at MPFS
rates will allow patients additional access to imaging services in the lower-cost community setting.
Accordingly, the Proposed Project will contribute positively to the Commonwealth's goals of
containing the rate of growth of total medical expenses and total healthcare expenditures.

In sum, the Applicant’s proposed expansion of imaging services through implementation of three
3T MRI units at MGPQO's proposed Assembly Row location will allow patients in need of imaging
services to receive timely care in a community setting. This expanded capacity will provide
appropriate patients with an alternative convenient point of access with equally high-quality at a
lower-cost, and thus will improve public health outcomes and patient experience. Accordingly, the
Applicant believes the Proposed Project meets the factors of review for Determination of Need
approval.

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

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

A. Partners HealthCare Patient Panel

Partners HeaithCare is a not-for-profit, integrated health care system that was formed in 1994 by
an affiliation between The Brigham Medical Center, Inc. (now known as Brigham Health) and The
Massachusetts General Hospital.? Partners HealthCare currently operates two tertiary hospitals,
six community acute care hospitals, and one acute care specialty hospital in Massachusetts; one
community acute care hospital in Southern New Hampshire; one facility providing inpatient and
outpatient mental health services; and three facilities providing inpatient and outpatient services
in rehabilitation medicine and long-term care. Partners HealthCare also operates physician

3 The Massachusetts General Hospital is now composed of MGH, MGPO, and McLean HealthCare, inc., The MGH
institute of Health Professions, Inc., Martha’s Vineyard Hospita!, Inc., Nantucket Cottage Hospital, Cooley Dickinson
Health Care Corporation and Wentworth-Douglass Hospital.
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organizations and practices, a home health agency, nursing homes and a graduate level program
for health professionals. Partners HealthCare is a non-university-based nonprofit private medical
research enterprise and its academic medical centers are principal teaching affiliates of the
medical and dental schools of Harvard University. Partners HealthCare provides its services to
patients primarily from the Greater Boston area and eastern Massachusetts, as well as New
England and beyond. Additionally, Partners HealthCare operates a licensed, not-for-profit
managed care organization that provides health insurance products to the MassHealth Program
{(Medicaid), Commonwealth Care (a series of health insurance plans for adults who meet income
and other eligibility requirements) and commercial populations.

Partners HealthCare serves a large and diverse patient panel as demonstrated by the utilization
data for the 36-month period covering Fiscal Year (“FY”) 16-18 and the preliminary data available
for FY19.% Appendix 2a provides this demographic profile for Partners HealthCare in table form.
The number of patients utilizing Partners HealthCare's services has increased since FY 16, with
1,380,203 unique patients in FY16, 1,409 382 unique patients in FY17 and 1,504,478 unique
patients in FY18.5 Preliminary data for FY19 indicate that from October 1, 2018 — April 30, 2019,
Partners HealthCare had 1,182,064 unigue patients. Partners HealthCare’s patient mix consists
of approximately 41.9% males and 58.1% females based on FY18 data, with gender unknown for
less than 0.01% of the patient population. The Massachusetts Center for Health Information and
Analysis (“CHIA") reports that Partners HealthCare's patient panel represents 19% of all
discharges in the Commonwealth.® The system’s case mix adjusted discharge rate is 23%.”

Partners HealthCare has seen an increase in the number of patients it serves across all age
cohorts between FY16 and FY18. Current age demographics show that the majority of the
patients within Partners HealthCare'’s patient population are between the ages of 18-64 years of
age (61.2-61.7% of the total patient population). Patients that are 65 and older also make up a
significant portion of the total patient population (26.8-28.6% of the total patient population). Only
10.2-11.5% of Partners HealthCare’s patients are between 0-17 years of age. Preliminary data
for FY 19 shows similar trends with regard to increases across age cohorts and cohort distribution.

4 Fiscal year October 1 — September 30, While preliminary data is available for FY19, annual comparisons are
calculated using data for FY16-18 as the FY19 data is only for October 1, 2018 — April 30, 2019 and is subject to
change over time.

5 Entities include: Brigham and Women's Hospital, Brigham and Women’s Faulkner Hospital, Massachusetts General
Hospital, Newton-Wellesley Hospital, and North Shore Medical Center; Cooley Dickinson Hospital, Martha's Vineyard
Hospital, McLean Hospital, and Nantucket Cottage Hospital (post-Epic data only); Massachusetts Eye and Ear
Infirmary (outpatient post-Epic data only); Spaulding Rehabilitation Hospitai (Telehealth, Partners Mobile Observation
Unit, Home Hospital programs for GH and BWH, Stay Connected with GH, Lifeline, and CareSage programs are not
included); Brigham and Women's Physicians Organization, Massachusetts General Physicians Organization,
Newton-Wellesley Medical Group, and North Shore Physicians Group; Cooley Dickinson PHO (post-Epic data only);
and Partners Community Physicians Organization (pre-Epic non-risk patients not included). The methodology for
aggregating Partners HealthCare's patient panel data has evolved into an automated process utilizing intemal data
resources. Initially, in 2017, when Partners HealthCare began developing its patient panel for Determination of Need
applications, such as the Change of Ownership for Massachusetis Eye and Ear and the Substantial Capital
Expansion for Brigham and Women's Hospital, staff manually aggregated the necessary data. However, since these
submissions, Partners HealthCare staff have developed a new automated process that allows for the collection and
amalgamation of system-wide data. This refined methodology allows staff to continuously menitor and improve the
way that data are aggregated. Accordingly, between June 2018 and May 2019, staff further refined the data cellection
processes leading to an increase of no more than 1% in overall patient counts for the system. Staff wili continue to
refresh and refine the process for aggregating data across the system, leading to more exact patient panel data,

8 Fiscal Year 2017: Partners HealthCare Systemn, MasSACHUSETTS CTR. FOR HEALTH INFORMATION ANALYSIS,
http:/iwww.chiamass.gov/assets/Uploads/mass-hospital-financials/2017-annual-report/system-profiles/Partners-
HealthCare.pdf (last visited Aug. 20, 2019).

7id.
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Partners HealthCare's patient panel reflects a mix of races. Data based on patient self-reporting
demonstrates that in FY18, 72.6% of the total patient population identified as White; 5.5%
identified as African American or Black; 4.1% identified as Asian; 1.4% identified as
Hispanic/Latino; 0.1% identified as American Indian or Alaska Native; and 0.1% identified as
Native Hawaiian or Other Pacific Islander. Since patients were grouped into these categories
based on how they self-identified,® there is a portion of the patient population (16.1% in FY18)
that either chose not to report their race or identified as a race that did not align with the above
categories. Therefore, it is important to note that the racial composition of Partners HealthCare
patient panel may be understated.

Partners HealthCare provides care to patients from a broad range of geographies including all
fifty states. While Partners HealthCare’s patient panel resides mainly in Eastern Massachusetts,
there is a sizeable portion of the patient panel that resides outside of Massachusetts (10.5%, or
158,537 patients, in FY18). By applying the Department’s Health Service Area (*HSA") categories
to FY18 data, 43.4% of Partners HealthCare's patients reside in HSA 4 (652,456 patients); 16.2%
reside in HSA 6 (244,040 patients); 13.6% reside in HSA 5 (205,029 patients); 6.5% reside in HSA
3 (97,667 patients); 6.0% reside in HSA 1 (90,902 patients); 3.3% reside in HSA 2 (49,437
patients); 0.003% reside in MA but outside of HSAs 1-6 (38 patients); and the origin of 6,372
patients or 0.4% of the panel is unknown.

B. MGH and MGPO Patient Panel

The Massachusetts General Hospital is one of the founding members of Partners HealthCare and
MGH is the original teaching hospital of Harvard Medical School. With 1,035 licensed beds at its
main hospital campus in Boston, MGH is the largest hospital in the state. In addition to its main
hospital campus in Boston, MGH offers services to patients through various hospital satellite and
clinic locations across Eastern Massachusetts. MGPO, also a member of Partners HealthCare
and The Massachusetts General Hospital and a teaching affiliate of Harvard Medical School, is a
multi-specialty medical group dedicated to excellence and innovation in patient care, teaching,
and research. Consisting of 2,700 physicians, MGPQ is the largest multi-specialty group in New
England and one of the largest in the United States. In addition to operating multiple physician
practices throughout Eastern Massachusetts, MGPO is the affiliated physician organization of
MGH, and, as such, MGPO physicians provide physician services — such as primary care,
specialty physician services, and advanced imaging - at licensed facilities. As discussed in further
detail throughout this narrative, MGPO currently operates a licensed freestanding imaging clinic
with locations in Waltham and Chelsea and proposes to expand its imaging services with
implementation of the Proposed Project.

Overall Patient Panel

Appendix 2a provides the combined demographic profile for MGH and MGPQO in table form.
Similar to Partners HealthCare, the number of patients utilizing MGH and MGPOQ increased from
FY16-18, with 563,459 unique patients in FY16, 563,970 unique patients in FY17, and 566,395

% With the exception of the category “Hispanic/Latino," the race categories shown above are based on the 1997 Office
of Management and Budget standards on race and sthnicity. Patients were grouped into these categories based on
their responses as follows — White; “White"; African American or Black: “African American”, “Black”, “Black or African
American”; American Indian or Alaska Native: “American Indian”, "American Indian or Alaska Native”; Asian: "Asian”;
Native Hawaiian or Other Pacific Islander: "Native Hawaiian or Other Pacific [slander”, “Native Hawaiian/Other Pacific
Islander”, "Pacific Islander”; Hispanic/Latino: "Hispanic”," Hispanic or Latino”," Latino"; Other/Unknown; Ali other
responses.
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unique patients in FY18.° Preliminary data indicate that through the first two quarters of FY19,
MGH and MGPO had a combined 403,563 unigue patients. Of these patients, approximately
44.8% are male and 55.2% are female.

In regard to age, the majority of the patients within MGH/MGPQ’s combined patient population
are between the ages of 18-64 (59.0%, or 334,405 patients, in FY18). The next largest age cohort
is patients that are 65 years and older (27.0%, or 152,871 patients, in FY18). Subsequently, 14.0%
of MGH/MGPO’s patients are between ages 0-17 (79,113 patients in FY18).

Moreover, MGH/MGPO's patients reflect a diversity of races. Data based on patient self-reporting
demonstrate that in FY18, 73.2% of MGH/MGPO's patients identified as White; 5.2% identified
as African American or Black; 5.2% identified as Asian; 0.8% identified as Hispanic/Latino; 0.1%
identified as American Indian or Alaska Native; and 0.1% identified as Native Hawaiian or Other
Pacific Islander. Since patients were grouped into these categories based on how they self-
identified,'® there is a portion of the patient population (15.4% in FY18) that either chose to not
report their race or identified as a race that did not align with the above categories.

Finally, aggregated zip code data by HSA for FY18 demonstrates that MGH/MGPQO’s patient
population has a similar geographic composition to the larger Partners HealthCare patient panel.
This data indicates that 49.0% of MGH/MGPQO'’s patients reside in HSA 4 (277,515 patients);
17.3% reside in HSA 6 (97,996 patients); 8.6% reside in HSA 5 (48,669 patients); 5.8% reside in
HSA 3 (32,885 patients); 3.2% reside in HSA 2 (18,269 patients); 1.3% reside in HSA 1 (7,222
patients); and 0.002% reside in MA but outside of HSAs 1-6 (14 patients). Nearly 81,000 patients
or 14.3% of the panel is from outside of Massachusetts, and the origin of 0.5% of the panel is
unknown (2,899 patients).

MR Patient Panel

As noted above, MGPO physicians provide a variety of services at MGH licensed facilities. With
regard to radiology services, MGPO radiologists staff and manage the radiclogy department of
MGH. Moreover, MGPO provides an array of imaging services, including MR, at licensed clinics.
Given that the Applicant seeks to implement MRI services at the proposed MGPO Assembly Row
satellite, in addition to reviewing the demographic data for all MGH/MGPOQ patients, the Applicant
also conducted a focused review of the MGH/MGPO MRI patient panel to determine the need for
the Proposed Project. This demographic profile for MGPO/MGH’s MRI services is provided at
Appendix 2a. '

As indicated in Appendix 2a, the volume of patients utilizing MGH's and MGPO’s MRI services
increased by 2.3% over the last three fiscal years, with 47,807 unique patients in FY16 and 48,910
unique patients in FY18. This data also demonstrates that MGH/MGPO's MRI patient population
composition is analogous to the larger MGH/MGPO patient panel in terms of gender, age, and
race. Like the overall MGPO/MGH patient panel, the focused MRI patient panel for MGPO/MGH
is predominantly female (55.6%), with 27,203 women receiving MRI| scans in FY18 compared to

¢ Only includes post-Epic data (practices have varying go-live dates).

10 With the excepfion of the category "Hispanic/Lating”, the race categories shown above are based on the 1997
Office of Management and Budget standards on race and ethnicity. Patients were grouped into these categories
based on their responses as follows — White: “White"; Aftican American or Black: "African American”, “Black”, “Black
or African American”, American Indian or Alaska Native: "American Indian”, “American Indian or Alaska Native”;
Asian: "Asian”; Native Hawaiian or Other Pacific |slander; "Native Hawaiian or Other Pacific Islander”, "Native
Hawaiian/Other Pacific isiander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino”,” Lating”;
Other/Unknown: All other responses.
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21,707 men. In regard to age, the majority of the MRI patients within MGH/MGPQ'’s combined
patient population are between the ages of 18-64 (63.5% in FY18), followed by patients ages 65+
(31.5% in FY18), and subsequently patients ages 0-17 (5.0% in FY18). Moreover, race data
collected in FY18 based on patient seif-reporting demonstrates that 57.0% of the combined
MGH/MGPQO MRI patient panel identified as White; 3.4% identified as African American or Black;
2.7% identified as Asian; 0.8% identified as Hispanic/Latino; 0.1% identified as American Indian
or Alaska Native; and 0.02% identified as Native Hawaiian or Other Pacific Islander.™

Finally, aggregated zip code data for FY18 demonstrates that MGH/MGPQO’s MR! patient
population is similar to the larger Partners HealthCare patient panel, as well as the overall
MGH/MGPO patient panel, in terms of geographic origin. Zip code data is important when
considering who utilizes MGH/MGPO's imaging services. Specifically, this data indicates that
nearly 19% of MGH/MGPQ's MRI patients live either within four miles of Somerville (02145) or in
zip codes that are convenient to the MBTA Orange Line, along which MGPO Assembly Row will
be located. Accordingly, for many patients, MGPO Assembly Row will be the most convenient
option for receiving MRI services.

F1.a.ii Need by Patient Panel:

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

Through the Proposed Project, the Applicant will satisfy existing and future patient panel needs
by providing increased access to timely MR imaging services for MGH/MGPO patients. As
detailed in Factor F1.a.i, aggregated zip code data for the last three fiscal years demonstrates
that approximately 19% of MGH/MGPO’s MRI patients live within a four-mile radius of Somerville
or along the MBTA Orange Line. Historical patient and scan volume trends for these MRI services
indicate high utilization rates and extended wait times across MGH and MGPO’s locations.
Moreover, projections forecast that the need for MRI services will increase into the future,
particularly as the 65+ patient population increases and requires MRI to diagnose and treat age-
related conditions. With 19% of the growing demand for these imaging services originating close
or convenient to Assembly Row, the Applicant determined that all patients within the Applicant’s
panel residing in the service area of the proposed MGPO Assembly Row freestanding imaging
center satellite, including existing MGH and MGPO patients, will benefit from this expansion of
MRI services within an ambulatory care community setting.

T With the exception of the category "Hispanic/Lating”, the race categories shown above are based on the 1997
Office of Management and Budget standards on race and ethnicity. Patients were grouped into these categories
based on their responses as follows — White: “White”; African American or Black: “African American”, "Black”, “Black
or African American”; American Indian or Alaska Native: “American Indian”, “American indian or Alaska Native”;
Asian: "Asian”; Native Hawaiian or Other Pacific islander: "Native Hawaiian or Other Pacific Islander”, “Native
Hawaiian/Other Pacific 1slander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”,” Hispanic or Latino”,” Latino™,
Other/Unknown: All other responses. Since patients were grouped into these categories based on how they self-
identified, there is a portion of the patient population (36.0% in FY 18) that either chose to not report their race or
identified as a race that did not align with the above categories.
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A. Growing Demand for Imaging Technology

The use of diagnostic imaging in the United States, including imaging with MRI, has increased
significantly over the last two decades.'? Several factors have contributed to this increase,
including advancements in technology (e.g., improvements in techniques, resolution, and
acquisition time), expansion of clinical applications (particularly to diagnose and treat age-related
conditions), and patient- and physician-generated demand.'® The development and improvement
in these advanced diagnostic imaging technologies is widely credited with leading to improved
patient outcomes — through earlier and more accurate diagnoses of disease using noninvasive
techniques — as well as improved patient care processes.'

The Applicant has been no exception to this upward trend. As set forth in Factor F.1.a.i, across
MGH and MGPO there has been growth in the number of patients receiving MR imaging services
over the last three fiscal years. From FY16-18, the number of MGH/MGPO patients receiving MRI
scans increased by 2.3% (from 47,807 patients in FY16 to 48,910 patients in FY18). Preliminary
figures for FY19 suggest that these numbers will continue to grow into the future — in the first
quarter of FY19, MGH/MGPO reported 15,213 patients who received MRI scans,

In addition to patient counts, scan volumes have also grown. From FY16-18, across all
MGH/MGPO locations, MR! scan volume increased by nearly 9%. This increased demand for
imaging services has impacted the Applicant’s existing MRI machines across its MGH and MGPO
locations. Specifically, the increased utilization has resulted in capacity constraints and extended
wait times. For instance, patients seeking outpatient imaging services at MGH's main campus
face average wait times of twenty-three days for an MRI."S

To address the high demand for MRI across MGH and MGPO sites and ensure that patients have
timely access to conveniently located imaging services, the Applicant proposes to expand its
imaging capacity by implementing three 3T MR! units at MGPO Assembly Row. As described in
greater detail in Factor F1.b.i, recent advances in 3T MRI technology, which facilitate faster scans,
will result in shorter exam slots and allow for more exams to be performed during normal operating
hours. In total, implementation of the new MRI units will allow for an additional 2,080 hours of MRI
scans per year in year one, and by year five this will increase to 5,824 additional hours of MRI

2 Rebecca Smith-Bindman et al., Rising Use Of Diagnostic Medical Imaging in A Large Integrated Health System, 27
HEALTH AFFAIRS 1491 (2008), available at hitps://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765780/pdf/nihms-
137739.pdf; Rebecca Smith-Bindman et al., Use of Diagnostic Imaging Studies and Associated Radiation Exposure
For Patients Enrolled in Large integrafed Healthcare Systems, 19962010, 307 JAMA 2400 (2012); available at
https:/fjamanetwork. com{journals/jama/fullarticle/1182858; Robert J. McDonald et al., The Effects of Changes in
Utilization and Technological Advancementis of Cross-Sectional Imaging on Radiologist Workload, 22 ACADEMIC
RaploLocy 1191 (2015); Michael Walter, Feeling overworked? Rise in CT, MRI images adds to radiologist workload,
RaploLoGy BusiNEss (Jul. 31, 2015), http://iwww.radiologybusiness.com/topics/quality/feeling-overworked-rise-ct-mri-
images-adds-radiologist-workioad; Increases in Imaging Procedures, Chronic Diseases Spur Growth of Medical
Imaging Informatics Market, IMAGING TECHNOLOGY NEws (Oct. 28, 2016), hitps:/iwww.itnonline.com/content/increases-
imaging-procedures-chronic-diseases-spur-growth-medical-imaging-informatics-market.

13 Rising Use Of Diagnostic Medical imaging In A Large Integrated Health System, supra note 12; Use of Diagnostic
Imaging Studies and Associated Radiation Exposure For Patients Enrolfed in Large Infegrated Healthcare Systems,
1996-2010, supra note 12; McDonald et al., supra note 12; Walter, supra note 12; Increases in imaging Procedures,
Chronic Diseases Spur Growth of Medical Imaging Informatics Market, supra note 12,

14 Rising Use Of Diagnostic Medical imaging In A Large Integrated Health System, supra note 12; Use of Diagnostic
Imaging Studies and Associafed Radiation Exposure For Patients Enrolfed in Large Infegrated Healthcare Systems,
1996-2010, supra note 12; McDonald et al., supra note 12; Walter, supra note 12; Increases in Imaging Procedures,
Chronic Diseases Spur Growth of Medical Imaging Informatics Market, supra note 12.

15 Wait times were calculated based on a Monday — Friday schedule between 8am — 5pm. The third available
appointment time was utilized as the trigger.
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scans annually. These newly-available scan hours made possible by the implementation of MRI
technology at MGPO Assembly Row will not only benefit MGPO patients — who will enjoy
increased access to timely MRI services in the community — but will also benefit patients that are
currently seen at MGH. Specifically, the Proposed Project will provide all MGH/MGPO patients
with additional access to expedited imaging services in a convenient community-based
ambulatory care setting, allowing them to determine where they will receive their MRI scans. The
anticipated transfer of utilization to the proposed new MGPO Assembly Row MRI units will relieve
some of the capacity constraints and wait times currently experienced at MGH’s main campus,
thereby freeing up hospital resources for more critical patients that require immediate attention
and access to imaging technology. In turn, this will result in shorter wait times to the next available
appointments across MGH’s and MGPO'’s imaging locations as demand continues to grow into
the future and will ensure that patients receive care at the location best-suited to meet their
specific medical needs.

B. An Aging Patient Population Needs Access to Local Imaging Services

The Proposed Project also will allow the Applicant, and specifically MGPQO, to address the needs
of an aging patient panel and the need for improved access to MR imaging services. According
to the University of Massachusetts’ Donahue Institute's ("UMDI") Long-Term Population
Projections for Massachuselts Regions and Municipalities, the statewide population is projected
to grow a total of 11.8% from 2010 through 2035.'® An analysis of UMDI'’s projections shows that
the growth of the Commonwealth’s population is segmented by age sector, and that within the
next 20 years, the bulk of the state’s population growth will cluster around residents that are age
50 and older.’ Moreover, between 2015 and 2035, the Commonwealth’s 65+ population is
expected to increase at a higher rate compared to all other age cohoris.'® By 2035, the 65+ age
cohort will represent approximately a quarter of the Massachusetts population.®

The general trend of growth appears consistent across the counties where Partners HealthCare's
affiliates are located. Moreover, MGH/MGPOQ's patient panel data indicates an 14.6% increase in
MRI patients 65+ from FY16-18. This compares to an 2.6% decrease in MGH/MGPO MRI patients
ages 18-64 and a 1.2% decrease in patients ages 0-17 during the same period. As the number
of patients that fall into the 65+ age cohort for MGPO, MGH, and Partners HealthCare continues
to grow, the demand for MRI services is expected to increase as well.

Literature on patterns of MR! use indicate that imaging rates tend to be higher among older
adults.?® According to a study published in 2013, average utilization rates were approximately 24,

16 UNIVERSITY OF MASSACHUSETTS DONAHUE INSTITUTE, LONG-TERM POPULATION PROJECTIONS FOR MASSACHUSETTS
REGIONS AND MUNICIPALITIES 11 (Mar. 2015), available at http://pep.donahue-
institute.org/downloads/2015/new/UMDI_LongTermPopulationProjectionsReport_2015%2004%20_29.pdf. The
Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetts Donahue Institute
(UMDI) to produce population projections by age and sex for all 351 municipalities. fd. at 7. Within the past five
years, Massachusetts has been experiencing an increase in the population growth rate per year due to high
immigration and low domestic outflow, which is expected to slow down in 2030. /d. at 12.
7 Massachusetts Population Projections — EXCEL Age/Sex Details, UNIVERSITY OF MASSACHUSETTS DONAHUE
INSTITUTE {(2015), hitp://pep.donahue-institute.org/downloads/2015/Age_Sex_Details_ UMDI_V2015.xls. This data has
been extracted for counties where current Partners HealthCare’s hospitals and affiliates are located. Id.
18 UNIVERSITY OF MASSACHUSETTS DONAHUE INSTITUTE, Supra note 16, at 14. The report uses the cohorts as defined by
the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39, 40-64, and 85+. Id. Figure 2.5 in the report
ilslgustrates the increase in the 65+ age cohort from 2015 to 2035. Id.

Id.
20 Rising Use Cf Diagnostic Medical Imaging In A Large Integrated Health System, supra note 12; Kathleen Lang et
al., National frends in advanced outpatient diagnostic imaging utilization: an analysis of the medical expenditure panel
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72, 159, and 240 per 1,000 persons for ages <18, 18-44, 45-54 and 65+ years, respectively.”
The high MR imaging rates among older adults are likely related to the modality's ability to
diagnose and treat age-related conditions. Specifically, MRI has proven effectiveness in the fields
of neurology, oncology, cardiology and orthopedics among others.? Analysis of MGH/MGPO
patient pane! data from FY18-18 indicates that the top diagnoses for patients seeking MRI
services include neurologic, oncologic and cardiovascular conditions, as well as conditions
affecting the musculoskeletal system. The capability of MRI in these fields is particularly important
for older adults as research studies and their findings demonstrate that the prevalence of cancer
increases with age, and that age is also a leading risk factor for cardiovascular disease and certain
neurological and musculoskeletal disorders.?®

The projected increase in the older adult population in tandem with the volume of older adults
seeking MRI scans necessitates the need for additional imaging capacity for MGH/MGPO
patients. Accordingly, to ensure that MGH/MGPQ's aging patient panel has timely access to high-
quality MRI services with proven effectiveness in the fields of neurology, oncology, orthopedics
and cardiology, the Applicant seeks to expand MRI capacity in the community through the addition
of three 3T MRI units at a new MGPO Assembly Row satellite location.

C. Providing Imaging Services in a Community Setting

Finally, the Proposed Project will allow more patients the convenience of receiving services in an
ambulatory care setting close to home and easily accessible by public transit. As discussed in
Factor F1.a.i, zip code data demonstrates that approximately 19% of MGH/MGPO'’s MRI patients
live either within four miles of Somerville or in zip codes that are convenient to the MBTA Orange
Line. With 19% of the growing demand for MR imaging services originating close/convenient to
Assembly Row in Somerville, the Applicant determined that siting the proposed new MRI units at
Assembly Row would allow patients improved access to high-quality imaging services in a cost-
effective and convenient community setting. Specifically, siting the proposed MRI units at MGPO
Assembly Row rather than expanding capacity at MGH's main campus in Boston will provide
appropriate patients with increased access to an alternative community-based point of care, allow
patients to avoid unnecessary travel barriers to obtaining care (e.g., driving to Boston, expensive
parking, etc.), and offer the opportunity for a greater number of patients to receive care close to
home at MGPO Assembly Row's convenient, easily navigable location along the MBTA Orange
Line and off of Interstate 93 in Somerville. By expanding capacity at MGPO Assembly Row and
allowing for a greater number of appropriate patients to receive imaging services in the

survey, 2000-2009, 13 BMC MED. ImacING 40 (2013), available at
https:/Aww.ncbi.nlm.nih.govipmc/articles/PMC4222739/,

%% Lang et al., supra note 20,

22 | awrence N. Tanenbaum, 3T MRI in clinical practice, 34 APPLIED RADIOLOGY B (2005}, available at
hitps://appliedradiclogy.com/articles/3t-mri-in-clinical-practice; Magnetic Resonance Imaging (MRI), :
RADIOLOGYINFO.ORG, hitps:/fiwww.radiologyinfo.org/en/submenu.cfm?pg=mri {last visited Apr. 12, 2019) [hereinafter
MRA.

23 WORLD HEALTH ORGANIZATION, WORLD REPORT ON AGEING AND HEALTH (2015}, available af
hitp:/fapps.who.int/iris/bitstream/10665/186463/1/9789240694811_eng.pdf; Nathan A. Berger et al., Cancer in the
Eiderly, 117 TRANSACTIONS OF THE AM. CLINICAL AND CLIMATOLOGICAL ASSOCIATION 147 (2008), available at
https:/iwww.ncbi.nlm.nih.gov/pmc/articles/PMC1500929/pdfftacca117000147 .pdf; Ischemic Heart Disease: Risk
Factors, NAT'L HEART, LUNG & BLOGD INSTITUTE, https:/www.nhibi.nih.gov/health-topicsfischemic-hearnt-disease (last
visited Apr. 12, 2019); Atherosclerosis: Risk Factors, NAT'L HEART, LUNG & BLOOD INSTITUTE,
https://iwww.nhlbi.nih.gov/health-topics/atherosclerosis {last visited Apr. 12, 2019); MaRTA KOWALSKA ET AL., Chapter 5:
Aging and Neurological Diseases, in SENESCENCE: PHYSIOLOGY OR PATHOLOGY (Jolanta Dorszewska & Wojclech
Kozubski eds., 2017), available at hitps./iwww.intechopen.com/books/senescence-physiology-or-pathology/aging-
and-neurological-diseases; Ramon Gheno et al., Musculoskeletfal Disorders in the Eldery, 2 J. CLINIGAL IMAGING Scl. 1
(2012), available af https:/fwww.ncbi.nim.nih.gov/ipmc/articles/PMC3424705/,
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community, the Applicant will also be able to help free up resources at MGH’s main campus for
acute patients that require fast access to MRI technology.

F1.a.iii Competition:
Provide evidence that the Proposed Project will compete on the basis of
price, total medical expenses, provider costs, and other recognized
measures of health care spending. When responding to this question, please
consider Factor 4, Financial Feasibility and Reasonableness of Costs.

The Proposed Project will compete on the basis of price, total medical expenses (“TME"), provider
costs and other recognized measures of health care spending, as the Applicant is seeking to
implement additional imaging modalities to meet the current and projected demand for imaging
services in a cost-effective community-based setting. As discussed in Factors F1.a.i and F1.a.ii,
data from FY16-18 indicate a greater than 2% increase in MRI patient volume and an
approximately 9% increase in MRI scan volume across the MGH/MGPO locations.
Notwithstanding efforts to address this increased demand, including offering extended imaging
hours, the existing machines at the MGH/MGPO locations are operating at capacity. Moreover,
preliminary figures for FY19, as well as the projected increase in older adults requiring imaging
services for age-related conditions, suggest that demand for MGH/MGPO’'s MRI services will
continue to increase into the future. The Proposed Project will allow the Applicant to meet demand
for imaging services, relieve capacity constraints on the existing units at MGH and MGPO’s
locations and ensure that the Applicant’s patients have timely access to MRI imaging services in
the community. '

By providing access to MRI services at MGPO Assembly Row, the Applicant will be able to shift
appropriate patients out of the hospital setting to the lower-cost community-based ambulatory
care setting and create reductions in overall cost of care and TME. The imaging services proposed
for implementation at MGPO Assembly Row will be freestanding clinic services, as opposed to
hospital-based services, and will be reimbursed at MPFS rates.?* As asserted by the Health Policy
Commission (‘HPC") in issue seven of its DataPoints series entitled Variafion in Imaging
Spending, imaging spending in Massachusetts is driven in large part by the setting of care for
services, with imaging tests performed in hospital outpatient departments (“HOPDs”) or other
facilities costing more than the same tests performed in office settings or non-facility settings,
such as freestanding imaging centers. Consequently, in 2015, if Massachusetts Medicare
beneficiaries had received specific high-cost imaging procedures in non-facility settings, Medicare
spending would have been reduced by $27 million (6%) for these imaging procedures.?® Given
that the imaging services at MGPO Assembly Row's freestanding imaging center will be
reimbursed at substantially lower MPFS rates, the proposed addition of MRI capacity at MGPO
Assembly Row's more cost-effective setting will have a negiigible to positive impact on the overall
health care market. Specifically, by shifting appropriate MR] imaging patients to a lower-cost
setting in the community, the Applicant will be able to free up imaging resources at MGH for critical
patients that require quick access to care in a hospital setting, more effectively manage utilization
and resources across its MGH and MGPO imaging locations, and thereby affect cost reductions
in overall care and ultimately TME. These cost efficiencies will be created without sacrificing
quality.

2 Your top 10 site-neutral payment questions for imaging, answered, ADVISORY BoarD (Dec. 4, 2017),
hitps:/iwww.advisory.com/research/imaging-performance-partnership/the-reading-room/2017/12/site-neutral.

28 HPC Data Points, Issue 7: Variation in Imaging Spending, MASSACHUSETTS HEALTH PoLICY COMMISSION,
htips://www.mass.gov/service-details/hpc-datapoints-issue-7-variation-in-imaging-spending (last visited Apr. 12,
2019).
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F1.b.i Public Health Value /Evidence-Based:
Provide information on the evidence-base for the Proposed Project. That is,

how does the Proposed Project address the Need that Applicant has
identified.

Factor F1.a.ii describes how the addition of three 3T MRI units at MGPO Assembly Row will meet
the Applicant's patient panel need. As provided in greater detail below, the Proposed Project is
further supported by extensive evidence-based literature related to the efficacy of MRI technology
— and, more specifically, 3T MRI technology — and the benefits associated with receiving imaging
care at ambulatory care community-based |locations. As an overview, this review focuses on
clinical applicability, quality of care, comprehensive access, efficiency and convenience. Cost-
savings are also associated with imaging care in ambulatory care community settings; however,
these points are addressed in Factors F1.a.iii and F2.a.

A. MRI as an Imaging Modality

MRI is well-established non-invasive imaging system that has gained widespread acceptance in
several fields of medicine.?® MRI is a technology that uses a powerful magnetic field and pulses
of radio waves to create detailed images of the body’s internal organs, tissues, and structures.?’
During an MR, a patient is placed at the center of an extremely strong magnetic field and bodily
tissue information is obtained by measuring how atoms respond to pulses of radiofrequency
energy sent from a scanner.?® MRI images provide anatomical information, as weil as functional
information, that can be used to help diagnose a variety of conditions, as well as plan for, guide,
and monitor treatment.?® As MRI relies on a magnetic field and radio frequencies and does not
use ionizing radiation, there are no known health hazards, making MRi a safe alternative to many
other imaging methods.3°

B. Clinical Applications of 3T MRI

Over the last four decades, technical and engineering advances have yielded MRI systems with
higher field strengths, and today most clinical MRIs operate at field strengths of 1.5T or 3T.*
Clinical application of higher magnetic field strengths, such as 3T, has several advantages. Most
notably, increased magnetic field strength is associated with better diagnostic image quality (i.e.
higher resolution images, better contrast between different tissues, and increased ability to image
smaller structures with improved resolution).?? Additionally, as compared to 1.5T MRI, 3T allows

2 Magnetic Resonance Imaging (MR1), NAT'L INST. OF BIOMEDICAL IMAGING & BIOENGINEERING,
https:/iwww.nibib.nih.gov/science-education/science-topics/magnetic-resonance-imaging-mri (last visited Jun. 24,
2019); MR, supra note 22. .

27 NAT'L INST. OF BIOMEDICAL IMAGING & BIOENGINEERING, supra note 26; MR/, supra note 22; Tanya Lewis, What is MR!
{Magnetic Resonance imaging)?, LivE SCIENCE (Aug. 11, 2017), htips:/iwww iivescience.com/39074-what-is-an-
mri.html,

28 NAT'L INST. OF BIOMEDICAL IMAGING & BIOENGINEERING, supra note 26; Lewis, supra note 27,

29 NAT'L INST. OF BIOMEDICAL IMAGING & BIOENGINEERING, supra note 26; Lewis, supra note 27.

30 Chris Weller, Cancer Detection With MR!I As Effective as PET-CT Scan, But With Zero Radiation Risks, MED. DalLY
(Feb. 18, 2014), htip://mww.medicaldaily.com/cancer-detection-mri-effective-pet-ct-scan-zero-radiation-risks-269528;
Radiation-Emitting Products — MR (Magnetic Resonance Imaging): Benefits and Risks, U.S. FOoD & DRUG ADMIN.,
https:/fwww.fda.gov/Radiation-
EmittingProducts/RadiationEmittingProductsandProcedures/Medicalimaging/MR/lucm482765 .htm (last updated Dec.
9, 2017); MRI, supra note 22.

31 Beth W. Orenstein, 4T, 7T, 8T, and Beyond — High-Field MR Research Seeks a Closer Look Inside the Human
Body, 10 RADIOLOGY TODAY 16 (2009), available af http://www radiologytoday.net/archive/050409p18.shtmi.

% Tanenbaum, supra note 22; Why the 3 Tesia MR is the Best Scanner for Diagnostic Imaging, RADIOLOGY
AFFILIATES IMAGING (Sep. 12, 2016),
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for faster scan times, which provides convenience for both physicians and patients and increases
availability of the resource.®

Research into the various uses and benefits of 3T MRI is extensive, with studies focusing on
specific diseases, as well as parts of the body that may benefit from this higher-strength imaging
modality. As discussed in Factor F1.a.ii and shown in Appendix 2a, some of the most prevalent
conditions for which MGHMGPO patients seek MRI services involve the brain, spine, breast,
prostate, heart and musculoskeletal system, among other parts of the body. The higher resolution
of the 3T MRI produces more detailed images, which are beneficial when diagnosing neurologic,
oncological, and musculoskeletal, and cardiovascular conditions affecting these areas of the
body.3*

Brain Imaging and Neurologic Conditions

As it relates to brain imaging, MRI is the modality of choice as it provides the most sensitive
imaging of the head and can help diagnose brain tumors, stroke, and infections, among a number
of other conditions.* Specifically, MRI offers exceptional anatomical and functional detail that can
be used to describe the shape, size, and integrity of gray and white matter structures in the brain
and detect pathological changes.*® For instance, MRI is used to determine the exact location of a
lesion to establish a plan for treatment/biopsy planning; evaluate mass effect on the brain,
ventricular system, and vasculature; and suggest a possible diagnosis.* in addition to conditions
affecting the brain, MRI also demonstrates clinical utility in diagnosing a wide spectrum of spinal
and muscuioskeletal conditions due to its ability to noninvasively display high definition images of
the bones, cartilage, muscles, tendons, ligaments, and joints.#® MRI is often used to obtain better
images of @ bone mass first seen on an x-ray, can show if the mass is a tumor, an infection, or
some other damage, and can also help make a specific diagnosis when a lesion is indeterminate
or shows signs of aggressiveness.®® MRI scans have the ability to show the extent of a tumor, the

https://4rai.com/blog/why-the-3-tesla-mri-is-the-best-scanner-for-diagnostic-imaging.

33 Tanenbaum, supra note 22; Why the 3 Tesla MRI is the Best Scanner for Diagnostic Imaging, supra note 32,

3 Tanenbaum, supra note 22; Why the 3 Tesla MR! is the Best Scanner for Diagnostic imaging, supra note 32.

35 Magnetic Resonance Imaging (MR!) — Head, RADIOLOGYINFO,QORG,
hitps:/Awww.radiologyinfo.org/enfinfo.cfm?pg=headmr (last updated Feb. 5, 2019); M. Symms et al., A review of
structural magnetic resonance neuroimaging, 75 J. NEUROLOGY, NEUROSURGERY & PSYcHIATRY 1235 (2004), available
at http:/fjnnp.bmj.com/content/jnnp/75/9/1235.full.pdf; What is iMRI?, UC SaN DIEGO CTR. FOR FUNCTIONAL MRI,
http:/ffmri.ucsd.edu/Researchiwhatisfmri.htmi (last visited Jun. 24, 2019); Marc C. Mabray et al., Modem Brain Tumor
Imaging, 3 BRAIN TUMOR RESEARCH & TREATMENT 8 (2015), available at
https:/fiwww.ncbi.nim.nih.gov/pmc/articles/PMC4426283/.

% Symms et al., supra note 35; What is iMRI?, supra note 35.

37 Mabray et al, supra note 35.

38 Gail Dean Deyle, The role of MR! in musculoskeletal practice: a clinical perspective, 19 J. MaNUAL & MANIPULATIVE
THERAPY 152 (2011), available at https:/iwww.ncbi.nlm.nih.gov/pmc/articles/PMC3143009/; Maravi et al., Role of MR
in Orthopaedics, 21 ORTHOPAEDIC J. M.P, CHAPTER 74 (2015), available at
https:/imww.google.comiurl?sa=t&rct=j&g=8&esrc=s&source=web&cd=2&ved=2ahUKEwiS093T19PaAhWEIOAKHcgu
A_UQFjABegQIABAB&ur=http%3A%2F %2Fwww.ojmpc.comY%2Findex.php%2F OJMPC %2F article % 2Fdownload%2
F31%2F258usg=A0vVaw3hriKb3xbWIiXUT_yczE1K; Apostolos H. Karantanas, What's new in the use of MR! in the
orthopaedic trauma patient?, 45 INT'L J. CARE INJURED 923 (2014), available at
https:/fwww.injuryjournal.com/article/S0020-1383(14)00023-0/pdf; Filippo Del Grande, Gefting the Most Out of 3
Tesla MRI of the Spine, 29 RHEUMATOLOGY NETWORK (Mar. 3, 2012), available at
http:/Awvww.rheumatologynetwork.com/articles/getting-mosi-out-3-tesla-mri-spine.

3 Tests for Bone Cancer, AM. CANCER Soc’y, https:/iwww.cancer.org/cancer/bone-cancer/detection-diagnosis-
staging/how-diagnosed.html {last updated Feb. 5, 2018); Tests for Osfeosarcoma, AM. CANCER So0cC'Y,
https:/fwww.cancer.org/cancer/osteosarcoma/detection-diagnosis-staging/how-diagnosed.html (last updated Jan. 30,
2018); Duarte Nascimento et al, The role of magnetic resonance imaging in the evaluation of bone fumours and
tumour-ike lesions, 5 INSIGHTS IMAGING 419 (2014), avaifable at

hitps://link.springer.com/content/pdf/10.1007%2F $13244-014-0339-z pdf.
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marrow inside the bone, and the soft tissue around a tumor, and is the preferred modality to
determine if a tumor has grown.C In all of these areas of the body, the improved resolution and
clarity of the 3T MRI has the added benefit of allowing radiologists to identify smaller lesions and
anatomical structures that cannot be seen with less powerful machines, such as a 1.5T MR1.#

Qncology

In addition to the brain and spine, MRI is important in cancer diagnosis, staging, and treatment
planning in other areas of the body.*? Specifically, 3T MRI creates detailed images that can show
the difference between normal and abnormal tissue, and therefore, is the preferred imaging
modality for the prostate and breast.** Prostate MR! at 3T has advantages including increases in
spatial resolution and high iocal staging accuracy, is considered to be superior to 1.5T MRI in
detecting and locating lesions, and has the potential to improve the prostate cancer detection rate
on first biopsy.** Moreover, because the magnet is so powerful, prostate cancer screening on the
3T MRI does not require use of the invasive endorectal coil that scans on the 1.5T MR! machines
often involve, and therefore provides greater patient comfort.*® In the breast, multiple studies have
shown that MRI is the most sensitive means of assessing the extent of malignancy in women
diagnosed with breast cancer.*® The higher magnetic field strength allows for improvements in
spatial and temporal resolution and the greater spectral separation of fat and water at 3T imaging
enables superior fat suppression, further aiding in the visualization of enhancing lesions.*” These
studies suggest that 3T MR! is more accurate for pre-operative assessment of breast cancer
extent, and therefore, that 3T MRI can be a valuable guide to surgical pianning and a valuable
tool in improving treatment outcomes.*®

Orthopedics/Musculoskeletal System

MRI also plays a role in the diagnosis and treatment of a wide spectrum of orthopedic conditions
due to its ability to display high definition images of the musculoskeletal system, including bones,
cartilage, muscles, tendons, ligaments, and joints.*® While orthopedic/musculoskeletal MRIs are
clinically useful among all age groups, they demonstrate particularly utility in older adults who

40 Tests for Osteosarcoma, supra note 39; Nascimento et al, supra note 39; MR for Cancer, AM. CANCER S0C'Y,
https://www.cancer.org/treatment/understanding-your-diagnosis/tests/mri-for-cancer html {last updated May 16,
2019).

41 Tanenbaum, supra note 22; Why the 3 Tesla MRI is the Best Scanner for Diagnostic Imaging, supra note 32,
MR for Cancer, supra note 40.

42 Jurgen J. Futterer & Jelle O. Barentsz, 3T MR/ of prostate cancer, APPLIED RADIOLOGY (Feb. 12, 2000),
https:/\www.appliedradiology.com/articles/3t-mri-of-prostate-cancer; Reni S. Butler et al., 3.0 Tesla vs 1.5 Tesla
breast magnetic resonance imaging in newly diagnosed breast cancer patients, 5 WORLD J. RapIOLOGY 285 {2013),
available at https:/iwww.ncbi.nim.nih.gov/pmcfarticles/PMC3758496.

“ Futlerer & Barentsz, supra note 43; Jie Chen et al., 3-Tesla magnetic resonance imaging improves the prostate
cancer detection rate in transreciral ultrasound-guided biopsy, 9 EXPERIMENTAL & THERAPEUTIC MED. 207 {(2015),
avaiflable at https:/fiwww.ncbi.nlm.nih.gov/pmc/articles/PMC4247284/,

45 Magnetic Resonance Imaging (MRI) — Prostate, RADIOLOGYINFO.ORG,
hitps:/Avww.radiologyinfo.org/enfinfo.cfm?pg=mr_prostate (last updated Jul. 16, 2018); Non-Invasive 3T MR! Scan
Could Be a Game-Changer in Prostate Health, SOUTH JERSEY RADIOLOGY ASSOCIATES (Jun. 8, 2016),
https:/fwww.mdtmag.com/article/2018/06/nen-invasive-3t-mri-scan-could-be-game-changer-prostate-heaith; Sangeet
Ghai & Masoom A. Haider, Multiparameinic-MR! in diagnosis of prostate cancer, 31 INDiaN J. UROLOGY 194 (2015),
available af https:/fiwww.ncbi.nlm.nih.gov/pmc/articles/PMC4495493/; Futterer & Barentsz, supra note 43,

“8 Butler et al., supra note 43; Habib Rahbar et al., Accuracy of 3T versus 1.5T breast MR for pre-operative
agsessment of extent of disease in newly diagnosed DCIS, 84 EUROPEAN J. RADIOLOGY 611 (2015), available at
https:/iwww.ncbi.nim.nih.gov/pmc/articles/PMC4348176/,

47 Butler et al., supra note 43; Rahbar, supra note 46.

8 Rahbar et al., supra note 46.

4% Maravi et al., supra note 38; Deyle, supra note 38.
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experience orthopedic/musculoskeletal issues at high rates.®® Specifically, evidence indicates that
older age is correlated with increased bone fragility, loss of cartilage resilience, reduced ligament
elasticity, and loss of muscular strength, among other issues; and that age-related
orthopedic/musculoskeletal issues, including osteoarthritis, degenerative disc disorders, fractures
and injuries from falls, have a great impact on the older adult population and result in increased
health care utilization.® Special attention is required in this older adult population in order to
decrease morbidity and mortality and MRI holds great potential in this regard.>?

Cardiovascular Conditions

Finally, MRI is valuable in the diagnosis and management of a variety of conditions affecting the
cardiovascular system.® Cardiac MRIs allow for gold standard level imaging of cardiac structure,
and are designed to provide accurate assessments of morphology, volumes and flow
quantification, myocardial perfusion, and tissue characterization.5 While MR imaging of the
cardiovascular system can be used for all age cohorts, it is particularly important for older adults.
Age-related cardiovascular conditions for which MRI is clinically beneficial include myocardial
viability and perfusion, congenital heart disease, pericardial disease, aortic disease, cardiac
masses, atherosclerosis, and coronary artery disease.®

C. Value of Imaging in an Ambulatory Care Community Setting

MGPO’s proposed addition of three 3T MRIs at the new Assembly Row satellite will translate into
increased productivity and more patients receiving timely access to quality care at a convenient
location close to home. Further details on these benefits, which are supported by evidence-based
literature, are provided below.

High-Quality Care

Ambulatory care — i.e. personal health care consultation, treatment, surgery, or other health care
services provided by health care professionals in outpatient settings - is quickly emerging as one
of the fastest growing segments of the U.S. health care market.*® An important reason for the

50 Karantanas, supra note 38; Gheno et al., supra note 23.

& Gheno et al., supra note 23; AJ Freemont & JA Hoyland, Morphology, mechanisms and pathology of
musculoskeletal ageing, 211 J. PATHOLOGY 252 (2007); Faranak Aminzadeh & William Burd Dalziel, Oider Adults in
the Emergency Department: A Systematic Review of Patterns of Use, Adverse Outcomes, and Effectiveness of
interventions, 39 ANNALS EMERGENCY MED, 238 (2002), avaifable af
https://pdfs.semanticscholar.org/e841/9f138604121ed5fb7b1 76d92fbd9e61fbb90.pdf,

52 Gheno et al., supra note 23,

53 Constantin B. Marcu et al., Clinical applications of cardiovascuiar magnetic resonance imaging, 175 CMAJ 911
(2008), available at hitps:/fiwww.ncbl.nlm.nih.gov/pme/articles/PMC1586078/,

54 Id.; F. Alfayoumi, Evolving clinical application of cardiac MR!, 8 REVIEWS IN CARDIOVASCULAR MED. 135 (2007),
available af https://www.ncbi.nim.nih.gov/pubmed/17938613; Wen-Yih |saac Tseng et al., infroduction fo
Cardiovascular Magnetic Resonance: Technical Principles and Clinical Applications, 32 Acta CARDIOLOGICA SINICA
129 (2016), available at hitps:/fwww.ncbi.nlm.nih.gov/pmc/articles/PMC4816912/; Matthias G, Friedrich, The Fufure
of Cardiovascular Magnetic Resonance Imaging, 38 EUROPEAN HEART J. 1698 (2017), avaifable af
https://academic.oup.com/eurheartj/article/38/22/1698/3861988.

5 Marcu et al., supra note 53; Tseng et al., supra note 54; W.P. Bandettini & A.E. Aral, Advances in clinical
applications of cardiovascular magnetic resonance imaging, 94 HearT 1485 (2008), available at
hitps://Awaww.ncbi.nim.nih.gov/pme/articles/PMC2582334/; Justin D. Anderson & Christopher M, Kramer, MRI of
Atherosclerosis: Diagnosis and Monitoring Therapy, 5 EXPERT REVIEW OF CARDIOVASCULAR THERAPY 69 (2007),
available af hitps:/fiwww.ncbhi.nlm.nih.gov/pmc/articles/PMC 3938864/

% BERNARD J. HEALEY & TINA MARIE EVANS, Chapter 5: Ambulatory Care Services, in INTRODUCTION TO HEALTH CARE
SERVICES: FOUNDATIONS AND CHALLENGES {Jossey-Bass 1st ed. 2014); HARRY A. SULTZ & KRISTINA M. YOUNG, Chapter
4: Ambulatory Care, in HEALTH CARE USA (Jones and Bartlett Publishers 6th ed. 2009); Helping you choose: Quality

14
664551.1



Determination of Need Narrative MGPO Assembly Row — MRl

expansion of ambulatory care lies in the fact that compared with the traditional hospital care
settings, ambulatory care settings — including medical offices and clinics, diagnostic imaging
centers, ambulatory surgery centers, and hospital outpatient departments ~ provide similar quality
services.®” While some ambulatory care settings are general practice, others have evolved to
meet the needs of patients with specialized medical requirements.®® Lending to advances in
technology that have made it more possible to perform diagnostic and interventional tests and
procedures in the outpatient setting, many — like MGPO - have expanded to offer a range of
services such as diagnostic imaging.®®* Moreover, physicians in these settings have the
opportunity to advance knowledge and care in their specialty areas, and their patients benefit
from having excellent access to highly trained professionals who have researched and developed
innovative ways to diagnose and care for the patients’ conditions.®

The MRI services that the Applicant proposes to provide at the new MGPO Assembly Row
location will be identical to those a patient can access at the main campus and will adhere to strict
quality standards. Specifically, MGPO will follow a robust Clinical Quality Assurance Program at
the new Assembly Row |location that has MGH oversight. This Program, which is currently in place
at MGPO’s existing clinic locations, will utilize input from the Applicant, MGH, and the Department
of Imaging in order to develop efficient and effective procedures to ensure patients receive high-
quality, patient-focused imaging and related diagnostic and support care. MGPO will also utilize
the Clinical Quality Assurance Program to provide necessary oversight to its imaging services at
MGPO Assembly Row, including supervising clinical service provision and conducting any
necessary quality reviews, and all staff members will be informed of quality assurance protocols
and procedures as well as acceptable practice standards. Combined with the fact that the new
imaging services will have the same advanced technologies as the main campus location, as well
as highly specialized, focused, and trained physicians and staff, these quality assurance
mechanisms ensure that imaging patients will receive excellent medical care at MGPO Assembly
Row's outpatient imaging setting.

Convenience for Patienis and Families

Another important reason for the expansion of ambulatory care lies in the fact that ambulatory
care locations provide enhanced convenience for patients and their families.®' Two factors
frequently lacking on hospital campuses and the large building complexes associated with them
are convenient location and easily accessible facilities and services.®2 This is of particular concern
in large urban settings, such as Boston, where inner-city congestion, traffic, and parking play a
rote in reducing accessibility.®® Ambulatory care locations, such as the proposed MGPO site at
Assembly Row, are preferred by patients and families as they are more accessible and offer an
opportunity to bypass the hassles of dealing with a large, complex hospital campus.® Generally,
and as will be the case at MGPO Assembly Row, patients enter the easily navigable facility from

ambulatory care, THE JOINT COMMISSION, https:/fwww jointcommission.org/assets/1/6/HYC_ahc.pdf (last visited Jun.
24, 2019); Ambulatory Care, AGENCY FOR HEALTHCARE RESEARCH & QUALITY,
https:/fwww.ahrg.gov/professionals/quality-patient- safetquuaIlty—resources/toolsiambulatory-careimdex html (last
updated Feb. 2018).

57 HeaLey & EvaNs, supra note 56; SuLTzZ & YOUNG, supra note 56; Helping you choose: Qualily ambulatory care,
supra note 58; Ambulatory Care, supra note 56.

58 HEALEY & EVANS, supra note 56.

59 HeaLEY & EVANS, supra note 56.

80 HeaLEY & EvaNs, supra note 56.

8 HEALEY & EVANS, supra note 56.; SULTZ & YOUNG, supra note 56,

82 HeaLEY & EVANS, supra note 56; SuLTz & YOUNG, supra note 56.

83 HEaLEY & EVANS, supra note 58; SuLTz & YOUNG, supra note 56.

64 HEALEY & EVANS, supra note 56; SuLTz & YOUNG, supra note 56.
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the free parking lot/garage, which eliminates the need for the ill, injured, or elderly patient to walk
through a maze of hallways to reach the correct hospital department.®® Moreover, patients and
their families benefit from the accessibility of these services within the community; MGPO
Assembly Row is conveniently located right off Interstate 93 in Somerville, is easily accessible by
the MBTA Orange Line Assembly Row station, and brings world-class care to communities north
of Boston as well as communities east and south of the city that are located along or convenient
to the Orange Line.®® From MGH's point of view, the availability of outpatient ambulatory care at
the Assembly Row site also serves to alieviate some of the volume at the main Boston campus
and free up hospital resources for the more critical cases that require the immediate attention of
medical personnel and quick access to diagnostic MRI technology.®”

F1.b.ii Public Health Value/Qutcome-Oriented:
Describe the impact of the Proposed Project and how the Applicant will
assess such impact. Provide projections demonstrating how the Proposed
Project will improve health outcomes, quality of life, or health equity. Only
measures that can be tracked and reported over time should be utilized.

A. Expansion of Imaging Capacity in the Community Setting: Improving Health Qutcomes and
Quality of Life

The Applicant anticipates that the Proposed Project will provide patients with improved access to
high-quality MRI services, which in turn will improve health outcomes and quality of life. Research
indicates that delayed access to quality health care negatively affects patient satisfaction as well
as health outcomes due to delays in diagnosis and treatment.®® Given that quality of life is a
multidimensional concept that includes aspects of physical health, delayed access to care also
results in decreased quality of life.®® Through the addition of 3T MRI capacity at MGPQ’s proposed
Assembly Row site, the Applicant endeavors to improve access to time-effective high-quality
imaging services, and thereby enhance patient satisfaction, heaith outcomes, and quality of life
for MGPO and MGH patients alike.

Improved Access

With respect to MGPO patients, by adding MRI capacity at Assembly Row, the Applicant will
address the patient panel need by providing increased access to conveniently located high-quality
imaging services that are necessary for diagnosing and treating a variety of conditions. It is often
difficult for patients to trave! to Boston for imaging services. Time spent on travel, as well as
monies spent on costly parking, may add unnecessary stress to a patient. Accordingly, through
the addition of imaging capacity at Assembly Row, appropriate patients will be able to receive
conveniently-located imaging services close to home without the challenges associated with
traveling to Boston. These benefits are particularly important with regard to the older aduit patient
population, which is projected to grow into the future. As the 65+ patient population continues to
increase, so too will the demand for MRI services to detect and treat age-related conditions.
Ultimately, convenient and ready access to cost-effective care, particularly for elderly patients, is

65 HeaLEY & Evans, supra note 56, SuLTZ & YOUNG, supra note 58.

8 HEALEY & EVANS, supra note 56; SULTZ & YOUNG, supra note 56.

87 HeaLEY & EvaNns, supra note 56.

8 Julia C. Prentice & Steven D, Pizer, Delayed Access to Health Care and Mortality, 42 HEALTH SERVICES RESEARCH
644 (2007}, available at https:/fwww.ncbi.nim.nih.gov/pmc/articles/PMC1955366/.

5% Health-Related Quality of Life & Well-Being, HEALTHYPEOPLE.GOV, hitps://iwww.healthypeople.gov/2020/topics-
objectives/topic/health-related-quality-of-life-well-being (last visited Jun 24, 2019).
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critical to facilitate timely initiation of treatment that will impact overall health outcomes and quality
of life.

The proposed implementation of MRI services at Assembly Row will also benefit patients that
seek imaging care at MGH's main campus in Boston. By shifting appropriate patients to MGPO
Assembly Row, the Applicant will be able to increase availability for MRI services at MGH. Being
that timely access to high-quality care directly impacts quality outcomes, by improving wait times
associated with MRI services at MGH, the Applicant will be able to ensure improved care
outcomes and likewise improved quality of life.

High-Quality Care

In addition to improving access, the Proposed Project will also ensure provision of high-quality
care. High-quality services are currently available at MGPO's existing clinic locations and the new
MRI services at the proposed Assembly Row satellite will follow similar care models. Presently,
high-quality patient outcomes are achieved through utilization of multi-focused quality assurance
programs and mechanisms — e.g., participation in MGH's Clinical Quality Assurance Program and
utilization of Safety Officers and Quality Directors — that assess the clinical appropriateness,
safety, and quality of all services offered to the Applicant's patients. These programs and
mechanisms, which MGPO Assembly Row will participate in, address a range of clinical and
operational aspects to ensure achievement of high-quality clinical outcomes.

Additionally, MGPO Assembly Row will utitize an integrated electronic health record (“EHR")
system that has embedded in it a picture archiving and communication system (“PACS") - a
technology for storing, retrieving, and sharing images produced by medical imaging technologies,
such as MRI. Because MGPO is the affiliated physician organization of MGH and a member of
Applicant, each patient presenting at MGPO Assembly Row will have a unique Partners
HealthCare EHR number, allowing integration of medical information, including imaging results,
to the EHR. Research indicates that access to integrated health information technology systems,
including PACS information, directly effects health outcomes as access to a single, fully integrated
health record improves care coordination by care teams across the primary and specialty fields.”®
Thus, availability of these integrated EHR services for MGPO Assembly Row patients following

implementation of the Proposed Proiect will lead to improved health outcomes and better quality
of life.

MGPO Assembly Row will also follow quality assurance mechanisms made capable through the
EHR to ensure proper utilization of MRI exams. Like at its existing imaging clinic locations,
physician orders for MRI tests at MGPO's Assembly Row satellite location will be placed through
electronic Radiology Order Entry forms in Epic, which use a programmed clinical decision support
mechanism to guide physicians in determining the most appropriate exam based on a patient’s
medica! history and indication. The decision support system utilized by MGPO, ACR Select,
delivers Appropriate Use Criteria authored by leading medical speciaity societies directly into the
EHR workflow at the point of care. This capability improves performance and efficiency by guiding
clinicians to the right exam and reducing the number of exams needed to reach a diagnosis, and
uitimately empowers quality improvement efforts through improved patient care and population
health. Physicians also have access to the Queriable Patient Inference Dossier (“QPID"), which
can search and retrieve data based on clinical concepts. QPID aggregates EHR data across

7€ Isla M. Hains et al., The impact of PACS on clinician work practices in the intensive care unit: a systemalic review
of the literature, 19 J. AM. MeD, INFORMATION ASS'N 506 (2012}, available at
hitps:/fww.nchi.nlm.nih.gov/pmc/articles/PMC3384105/.

: 17
664551.1



Determination of Need Narrative MGPO Assembly Row — MRI

health care networks, prepares the information for rapid searching, and integrates search tools
into a web-accessible search system that can be used to extract detailed information from a single
patient's record or be run against an entire care unit census. In the realm of radiology, QPID
searches have been developed to pre-screen patients scheduled for imaging for possible
contraindications and the system also has the ability to alert physicians if duplicated imaging
studies exist as new orders are submitted.

Finally, MGPO will employ various quality assurance mechanisms at its Assembly Row location
that are aimed at peer review and monitoring. One example of a quality improvement mechanism
utilized by MGPO at its existing imaging clinic locations which will also be utilized at the proposed
Assembly Row satellite location is “Grapevine,” an online forum for consensus-based peer review
of physician work output that allows radiologists to meet online or in person to review randomly
selected cases. Grapevine facilitates improved clinical outcomes by enhancing the opportunity to
engage in thoughtful and accurate review of cases that may not otherwise be possible due to
scheduling and other conflicts. MGPO also utilizes a system called CQi to perform quality
assurance checks of MRI scans in real-time. CQI sends instant quality assurance information to
the imaging area's managers, which enables managers to address quality concerns and provide
immediate feedback to scanning technologists. As a result of these processes, MGPO will assure
its ability to provide high-quality, patient-focused imaging and related diagnostic and support care
to patients at its new Assembly Row imaging clinic satellite location.

B. Assessing the Impact of the Proposed Project

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

1. Patient Satisfaction: Patients that are satisfied with care are more likely to seek
additional treatment when necessary. MGPO staff will review overall ratings of care with
imaging services via Press Ganey Survey scores.

Measure: Overall rating of Care — Response Options, include: Very Good, Good, Fair,
Poor and Very Poor.

Projections: Baseline: 88% Year 1: 88% Year2: 90% Year 3: 92%

Monitoring: Any category receiving a less than “Good” rating will be evaluated and policy
changes instituted as deemed appropriate.

2. Access — Wait Times: The Proposed Project seeks to ensure access to MRI services.
Accordingly, MGPO will track the time to appointment. This informaticn will be obtained
via the EHR system, Epic.

Measure: Time interval (in days) from when the case was initiated for scheduling in Epic
to the next available appointment.

Projections: Baseline: 4 days Year 1: 2days Year 2: 2days Year 3: 1 day

Monitoring: This data will be reviewed quarterly by clinical staff.
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3. Quality of Care — Reporting of Critical Value Results: MGPO adheres to MGH's
Communication of Critical Results Policy, which defines the requirement and process for
verifiable and timely communication of critical test results to the responsible physician. To
facilitate timely reporting and communication of critical test results, radiologists currently
use a home-grown system called Important Findings Alert (“IFA”). IFA works in
combination with PowerScribe 360, which is a widely used real-time radiology reporting
and communication platform that enables quick, efficient generation of high-quality
reports and delivery of communications concerning critical test results. Specifically,
radiologists use PowerScribe 360 to embed specific text in their reports, and IFA analyzes
all reports and, if it detects the specific text indicating critical tests results, triggers an alert
to the responsible physician. Pursuant to MGH's Communication of Critical Results Policy,
when an alert regarding a critical test results is triggered, the responsible physician is
notified via “verifiable and timely communication.” Examples of verifiable communication
are by telephone or in person. Subsequently, this communication is documented.

Measure: Number of radiologists conducting critical value reporting on cases being
interpreted.

Projections: Baseline: 100% Year 1: 100% Year 2: 100% Year 3: 100%

Monitoring: MRI scans will be forwarded to the film library and follow-up will be conducted
to the referring physician. The radiologist will be available to answer any questions.

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

A. Non-Discrimination

To ensure health equity to all populations, including those deemed underserved, the Proposed
Project will not affect accessibility of MGPO’s services for poor, medically indigent, and/or
Medicaid eligible individuals. MGPO does not discriminate based on ability to pay or payer source
and this practice will continue following implementation of the Proposed Project. As further
detailed throughout this narrative, the Proposed Project will increase access to high-quality MR
services for all of the Applicant’s, MGH’s and MGPQ's patients in a number of ways.

B. Culturally-Appropriate Care and Language Access

The Applicant has also adopted the Culturally and Linguistically Appropriate Service (“CLAS")
standards set forth by the U.S. Department of Health and Human Services Office of Minority
Health for all practice sites, which adoption will be extended to MGPO Assembly Row upon
licensure. MGPO strives to provide effective, understandable, and respectful care with an
understanding of patients’ cultural health beliefs and practices and preferred languages. To this
end, MGPO has arrangements to offer ongoing education and training in culturally and
linguistically appropriate areas for staff at all levels and across all disciplines.
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In 2009, MGPO provided cultural competence training for physicians through its Quality Incentive
Program, which is designed to reward performance on important quality, safety and educational
goals. Approximately 1,000 of 1,200 eligible physicians elected to complete the two-hour,
continuing medical education-accredited Quality Interactions program, and training was
accomplished in three months. Results demonstrated an average pretest score of 43%, and an
average post-test score of 86%, and over 85% of physicians who completed the program felt they
had a better understanding of disparities and cultural competence, and the skills they learned who
help them improve care to their patients.

Today, training for all staff on linguistically and culturally appropriate care is conducted via a
HealthStream Module. This module is part of a larger interprofessional curriculum, Providing Safe,
Effective Care for Patients with Limited English Proficiency ("LEP”), that was developed by the
MGH Disparities Solution Center in collaboration with the MGH Institute of Health Professions
and with support from the Josiah Macy Jr. Foundation. This program consists of three e-learning
modules that address the evidence of disparities and high rate of medical errors for patients with
LEP, provide training on concrete skills for working with professional interpreters as integral
members of the care team, and explore how systems of care can be improved for patients with
LEP. Following a successful pilot with 2014, the module for working with interpreters was
implemented as part of MGPO’s mandatory training requirements in fiscal years 2016 and 2017
for physicians, researchers, trainees, physician assistants, nurse practitioners, and ambulatory
nurses. A total of 6,914 MGH/MGPO employees have been trained as of October 2018. In 2017,
all three modules were adapted for broader implementation throughout the Applicant’s system.
Modules are assigned to providers, frontline staff, and non-patient facing employees based on
the content that is most relevant to their roles to ensure appropriate training for all staff.

The MGH/MGPO Diversity and Inclusion Committee, which comprises senior department
leadership and Diversity and Inclusion leadership/subject matter experis, also supports these
efforts. The Committee’s goals include: (1) Setting overarching diversity goals and priorities and
assessing performance toward achieving these goals; (2) Providing strategic guidance and
oversight for diversity programming; (3) Ensuring that the relevant aspects related to the diversity
of MGH/MGPO patients, workforce and community are incorporated into the implementation
plans for strategic initiatives; and (4) Advising on the allocation of resources for diversity efforts
and initiatives. Accordingly, the Committee is central in leading efforis to provide respectful care
to all patients.

In regard to interpreter services, MGPO offers telephonic interpreting, video remote
interpreting, and onsite interpreting to patients and their families. The telephonic interpreting
service option provides patients with access to qualified interpreters in just seconds and support
for more than 200 languages (99.85% language availability). Video interpreting is available to the
LEP and the Deaf and Hard-of-Hearing. One-touch access to trained professional video
interpreters facilitates full understanding through spoken and visual communication that delivers
real-time, full-motion, high-quality video images and audible transmission of voices. Finally, onsite
interpreting services, including in American Sign Language and spoken languages, can be
scheduled by appointment and in emergency same-day situations. These services, which are
currently available at MGPO'’s existing imaging clinic locations and will be in place at its Assembly
Row satellite following impiementation of the Proposed Project, further health equity by ensuring

that all patients have meaningful access to robust health services regardless of any language
limitations.

C. Screening and Social Determinants of Health
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Partners HealthCare

Finally, the Applicant highlights its screening program for the social determinants of health
(“SDoH"). Currently, each of the acute care hospitals within the Partners HealthCare has a
screening and referral program for SDoH. While variation exists amongst the hospitals as to the
populations that are screened and the logistics for screening, at a minimum, all of the Applicant’s
133 primary care practices that are participating in the MassHealth Accountable Care
Organization ("ACQO") Program, are screening patients for SDoH needs.

All of the Partners HealthCare hospitals and practices conducting SDoH screens utilize a similar
screening tool. This tool explores eight domains of SDoH needs (housing, food insecurity,
violence, etc.), inquiring if patients have issues with any of the domains and whether they would
like assistance. Screens are conducted via iPads that are linked to the Partners HealthCare EHR
system, Epic. If the hospital or practice is not on the Epic system, the screening tool is available
in an alternate electronic form via iPads or on a paper-based form. The SDoH screening tool is
currently available in eight different languages, the most common languages spoken by the
Applicant’s patients.

When a patient has a positive SDoH screen, varying staff at each hospital or practice follow-up
with the patient, such as a social worker or community health worker. These staff members
confirm that a request for assistance has been made by the patient. Upon confirmation, the staff
member may assist the patient directly or refer the patient to a community-based organization
that may be able to provide specific services or supports. The patient's SDoH need(s) and
circumstances determine the intensity of follow-up that is provided.

SDoH screens are tracked in a patient's EHR in the Epic system. Tracking includes whether a
SDoH screen was conducted, if there were positive responses indicating the patient needs
assistance, and if the patient was provided with written support materials (“Tip Sheets") or referred
to a support person. Moreover, case managers and other staff assisting patients with SDoH needs
may provide notes in the Epic system as to where the patient is in the process of accessing
resources to address hisfher SDoH needs. Currently, Partners HealthCare is working to
implement a data exchange system with external community-based partners that will enable the

Applicant’s practices and providers to understand the final disposition of the patient if referred to
an external organization for support.

The long-term goal is to implement a SDoH program for all patients. However, the Applicant is
being thoughtful about the implementation of a universal SDoH screening program, recognizing
that there is a limited amount of capacity within the community-based organizations that patients
will be “linked” to for services and understanding a staggered approach to implementation is best,
so as to not overwhelm the available resources. Accordingly, Partners HealthCare is monitoring
available patient data on SDoH needs to betfter understand what the most common needs are
among patients, so the organizations can build a strategy to create more capacity for community-
based partners.

MGPQO Assembly Row

In regard to specific SDoH screening processes, as discussed above, this responsibility lies with
a patient's primary care physician ("PCP”) and his/her staff, as risk hoider. MassHealth ACO
patients that are seeking specialty services are referred to these services by their PCP. If a SDoH
is known at the time of referral, the PCP’s staff will work the patient to address any needs. For
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example, if a MassHealth ACO patient does not have transportation to or from an imaging
appointment, the PCP staff will ensure a patient has a voucher and that transport is scheduled.

However, the Applicant recognizes that patients may present outside the PCP to a specialty
service, such as MGPQO’s proposed Assembly Row imaging clinic. If, on the day of an
appointment, a patient makes his/her ongoing needs known to staff within a specialty clinic (such
as when receiving radiology services), staff will assist the patient in accessing necessary SDoH
resources. Specifically, staff members will confirm that a request for assistance has been made
by the patient and will help in linking the patient with a social or community health worker who
may assist the patient directly or refer the patient to a community-based organization that may be
able to provide specific services or supports. The patient's SDoH need(s) and circumstances
determine the intensity of follow-up that is provided. These patients also are referred back to their
PCP for further assistance with SDOH needs.

Clinical social workers, who are licensed mental health professionals, offer a combination of
private and confidential counseling and direct connection with the network of community
resources. Specifically, these social workers assess patients with social, emotional, interpersonal
and - socioeconomic isSues and subsequently work withi patients andtheir families to: deal with
crisis; cope with illness and other life stressors; identify and solve problems with relationships;
enhance communication with the medical treatment team to enable patients and families to be
active partners in their own health care; and access hospital and community services. To assure
delivery of comprehensive patient/family focused care, the social workers collaborate with and
share information, as appropriate, with providers and staff across the Applicant’s system as well
as with programs in the larger community. These services help to eliminate health care disparities
that exist for individuals with social, emotional, interpersonal and socioeconomic issues by
ensuring that patients have access to resources around SDoH issues and will allow MGPO
Assembly Row staff to guarantee equal access to the benefits created by the Proposed Project.

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

The Proposed Project will facilitate improved health outcomes and quality of life indicators for the
Applicant’s patient pane! by aflowing patients in need of 3T MRI services to receive care in a
community setting. These new imaging services will provide an alternative point of access with
equally high-quality at a lower-cost. Moreover, services provided in this setting will be more
convenient for patients and clinicians, allowing for improved access to timely imaging care.
Combined with the fact that MGPO does not discriminate and offers a variety of services to
address SDoH and health care disparities (e.9., CLAS standards, interpreting services, and social
services), the Applicant anticipates that the Proposed Project will result in improved patient care
experiences and quality outcomes while assuring health equity.

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

The Proposed Project will ensure continuity of care, improved health outcomes, and enhanced
quality of life by providing case management/social work support as well as integration and
coordination of care for the Applicant’s patients. First, as noted above, MGPO Assembly Row staff
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will utilize processes already in place at MGPO’s existing clinic locations for linking imaging
patients with case management/social work support to ensure patients have access to resources
around SDoH issues. Social workers collaborate, as appropriate, with providers and staff across
the Partners HealthCare system and with programs in the community. Providing patients with
linkages to these necessary contacts and services ensure appropriate care management and
provides the patient with the resources for leading a better life.

In addition, patients at MGPO Assembly Row will benefit from integrated medical records. As
discussed in Factor F1.b.ii, because MGPO is the affiliated physician organization of MGH and a
member of Applicant, all MRI results for tests performed at MGPO Assembly Row will be
integrated into the Partners HealthCare EHR. Studies show that integrated health information
technology systems directly affect health outcomes as access to a single, fully integrated health
record improves care coordination. This is true of the system used by the Applicant, which not
only enables imaging results to be available to primary care and specialty physicians across the
system, but also includes capabilities that facilitate clinical decision support, peer review, and
monitoring. In sum, the availability of these integrated record services ensure that patients at
MGPO Assembly Row will benefit from appropriate care coordination, better outcomes, and

improvedquality of life:

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

Since a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the
Proposed Projects. The following individuals are some of those consulted regarding this Project:
+« Margo Michaels, MPH, Director, Determination of Need Program, Department of Public
Health
¢ Rebecca Rodman, Esq., Deputy General Counsel, Department of Public Health

Ben Wood, Director, Office of Community Health Planning and Engagement, Department
of Public Health

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

Based upon the need for patients to receive timely and cost-effective imaging services, the
Applicant, MGH, and MGPO staff developed a plan to expand MGPOQ's existing imaging clinic
through the implementation of MRI services at a satellite to be established at Assembly Row. In
contemplation of this expansion and given that the Proposed Project will impact patients currently
seen at MGH by allowing the Applicant to shift appropriate patients out of the hospital setting to
MGPO Assembly Row's community-based ambulatory care setting for imaging services,
leadership sought feedback from an MGH service-line Patient Family Advisory Council (*PFAC”)
known as the Cancer Center PFAC (*CC PFAC”). Leadership determined it was appropriate to
engage this targeted PFAC as it represents MGH’s widely used oncology service, the proposed
MRI units at the MGPO Assembly Row satellite will introduce standard cancer imaging services
to the location, and the Applicant anticipates that the Cancer Center will be a primary source of
referral for MR| services at MGPO Assembly Row.
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All of MGH’s PFACs bring together patients, family members, staff and clinicians in an ongoing
effort to improve care and the patient and family experience. Consistent with this mission, the CC
PFAC was formed in 2001 to advance patient experience and promote patient and family
involvement. The CC PFAC has an enterprise-wide focus, including operations and services
across MGH's main campus and satellite locations. It is dedicated to fostering a partnership
between patients, families, and staff to support the Applicant, MGH and MGPO in meeting their
strategic goals and initiatives. The CC PFAC is comprised of a dedicated group of patient and
family members who have experienced many different aspects of care and who volunteer their
time, with their expertise and input, to make care better. Additionally, other key stakeholders from
the hospital staff sit on the CC PFAC. The Council meets monthly throughout the year with agenda
items prioritized by staff members based on topics discussed at CC PFAC meetings and regquests
from Cancer Center and MGH-wide staff that wish to consult the Council.

On February 13, 2019, Jeremy Herrington, Director of Clinical Operations for MRI & Off-Campus
Imaging at MGH, met with the CC PFAC to discuss the need for MRI services at the proposed
Assembly Row site and the community benefit associated with this expansion. Qverall feedback
from the meeting was very positive and supportive of the plan. There were no concerns expressed
by this group. Please see Appendix 2b to review the PFAC meeting materials.

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 occurring currently in, at least,
the following contexts: ldentification 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 in conjunction with MGPO took the following action:

» Presentation to CC PFAC on February 13, 2019, For detailed information on this meeting,
see Appendix 2b.

Factor 2: Health Priorities

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

F2.a. Cost Containment:
Using objective data, please describe, for each new or expanded service,
how the Proposed Project will meaningfully contribute to the
Commonwealth's goals for cost containment.

The goals for cost containment in the Commonwealth center around providing low-cost care
alternatives without sacrificing high-quality. In fact, the HPC, Massachusetts’ independent state
agency that develops policy to reduce health care cost growth and improve the quality of patient
care, has a stated goal of hettering heailth and care at a lower cost across the Commonwealth.
The Proposed Project seeks to align with these goals and meaningfully contribute to cost
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containment in Massachusetts by providing high-quality imaging services for patients in a cost-
effective community-based setting.

As previously discussed, the 3T MRI services proposed for implementation at MGPO’s new
Assembly Row freestanding imaging center will be provided at MPFS rates rather than hospital-
based rates. Because MPFS rates are substantially lower than hospital-based rates, the proposed
addition. of MRI capacity at MGPQ's new Assembly Row satellite clinic will have a negligible to
positive impact on the Massachusetts health care market. Specifically, by shifting appropriate MRI
patients from MGH to MGPO's Jower-cost Assembly Row setting, the Applicant will achieve cost
reductions in care. Accordingly, the Proposed Project will lower costs, as well as overall TME and
total health care expenditures, and will meaningfully contribute to the Commonwealth’s goals for
cost containment.

F2.b. Public Health Qutcomes:

Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes,

The need to develop MRI services at MGPO’s proposed Assembly Row site to improve public
health outcomes is demonsirated by historical volume trends which indicate high utilization rates
for imaging services, and by population projections which suggest that imaging demand will grow
into the future particularly as the 65+ patient population increases and requires MRI to diagnose
and treat age-related conditions. To address the projected demand in MRI services in the state,
increased capacity is required. The expansion of imaging services at MGPO Assembly Row will
improve public health outcomes as patients will have access to high-quality 3T MR! services in
the community. This convenient access to imaging services will allow patients to schedule imaging
appointments in a timely manner and avoid unnecessary travel barriers to obtaining care (driving
to Boston, expensive parking, etc.), and will promote creation of better patient care experiences.
Moreover, the availability of MRI services at Assembly Row will alleviate some of the volume
currently experienced at MGH’s main Boston campus and free up hospital resources for critical
patients that need fast access to imaging technology. This wili result in shorter wait times across
MGH's and MGPOQO’s imaging locations and will ensure that each patient receives care at the
location best-suited to meet his/her individual medical needs.

F2.c. Delivery System Transformation:
Because the integration of social services and community-based expertise
is central to goal of delivery system transformation, discuss how the needs
of their patient panel have been assessed and linkages to social services
organizations have hbeen created and how the social determinants of health
have been incorporated into care planning.

As outlined in Factor F.1.b.iii, the Applicant, MGH and MGPO have numerous programs in place
to ensure linkages to social service organizations. For instance, patients visiting MGPO Assembly
Row will have access to clinical social workers available through the Applicant's system as
necessary. These clinical social workers will assess patients with SDoH issues (i.e., patients with
social, emotional, interpersonal and socioeconomic issues) in areas such as: adjustment to
chroni¢ and catastrophic illness; adjustment to procedures and treatment; ability to follow medical
regimen; family functioning and communication; socia! and/or financial concerns; personal safety
including abuse, neglect, violence; mental illness/emotional distress; substance abuse;
adjustment to loss/bereavement; cultural, religious, and language needs; and occupation and/or
school performance. Following assessment, social workers will work with patients and their
families to implement interventions to heip deal with crisis; cope with iliness and other life
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stressors; identify and solve problems with relationships; enhance communication with the
medical treatment team to enable patients and families to be active partners in their own
healthcare; and access hospital and community services. Interventions may include, as
appropriate: psychotherapy; psychosocial counseling (e.g., adjustment to illness, bereavement);
crisis intervention; care coordination; brief therapy, relaxation/guided imagery;
cognitive/behavioral therapy; personal safety planning; information and referral; psychoeducation;
stress management; advocacy; programs {(e.g., Violence Intervention Advocacy Program,
Network for Patients and Families, etc.); and consultation. Social workers will collaborate and
share information, as appropriate, with providers and staff across the Applicant's system as well
as community programs to assure delivery of comprehensive patient/family focused care.

Factor 5: Relative Merit

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

Proposal: The Proposed Project is for the licensure of a satellite clinic of MGPO at Assembly
Row to provide MRI services via three 3T MR! units.

Quality: Studies have shown that patients receiving care in ambuiatory care settings — including
medical offices and clinics, diagnostics imaging centers, ambulatory surgery centers, and hospital
outpatient departments — have high-quality outcomes, similar to patients who obtain these
services in the inpatient setting. Given specialization by clinicians and their level of experience in
specific fields, care is effective, timely and seamless in these ambulatory care settings. Moreover,
MGPO Assembly Row will follow various quality assurance programs and utilize various quality
assurance mechanisms to ensure patients receive high-quality, patient-focused imaging and
related diagnostic and support care.

Efficiency: Both care and operating efficiencies may be created through the shift of appropriate
patients to MGPO Assembly Row. This shift allows a greater number of appropriate patients to
receive imaging services in a more cost-effective community setting and also allows MGH to free
up hospital resources for critical patients that require immediate attention of medical personnel
and quick access to MRI technology. In turn, this will allow for effective management of utilization
and resources, lower costs, and higher-quality outcomes.

Capital Expense: There are capital expenses associated with the implementation of three 3T
MRIs. The total capital expenditure cost for this model is $14,983,573.

Operating Costs: The first-year incremental operating expense of the Proposed Project is
$5,492,776. By Year 5, after full “ramp-up” of the expanded imaging capacity, operating costs are
estimated at $12,892,128.

List alternative options for the Proposed Project:
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Option 1

664551.1

Alternative Proposal: The first alternative for the Proposed Project would be to forego
any expansion MRI| technology and sustain the current fleet of MRI units across MGPO
and MGH's locations.

Alternative Quality: This is not a feasible solution, as demand for services, wait times,

patient experience, and convenience would not be addressed and would have a negative
impact on MGPO and MGH patients alike.

Alternative Efficiency: This alternative would be inefficient because it would not provide
additional access to services.

Alternative Capital Expenses: Although this alternative will allow the Applicant to forego
construction costs, it will have an overall negative impact on access, efficiency, quality of
care, and patient and provider satisfaction.

Alternative Operating Costs: There would be no operating costs associated with
sustaining the current fleet of MRI units across MGPO and MGH’s locations and foregoing
any expansion at the proposed MGPO Assembly Row site. However, this alternative will
not afford the Applicant with any operational efficiencies as the current MGH and MGPO
machines will continue to operate near-capacity thereby leading to inefficient and
ineffective patient access.
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FY16

Count %
1,380,203

807,014 58.3%| 874,594 91,057
572,742  41.5%| 587,998  41.7%| 629,748  419%| 490,882  41.5%
Other/Unknown | 447 0.0% 284 0.0% 136 0.0% 125 0.0%

0-17 140,527  10.2%| 153,413  109%| 173,386  115% 134,115  11.3%
18-64 844,879  612% 867,566  61.6% 927,594  61.7%| 732,660  62.0%
65+ 394,438 28.6%| 388,198  27.5%| 403,456  26.8% 315263  26.7%
Unknown __ 359 0.0% 205 0.0% 42 0.0% 26 0.0%

American Indian or Alaska Native

1,451

1,517 0.1% 1,597 1,887

Asian 55,128 4.0% 58,210 4.1% 62,248 49,541 4.2%
Black or African American 79,476 5.8% 81,160 5.8% 83,262 65,493 5.5%
Hispanic/Latino 24,148 1.7% 22,726 1.6% 21,231 17,346 1.5%
Native Hawaiian or Other Pacific Islander 1,024 0.1% 1,127 0.1% 1,131 831 0.1%
Other/Unknown 209,781 15.2% 217,873 15.5% 242,613 169,365 14.3%

h

1,0 73

HSA 1 12,711 09%| 13,672 10%| 90,902 6.0% 76,463 6.5%

HSA_2 47,712 3.5% 47,880 3.4% 49,437 3.3% 38,026 3.2%
HSA_3 _ 91,544 6.6% 95,405 6.8% 97,667 6.5% 82,037 6.9%
HSA_4 620,714 45.0% 633,792 45.0% 652,456 43.4% 541,719 45.8%
HSA 5 205,542 14.9% 213,440 15.1% 205,029 13.6% 134,865 11.4%
HSA_6 246,715 17.9% 246,855 17.5% 244,040 16.2% 196,902 16.7%
In MA but not in HSA 1-6 88 0.0% 63 0.0% 38 0.0% 20 0.0%
Outside of MA 146,467 10.6% 151,535 10.8% 158,537 10.5% 108,377 9.2%
Unknown 3,710 0.6% 6,740 0.5% 6,372 0.4% 3,655 0.3%

Date Pulled: May 22, 2019



Female
Male

American Indian or Alaska Native

Asian

Black or African American
Hispanic/Latino

Native Hawaiian or Other Pacific Islander
Other/Unknown

312,816
250,568

75

69,165
333,594
160,658

42

564
27,499
30,747

4,875

263

75,575
423,936

%

55.5%
44.5%

12.3%

59.2%]

28.5%
0.0%)

0.1%
4.9%
5.5%
0.9%
0.0%
13.4%

0-0% s

FY17
Count
563,970

521
251,410
39

74,832
333,376
155,755

7

536
28,455
30,329

4,785

290

79,586

74.5%

__Table 2: MGH/MGPO Patient Panel

i
i
i

13.3%
59.1%
27.6%
0.0%

0.1%
5.0%
5.4%
0.8%
0.1%
14.1%

FY13
Count
566,395

312,490
253,830

79,113
334,405
152,871

6

586
29,452
29,657

4,517

289

87,364
414,530

2 5 ey

55.2%

44.8%

%

14.0%
59.0%
27.0%

0.0%!

0.1%
5.2%
5.2%
0.8%
0.1%
15.4%

73.2%

FY19YTD
Count
403,563

223,9
179,619

57,908
235,284
110,370

1

391
21,447
21,219

3,196

219

60,170

6,440 1.1% 6,679 1.2% 7,222 1.3% 5,112 .
HSA 2 17,851 3.2% 18,104 3.2% 18,269 3.2% 12,864 3.2%
HSA 3 32,227 57% 32,518 5.8% 32,885 5.8% 23,758 5.9%
HSA 4 267,359 47 4% 271,086 48.1% 277,515 49.0% 208,156 51.6%
HSA S 57,704 10.2% 56,042 9.9% 48,669 8.6% 31,049 7.7%
HSA_6 104,126 18.5% 100,131 17.8% 97,996 17.3% 71,650 17.8%
in MA but not in HSA 1-6 28 0.0% 17 0.0% 14 0.0% 5 0.0%
Qutside of MA 74,116 13.2% 76,177 13.5% 80,926 14.3% 49,499 12.3%
Unknown 3,608 0.6% 3,216 0.6% 2,899 0.5% 1,470 0.4%

Date Pulled: April 11, 2019



American Indian or Alaska Native
Asian

Black or African American
Hispanic/Latino

Native Hawaiian or Other Pacific Islander
Other/Unknown

Whit

W/in 4 miles of 02145 or along Orange Line
All other zip codes

0.1%
3.0%
3.6%
0.9%
0.0%

18.4%
81.6%

8,880

36,674

FYLOYTD
Count
15,213




Table 4:

[Most Prevalent (Top 10) ICI 9/10 Codes of Patients Seé'lzi'ﬁg' MRI Services
i ’

MGH/MGPO MRI Prevalence

FY16 | FY17 i FY18
C79.51 C79.51 M54.9
M89.8X8 R51 163.9
R51 M54.9 R42
R42 R42 G93.89
R60.0 163.9 M47.812
G93.89 R60.0 C79.31
163.9 ' C71.9 M47.816
M54.9 701.818 C€79.51
701.818 G95.9 M48.02
R53.1 R93.0 D35.2




PHS Panel Notes:
FY19 displays YTD data, capturing Oct 2018-April 30, 2019

Entities include -
Massachusetts General Hospital
Brigham and Women's Hospital
Newton Wellesley Hospital
North Shore Medical Center
Brigham and Women’s Faulkner Hospital
Martha's Vineyard Hospital*
Nantucket Cottage Hospitall
Cooley Dickinson Hospital1
Massachusetts Eye and Ear Infirmary®
Spaulding Rehabilitation Hospital3
Meclean Hospital*
Massachusetts General Physicians Organization
Brigham and Women's Physicians Organization
North Shore Physicians Group
Newton Wellesley Medical Group
Cooley Dickinson PHO'
Partners Community Physicians C)rganizaticm4

1. Only includes post-Epic data
2. Outpatient post-Epic data only. Does not include inpatient data
3. Telehealth, Partners Mobile Observation Unit (PMQU), Home Hospital (HH) programs for GH and 8WH, Stay Connected with GH , Lifeline, CareSage programs are not included

4. Pre-Epic non-risk patients not included

The methodology for aggregating Partners HealthCare’s patient panel data has evolved into an automated process utilizing internal data resources. Initially, in 2017, when Partners HealthCare began
developing its patient panel for Determination of Need applications, such as the Change of Ownership for Massachusetts Eye and Ear and the Substantial Capital Expansion for Brigham and Women’s Hospital,
staff manually aggregated the necessary data. However, since these submissions, Partners HealthCare staff have developed a new automated pracess that allows for the collection and amalgamation of
system-wide data. This refined methodology allows staff to continuously monitor and improve the way that data are aggregated. Accordingly, between June 2018 and May 2019, staff further refined the data
collection processes Ieading to an increase of no more than 1% in overall patient counts for the system. Staff will continue to refresh and refine the process for aggregating data across the system, leading to

more exact patient panel data.

MGH/MGPO Panel Notes:

Data include MGH and MGPO. Only includes post-Epic data {Practices have varying go-live dates).

In FY16, there was an EHR conversion and a technology overhaul. This resulted in a change in how data is collected. The FY16 data reported for the
MGH/MGPO MRI patient panel was obtained by merging Legacy and Epic data. Accordingly, there may be a slight overcounting in FY16.
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! Subject

| Lacafian

Stast Eime

End time

Hi leremy
Your presentation time is at 5:40pm-6pm and you are welcome to join the whole mesting (5:30p-7:30p}. If you are using PowerPoint slides, could you please send them in advance of the meeting? We look forward to your
presentation about the Assembly Row Radiology project.




Attachment/Exhibit

3




Attachment/Exhibit

A



Partners HealthCare System, Inc.
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Assumptions Used For and
Feasibility of Projected Financials of
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For the Years Ending September 30, 2019
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BERNARD L. DONOHUE, I1I, CPA

One Pleasure Island Road
Suite 2B
Walefield, MA 01880

(781) 569-0070
Fax (7813 569-0460

August 20, 2019

Mr. Brian Huggins

Partners HealthCare System, Inc.
399 Revolution Drive STE 645
Somerville, MA 02145

RE:  Analysis of the Reasonableness of Assumptions and Projections Used to Support the
Financial Feasibility and Sustainability of the Proposed Expansion of Imaging Services at
MGPO Assembly Row

Dear Mr. Huggins:

I have performed an analysis of the financial projections prepared by Partners HealthCare System, Inc.
(“Partners HealthCare™} detailing the projected operations of Partners HealthCare including the projected
operations of Massachusetts General Physicians Organization, Inc., (“"MGPO"”) Assembly Row in
Somerville, MA. This report details my analysis and findings with regards to the reasonableness of
assumptions used in the preparation and feasibility of the projected financial information of Partners
HealthCare as prepared by the management of Partners HealthCare (*Management™). This report is to be
included by Partners HealthCare in its Determination of Need (“DoN™) Application — Factor 4{a) and
should not be distributed or retied upon for any other purpose,

L EXECUTIVE SUMMARY

The scope of my analysis was limited to the five year consolidated financial projections (the “Projections™)
prepared by Partners HealthCare as well as the actual operating results for Partners HealthCare for the fiscal
years ended 2017 and 2018 (“Base Budget™), and the supporting documentation in order to render an
opinion as to the reasonableness of assumptions used in the preparation and feasibility of the Projections

with regards to the impact of capital projects involving and ancillary to the MGPO MRI imaging clinic in
Somerville, MA.

The impact of the proposed capital projects at MGPO Assembly Row, which are the subject of this DoN
application, represent a relatively insigniticant component of the projected operating results and financial
position of Partners HealthCare. As such, | determined that the Projections are not likely to resultina
scenario where there are insutficient funds available for capital and ongoing operating costs necessary to
support the ongoing operations of Partners HealthCare. Therefore, it is my opinion that the Projections are
financially feasibie for Partners HealthCare as detailed below,

Member: American Institute of CPA’
Masiachpserss Society of CPA's

www.bld-cpa.com
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II. RELEVANT BACKGROUND INFORMATION

Refer to Factor 1 of the application for deseription of proposed capital projects at MGPO Assembly
Row and the rationale for the expenditures.

III. SCOPE OF REPORT

The scope of this report is limited to an analysis of the Projections, Base Budget and the supporting
documentation in order to render an opinion as to the reasonableness of assumptions used in the preparation
and feasibility of the Projections with regards to the impact of certain capital projects involving and
ancillary to MGPO Assembly Row, My analysis of the Projections and conclusions contained within this
report are based upon my detailed review of all relevant information (see Section I'V which references the
sources of information). I have gained an understanding of Partners HealthCare and MGPO Assembly Row
through my review of the information provided as well as a review of Partners HealthCare website, annual
reports, and the DoN application.

Reasonableness is defined within the context of this report as supportable and proper, given the
underlying information. Feasibility is defined as based on the assumptions used, the plan is not likely to
result in insufficient “funds available for capital and ongoing operating costs necessary to support the
proposed project without negative impacts or consequences to [Partners HealthCare] existing patient
panel™ (per Determination of Need, Factor 4(a)).

This report is based upon historical and prospective financial information provided to me by
Management, If | had audited the underlying data, matters may have come to my attention that would
have resulted in my using amounts that differ from those provided. Accordingly, 1 do not express an
opinion or any other assurances on the underlying data presented or relied upon in this report. T do not
provide assurance on the achievability of the results forecasted by Partners HealthCare because events
and circumstances frequently do not occur as expected, and the achievement of the forecasted results are
dependent on the actions, plans, and assumptions of management. [ reserve the right to update my
analysis in the event that | am provided with additional information.

IV, PRIMARY SOURCES OF INFORMATION UTILIZED

In fermulating my opinions and conclustions contained in this report, | reviewed documents produced by
Management. The decuments and information upon which [ relied are identified below or are otherwise
referenced in this report:

1. Five-Year Pro-Forma Statements for the fiscal years ending 2019 through 2023, provided
May 17, 2019 and updated August 15, 2019,

2, Multi-Year Financial Frameworlk of Partners HealthCare System, Inc. for the fiscal years
ending 2019 through 2023 prepared as of December 6, 2018;

3. Audited Financial Statements of Partners HealthCare System, Inc. and Affiliates as of and for
the years ended September 30, 2018 and 2017;

4. Company website — www.Partners HealthCare.org;

5. Various news publications and other public information about the Company;



Mr. Brian Huggins
Partners HealthCare System, Inc.

August 20,2019

Page 3
6, Determination of Need Application Instructions dated March 2017; and
7. Draft Determination of Need Factor 1, provided August 19, 2019,

V., REVIEW OF THE PROJECTIONS

This section of my report summarizes my review of the reasonableness of the assumptions used and
feasibility of the Projections. The Projections ate delineated between five categories of revenue and six
general categories of operating expenses of Partners HealthCare as well as other non-operating gains and
losses for the Organization. The following table presents the Key Metrics, as defined below, of Partners
HealthCare which compares the results of the Projections for the fiscal years ending 2019 through 2023 to
Partners HealthCare historical results for the fiscal year ended 2018.

Partners, as
reported Change in Key Metric of pro forma results compared to prior year
2018 2009 2020 2021 2022 2023
EBIDA ($) 1,164,519 19,481 120,000 52,931 42,330 57,971
EBIDA Margin (%) 8.8% 0.0% 0.5% 0.0% -0.1% (.0%
Operating Margin (%) 2.3% -0.2% 0.3% 0.1% 0.0% 0.1%
Total Margin (%} 6.2% -1.7% 0.5% 0.0% 0.0% 0.1%
Total Assets {5) 18,303,531 781,560 858,959 634.904 912,685 945,156
Total Net Assets (§) 8,972,581 742,000 767,000 794,410 821,219 850,190
Unrestricted Cash Days on Hand {days) 212.2 3.0 (6.4) (13.7) 2.6 7.1
Unrestricted Cash to Debt (%) 132.5% 5.1% -0.7% 0.5% 5.3% 8.2%
Debt Service Coverage (ratio) 6.5 (1.8} 1.2 (2.7) 3.2 0.3
Debi to Capitalization (%) 43.3% -2.3% -1.8% -2.8% -1.5% «1.4%

The Key Metrics fall into three primary categories: profitability, liquidity, and solvency. Profitability

metrics, such as EBIDA, EBIDA Margin, Operating Margin, Total Margin, and Debt Service Coverage
Ratio are used to assist in the evaluation of management performance in how efficiently resources are

utilized. Liquidity metrics, such as Unrestricted Days Cash on Hand, and Unrestricted Cash-to-Debt

measure the quality and adequacy of assets to meet current obligations as they come due. Solvency metrics,

such as Debt to Capitalization, and Total Net Assets, measure the company’s ability to service debt

obligations. Additionally, certain metrics can be applicable in multiple categories.
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The following table shows how each of the Key Metrics are calculated.

Key Metric

Defnition

EBIDA (%)

EBIDA Masgin (%)

Operating Margin (%)
Total Margin (%)
Total Assets ($)

Tolal Net Assets ($)

Unrestricted Cash Days on Hand {days}

Unrestricted Cash to Debt (%)

Debt Service Coverage {ratio}

Debt to Capitalization (%e)

(Earnings before interest, depreciation and amortization expenses) - Operating gain
(loss) + interest expense + depreciation expense + amortization expense

EBIDA expressed as a %o of total operating revenue. EBIDA / total operating
revenuye

Income (loss) from operations / total operating revenue
Excess (deficit) of revenue over expenses / total operating revenue
Total assets of the organization

Total net assets of the organization (includes unrestricted net assets, temporarily
resiricted net assets and permanently restricted net assets)

(Cash & cash equivalents + investments + current portion investments limited as to
use + investments limited as to use - externally limited Tunds) / {(Total operating,
expenses - non recurring charges - depreciation & amortization) / YTD days)

Unrestricted Cash-to-Debt (%0} - (Cash & cash equivalents + investments + current
portion investments limited as to use + investments limited as to use - externally limited
funds} / {Current portion of long-term obligations + long-term cbligations)

Debt service coverage ratio (ratio) - (Excess (deficit) of revenue over expenses +
depreciation expense + amortization expense + interest expense} / (Principal payments
+ interest expense)

Debt to Capitalization (%) - {Current portion of long-term obligation + long-term
obligations}) / {Current portion of long-term obligations + long-term obligations +
unrestricted net assets)

In preparing the Key Metrics, Management noted the following;:

» Partners HealthCare has a balloon payment on long-term debt maturing in fiscal year ending 2021
and prepared the Projections to inciude the balloon payment.

1. Revenues

The only revenue category on which the proposed capital projects would have an impact is net patient
service revenue. Therefore, | have analyzed net patient service revenue identified by Partners HealthCare
in both their historical and projected financial information. Based upon my analysis of the projected
results from Fiscal Year 2019 through Fiscal Year 2023, the proposed capital projects would represent
approximately 0.057% (about 6 one-hundredths of 1%) of Partners HealthCare operating revenue
beginning in FY 2021 to 0.09% (about one-tenth of 1%) in FY 2023, The first year in which revenue is
present tor the proposed capital projects is FY 202 1.

It is my opinion that the revenue growth projected by Management reflects a reasonable estimation based
primarily upon the organization’s historical operations.
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2. Operating Expenses

I analyzed each of the categorized cperating expenses for reasonableness and feasibility as it relates to the
projected revenue items. | reviewed the actual operating results for Partners HealthCare for the years ended
2017 and 2018 in order to determine the impact of the proposed capital projects at MGPO Assembly Row
on the consolidated entity and in order to determine the reasonableness of the Projections for the fiscal
years 2019 through 2023. Based upon my analysis of the projected results from Fiscal Year 2019 through
Fiscal Year 2023, the proposed capital projects would represent approximately 0.042% (about 4 one-
hundredths of (%) of Partners HealthCare operating expenses beginning in FY 202! to 0.064% (about 6
one-hundredths of 1%) in FY 2023.

It is my opinion that the growth in operating expenses projected by Management reflects a reasonable
estimation based primarily upon the organization’s historical operations,

3. Non-Operating Gains/Expenses and Other Changes in Net Assets

The final categories of Partners HealthCare Projections are various non-operating gains/expenses and other
changes in net assets, The items in these categories relate to investment account activity (realized and
unrealized), philanthropic and academic gifts, benefit plan funded status, fair value adjustments and other
items, Because many of these items are unpredictable, nonrecurring, or dependent upon market fluctuations,
| analyzed the non-operating activity in aggregate. Based upon my analysis, there were no non-operating
expenses projected for the proposed capital projects at MGPO Assembly Row. Accordingly, it is my
opinion that the pro-forma non-cperating gains/expenses and other changes in net assets are reasonable,

4. Capital Expenditures and Cash Flows

I reviewed Partners HealthCare capital expenditures and cash flows in order to determine whether
Partners HealthCare anticipated reinvesting sufficient funds for technological upgrades and property,
plant and equipment and whether the cash flow would be able to support that reinvestment,

Based upon my discussions with Management and my review of the information provided, [ considered
the current and projected capital projects and loan financing obligations included within the Projections
and the impact of those projected expenditures on Partners HealthCare cash flow. Based upon my
analysis, it iS my opinion that the pro-forma capital expenditures and resulting impact on Partners
HealthCare cash flows are reasonable.

VL FEASIBILITY

1 analyzed the projected operations for Partners HealthCare and the changes in Key Metrics prepared by
Management as well as the impact of the proposed capital projects at MGPO Assembly Row upon the
Projections and Key Metrics. In performing my analysis, [ considered multiple sources of information
including historical and projected financial information for Partners HealthCare. 1t is important to note
that the Projections do not account for any anticipated changes in accounting standards. These standards,
which may have a material impact on individual future years, are not anticipated to have a material impact
on the aggregate Projections.

Because the impact of the proposed capital projects at MGPO Assembly Row represents a relatively
insignificant portion of the operations and financial position of Partners HealthCare, I determined that the
Projections are not likely to result in insufticient funds available for capital and ongoing operating costs
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necessary to support the proposed projects. Based upon my review of the Projections and relevant
supporting documentation, | determined the projects and continued operating surplus are reasonable and
based upon feasible financial assumptions. Therefore, the proposed capital projects at MGPO Assembly
Row are financiaily feasible and within the financial capability of Partners HealthCare.

Respectively submitted,

ng'm/f@/w%w,ﬂff EFR

Bernard L. Donohue, [11, CPA
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Factor4'£'Fih_§nd§ai'_Feas:§ 'Iityfand':Reaédljigit.ji'enessf‘: %PE"dii9!§§::aﬂd4C§Sts.\‘., o

Applicant has provided {as an atiachment) a carlification, by an independent cerlified public accountant (CPA) as to the availability of sufficient funds for capital and ongoing operating costs necessary to support the
Proposed FProject without negative impacts or consequences to the Applicant's existing Patient Pansl.

F4 a.i Capital Costs Chart:
Far each Functional Area document the square footage and costs for New Construction andfor Renovations.

Present Square Square Footage Involved in Project Resulting Square Total Cost CostSquare Foolage
Footage Footage
New Construction Renovation
Add/Del Functicnal Areas Net Gross Net Gross Net Gross Net Gross New . Renovation New . Renovation
Rows Construction Coanstruction

MRIs / Equipment Rooms / Caontrof Rooms 2,260 4,115 2,200 4,115 $12,378,768.00 $3,008.21
MRI Support
{Holding Bays/Corridor/Clean/Soiled/Storage) 8ao 1.500 800 1.500 $531.468.00 $354.31
Patient Support Spaces (Waiting/Toilets/Changing) 720 1,350 720 1,380 $1,062,937.00 $787.36
Infrastructure (Eiec/Data/Oxygen/Vac) 150 285 150 285 $265,734.00 $932.40)
Staff Support Areas {Lounge/Reading/ConsultOffice) 400 750 400 750 $265,749.00 $354.33
ToR - T — —= — e I —i - a0 800 — - — —r — - =

* Please note that the Applicant submits the F4.a.i Capital Costs Chart in Excel format 1o address the calculation related tc Total Cost/Square Footage. The Department of Public Health's ("Depantment™) Capital Cosis
Charl included in the Determination of Need {"DoN") Application auto-calculates Total Cost/Sguare Footage using a summation formula, such that the tolal is a sum of the cost/square foctage for the various functional
areas. For example, using the Department's Capital Costs Chart included in the DoN Application, the autc-calculated Total Cost/Square Footage for Renavation for the Proposed Project is a sum of the renovation
cost/square factage for the MRIs / Equipment Rooms / Control Rooms ($3,008.21) + MRI Support ($354.31) + Patient Support Spaces ($787.36) + Infrastructure ($932.40) + Staff Supporl Areas ($354.33) =
$5,436.61. A more accurate Total Cost/Square Footage is reached using the following calculation: Total Cost / Total Resuliing Gross Square Footage. In the case of Total Cost/Square Footage for Renovation, this
calculation is as follows: $14,504,656 00/ 8,000 = $1,813.08 This tofal is reflected in the Capital Costs Chart above.
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Attachment A: Section 8 — Additional Names for the CHNA/CHIP Advisory Committee

i el 5 F5 7

CHA Depantment of Community Health Improvement - Somerville Health
Agenda; CHAC '

Cassesso

Cathy Haines

Strategic Planning, Brandin

Cortni Kerr Desir City of Somerville - SomerStat

Miles Lang-Kennedy (Staff) CHA Communications
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Kirsten

Denise Provost

Thalia
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Attachment B: Section 8a — Determination of Need —~ Community Advisory Committee Members

Local Public Somerville Health & Doug Kress Director
Health Human Services
Board of Health Brian Green Chair
Municipal Mayor's Office Emily Monea Chief of Staff
Library Cathy Piantagini Director
City Councilor Stephanie Hirsch | Councilor at
Large
Education Superintendent's Office | Mary Skipper Superintendent
Somerville Family Nomi Davidson Director
Learning Collaborative
SCALE/Adult Ed Lisa Cook Director
Housing Somerville Homeless Michael Libby Director
Coalition
Preservation of Cory Main Senior Vice
Affordable Housing Pres.
Social Services Community Action David Gibbs Director
Agency of Somerville
WIC Maria Bettencourt | Director
Transportation Office of Strategic Brad Rawson Director
and Planning Planning/Transportation
and Infrastructure
Private VNA of Eastern MA Linda Cornell CEOQ/Pres
Sector/Business
Forge Tucker Lewis Owner
Private practice Ruth Faris
Bent Electric Tom Bent Owner
Community CHA Broadway Care Jess Blau Medical Director
Health Centers Center
CHA Pediatrics Greg Hagan Director of CHA
Pediatrics
CHA Patient & Family | Alexandra Members
Advisory Council Hollencamp 7
Brian Perry
CHA Central St/Mental | Emily Bendetto Program
Health Manager,
Integration
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Community The Welcome Project Ben Echevarria Director
Based
Organizations

Immigrant Service Alex Pirie Coordinator

Providers Group
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Community Health Needs Assessment & Implementation Strategy
Cambridge Health Alliance (2016-2019)

Executive Summary
Cambridge Health Alliance (CHA) has a long history of serving the local communities where we
provide health care, traditionally serving vulnerabie populations of low income residents,
immigrants and those who speak languages other than English. When Cambridge Hospital
purchased Somerville hospital, to become the Cambridge Health Alliance, the Somerville
Community Health Agenda role at CHA was created to facilitate collaborative initiatives to
improve the health of residents in Somerville, now part of the Community Health Improvement
Department. In partnership, the Community Health Improvement leadership and the CHA Chief
Community Officer, now guide CHA’s community health needs assessment and population and
community health improvement efforts. This team assesses unique health needs and
challenges of CHA cities, collaborating alongside community members and city leaders to
develop programs and provide leadership on health improvement initiatives. Over the past 3-5
years, there has been an increased commitment to advancing health equity as well as shifting
the structure and timing of the Wellbeing report framework to be in closer alignment with other
health care systems and shifting state regulatory guidelines to better inform work in all of our
communities. The CHA Strategy for a Healthy Somerville process built on the Wellbeing report
assessment process, complimenting the work of the Wellbeing Report assessment by working
with the City and the community to identify healthcare priorities and develop a 5 year
Community Health Improvement Plan.

Community Health Needs Assessment and Community Health Improvement Plan

In Somerville, the Cambridge Health Alliance (CHA) has recently coordinated a multi-phase
community assessment including The Wellbeing of Somerville Report 2017 engagement
process (2016-2018 CHNA phase) followed by the CHA'’s Strategy for a Healthy Somerville 5
year community health improvement planning process (2018-2019 CHIP phase). Community
engagement is a key element of CHA's work, including these efforts which involved

approximately 1,679 people in exploring questions of how to improve the health of residents of
Somerville.

Community involvement
1,022 surveys completed

133 residents participated in focus groups
31 Stakeholder interviews

4933 people attended community meetings

Although CHA is exempt from the Affordable Care Act of 2010 requirements to conduct a CHNA
every three years, there is a foundation with a long history of community involvement in periodic
reviews of health data, with related prioritization and selected recommendations and actions to
improve health at the local level. Given the changes in the healthcare industry and federal and
state regulatory landscape, CHA has recently been exploring and piloting collaborative efforts
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with other regional health care/hospital systems to create community health needs assessments
across all CHA core communities in closer approximation to the ACA/ACO/DPH guidelines for
future assessment.

Priorities and Strategies
Priorities that arose consistently throughout the Wellbeing community health needs assessment
process (CHNA) included:
¢ Mental Health issues (including depression, stress, anxiety, suicidality, social isolation)
e Substance Use (Opioids, Alcohol)
o Obesity/Nutrition and Physical Activity and related chronic diseases (diabetes and heart
disease)
e Social Determinants of Health (affordable housing, food access, employmentfjobs,
access fo early education and care, etc.)

The process of community health improvement planning (CHIP) that continued with the
development of the CHA Strategies for a Healthy Somerville echoed needs and strategies
identified through the Somerville assessment, including:
¢ Access to Healthcare, inciuding Navigation supports and education to address health
literacy challenges, including urgent care
e Increased Access to Mental Health and improved continuum of care for Substance Use
Treatment

e Better leverage technology to improve customer service and strengthen the continuum
of care. :

e Social Determinants of Health (SDOH) (housing, education, access to healthcare) and
connections to population health goals such as stress, healthy child development,
obesity and equity & inclusion for all

Strategies to address these priority issues include continuing to work with the City of Somerville
to address the influencers of health. To be successful, this work requires a muiti-pronged
approach that intervenes at all levels from the individual to community, from direct services to
policy solutions. CHA backbone support and technical assistance for building capacity and
impact of community coalitions engaged in access, mental health, substance use and SDOH
issues will be strengthened. Screenings of our patients for social determinants of heaith will
continue to be expanded, having initially started with all MassHealth patients. We are working
on quality improvement efforts within our CHA systems, including improving technology tools,
and partnering closely with local and regional service providers on closing the loop on
successful referrals to ensure that basic needs of patients are met to better promote lifelong
health and wellbeing. Patient Navigator, Patient Resource Coordinators and Community Health
Workers will be engaged to deepen health access promotion and education initiatives in primary
care, mental and behavioral health/substance use treatment, as well as transition from ED to
Urgent Care at Somerville Hospital, while addressing cultural barriers for immigrants in
accessing the U.S. health care system.
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Prior investments in community and clinical work

In the early years of the Somerville Community Health Agenda (SCHA), starting in 2000, the
work focused on periodic community health needs assessments with the first Wellbeing of
Somerville Report completed in 2002. Working with local agencies and the City, the process
and the final report spurred development and implementation of strategies to address identified
needs, largely through coalition and capacity building, creating significant infrastructure capacity
and sustained positions within the local public health department. Current Somerville Health and
Human Service Department positions addressing substance use, youth mental health, obesity
prevention and healthy built communities were created through grant funding supported by
SCHA staff in collaboration with the City and local partners. SCHA served as the backbone
organization for the Shape Up Somerville Steering Committee from 2003-2011, with a heavy
emphasis on built environment strategies (farmers markets, local trails, community paths) as
well as policy changes (purchasing of produce from local farmers). SCHA has provided
leadership for coalitions such as mental health and suicide prevention, having facilitated the
introduction and evaluation of Mental Health First Aid as a tool to address both community
education and stigma.

The CHA Community Health Improvement Department works to improve community health
through collaborative relationships. Programs and clinical services include Health Improvement
Team, WIC, Sexual and Reproductive Health, Teen Health Center at Somerville High School,
Healthcare for the Homeless and HIV outreach. Examples of recent CHI initiatives addressing
population needs include:

e Developing a program to address dental health needs of unaccompanied minors at
Somerville High School, in collaboration with Forsyth Kids and other partners,

e Piloting a basic needs support staff at the Somerville Library,

Partnering with MOAR and Somerville Overcoming Addiction local programs,

e Collaboration with Mayor and Superintendent's Community Cabinet to address gaps and
equity in early education and care, out of school time and integrated health,

e Development of food security screening in CHA clinics, with referral system to Project
Bread, sharing food access resources and community access opportunities, such as the
Somerville Food Resource Guide and Come to the Table monthly meal,

o Piloting self-care workshops for providers serving largely immigrant populations (front
line staff in community service organizations, medical interpreters, etc.) as part of

e Convening the CHA Community Health Advisory Committee to collectively address
emerging issues, such as engaging service providers in preparation of community
specific SDOH “Tip Sheets” for CHA patients based on best referral connections where
they live, presentation by Health Care for All followed by letter writing activity on the
impact of public charge for immigrant residents in our communities.

The CHA Foundation raises more funds each year to strive to address the population health
concerns facing our patients and communities. Funding helps to support local community based
organizations, to address gaps in resources such as access to health care or food, substance
use recovery, and supporting immigrant needs and research on the impacts of federal
regulation changes. The Somerville Health Foundation, endowed by a former city resident,
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provides $25-$35K in funds to support primary and preventative health projects each year in
small grants, administered through CHA Community Health improvement with a board
composed of CHA Board members from Somerville and a Mayoral appointee.

Progress on 2011 Wellbeing report recommendations and implementation plan
Muiti-sector community coalitions engaged in addressing respective needs and
recommendations from the 2011 report. In the summer of 2015, CHA partnered with the
Somerville Health and Human Services Department to review recommendations from the 2011
Wellbeing Report. A Tufts Community Health intern conducted interviews with key stakeholders
from CHA, City of Somerville and other 29 community based organizations to gain information
on the progress of the recommendations. These interviews were supplemented with web
research. The 2011 Well Being report was divided into 13 leading health indicators and
determinants of health with a total of 103 recommendations. The report addressed these topic
areas, listing accomplishments to date with discussion of work remaining.

Selected key points of progress and emerging trends for community health included:
s Access to Care

o CHA launched system in 2015 to make set appointments for assistance with Health Safety Net
Coverage, in response to community needs

o Volunteer Health Advisors (VHA) program partnering with Welcome Project English Language
Learner classes with health screenings and education
CHA recognized as Leader in LGBT Healthcare Equality in 2013
Needs: more collaborations with English Language classes. Attention to new emerging immigrant
groups and related service needs, ie. increase in Nepali population

e Tobacco

o CHA became tobacco free in 2012 and offers smoking cessation supports.

o  City BOH updated regulations restricting sale of tobacco to include e-cigarettes, e-cigars, hookah
and other similar products AND prohibit sales of tobacce products in health institutions including
pharmacies and drug stores. _

o Somerville joined the Metro Boston Tobacco Free Community Partnership in 2012, to lower
smoking prevalence.

o Need: Follow rise in use of new emerging products. Address settings of exposure for children.

e Substance Use

o CHA developed the Community Centered Health Home to increase health access for patients in
substance use and opioid treatment programs.

Somerville Cambridge Elder Services offering Learn to Cope support network

o Somerville received new BSAS funding in 2015 for opioid prevention.

Somerville Cares About Prevention used CHNA 17 funding to address positive youth behaviors and
social media, produced PSAs with SCATV.

o Need: Continue to address rise in opioid deaths and overdoses. Change peer perceptions in youth.
Advocate for Addiction Specialist at Police Dept.

s Mental Health

o Mental Health First Aid training expanded to police and youth.

Local Crisis Intervention Team created with NAMI.
Teen Empowerment launched Mental Wellness Ambassadors Program in 2015.
CHA working towards integration of mental and behavioral health in primary care settings.
Needs: More education and promotion of multilingual services. Challenges persist related to
referrals and follow up for services, as well as screening, Better knowledge and understanding of
risk factors for both parents and youth, especially related to transition points.
e Physical Activity and Nutrition/Food Security

o 0 0 O
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o CHA staff convened the Somenville Food Security Coalition, partnering with the Somerville
Homeless Coalition, serving as backbone organization and supervising students to build capacity
and resources such as the coalition’s website, Food Resource Guides, and monthly Come to the
Table meal with pop-up pantry.

o CHA piloted the Hunger Vital Signs Food Security Screening in clinics, collaborating with Project
Bread's Food Source Hotline for referral to local resources for patients who screen positive. Grants
ohtained to provide emergency food and/or grocery gift cards in clinics.

o Since 2010, bicycle counts in the city increased over 80%. Somerville cited as Silver Level Bicycie
Friendly Community in 2014,

PEP grant provided resources for increased physical activity for school kids.

Emerging Leaders, ¢ollaboration between CHA/SUS/Groundwork Somerville/Welcome Project,
offered leadership development for low-income Spanish and basic English-speaking residents.
Spurred increased focus on housing as linked to health and added key information to Food
Resource Guide

¢ Somerville Mobile Farmers Market started in 2011 increases access to fresh produce for low
income and pubklic housing residents.

o Need: More work on barriers to physical activity and healthy food. Better engage immigrant and low
income communities in decision making. Funding to support sustainability of PEP resources.

s  Chronic Disease

o CHA cancer disparities grant project funded by MA-DPH.

o Somerville Health Foundation provides funding to nonprofits fo support preventative services and
programs that improve the health of Somerville residents

e Community

o Somerville was named an All-American City in 2015, finalist in 2014,

o SomerViva is the City immigrant outreach program to help connect residents with city services,
engage them in public life and celebrate diverse cultures.

o  Somerville Community Health Agenda at CHA digitally shares monthly Somerville Health
Happenings to share opportunities and resources to improve health of all Somerville residents.

Community Health Needs Assessment Process

The 2017 Wellbeing report participatory process was organized somewhat differently than past
community health needs assessments, to ensure engagement of varied community stakeholder
groups across the entire life span, from prenatal to older adults. A health equity lens was
applied throughout to highlight both unique challenges and opportunities across the age
spectrum, influenced by work in the national maternal-child health and health equity realms.

The goals of the Wellbeing of Somerville Report 2017 were to serve as a community building
process of engaging broad participation in exploring data together not just to inform, but to
inspire action to improve community health, to serve as a catalyst for ongoing examination and
exploration of how to create a healthier community for all. This report aimed to raise awareness
and stimulate a call to action to benefit those most impacted by health disparities and inequities
to improve health and wellbeing across the lifespan with a special focus on those populations
most impacted by specific health and systemic issues influencing health.
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The goals for CHA’s Strategy for a Healthy Somerville (2018-2019) process were to
collaboratively develop a Somerville community health improvement plan to inform CHA'’s
service and population health strategic actions to improve care and service to the community, in
partnership with the City and other stakeholders. This effort was built upon the Wellbeing of
Somerville Report 2017, as the comprehensive community health assessment bringing together
health and social determinants of health data from across the city.

Target Population

These efforts focused on the community of Somerville, Massachusetts and Somerville residents
who receive care through CHA, Exploration of health needs focused on low-income populations,
immigrants/foreign born residents, and populations speaking languages other than English at
home. The Wellbeing Report worked to increase attention to the very youngest and oldest
residents, who were not as visible or well represented in past community health needs

assessment processes. CHA continues to provide care for many Somerville residents among
these most vulnerable populations.

Assessment Process

The Wellbeing of Somerville 2017 report was the result of contributions from across the city
of Somerville. It was shaped through the engagement of community members, agencies and
service providers, municipal employees including planning staff, clinical staff, community based
organizations, education, private sector, public health workers and academic interns. This was
the fourth such report created over the past two decades of collaborative community health
assessments in the City. Starting in 1994, the Somerville Hospital and the Somerville Health
Department had utilized MAPP (Mobilizing for Action through Planning & Partnerships) framing
to create a forum for community engagement in assessment, prioritization of strategic issues
and goals, and planning for implementation and evaluation. Upon the creation of the Cambridge
Health Alliance in 19986, this process took place every 4-6 years, evolving into a periodic
participatory community process of developing a Wellbeing of Somerville report, with prior
reports produced in 2001, 2006 (with a youth focus), and 2011 with an added focus on SDOH.
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Development of these reports and the related priorities and planning has always included broad
community outreach and engagement. Local health data, as well as other primary source data,
has been shared with stakeholder groups to analyze together, to identify priorities and to
determine strategies for collaborative health improvement plans. Community coalitions have
been both an outcome of prior assessments, providing leadership development opportunities,
as well as serving as key participants in guiding the iterative assessment processes and
implementation of plans. The CHA Wellbeing of Somerville Report process also served as the
model for the expansion of community health needs assessments in Everett and Malden.

Development of the 2017 Wellbeing Report started in 2015 with a review of the plans for action
from the 2011 report and continuing during 2016 and 2017. The coordination of the effort was
led by the Somerville Community Health Agenda of the Community Health improvement
Department at Cambridge Health Alliance in collaboration with the City of Somerville Health and
Human Services Department, with data support from the Institute of Community Health. The
report is the result of collaboration and contributions from a broad group of partners and
advisory group who participated in numerous discussions and/or focus groups to select data
points of interest and determine priority areas of community health focus for the community of
Somerville. In developing this report, diverse partners also assisted with coliecting and
analyzing secondary data related to public health from a variety of lenses.

A series of meetings were held from 2016 through spring of 2017 to engage age specific multi-
sector stakeholder groups in exploring data, trends, impact and subsequent priorities and
recommendations for community wide improvement. Community stakeholder groups for
meetings/focus groups included such organizations as the Early Childhood Advisory Council,
the Immigrant Service Providers, Shape Up Somerville Steering Committee, Somerville
Youthworkers Network and an informal gathering of Somerville Senior Providers. These
sessions provided valuable insights and feedback, as well as provocative questions to help
direct exploration of data and recommendations. Additional support members provided missing
data (school, police, etc) as need arose. Interns researched regional and national data and
trends, as well as SDOH information.

Over 80 community members spent an evening together in iate April 2017 providing diverse
perspectives on prioritizing the most pressing issues impacting the health of Somerville
residents across the lifespan and strategies to improve the health of all residents. This larger
community meeting sought input across ages in one space and time, engaging each participant
to also rotate through deeper exploration in two different age groups to produce broader
community comments on concerns and hopes for the community, and to provide ranking of
recommendations raised by the community. Agency and community partners from educators to
engineers served as readers and editors, to ensure both accuracy and accessibility of the data
and information contained in the report. In addition, many talented and dedicated academic
interns from local universities assisted with the development of this report, from reviewing
progress on all the recommendations from the 2011 report to final editing assistance. Numerous
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community stakeholders were actively involved in reviewing draft versions of the final report,
which was also vetted through CHA and City leadership.

The November 2017 community launch event, including interactive exercises for attendees to
continue to engage with the data and priorities to consider actions to improve health for all,
served as the beginning of continued community engagement moving towards a CHIP. During
the process of the Wellbeing report process, the local public health department in Somerville
was considering applying for national certification which requires completion of a CHIP. The
Wellbeing Report was considered the local CHNA, with the intention that it would serve as the
foundation for deeper exploration and development of a CHIP. (See the inside cover of the
Wellbeing of Somerville Report 2017.) The Somerville Health & Human Services and CHA
Community Health Improvement staff committed to continue to move forward toward that goal,
starting with reflection on the process, evaluating how to more broadly share the outcomes of
the Wellbeing report and to reach deeper into the community for engagement, sparked by the
energy of the launch event. In 2017, a fall semester class at Harvard, working with Somerville
Health & Human Services and CHA Community Health Improvement, engaged students in
interviews with community agency stakeholder and presentations & discussions with community
coalitions and/or City staff on potential actions to address the several priority areas raised in the
Wellbeing process (housing affordability, food security, and healthy aging).

During 2018, Somerville Health & Human Service and CHA-CHI staff hosted 7 focus groups and
numerous interactive presentations at a wide range of venues to actively engage community
stakeholders with the assessment findings. In Summer 2018, a student team helped create one-
page documents summarizing the findings of the Wellbeing report in easy to read formats that
were shareable at focus groups and events, and with special interest groups such as parents,
teachers, English Language Learners, older adults, or youth. Opportunities were sought to
particularly engage with low income, elderly, and immigrants and those whose primary language
is other than English or agencies providing services to these populations to increase access to
the health assessment data and engage community members in genuine exploration,
discussion and planning to improve health and wellbeing for all. “Bingo” type games were
developed to encourage greater engagement (triggering some providers to integrate the report
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into their youth programming). Questions included how health care and service organizations
adjust to changing demographics and needs, ways to support health across the lifespan, and
how to equitably balance varied needs across all ages and all backgrounds of a diverse
population. This work set the stage for the planning phase.

Community Health Improvement Plan Process-CHA Strategy for a Healthy Somerville

In 2018, it was mutually agreed between CHA and the City, that CHA would embark on the
more formal aspects of moving towards a community health improvement plan in partnership,
with CHA leading the effort. This effort built upon the Wellbeing of Somerville Report 2017, as a
comprehensive community health assessment bringing together health and social determinants
of health data from across the city. The CHA Strategy for a Healthy Somerville process
officially kicked off by convening a Somerville/CHA Healthcare Advisory Group of more than 30
members, comprised of providers, nurses, educators and recovery experts, to offer feedback
and suggestions on how CHA can best meet the health needs of an ever-changing community.
This new Advisory Board met 4 times between February and May 2018 with participants from
the Wellbeing community health assessment, Community Health Center providers, Education,
and Service Providers, Private/Business, and representatives with disabilities. The membership
of the team included the following constituencies: Local public heaith (Director and Chair of
Board of Health), Elected officials (State Representative, City Councilor), Education (School
Board member, teacher, parent, Tufts), City (SomerStat, Council on Aging, Shape Up
Somerville), Housing (MCIH, Assisted Living provider), Social Services (COHR, VNA), Private
Sectors (realtor), Health Center Providers (CHA Primary Care, Pediatrics, ED, Psych), CBOs
(Immigrant Service Providers Group, the Welcome Project). To facilitate this effort, CHA hired
Cynthia Baratta, an independent consultant, to manage the project, facilitate meetings, and
submit a report.

The group met at the centrally located Lowell Street Assisted Living facility of the VNA of

Eastern Massachusetts in Somerville. At the first meeting an overview of CHA services and the

Wellbeing of Somerville Report 2017 were presented by City and CHA officials, followed by

group discussion of the key questions below. Subsequent meetings of the Advisory group

explored responses to these questions in more depth through additional data and information on

iocal health access, mental health, substance use treatment and technology. Included in these

meetings were presentations requested by the group such as data on the utilization of the

Somerville Hospital Emergency Department.

What are the major health care service needs of the residents of Somerville?

How well do CHA's services align with the needs of the community?

Where shouid our focus be?

In what ways might CHA adapt and evolve its services to respond to the changes in

demographics and health status in Somerville?

¢ |n what areas should CHA focus its limited investment resources to sustain its mission of
improving the health of the community and its longstanding dedication to vulnerable
populations?
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In addition, five Community “Listening Sessions” were held in various neighborhoods throughout
Somerville during March-April. The Listening Sessions were well-advertised on the city's
website, in several publications, and through digital communications and flyers through
community partners. Over 40 people participated in these sessions, notes taken from each
were analyzed for themes and incorporated into our findings. It should be noted that two of the
sessions were impacted by weather-related issues. One session of the CHA Population Health
Board Committee, which includes some community representation, also participated in this
same process.

In this same time frame, a health needs and health care services survey (translated into 4
languages and available electronically and in hard copy) was also widely distributed to
Somerville residents through CHA, City and community links, with 1,040 responses submitted
during March and Apri! of 2018 (1,022 were complete surveys, with 16% of respondents
speaking another language other than English at home.) The consultant for the CHIP process
helped the Advisory Group to analyze the feedback from the Advisory Group meetings, the
community listening sessions and the survey results to collectively determine priorities that were
most frequent and persistent. These priorities were revised based on Advisory Group feedback
to become: 1) health education/literacy, 2) access/navigation/urgent care, 3) mentai health, 4)

technology, 5) healthy aging and 8) stress as reported secondary to lack of access to basic
social determinants of health.

In Fall 2018, the Harvard class again worked with local public health and CHA staff to interview
key stakeholders in the City and Community based organizations to more deeply explore the
issue of stress, which arose as a top health concern outcome from the surveys. The team made
recommendations for policy and practices that could address systemic stressors in the
community which stakeholder interviews connected to mental health impacts of limited access
to SDOH (housing, healthcare, food) and stresses on staff trying to help address these needs.

A second round of 3 community listening sessions in June & July presented the CHA Strategy
for a Healthy Somerville 5 year plan to the community, sharing the CHIP priorities and the
CHA proposed approaches to address these priorities as identified through the community
health needs assessment and health improvement ptanning processes. Participation included
elected officials from the City and State, Local Public Health and planning staff, seniors,
residents and community-based organizations. A significant element of this last round of
meetings was the proposal by CHA to close the Emergency Department and provide Urgent

Care services, based on findings from analysis of utilization data and community conversations
and survey responses.

CHA and the City are moving forward to implement the recommended action steps and will be
measuring the completion of these steps. Data and recommendations from the Wellbeing
Report are informing several Somerville policy formulating initiatives such as the Community
Cabinet/By All Means, SomerLearning 2030, and SomerVision 2040, continuing to integrate
community health improvement into the fabric of the City of Somerville.
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Timeline for Community Engagement in the
Wellbeing of Somerville 2017 process & CHA Strategy for a Healthy Somerville process

Review of 2011 report and planning May-August 2015
Convening Adviscory Group (members actively involved in stakehelder groups, Aprit 2016-November 2017
periodic reviews and data support)

Stakeholder meetings July 2016-May 2017
Community wide meeting Aprii 2017

Wellbeing of Somerville Report 2017 Launch November 2017

WB report focus groups January-August 2018
CHA Strategy for a Healthy Somerville- Advisory Mestings February- May 2018
Community Listening Sessions 2018 March-April 2018
Community Survey Collection March-April 2018
Listening Sessions/Recommendations June-July 2018

Data collection

For the Wellbeing report (CHNA), data collection included retrieval of available demographic
(ACS-US Census) and public health data (MA-DPH, MA-PRAM, CDC 500 Cities, MA Healthy
Aging) CHA data with assistance from the Institute of Community Health (ICH). In addition, data
was collected from Somerville Police, Somerville Public Schools, Somerville Health and Human
Services (YRBS data), state and local service providers (DCF, Project Bread).

For the CHA Strategies for a Healthy Somerville (CHIP) process, in an effort to reach out
broadly to the community, a survey was conducted March 3rd to April 24th, 2018 asking
Somerville residents a wide range of questions about their impressions of top local health
issues, health care access and service needs and their personal experiences. The survey was
translated and made available in 4 languages and was widely available at various city and
community locations, as well as being distributed at CHA practice sites, social service program
sites, community events and on social media and various websites. Over 1,000 responses
were received. A summary of this data, a copy of the survey, and respondents quotes are
available.

CHA/Somerville Community Survey Demographics 2018 (n=1,022 complete surveys)

e CHA Patients: 32%

s English speakers: (all) 84.5%; CHA Patients - 68.9% (Surveys transmitted {via online or printed version)
in languages other than English - 28 Haitian, 24 Portuguese and 16 Spanish)

11
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Race/Ethnicity; North American or European; Complete Survey - 68.2%; CHA Patients - 47.6% (U.S.
Census/ACS Demographics and Housing Estimates (2012-2016), 75.6% White)

Gender; Complete Survey - 74.2% female; CHA Patients - 77% female (U.S. Census/ACS Demographics
and Housing Estimates (2012-2016) illustrates a breakdown of 50.5% femals)

Over 60% employed full or part time for both groups

Ages: Complete Survey - 40-64 (41.7%), 25-39 (41%), 65+ (11.3%); CHA Patients - 40-64 (34.9%), 25-39
(48.9%), 65+ (4.6%)

Overview of Methodology

1.
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Community Participation: Community engagement and participation was involved
throughout both processes. The Wellbeing of Somerville process was kicked off by a
Committee that provided guidance for traditional assessment methods, as well as how to
augment prior processes to be more inclusive of the full life span, as well as low income
and immigrant and ethnic populations. Members provided the backbone for organizing or
hosting the multiple meetings across the production of the final report and follow up
focus groups for iterative engagement. Stakeholder interviews provided deeper insights.
Close to 500 different people attended the range of community meetings held. The
launch event for the Wellbeing report held in November 2017 was a City wide
celebration of a shared effort. The CHA Strategy for Healthy Somerville involved
community members on the Advisory group, as well as through two series of listening
sessions, for which community partners helped to recruit diverse participation.

Focus Groups/Community meetings: Over 130 residents participated in focus groups
and 493 in community meetings. Interpretation was offered where indicated. Workshops
and interactive sessions for diverse groups of residents allowed the community to dive
into the community health needs assessment findings after the Wellbeing report was
released, to more deeply involve more residents and to encourage ongoing collaboration
with the CHIP and future strategies. Weather was a factor in several early spring
meeting dates for the CHIP process.

Survey: A community wide survey of perceived health issues for one’s self, family and
community and health care service needs was translated into Spanish, Portuguese and
Haitian Creole. In 2018, survey responses were received from 1,400 residents; 1,022
were complete and able to be utilized for data analysis.

Demographic data, including SDOH: Data was gathered from the U.S. Census, MA
Department of Education. SDOH data was gathered from multiple sources as indicated
in Appendix A of the Wellbeing Report.

Public Health data: Public health data was sourced from the U.S. Census, MA
Department of Public Health, Somerville and MA Youth Risk Behavior Surveys, MA
PRAMS, CDC Healthy Cities, MA Healthy Aging report.

SDOH data: In addition, data was collected from Somerville Police, Somerville Public
Schools, Somerville Health and Human Services (YRBS data), state and local service
providers (DCF, Project Bread).
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7. CHA patient data: Aggregate data was pulled for patients living in Somerville zip codes
(02143, 02144 and 02145). Data was utilized to provide a local snapshot of health
issues identified as priorities through the Wellbeing and CHA Strategy for a Healthy
Somerville. Trend data was also explored to offer insights into community utilization of
services such as the Emergency Department.

Limitations

For the Wellbeing report process, there was a commitment to engaging community participation
to represent the entire lifespan, as it had been noted that prior assessments did not cover early
childhood or older adults as there was not as much data available. The outreach and
engagement opportunities were developed with this goal, creating a broad net of community
members invested in the report. Early childhood and school age, as well as older adults, proved
easy to engage. Young adults, who make up such a significant percentage of the population
were much more challenging to reach, so we recruited City Health and Human Resource staff
who fit that demographic. Low income and non-English speakers were specifically included
across the age span, though again more challenging for young adult age range. Data sourcing
for SDOH required engaging schools, police and other community based partners to augment
the typical public health data available. To address challenges of physical and/or language
access, meetings were held in community-based locations and simultaneous interpretation
services were available.

Strong efforts were made to have CHA Strategy for a Healthy Somerviile data collection and
community listening sessions reflect both the CHA patient population and the vulnerable
populations of Somerville. OQutreach for the survey included community health workers with a
range of linguistic and cultural experience spending time in primary care clinics and sending
staff to novel community settings to engage young adults and men in the survey population.
Engaged community members tended to be female, English speaking and Northern
American/European; the CHA patient participants/Somerville residents in the survey were more
representative of the language and race/ethnicity mix of both the clinical and community
populations.

Key Findings from the Wellbeing of Somerville Report 2017

It was clear from community meetings and stakeholder gatherings/focus groups that Somerville
is considered a good community to live, work, play, raise and family and grow old. We learned
that the population of Somerville is largely young adults (32% between 25-34 years of age) and
continues to be more diverse than the state average (25% non-native born vs. 93%) and that
the school population shows much more diversity than the overall population. Discussions
among residents and providers, both old timers and new-comers, provided opportunities to talk
frankly about what makes a city healthy for all. Changes in the community since the last
assessment primarily centered on the rapid rise in cost of housing and the resulting shifts in the
City and changes in the built environment such as new parks and development at Assembly
Square, Topics that arose in multiple settings centered on issues threatening equity of lifelong
health outcomes based on influencers such as poverty, trauma exposure, immigration status,
and racefethnicity.
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When the community was challenged to find common health supporting themes from analyzing
the data and from scanning community assets and resources, several areas emerged that were
determined to impact individuals across the life span: accessing health promoting resources,
strengthening social networks and support systems, promoting mental health and substance
use prevention, increasing opportunities for healthy eating and physical activity, and addressing
inequities in social influencers of health including affordable and safe housing, food, income,
education, and safety. These became the focus areas for considering system wide policies and
practice opportunities, as well as indications for programmatic priorities to be shared across
multiple sectors. The interrelated nature of the influencers of lifelong health and the collective

challenge to build resilience across many sectors were major learnings for many individuals and
groups involved in the process.

Major Findings from CHA Strategy for a Healthy Somerville:
1. Health Education

A recurring theme from our Listening Sessions was the challenge of health “literacy,” or the
degree to which patients understand how to use their health care system. There is a clear need
to provide appropriate education to patients around health care services. For example, this is
particularly evident in patients’ difficulty deciding between Emergency and Urgent Care facilities,
understanding how Primary Care teams are structured, and accessing needed
Mental/Behavioral Health services. A common theme of participants in both the survey and in
the Listening Sessions was not knowing the difference between Emergency and Urgent Care,
and in many cases, they are not even sure it is their choice to make. In addition, patients often
do not understand that Primary Care practices are organized in teams so that multiple team
members are available to help, and many practices have off-hours access.

Specifically, CHA could better support its patients in understanding Primary Care, Urgent Care,
Emergency Care, Mental and Behavioral Health Services and Cultural barriers in accessing the
U.8. health care system.

2. Access, Navigation, and Urgent Care

Both access (entry to the system) and navigation (finding your way around in the system) are
issues for patients of CHA. Patients need to know who to see, when to see them, how to get
there, and how to navigate their health care teams. We heard this consistently from providers
as well as participants of the Listening Sessions. Participants in the Listening Sessions and the
Advisory Group noted that there are long delays in making appointments (for both primary care
and specialty care) across all health care systems. Additionally, when asked about emergency
care, participants in the Listening Sessions and Advisory Group meetings noted the need for
timely, efficient, and affordable access to care. When described, Urgent Care services were
discussed and explained as an option.

At the request of the Advisory Group, data was provided by CHA regarding the utilization of the
ED at Somerville Hospital. This data shows low utilization and low acuity, consistent with the
experience described by many members of the Advisory Group. (See Appendix E for data
presented by a CHA ED physician to the Advisory Group). This information makes a compelling
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case to reach out to the community and to consider an informed decision about the ongoing
operation of the ED.

3. Mental Health

As a broad category, Mental Health was a major concern. The survey results show that
approximately 47% of CHA patients identified Mental Health as the issue of greatest concern to
them (37% of non-CHA patients). 1n addition, 33% of CHA patients identified it as the issue of
greatest concern to their families (30% of non-CHA patients), and 49% of CHA patients
identified it as the issue of greatest concern to the community (53% of non-CHA patients).
Within the category of Mental Health, we identified two specific groups: those who need
treatment for serious mental illness (i.e. bipolar, schizophrenia) and those who need treatment
for behavioral health issues often related to substance use (i.e. opioids, tobacco, vaping,
“Juuling”). More discussion was devoted to behavioral health issues, rather than serious mental
illness. Participants emphasized the importance of services that span the continuum of care in
treating mental heaith issues, as well as the need for culturally-competent care in dealing with
these and other health issues across all immigrant populations.

We heard favorable feedback during Listening Sessions and Advisory Group meetings on
CHA's treatment of serious mental illness. However, an effective substance use continuum of
care remains an issue that the health care industry, community, and payors have not addressed
sufficiently. CHA cannot provide all the needed services in this area, but it must be one of many
organizations working together to address this critical issue.

4, Technology

The use of technology in health care is growing and changing at a fast pace. CHA has had
considerable success in implementing its electronic medical record (EMR) and now needs to
leverage this experience to improve both the delivery of care and customer service. The need
is to focus on ways to utilize technology for better access and convenience for CHA patients
(i.e. scheduling by text) and to use evolving technologies such as telemedicine and remote
access to strengthen the continuum of care for all populations.

5. Healthy Aging

The needs of the older population in Somerville seem to be well met, based on the input we
received during a Listening Session with seniors. Participants in CHA’s Elder Service Plan
(ESP) are particularly satisfied with the services they receive. They have good access to
needed health care, dental services, and related support services. This is an example of a
successful “wrap-around” array of services, and perhaps should be considered a model for
other populations (i.e. new families and teenagers). Interestingly, the survey results indicate
that although CHA patients are happy with their care and did not list aging as a concern, a
majority of non-CHA patients ranked aging as a major concern.

B. Stress

More than half of survey respondents identified stress as their greatest health concern.
Additionally, among CHA patients taking the survey, 46% identified stress as the issue of
greatest concern to their families and 41% said it was the greatest health concern in the
community. In the Listening Sessions, attendees noted that the stress they feel is often related
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to the social determinants of health such as the need for safe and affordable housing, access to
healthy food, financial concerns, consistent employment, education, affordable day care, etc.

In addition to the major findings outlined above, there were other concerns that received
significant attention in these discussions, including the need for more dental services, better use
of technology in the delivery of care, the need to address domestic and gun violence in the
community, and the expansion of Maternity/Pediatric services to meet the needs of the
changing demographics in Somerville.

Factors that influence health

Forces at work in Somerville that are impacting health that were identified throughout include:
the rapid increase in cost of housing making it more challenging for many residents to access
safe and affordable housing, growing economic divide, health disparities by race/ethnicity,
regulatory shifts impacting residents with non-resident status, and stressors often related to
social determinants of health. Across the life spectrum, multiple issues were commonly raised
such as: the high cost of childcare, access to health care, food security, need for more mental

health services, support of lifelong protective factors from prenatal to older adults, impact of
digital devices, and social isolation.

Rating of issues impacting health of self, family and community
Results from the 2018 Somerville surveys indicated the following rating of issues of health
issues of greatest concern impacting one’s own health, family and community.

Top 3 health issues: | 1st 2nd 3rd

Own Health Stress (56%) Mental Health (41%) Weight (31%)

Family's Health Stress (50%) Mental Health (33%) Aging {24%)

Community Health Mental Health (53%) Substance Use (45%) Food Access/Security (31%)

Identified Priorities from the Wellbeing of Somerville 2017 report, the following areas were
identified as recommended priorities:
1. Access to heaith promoting resources for all
2. Strengthening Social Networks and Support Systems
3. Promotion of Mental Health and Substance Use Prevention
4. Increased opportunities for Healthy Eating and Physical Activity to prevent chronic
disease (diabetes, heart disease)

5. Address disparities in Social Determinants of Health (housing, income/poverty, food,
education, safety)

Recommendations from CHA Strategies for a Healthy Somerville:

Through community meetings, surveys and the Advisory Taskforce, the following

recommendations were identified related to 4 major service gaps identified in Somerville:
1. Access, Navigation and Health Education
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2.
3.
4.

Improved Access to Mental Health and Substance Use Treatment
Urgent Care Access, including Navigation
Use of Technology for Patient and Community Engagement

Recommended CHIP Strategies:

The Somerville/CHA Health Care Advisory Group reached consensus on the following specific
recommendations that were presented to Mayor Joseph Curtatone, CEO Patrick Wardell, and

the CHA Board and that will be addressed collaboratively in the context of the Wellbeing report
findings especially as related to stress and social determinants of health impacts:

1.

6642161

Health Education/Access and Navigation

Provide easy-to-read handouts in multiple languages to explain how to use the health
care system, including when to use the ED vs. Urgent Care, and reduce stressors (time,
confusion, expense). Special emphasis on immigrant and older residents.

Evaluate and expand training for CHA phone staff and MAs in helping patients to access
services, including providing a scripted explanation on when to use the ED vs. Urgent
Care.

Through visual aids, make use of the time patients spend in Waiting Rooms as an
opportunity to provide information about CHA services.

Mental Health/Behavioral Health

Improve the continuum of care by addressing existing geographic gaps, as well as
identifying the gaps in care thus supporting substance use patients throughout the entire
recovery spectrum.

Provide more “Patient Resource Coordinators” and “Navigators” to provide needed
support to patients who may be getting lost in the gaps.

Provide and distribute information to patients, providers, and partners regarding who to
call at the first signs of needed help and promote the use of existing resources.
Examples of such resources are the Hot Line available in multiple languages and state-
wide Emergency Services Programs which provide mobile crisis teams offering
community-based emergency services to individuals as an alternative to hospital EDs.

Urgent Care

e Establish a CHA Urgent Care service in Somerville to address the issues of
access, convenience, and affordability and to support the continuity of care.

¢ Assess the potential to locate Urgent Care services at Somerville Hospital,
including engaging the Somerville community in a genuine, transparent process
that balances the need for Emergency Services and Urgent Care in the
community. This consideration was introduced by the Facilitator and evolved
after much discussion and review of the data presented.

e The transformation of the ED to an Urgent Care center must involve the
Somerville community in an open process. This was an emotional discussion for

the Advisory Group, yet the group recognized that the data supports this
recommendation.
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e CHA should continue the analysis on future demand and utilization of services to
ensure that it is well-positioned to meet community needs.

4, Technology

e As part of a Heaith Education strategy, leverage technology to enhance customer
service, especially improved access and convenience for CHA patients (such as
remote appointments, group appointments, scheduling by text, etc.).

e CHA has been a |leader in implementing an EMR (EPIC) and in providing
interpreter services technology. As a next step, CHA needs to leverage
emerging technologies such as telemedicine to improve the delivery of care for

all populations. This is happening within Harvard Vanguard, BIDMC, and other
systems.
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Supporting Documents available:

Note that Committee lists are noted by * within other folders

Wellbeing report Advisory Committee

WB Committee and support team and focus group committees/contact
CHA Strategy for a Healthy Somervilie Advisory Taskforce

DON Advisory list

Wellbeing of Somerville 2017 Report Community Meetings, examples:

1.
2.

w

o

7.

Sign-up Sheet from April 2016 meeting

Somerville Food Security Coalition and Shape Up Somerville Steering Committee joint
mig report- July 21, 2016

Notes Early Childhood Advisory Council- Jan 10, 2017

Notes from VWB presentation/discussion with Somerville Youth\Workers Network- Jan 19,
2017

Notes from SomerStat/Health Stat meeting- March 21, 2017

Community Meeting April 27, 2017: 1)notes by life stages, 2) rough notes & participant
survey questions, 3}Orientation and schedule for volunteers, 4) invitation.

Health and Human Services WB focus for All Staff meeting May 2017

Wellbeing of Somerville 2017 report development
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2011 Review
o PPT presentation on review
o Assessment report on 2011 WB recommendations
WB Committees
o WB Advisory Committee*
o WB Advisory and Support Team & Focus Group contacts*
WB Focus Groups 2018
o Jan 2018 OST Focus group notes
Feb 2018 ECAC Focus group notes
July 2018 Women’s Commission notes
WB report- teach it forward worksheet
WB Bingo example for Early Childhood
o WB Bingo for Womens' wellbeing
WB report One-page documents
o PDF of all pages combined
WB Nov 2018 launch event
o  WB Som 2017 Launch PPT images
o WB Report Press release
Assessing the Wellbeing of Our Communities CHA presentation (2018)
Somerville Health Happenings example from August 2019

o 0 0 0
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CHA Strategy for a Healthy Somerville
e CHA Strategy Committee
o Invitation letter to Committee members
o Advisory group®
o DON Advisory Group*
e CHA Strategy reports from consultant
o Final Report Somerville Strategy June 2018
¢ Meetings CHA Strategy
o Advisory Meetings schedule and attendance
o Listening Sessions flyer and sigh in sheets (2018)
o Community Listening Sessions (2019)
o Presentations for 2019 Community Sessions
e Somerville Surveys 2018
o Somerville Survey reports
o Somerville surveys (4 languages)

664216.1

20



Attachment/Exhiit

C






Guiding Questions

he Wellbeing Report provides data about the health

of our community’s residents. This data and related

information, based on life stages, is intended to spark

conversation towards identifying priorities and de-
veloping a community health improvement plan. To facilitate
this ongoing process, we encourage readers and the broader
community to engage with the following questions as over-
arching considerations for the future of Somerville. As you
read about each life stage, or walk down a Somerville street or
strategize on the role you and/or your organization fulfill in
the city, please be guided by the following:

* How can a community access current, reliable and timely data
to inform dialogue, deliberation and planning to improve
health and wellbeing for all?

« Asthe city’s demographics evolve, how can services and
resources adapt to meet these changes?

« How, as a community, can we plan, pregram and fund
efforts to improve health outcomes across key life stages
from prenatal to older adult in ways that recognize that
many indicators are universal and interconnected across the
lifespan?

+ How does Somerville equitably balance the varied needs
across all ages and all backgrounds of a diverse population?

« What are opportunities to actively build individual, family and
community resiliency and optimism?

« What is YOUR contribution to ensuring that Somerville's
environment is a healthy and welcoming place to live, learn,
work, play, raise a family and age?

; TR ke S
eakth sk welibeingl

Cover photo by Eric Kilby - https//ereativecommons.org/licenses/by-sa/2.0/leqoicade



Dear Somerville Residents,

'The City of Somerville in partnership with Cambridge Health
Alliance (CHA) is pleased to present you the Wellbeing of Somerville
Report 2017. This report represents a multi-organizational effort to
gather, analyze and summarize data on the health status and conditions
that impact health for the residents of Somerville. This data will be used
to inform planning, programming, and budgeting to improve current and
future action that will have a positive impact on the health of Somerville
residents.

City-specific data combined with additional data available through
multiple sources inform this assessment. In the Wellbeing of Somerville
Report 2017 you will find data on key indicators, organized by the stages
of life, exploring factors that influence life long health and wellbeing of
individuals and the community — creating a snapshot of health in our
community, in the current context. Qur goal with this assessment is not
to prioritize health issues — that activity is part of our key next steps.

Somerville has a long term commitment to using data to inform
decision making and innovation. This approach has helped to create a
highly desirable community in which to live, work, play, raise a family
and grow old. Following the release of this report, we will collectively
continue to engage community members and stakeholders through
additional opportunities for feedback and comments.

7 JoscPh A. Curtatone

Cambridge
Health Alliance

FCH

Working from this assessment, the City of Somerville’s Health &
Human Services (HHS) Department will convene a Community Health
Improvement Planning process, gathering community input to identify
both priority areas for action as well as agencies and partners to collec-
tively address these issues. This will be part of a multi-year process for
HHS working toward national accreditation. These conversations will
also inform the ongoing Population Health and Community Health
Improvement work at CHA, as part of the commitment to improving
the health of Somerville residents.

Public health is a shared responsibility. Improving the health of
our community will not happen overnight, nor will it happen when
incredible institutions work alone. We must work together, across
many sectors to shift factors that influence health and wellbeing across
the lifespan. Local health providers, City administrators, community
agencies and concerned individuals in Somerville have a strong tradition
of collaborative action to create a healthier community for all. We hope
you find this report informative and that it inspires you to participate
in the City’s Community Health Improvement Planning Process and
CHA'’s Population Health efforts in the future.

it il

Patrick R. Wardell
Chief Executive Officer
Cambridge Health Alliance

Mayor
City of Somerville
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Introduction and User Guide

What is the Wellbeing of Somerville Report?

Somerville has a long-term commitment to using data to inform
decision making and innovation. This approach has helped to create a
highly desirable community in which to live, work, play, raise a family
and grow older. For decades, local health providers, city administrators,
community agencies and concerned individuals have had a tradition of
gathering periodically to review available health-related data, analyzing
the data and developing recommendations for future collaborative action
based on discussion and dialogue.

'The Wellbeing of Somerville Report is the result of such a process.
The intention is to provide a tool for local leaders, community agencies
and other stakeholders to learn together about the public health issues of
the community. The purpose is not just to inform, but to inspire action.
Key recommendations listed may help guide Population Health efforts
at Cambridge Health Alliance and a Community Health Improvement
Planning process to be led by the City of Somerville Health and Human
Services Department, as well as community led initiatives.

Why create the Wellbeing of Somerville Report 2017?

Opportunities for better health begin where we live, learn, work
and play, according to the Association for Maternal and Child Health
Programs. This is a natural complement to the overarching Somerville
viston, which often adds related language - “and a good place to raise a
family and grow older.” This vision of urban living also complements the

~ World Health Organization’s broad definition of health, put forward in

1946, as “a state of complete physical, mental and social wellbeing and
not merely the absence of disease or infirmity.”

'The past century has seen monumental improvements in the overall
health and life expectancy of individuals in the U.S. and around the
world. However, at the beginning of the 21st century, there are still
substantial gaps in health and wellbeing for many vulnerable groups,
including here in Somerville. These gaps have the potential to widen
in the face of uncertain economic and political times and result in
continued social inequities. Research suggests that certain populations
are at a greater risk for certain ailments as a resuit of their race, social

“One who has health has hope and one who has hope, has everything.”

—Arabic Proverb



connectivity, neighborhood, economic status and education. These social
phenomena can impact an individual’s access to preventative care, health
education and health resources, leading to physical and mental health
congcerns.

Somerville is a unique city with a lively and diverse population that
is dynamic and shifting over time. Even here in Somerville, despite
concentrated efforts, the data indicates there are continued health
disparities based on race/ethnicity and socioeconomic status. This 2017
report examines public health topics included in the national Life
Course Maternal and Child Health Indicators and Healthy People 2020
goals, as well as social determinants of health topics. It raises policy or
programming opportunities to help address gaps, with an increased focus
on decreasing social inequities. An ever-growing body of research makes
a strong case that reducing social inequities is good for everyone.

The partners who created the Wellbeing of Somerville Report 2017

are committed to promoting a healthy community - a place where every
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resident can thrive. A healthy community fosters interaction between
people from all walks of life, representing diverse lifespan and healthspan

experiences.

There is also a hope that the very process itself, of gathering data and
convening groups across the city to discuss what the data means and
to propose potential next steps, helps to raise awareness and stimulate
a call to action to benefit those most impacted by health disparities
and inequities. Equity has been defined as the “just and fair inclusion
into a society in which all can participate, prosper, and reach their full
potential.” Eliminating systemic barriers requires sustained systemic
changes. How can we in Somerville come together to end persistent
differences in who is most impacted by specific health issues? How
can we commit existing resources to activities that will move the entire
population towards improved health and wellbeing across the lifespan?
'The process of creating this report is only one step in trying to answer
such questions, hopefully serving as a catalyst for ongoing examination
and exploration of how to create a healthier community for all.

What is Wellbeing?

Wellbeing is comprised of numerous dimensions that influence an
individual’s quality and duration of life. This is broader than just the
traditional definition of health. Wellness is achieved through the inter-
action of physical, mental and social factors that help people to thrive
and flourish. There are many models of wellbeing, or wellness. Topics
included in a national measure of wellbeing, the Gallup Sharecare Well-
being Index project which has surveyed Americans since 2008, include:
a sense of purpose, social relationships, financial security, relationship to
community and physical health.

'The Eight Dimensions of Wellness, are highlighted in the Wellness
Wheel in Image 1, as promoted by the National Substance Abuse and
Mental Health Services Administration (SAMHSA). The intercon-
nectedness of factors that impact wellness has strong correlations with



IMAGE 1: The Wellness Wheel

both health across the lifespan and the impacts of social determinants
of health. Strategies to promote wellness need to be inclusive of the

full range of factors, helping to develop strengths and assets around

the Wellness Wheel. Initiatives such as SAMSHA’s wellness efforts
recognize the ability to develop and hone resilience skills. At some time
in most people’s lives, there will be stressors or trauma; resilience is the
capacity to adjust and adapt to the impact of resulting difficult circumn-
stances. If some dimensions of an individual’s life are well developed and

supportive, that can help offset challenges in other domains as they arise.

Also, such frameworks can assist communities in selecting strategies and
approaches that can address the holistic nature of wellbeing, recognizing
the importance of where a person “lives, works and plays” in supporting
or challenging one’s ability to achieve and sustain health and wellbeing.
Individual, family and community engagement are central to this work.

Changes in the health care environment since the 2011 report:

Since the development of the 2011 report, there have been signif-
icant changes in the health care landscape nationally. The passage of
the Patient Protection and Affordable Care Act (ACA) was signed into
law in March 2010 with two major aims - to expand health insurance
coverage and to reform the delivery system for health care in the U.S. The
law brought into motion changes that increased the number of people
covered by health care insurance at the national and the local level. This
was partly made possible by federal subsidies and the expansion at the
state level of Medicaid programs to include coverage for adults at 138%
or less of the federal poverty level. Also, young adults were allowed to be
covered under their parents’ coverage as dependents up to age 26.

The impacts on the healthcare system are aimed at achicving the
goals of improving health outcomes, while lowering costs and improving
health insurance access. Some of the strategies put into action by the
ACA include: changes to the reimbursement system; linking payment
to providers of health services to performance measures; changes in how
health care delivery is organized, with the advent of Accountable Care
Organizations intended to provide integrated comprehensive services at
a set cost for a defined population, initially beneficiaries of Medicare, and
later expanded to Medicaid {known as MassHealth in Massachusetts);
and changing the future health care workforce through investments such
as the National Health Service Corps to increase the number and distri-
bution of primary care providers. At the time of this publication, the
future of the ACA has been the topic of debate at the national level and
its future is uncertain.

Socioeconomic factors and the contexts of people’s

lives influence their health and are critical to changing
population health outcomes. Social determinants of health
are increasingly part of discussions in varied service sectors
committed to promoting health and wellbeing.




The passage of the Affordable Care Act triggered changes in health
care delivery that increased the number of people covered by health care
insurance at the national and the local level. Additionally, the ACA has
impacted how the health care system interacts with communities, initi-
ating a shift to a broader definition of population health, not focused
exclusively on patients covered by a provider or insurer. (National Acad-
emies Press)

'This approach to population health is emerging with more emphasis
on the health outcomes of the residents in a particular geographic area.
Related strategies expand expectations of who needs to be engaged in
addressing the root causes of poor health outcomes, recognizing the role
of multiple stakeholders such as schools, organizations in the community
and business in tackling the issues that create barriers to health for all.

The City of Somerville has taken some early steps towards this
expanded view of population health. Partnerships with healthcare
providers such as CHA and other community providers will continue to
be critical to meeting the needs of the local population and improving
community health.

'The reality of how these two approaches work together to improve
health outcomes for a population, such as the residents of Somerville, is
still a work in progress, yet very relevant to moving recommendations of

this report into plans of action with the necessary players and resources
to best meet needs and improve community.

The Center for Disease Control (CDC) Health Impact Pyramid
(Image 2) is one model that looks at multiple factors that affect health.
In keeping with the estimate that only 10-20% of health outcomes are
attributable to health care from the medical system, the pyramid empha-
sizes the greater impact of strategies that impact closer to the base of the
pyramid, such as addressing socioeconomic factors. Each level provides
opportunity for some impact, moving towards policy changes and invest-
ments that can impact the foundations of health and wellbeing and
address the issues of inequity.

Socioeconomic factors and the contexts of people’s lives influence
their health and are critical to changing population health outcomes. The
role of social determinants of health is increasingly part of discussions
in health care systems, the education system and other service sectors
committed to promoting health and wellbeing. Residents are unlikely to
be able to directly control many determinants of their health such as how
many sidewalks, bike paths or playgrounds, healthy food sources or major
highways are in close proximity to their homes. The need for policies and
programs that address both these determinants and societal level factors
such as poverty and racism, requires collective action by community

leaders and policy makers.

Smallest Impact

Largest Impact

IMAGE 2: Center for Disease Control Health Impact Pyramid: Factors that Affect Health

_ Eating healthy, being physically active
. _ Treatment for high blood pressure, high cholesterol, diabetes
3
: - Immunizations, brief interventions, smoking cessation, colonoscopy

7

. « Poverty, education, housing, inequality

EXAMPLES of Factors

Fluoridation, ordinances related to trans-fats, smoke-free environments, tobacco
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Why the new focus on health across the life stages?

The literature related to Life Course Theory provides perspectives for
exploring the health and wellbeing of Somerville residents. The Asso-
ciation of Maternal & Child Health Programs (AMCHP) facilitated a
national effort to develop a set of Life Course Indicators (LCI). These
indicators span the course of life, from prenatal onward, looking at issues
that influence health outcomes including a wide range of elements
beyond biological factors, expanding to include community and societal
risk and protective forces, as well as policies. This approach is inclusive
of the cumulative social and environmental elements across a person’s
lifetime of experience, providing insights into the connections between
health and one’s childhood experiences, as well as offering a window into
the additive effect of inequities (AMCHP).

For instance, research shows that both positive and negative childhood
experiences influence health throughout life. The impacts of adverse
childhood experiences (ACEs) are connected to a long list of possible
negative health outcomes, increasingly recognized as a public health issue
(CDC). Healthy communities can support resiliency in children through
nurturing relationships and by tackling systemic inequality. '

The life course approach provides a way to strategize effective actions

to improve health over the entire lifetime. It also promotes an integrated, |

holistic and innovative way to look at health and ways that a community
can promote health through interventions ranging from before birth

to older adults. National health data indicates that some health issues
such as infectious disease management have seen improvements, but
that health disparities have become persistent and have not been shifted
within the present paradigm. This approach also highlights that in order
to promote health and wellbeing, health care and public health need to
join forces with other providers and perhaps new stakeholders to reduce
health inequities through structural systemic changes in existing systems
that hinder equal opportunity for optimal health for all.

Life Course Indicators span the course of life, from
prenatal onward, looking at issues that influence
health outcomes including a wide range of elements
beyond biological factors. This approach is inclusive
of the cumulative social and environmental elements
across a person’s lifetime of experience providing
insights into the connections between health and one’s
childhood experiences, as well as offering a window

into the additive effect of inequities (AMCHP).




Across the life course, interventions can be specifically tailored to each
age group to provide the most successful prevention approaches possible.
Early prevention and intervention have become core to promoting public
health. There are certain determinants of health which are risk factors
and others which are considered protective factors for health outcomes.
Family and community risk and protective factors can increase or
decrease the odds of poor health outcomes. Risk factors and protective
factors are cumulative, meaning that individuals with more risk factors
are more likely to have multiple or worse negative health outcomes,
while those with many protective factors are at a reduced risk for
negative outcomes. Individual risk factors can have multiple outcomes.
For example, an adverse experience such as the observation of or expe-
rience of abuse is associated with later anxiety as well as depression and
substance abuse.

The ability to live a full life across the lifespan, beyond the absence
of disease, is increasingly referred to as healthspan. The formal defi-
nition of healthspan is “the period of a person’s life during which
they are generally healthy and free from serious or chronic illness”

10 The Wellbeing of Somerville Report 2017 / Introduction & User Guide

(Macmillan Dictionary). Recommendations for community action,
related to addressing health needs from a life course perspective, and to
promote quality of life for all, tend to focus on the following strategies
(AMCHP):

» Addressing alignment and organization and delivery of both
individual and population-based health services

« Exploring linkage of health services with other services and supports
such as education, social services and community support networks

+ Promoting transformation of multiple environments to promote
health, including social, economic and physical environments

“Knowing is not enough; we must apply. Willing is

not enough; we must do.” — Goethe
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hroughout the following chapters, public health data is inter-

spersed with information available on various social factors that

impact health and health equity. These include topics such as

access to healthcare, education, economic stability, neighborhood
and built envitonment and social atid. community context. Please note
the following related to data when reading:

= Public health data, even when available, is often on a delayed release
timeline and can be outdated by the time it is officially reported, so it
may tell the story of trends.or health in the past better than in the present
moment.

» Multiyear average estimates are utilized across the book; based on larger
sample sizes they are therefore more reliable and give more precise esti-
mates when analyzing data for smaller populations.

= “When cal data is-not available, reg[onal state or:national measures -
' “aré tilizéd to better understand the topic’s impact. For some data, age
ranges available may not exactly correspond tothe report age ranges.

« Charts depicting data are ilustrative of:only some of the information on
any particular topic. Bullet points following a‘data chart are not neces-
sarily directly related to that chart, but.will be thematically or topically
related. In'a series of bullets, if the data source is the same, it will only be

. listed for the first item. In some charts, data has been rounded.

_ '. :Wn:h the excepnon of the Demographms chapter, m.formatlon is |
generally located in the life stage where it was seen to have the most -
potential impact. Please explore at least several of the life stage chapters

" often noted 48 siie

to gain a sense of the range of factors impacting health across the
lifespan.

Health indicators that are a subset of either the Life Course indicators
(LC) or the CDC Healthy People 2020 (HP2020) indicators and are
i by referénce numbérs irichuded in the text. These
reference numbers allow those who would like to more fully explore the
1pact;of these factors on lifelong health and wellbeing to do so w1th
ease by readmg the related national documernits.

The append1ces mclude Appendix 1 for data sources Appendlx
with full citations for sources and Appendix 3 provides a glossary of
related terms. Readers are also encouraged to scan the glossary before
beginning to read the Report to. become familiar with. relevant terms
and concepts. For moté in- depth inforiniation on some of these topics,
links are provided for further exploration. The companion electronic
version of the report, to be found on the websites of the Somerville

o Co' munity Health Agenda and the Somerville Health and Human

Department, will prowdc hyperhnks to resources for addmonal
knowledge and ‘context. R

A final note from the authors Readers are encourag
fully engaged i in their own personal health to ensure lifelong wi
as well as engaging in the health of the commumty, to help build and

_sustain a great place to live, work, play, raise a famﬂy and age in‘place. To

continue discission on’ topics intre O partic-
ipate in action planning to implement any of the t: mmenda-
tions; please contact the Director of the Somervﬂle Community Health

. Agenda at Cambridge Health Alliance ot the Director of the City of
Somervﬂlf: s Health and Human Semces Department
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Demographics

Introduction

omerville is located directly northwest of Boston, in Middlesex
County, Massachusetts. In 2017, Somerville celebrated its 175%
anniversary as an independent community, having been incorpo-
rated in 1842 after first being scttled in 1629 as part of Charles-
town. The 2016 estimated population was 81,322, an increase from the
2010 estimated population of 75,754. Due to its size of 4.1 square miles,
Somerville is the most densely populated city in New England.

'The city of Somerville has one of the largest populations of young
adults in the country, with 32.3% of the population between the ages
of 25-34.1t has a long history as a gateway city, serving as home to
various immigrant populations, reflected in the community’s value of
diversity. This trend continues with only 75.3% of Somerville’s citizens
native-born in the U.S,, significantly lower than the state average of 93%
native-born.

Since the 1800s, Somerville has been an industrial city, which
supported a densely populated community with good local jobs and
influenced the housing construction and infrastructure development.

Building on a history including brickyards and a Ford Assembly plant,
Somerville is once again fostering new business and development in
technology, creative arts and health care. The residential and commer-
cial development at Assembly Row, Brickbottom, Union Square, the old
Ames Envelope site and the Green line transit extension are examples of
more recent economic, community and infrastructure growth.

Changes in the housing market, especially between 2011-2017, have
had a big influence on demographics. Somerville has histerically been an
affordable place to live, with convenient access to Boston, a key factor in
its early and ongoing status as a “gateway” city, attracting new residents
from all over the world. As the Greater Boston area has begun experi-
encing increased housing costs, so has Somerville. Since 2000, single-
family home sales have increased in price by 112% while median rent has
increased by 43%. Coupled with rising costs, the vacancy rates of 0.3%
for ownership and 2% for rental units increases the pressure on finding
affordable housing in Somerville.

The rapid escalation in home values has coincided with a higher
percentage of Somerville residents of greater financial means.
Newcomers are buying and renting properties at prices not previously

Somerville has one of the largest populations of young adults in the country, with 32.3% of the
population between the ages of 25-34. It has a long history as a gateway city, serving as home
to various immigrant populations, reflected in the community’s value of diversity.

- Early Adult

(18~24yrs)

Older Adult
(65+yrs)

Middle Adult
(40-64yrs)







seen in Somerville, yet they devote a lower percentage of their income

to housing than has been the norm in the city. The median income for
‘Somerville, as reported in the ACS (2011-2015), is $73,106 with 14.7%
percent of people living in poverty. An estimated 22.7% of children
under 18 were living below the poverty level, as were 14.2% of people

65 and over. An estimated 17% of families with children and 43.2% of
families with a female householder and no husband present had incomes
below the poverty level. With a limited supply of subsidized housing
units for low-income individuals and families, the result of high housing
costs has been a decrease in the percentage of housing available to resi-
dents (and potential residents) with moderate incomes and resources.
Concurrent with these housing changes have been changes to the local
retail environment, including the rise in specialty stores, restaurants,
social and fitness establishments.

Population Data

MAP 1

FRAL ERTeSTED
BOFILATION |




A population density map of Somerville (Map 1) indicated the
highest density was near Porter Square, Union Square and in the Mystic
housing area of Winter Hill. Changes in the city since 2014, particu-
larly in areas such as Assembly Row, where new housing units are being

added, will continue to influence the distribution of the city’s population.

* Somerville is home to one of the largest populations of young adults in
the country, with the 25-34 age group representing 32.3% of the total
population (compared to just 13.6% statewide}. Chart 1 shows this has
increased from 2010 to 2015 (American Community Survey (ACS)).

- Reflected in Chart 1, the proportion of the Somerville population that was
between the ages of 18-24 decreased by 19% from 2010 to 2015, from
17.4% to 14.1% of the total population, the largest change among all the
age groups.

» Compared to the Massachusetts population, Somerville has a lower
proportion of residents under the age of 18 and over the age of 45.

= Based on 2015 data, there were children under the age of 18 in 12.5% of
Somerville househalds, with a range of family types.

» Based on the most recent ACS estimates from 2016, the population
continues to increase each year, to a total of 81,322, an increase from the
2010 estimated population of 75,754.

« Between 2010 and 2015, the proportion of Somervilie residents identi-
fying as White decreased by 3%, while the proportion of residents identi-
fying as Black increased by 39%, the proportion identifying as Hispanic or
Latino increased by 10% and the proportion of those identifying as Asian
increased by 5% (American Community Survey).

» The foreign-born population of the city as of 2015 was 24.7% of the
estimated total. The top five countries of birth for foreign-born Somerville
residents in 2015 were Brazil, Portugal, China, India, and El Salvador.
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CHART 1: Somerville Population by Age Group (2010 and 2015)
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Age Group

Sources: Somerville and MA ACS (5-yr estimates)
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CHART 2: Diversity of Somerville Population (2010 and 2015}
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CHART 3: Leading Languages Spoken at home

100 (Somerville and MA 2015)
7
-
° 90
2 a0 78
m
£ 0 B Somerville 2015
> = MA 2015
0 60
=
o
® 50
FA
2 40
o
S 30
o
s
2 20
& 6
10 3 3 2 2 21 11 11
i Bt
English ~ Spanish Portuguese  Other Chinese French ltalian French
Only  orSpanish orPort. Indic Creole {incl. Patois,
Creole Creole languages {ind. Haitian Cajun)
Creole)
Sources: Somervife and MA ACS {5y estimates}
CHART 4: Diversity in Somerville Public Schools
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Generally, Somerville has a greater diversity of languages spoken at home
than the rest of the state. Spanish and Portuguese are the leading non-En-
glish languages spoken in Somerville as seen in Chart 3. Since 2010 the
percentage of Somerville residents speaking Spanish and Portuguese at
home has shown some decrease (American Community Survey).

Chart 4 highlights the demographics of the Somerville school population,
dramatically different than the overall city population. The White popu-
lation in Somerville Public Schools was 37% in 2017, with a rise in the
Hispanic/Latino population to 43%, much higher than the state level of
19% (MA Department of Elementary and Secondary Education 2017).

Of the 4,931 students enrolled in the Socmerville Public School System,
60% are designated as “high need” (including a number of variables), 39%
are economically disadvantaged, and 49% speak a language other than
English at home.

Compared to Massachusetts’students as a whole, Somerville students are
much more racially and ethnically diverse.

According to Somerville Public Schools, over 51 [anguages are spoken
in students’ homes. Spanish is the most common non-English language,
spoken at home by 27% of students in 2016, followed by Portuguese
(9.3%) and Other Language (12%) (Somerville Public Schools 2016).

During the 2016 school year 19% of the students were identified
as English Language Learners {MA Department of Elementary and
Seccndary Education 2017).



CHART 5: Plans of High School Graduates in Somerville

CHART 6: Highest Educational Attainment in Somerville
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Education as seen in Chart 6, yet the percentage of Somerville residents 25+ who

= (Chart 5 shows no change in the percent of Somerville high school
students planning to attend a 4-year college upon graduating between
2010 and 2016; however, fewer students planned on attending a 2-year
college in 2016 than 2010, opting to enter the workforce or join the
military instead (MA Department of Elementary and Secondary Education
2010 and 2016).

« Compared to Massachusetts, fewer Somerville graduates plan to pursue
a 4-year degree. More Somerville youth are opting to attend a 2 year-pro-
gram, enter the work force or join the military.

= The percentage of residents who are high school graduates or higher is
89.3%, while 10.7% of Somerville residents over the age of 25 do not have
a high school diploma or equivalent (American Community Survey).

« Fewer Somerville residents than Massachusetts residents reported their
highest education as some college or completion of a bachelor’s degree,

obtained a graduate or professional degree by 2015 was notably higher
than the state percentage.

The percent of the Somerville population 25+ who had obtained a
graduate or professional degree rose by 12% between 2010 and 2015,
while the percent who did not pursue some college after graduating high
school (or obtaining an equivalent degree} decreased by 15%.

In Somerville, 8% of residents report having a disability,
defined as a physical or mental impairment that has a
substantial and long term adverse effect on the ability to carry
out normal day to day activities. The likelihcod of having a

disability varies by age; 3% of people under 18 years old, 5%
of people 18 to 64 years old and increasing to 38% percent of
those 65 and over {ACS).




Access to Health Care

Overall, Somerville residents have a high rate of health insurance
coverage. 'The Affordable Care Act provided additional options, though
the future political and financial sustainability of those options is unclear
at the time of this publication. MassHealth, the Massachusetts Medicaid
program, provides health insurance coverage for low-income individ-
uals, including children, pregnant women, individuals with disabilities,
and seniors. Health Safety Net covers some healthcare for uninsured
residents.

CHART 7: Proportion with no health insurance
coverage, by Age (2015)
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Health Insurance Cowemge

« InSomerville, as of 2015, residents 35-64 were the least likely to have
health Insurance, with 6.1% having no health coverage, higher than the
state level for this age range, as in Chart 7 (American Community Survey).

» Overall, the rates of health insurance coverage have improved, though
there are still residents who are uninsured. Slightly fewer Somerville resi-
dents of all ages had some health coverage than MA residents (95.5% with
coverage in Somerville versus 96.4% covered in Massachusetts).
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Economic Stability

In the decade between 2005 and 2015, Somerville experienced more
job growth, 24.5%, compared to 12.2% in other cities in the Metro
North Boston area. Somerville continues to have one of the lowest
unemployment rates in the Boston area, according to the Executive
Office of Labor and Workforce Development. Somerville’s unemploy-
ment rate is consistently below the Massachusetts and national rates, and
the spread has increased over time. The number of jobs in Somerville has
more than recovered after falling during the recession. Weekly wages are
also on the rise. Recent development in Somerville has provided new
economic growth.

A recent study by the Federal Reserve Bank of Boston noted that
over 80% of Somerville residents with jobs do not work in Somerville.
Nearly 30% commute to Boston, and just over 20% work in Cambridge.
In a draft accessed in July 2017 of the Community Action Agency of
Somerville’s 2018-2020 Community Assessment Report and Strategic
Plan (CARSP), it was noted that underemployment is a major challenge
for low-income Somerville residents and that many are unemployed
or underemployed because of a need for education or training. This is
particularly, true for those who do not speak fluent English.




Poverty Data

Somerville residents 65 years or older saw the highest increase in poverty
between 2010 and 2015, though still lower than the poverty rates for resi-
dents under 18 years, families with children and female-headed families
with children, as seen in Chart 8 (American Community Survey).

The poverty rate overall in Somerville stayed the same between 2010 and
2015 at 14.7%. The poverty rate in Somerville is higher than in MA overall.

State data from 2016 related to determining the SNAP food gap, based on
a calculator from the Food Bank of Western Massachusetts, indicates that
of Somerville residents who had MassHealth coverage, 54.7% lived in zip
code 02145 (eastern side of the city}, 27 2% in 02143 {central) and 18% in
02144 {(West Somerville).

According to the ACS 2011-2015 five year estimates, the Median House-
hold Income in Somerville was $73,106. For 2006-2010, the Median
Household Income was $61,731 {in 2010 dollars) or adjusted for inflation,
2010 Median Household Income was $67,098.80 (in 2015 dollars).
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CHART 9: Annual Unemployment Rates in Somerville and MA
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CHART 8: Trend in Poverty Rate for Somerville Residents,
by Subgroup (2010 and 2015)
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Of individuals identifying as “White alone”, 11.8% were living in poverty,
compared to 19% of Asians, 26% of Hispanics/Latinos, and 36.6% of
African Americans, based on data available through 2015.

Female-headed families with children are disproportionaily impacted,
with the highest rates of poverty at 43.2% based on 2015 data, a 2.6%
increase since 2010 and consistently higher than the state rate.
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CHART 10: Trend in Medjian Single Family
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CHART 11: Somerville Housing Costs* as a Percentage
of Household Income (2010 and 2015}
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Housing/Housing Security

Somerville has 33,720 housing units, 65.2% of which were built prior
to 1940. Rental units comprise 66% of the units; with 34% of housing
units occupied by the property owners. According to the Assessor’s
classifications for housing structure types, as of Nov 2016, there were:
2,347 single families, 5,119 condos, 5,140 two-families, 2,305 three-fam-
ilies, and 663 buildings with 4+ apartments. There are 3,430 designated
affordable units in Somerville. Of these, 112 are for homeowners, with
the remaining 3,066 available as rental units. Low and moderate income
Somerville households are challenged to affordable rental units that are
of sufficient size for families. Extremely low vacancy rates also make

finding housing more difficult.

* The average single-family home sale price in Somerville was similar for
all years between 2009 and 2012, but then began to increase rapidly. In
2014, the median home selling price was $562,000, a 44% increase from
2008 (The Greater Boston Housing Report Card 2009, 2010, 2011, 2012,
2013, 2014-2015).

« Historically, since 2000, single-family home sales have increased in price
by 112%. Median rent has also increased by 43% since 2000.

« From 2010 to 2015, the Somerville housing cost as a percentage of
household income became more similar to the overall MA housing cost
as a percentage of household income. This shift may reflect the increase
in median income and the wealth gap, partially indicated by the higher
numbers at the low and high end of the scale in the above chart (Amer-
ican Community Survey).

+ Asreported in the Somerville Housing Needs Assessment, 39.1% of renter
households in Somerville were rent-burdened, defined as households
paying more than 30% of gross income towards housing. Just over thirty
eight percent (38.1%) of owner households were cost-burdened.






Prenatal and Early Childhood

Introduction

he health of a mother prior to pregnancy, defined as maternal

health, along with her access to early and adequate prenatal care

are important to the life long health trajectory of the child. Sci-

entific evidence continues to reinforce the early years as critical
to setting the foundation for health and wellbeing throughout life.

Access to health care for infants, toddlers and their caregivers
including mental and dental health, helps support normal development
and growth. Limited healthcare access, life stressors and environmental
factors such as exposure to secondhand smoke can play a role in influ-
encing the physical and mental development in a child’s lifespan. Early
screening, referrals and services are pivotal to ensuring that every child
has healthy early childhood experiences and equitable access to care.
Quality, affordable child care provides grounding for early childhood
education and allows parents to participate in the labor force. It also

prepares children for kindergarten entry with the physical, social and
behavioral skills necessary to thrive.

Work by Harvard’s Center on the Develeping Child has correlated
resiliency with the prevalence of positive experiences, which can reduce
effects of trauma, and as a predictor for stability in adulthood. This
research indicates that even one caring, trusted adult who provides a
safe haven in a child’s early life can greatly improve the odds a child can
build resilience and thrive. For a child experiencing significant levels
of stress, life can be overwhelmingly difficult. An adult buffer can help
mitigate the impacts of persistent stress Ievels that can become toxic,
impacting the developing brain, normal growth and learning. Similarly,
social networks can support families with young children by providing
insights and guidance on normal development and coping mechanisms.
Moreover, nurturing relationships and family friendly social networks
can provide the security of having a safety net of support - bringing to
life the old adage that “it takes a village to rajse a child.”

“If we want to shape the future, to truly improve the world, we have 1,000 days to do it, mother
by mother, child by child, for what happens in those 1,000 days through pregnancy to the second
birthday determines, to a large extent, the course of a child’s life, his or her ability to grow, learn,
work, succeed and by extension, the long-term health, stability and prosperity of the society in

which that child lives.”

Early Adult
{18-24yrs)

School Age /

Adolescent (5-18yrs)

—Roger Thurow, Author of “The First 1,000 Days: A Crucial Time for Mothers and
Children and the World”

Middle Adult

* Older Adul
{40-64yrs) ;







TOTAL BIRTHS

CHART 1: Mother's Race, All Mothers Residing in Somerville MA, 2011-2016
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Demographics, age specific

Children birth to 4 years of age comprised 4.8% of Somerville’s total
population according to American Community Survey’s (ACS) most
recent 5-year averages, a 9.1% increase since 2010. In the map to the left,
ACS data indicates the distribution of children age birth to 4 across the
city, with the largest density in the areas near Union Square and East
Somerville/Winter Hill.

Prenatal Care and Birth

In this report, local data on births refer to women living in Somerville
at the time they gave birth, regardless of where the child was born. Some
specific data sets from 2010-2016 were available from the state as well
as from a comprehensive state report on 2015 data, released in March
of 2017 (MA DPH, Registry of Vital Records and Statistics, Bureau of
Health Statistics, Research and Evaluation and M A Births 2015 State
Report). The number of births in Somerville increased by 15% from
2004 to 2014, with 849 births in 2004 to a high of 978 in 2014. Rates
decreased in 2015 (876) and in 2016 (848) (MA DPH, Registry of Vital
Records and Statistics). The vast majority of births to mothers residing in
Somerville occur in the young adult age span of 25-40 years (MA DPH,
Registry of Vital Records and Statistics).

= In 2016, of the total births, 61.6% of Somerville births were to mothers
who identified as White, non-Hispanic, 16.2% Hispanic/Latino, 13.3%
Asian, and 5.7% Black, non-Hispanic (MA DPH, Registry of Vital Records
and Statistics, Bureau of Health Statistics, Research and Evaluation).

» Ofthe total Somerville births where only the mother is listed on the birth
certificate, there has been a decrease from 58 in 2010 to 38in 2016.

« In 2015, over one fifth of mothers were unmarried.

« Between July 2015 and June 2016 210
births out of a total of 1,151 births
at CHA's Cambridge Hospital and
Birth Center were to women living in
Somerville. This represents 18.2% of all
births at CHA and roughly a quarter of
total Somerville births. For the same
time period in 2016-2017, there were
182 births at CHA to women living in
Somerville, representing 15.5% of total
births at CHA and approximately one

-fifth of total Somerville births.

Preterm (LC-55) and low weight births are national indicators of
maternal and child life course health. Preterm refers to babies born 3
or more weeks early or less than 37 weeks gestation. Low birth weight
refers to less than 5.5 pounds at birth, which is more common in babies
born prematurely. Local data was not available on multiple births, which
may result in lower birth weights and are more prevalent in mothers
who have received fertility treatments. The state rate in 2015 for fertility
enhancing drug use was 13.4% of total births, with multiple births

higher in mothers over 35 statewide.

* [n 2015, the percentage of children who were born premature was 10.3%
in Somerville (90 of 876 births). In MA, the rate was lower at 8.4% in the
same year. Of Somerville teen mothers, ages 15-19, 8.3% of their babies
were born prematurely, lower than the overall city and state levels (MA
DPH, MA Births 2015).

« In 2015, 10.4% of all births to Somerville mothers (91 out of 876) were
reported to be low birth weight. The Massachusetts low birth rate for all
births in the same year was lower at 7.8%.

« Of teen mothers, ages 15-19, the low birth weight rate was 16.7% for
Somerville, higher than the 9.1% for the state.
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Adequate prenatal care helps to insure healthy birthweights and estab-
lish the foundation for future wellbeing. The term is defined by what is
called the Kotelchuck scale, measuring if prenatal care was initiated by
the 4th month of pregnancy and that 80% or more of expected prenatal
visits were received; it does not refer to the quality of care received. The
measure is based on reporting from Massachusetts hospitals where births
occur.

= The Massachusetts Births 2015 Report indicated that 87.1% of all mothers
residing in Somerville at the time of their child’s birth received adequate
prenatal care, an improvement from prior years (MA DPH, MA Births 2015).

« In 2015, 27.3% of Somerville mothers’ prenatal care was provided by
public health insurance, compared to 37.6% statewide. This was a
decrease from the Somerville percentage of 30.8% in 2012, when the
state percentage was 39.3%.

» Statewide 2015 data indicated that 66.7% of Somerville teen mothers
under 18 were reported to have received adequate or better prenatal
care. Teen mothers in Somerville had consistently lower rates of adequate
prenatal care over most of the last two decades,

Reducing the rate of fetal and infant mortality (death within the first
year of life) (MICH-1) has been a prime driver in maternal and child
health efforts nationally. This includes deaths due to Sudden Infant
Death Syndrome (SIDS}), sometimes known as crib death, defined as
“unexplained death, usually during sleep, of a seemingly healthy baby
less than a year old.” Babies under the age of one should sleep on their
back at all times, without blankets or toys, on a firm surface to reduce the
risk of Sudden Infant Death. In 2012, Somerville’s infant mortality rate
was 2.1 deaths per 1,000 births, less than half the infant mortality rate
of Massachusetts (4.3 deaths per 1,000 live births} in the same year. The
infant mortality rate in Somerville has been, on average, lower than the
state since 2000 (MA DPH, Registry of Vital Records and Statistics).

« According to Chart 2, since 2000, births among teens ages 15-19 have
overall declined in both Somerville and Massachusetts. After a brief rise
in 2007-2009, Somerville birth rates once again declined to 9.4 per 1,000
live births to teens, or 16 births by 2013 (MA DPH, Registry of Vital Records
and Statistics).

relative to other age groups (MA DPH, Registry of
Vital Records and Statistics).

CHART 2: Teen Birth Rate Somerville and MA, Trend (2000-2013)
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= The Massachusetts Birth 2015 Report reveals the teen birth rate in Somer-
ville declined even more, to 7.0 per 1,000 live births or 12 babies born to
teens ages 15-19in 2015 (5.5 per 1,000 births) (MA DPH, MA Births 2015).

« The Massachusetts state report for 2015 reported that 58.3% of births
to teen mothers in Somerville were Hispanic/Latino, compared to 8.35%
White and 33.3% Black.

« Teen pregnancies among Somerville high school students were highest
among Hispanic/Latino students in both 2014 and 2016. Relatedly,
Hispanic/Latino students self-reported in the Somerville High School
Youth Risk Behavior Survey (YRBS) that, in those same years, 4.7% (2014)
and 2.1% (2016) had carried a child or gotten someone else pregnant
{Somerville HS YRBS 2014 and 2016).

Stressors during Pregnancy (LC-56) can impact development in utero,
as well as after birth. Maternal psychological stress triggers a hormonal
response that increases the risk of preterm birth and which may also put
a child at a higher risk for heart disease and hypertension later in life.
'The impact of stress on a mother can be passed between generations,

as a person who was born preterm is considered to be more likely to
give birth preterm, according to the Association of Maternal and Child
Health Programs. While some stressors can be extremely personal, like
the death of a relative or loss of a job, others are systemic or physiolog-
ical. For example, the Great Recession from 2007 to 2009 was a burden
to many expecting mothers, and those in Somerville were no exception.
More recently, expecting mothers may be concerned about immigration
status, job security, or access to health care. Experiences of racism and
inequity are also particularly detrimental to the health of an expecting
mother and her baby.

During the Zika virus scare in 2015-2016, there were concerns at the
federal and state level about travel to areas with reported incidence of
Zika. The World Health Organization declared a global health emer-
gency and the U.S. Center for Disease Control issued travel warnings
for pregnant women, or those of child-bearing age who might plan to
become pregnant. Maternal stress caused by lack of clear information
and fears heightened by media coverage were reported by staff in clinical
and service settings working with local expecting mothers at the time.
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Diabetes during pregnancy (L.C-49) is a stressor for both mother and
baby, whether a pre-existing condition or developing during pregnancy.
According to the 2011 MA Pregnancy Risk Assessment Monitoring
System (PRAMS) report, about 2% of MA mothers had type 1 or 2
diabetes prior to becoming pregnant. More recent state data from 2015
indicates that 4.7% of pregnancies in Somerville resulted in gestational
diabetes (MA DPH, MA Births 2015).

Smoking during pregnancy can increase the risk of preterm labor
and low birth weight. Exposure to secondhand smoke is also one of
the life course indicators for future health. The percentage of infants
whose mothers smoked during pregnancy in Massachusetts has declined
steadily for decades to a 2015 statewide level of 5.5%; with higher
rates in expecting mothers who were White, non-Hispanic (MA DPH
Registry of Vital Records and Statistics). Recent research indicates
the remaining population that smokes has been persistent, particularly
in conjunction with mental health issues. A new study indicates that
smoking rates remain higher in lower income households (Cigarette
Smoking, CDC, 2017). Smoking cessation campaigns and no-smoking
policy changes have reduced smoking rates. Local policies include
Somerville public housing becoming smoke-free in September 2016.
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Protective Factors

Breastfeeding naturally supports early nutritional needs adding
protection against infectious diseases and childhood obesity. Increasing
the proportion of infants who are breastfed is important to improving
the health of the next generation and is one of the Maternal and Child
Health indicators. It is a recommendation of the American Academy
of Pediatrics (AAP) that babies be exclusively breastfed for the first 6
months of a child’s life (AAP, 2012). Currently, breastfeeding support
(LC-04) is measured nationally by the percentage of babies born in Baby
Friendly Hospitals that elect to follow ten “Steps to Successful Breast-
feeding” (www.babyfriendlyusa.org). Locally, the CHA Cambridge Birth
Center, Boston Medical Center, Melrose-Wakefield and Mass General
have this certification. CIHA operates the local WIC program in Somer-
ville, which provides extensive breastfeeding support. The City of Somer-
ville is breastfeeding friendly, offering lactation spaces at City Hall and
the Annex buildings for staff and visitors. For Somerville new mothers,
the intention to breastfeed, based on response at time of birth, varied by
age of mother with lower rates for teen mothers (78.6%) and higher rates
for mothers over 30 years (94.3%) in 2011-2013. Data on how many
Somerville mothers actually initiated or continued is not collected (MA
DPH, Registry of Vital Records and Statistics).

There can be many barriers to women initiating and maintaining
breastfeeding, including current federal employment policies in the
U.S. that do not provide the type of paid time off for new moms found
commonly in European countries. This lack of time off requires many
mothers to return to work soon after birth, making it even more chal-
lenging to breastfeed. Workers at higher wage jobs are more likely to
have paid maternity leave which allows for more opportunity to breast-
feed. Not all civilian workers in the U.S. have this benefit, one that has
also been demonstrated to promote bonding between parent and child,
an experience key to getting a healthy start. Taking unpaid leave is not
a viable option for many and even then, the Family and Medical Leave
Act which was established to help protect the right of unpaid time
to care for family members, is only accessible to 60% of American



workers as there are limitations in the application of the regulations to
all work settings (Desilver, 2017). The needs of lactating mothers are also
more likely to be provided for in work settings that have higher paying
jobs and less likely in minimum wage work environments.

Access to Health Care

Health Insurance Coverage

In 2015, only 1.1% of Massachusetts children did not have health care
insurance coverage. At that time, over 355,000 Iow income children in the
state were covered by Medicaid (The Kaiser Family Foundation, 2015).
MassHealth is the Massachusetts Medicaid program, providing heaith
insurance coverage for low income individuals, including children, preg-
nant women, individuals with disabilities, elderly parents and other adults.

Primary Care Provider

Kindergarten registration requires a pre-enrollment physical, another
important opportunity for parents or guardians to connect with a primary
care provider about their child’s growth and development. In 2016, CHA
was the primary medical provider for 1,440 Somerville children under
the age of 4. CHA is a safety net hospital, meaning that it provides care
for those who are low income, uninsured or who might otherwise have
barriers to health care.

Immunizations

For newborns, breast milk can help protect against many diseases
because it contains antibodies passed from the mother directly to the
infant. If breastfeeding is not an option, and as children age, vaccines can
help protect babies and small children from disease and are important
public health tools available for preventing disease. Vaccinations not only
protect children from developing serious diseases but also protect the
community by reducing the spread of infectious disease.

Immunizations are given on varied timelines, starting at birth and
continuing throughout one’s life. The Centers for Disease Control and
Prevention (CDC) has guidelines for when vaccines be given to chil-
dren during infancy and early childhood. Well-child visits with a child’s
- medical provider are spaced at appropriate intervals to support the
immunization schedule, eventually transitioning to annual visits.
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Children age four or older who are in daycare, preschool or kinder-
garten must have proof that they have received a booster dose of Polio-
virus vaccine (IPV), two age appropriate doses of Measles, Mumps,
Rubella vaccine (MMRY), three doses of Hepatitis vaccine (HBV), two
doses of Varicella (chicken pox) vaccine, and a booster dose of Diph-
theria, Tetanus, Acellular, and Pertussis vaccine {DtaP). The Kinder-
garten immunization rate for Somerville in 2016-17 was 97.7%, based
on data collected by the public schools.

Oral Health

The most common infectious disease of early childhood is dental
caries, or tooth decay. Early childhood caries are caused by a bacterial
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interaction with sugary foods and the enamel of a young child’s teeth.
The effects tend to be most prevalent among children without early and
consistent access to preventative dental health care. The health impacts
range from the need for dental surgery to negative effects on diet, sleep,
and learning. Some studies indicate that the incidence of dental caries in
young children, 2-5 years of age, may be as high as a quarter of all chil-
dren (Berkowitz, 2003). Preschool programs, such as Somerville’s Head
Start, promote early dental hygiene and care with young children and
their parents through screening and follow-up.

Behavioral and Mental Health

Early Prevention

Prenatal to early childhood is a vital life stage, as the brain develops
more neurological synapses and connections than at any other time in
life. The important early phases of language acquisition are supported by
the creation of these multiple synapses, which create the neural pathways
and interconnections needed to develop language and other important
skills acquired early in life.

Adpverse childhood experiences (ACEs) are stressful or traumatic
events in a child’s life. When children are exposed to chronic stressful
events, their brain development can be disrupted. As a result, the child’s
cognitive functioning or ability to cope with negative or disruptive
emotions may be impaired. There are numerous factors that constitute
ACEs and have been widely studied (Substance Abuse and Mental
Health Services Administration, 2017). The list includes:

= physical, sexual, or emotional abuse

* physical or emotional neglect

* victim of or witness to violence at home or in neighborhood

» mental illness or substance misuse within the household

» parental separation or divorce or an incarcerated household member
- unfair treatment due to race or ethnicity



Image T1: Lasting Effects of Adverse Childhood Experiences (ACEs)
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As shown in Image 1, research indicates that higher prevalence of
ACEs (LLC-02) can be associated with higher risks for health issues later
in life such as risky health behaviors, chronic health conditions, limited
life potential and earlier death. Communities can help support safe,
stable, nurturing relationships and proactive environments to protect
children from maltreatment and promote a context in which they can
thrive.

Enhancing protective factors can positively influence a young child’s
development and can mitigate the effects of ACEs. Successful early child
development includes gaining the ability to understand and manage
emotions, to interact well with others, to share, to follow directions, to
recognize “right” and “wrong” and to demonstrate imaginative play, skills
critical to positive outcomes at any age. Development of self-regulation
skills has lifelong benefits. Programs such as Al’s Pals or Second Step are
used by a number of Somerville preschool providers, including the public
schools, to help build these crucial skills and to develop a culture of
understanding and caring. A preventative measure for overall childhood
health is to educate the public, providers and parents on the importance
of developmental milestones, helping set children on a successful and
healthy lifelong path.

Early and periodic screening (I.C-19) can help identify risk factors
and developmental delays early in life, increasing the likelihood of
key interventions during a child’s formative years. Most children have
regular well child visits with a Pediatrician or other Primary Care
Provider, where screenings are done regularly in the health care office.
For instance, children ages Birth to 5 seen at CHA for well child care
are screened at each visit with a validated behavioral/developmental
screener called the Parents’ Evaluation of Developmental Status (PEDS).
In addition, all children are screened using a validated tool for Autism
Spectrum Disorder, the Modified Checklist for Autism in Toddlers
(M-CHAT), at 18 and 24 months.

Results from these screening tools, combined with clinician concern
or specific medical diagnoses (e.g., prematurity) result in referrals to an
Early Intervention (EI) program in the 0-3 age group, or income eligible
programs such as Early Head Start. For 4-5 year olds, the same process
results in a referral to the Somerville Public Schools for an educational
evaluation and Individualized Education Plan (IEP), according to
federal and state policies that support children who have special learning
needs. Early Intervention services for 470 Somerville children in 2016-
2017 were provided by two local providers, the Guidance Center/River-
side and Eliot. Such services are provided largely in the family’s home,
offering developmental supports through professionals such as Speech,
Physical or Occupational Therapy and Social Work.

In the community, the Somerville Family Learning Collaborative
(SFLC) provides free developmental screenings for children 1 month
to 5 years, using the “Ages and Stages” system. This SFL.C program also
offers resources and strategies to support families in becoming their
child’s first teacher. For children over 3, the Somerville Public Schools
provides screening and assessment when it is suspected that a child may
have a disability that would interfere with participation in regular educa-
tion programs, in accordance with the federal Individuals with Disabil-
ities Act (IDEA 2004) and state regulations on Special Education 603
CMR 28.00.
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Postpartum Depression

The MA Department of Public Health collects data on postpartum
depression, defined as “clinically significant physical, emotional and
behavioral changes presenting in childbearing women following
delivery.” It can manifest in the form of anxiety, depression, despair and/
or somatic symptoms that persist for a minimum of two weeks. Data
shows that nationally, nearly 1 in 5 women will experience depression or
anxiety in pregnancy or postpartum. Higher prevalence has been noted
in unmarried mothers or those with less than a college education. In
Massachusetts, MotherWoman is a nonprofit, with local branches in
the state working to support moms, build community safety nets and
promote related public policy, such as the 2017 MA Pregnant Workers
Fairness Act: Eliminating Pregnancy Discrimination.

Reporting from CHA to the Massachusetts Department of Public
Health in 2016 indicated that of the total of 865 women from the area
who had postpartum visits at CHA, 93.2% were screened for postpartum
depression and 4.6% screened positive, indicating the need for further
investigation and/or treatment.

Substance Use Disorder/Addiction

Public health literature draws linkages between adverse childhood
experiences and the incidence of mental health issues, such as depression,
and substance use disorders later in life. Recommendations for preven-
tion focus on helping children develop social/emotional awareness and
coping skills early in life as a means of reducing future risky behaviors
such as substance use.

Directly addressing parents’ substance use can have positive impacts
for children. Local programs such as CASPAR’s New Day program
and the Parenting Journey’s Sober Parenting program strive to provide
supports for pregnant women and new moms or for parents who are
actively working towards recovery, therefore also supporting the future
health of their young children. Research findings encourage an increased
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focus on identifying pregnant women at risk for alcohol and/or other
substance use or depression and connecting them to treatment and other
services.

Physical Health and Development

As children grow, opportunities to play help build social-emotional
skills and establish lifelong habits of healthy eating and physical activity.
Play and exercise build strength in large muscles necessary for activities
such as running, core muscles that help sustain postures required to sit in
a chair and small muscles like those that are used to hold tools to draw,
write and manipulate small objects. Somerville has a wealth of parks
and opportunities for children to play, though the utilization of these
recreational opportunities may not be universal. Active play time for
some young children is limited by factors such as parents’ work hours or
immigrant families’ fears of safety in public settings. “Small Steps: Eat,
Play, Sleep”is a local effort to promote lifelong habits of healthy eating,
physical activity and adequate rest, geared to children Birth to 5. Free
resources with evidence-based suggestions for eating, playing, sleeping
and reducing screen time are provided for Birth to 9 months, 9 months
to 3 years and 3-5 years, all available for download online at the Somer-
ville Hub.




Obesity

Childhood Obesity (LC-32A) is closely linked to physical health and
has social-emotional implications such as increased risk for bullying and
decreased social interactions. Massachusetts data from 2014, specific
to 2-4-year-old WIC participants, reported 16.6% of children in the
program were obese, with improvement noted in the past decade with

rates leveling off or slightly decreasing ('The State of Obesity, 2016).

* Between 2013-2015, of the 1,101 CHA patients aged 2-5 years who
lived in Somerville who had an office visit with a body mass index (BMI)
measurement, 32.2% of the children were overweight (BMI percentile >
85% and <95%) or obese (BMI percentile > 95%) (CHA).

» Of these, the percentages for overweight/obese were highest for children
whose records indicated ethnicity as Portuguese/Azorean (63.6%), Latino
-Central American/Mexican {(46.6%), Other Latinos (40.5%) and African
American {38.5%);.

« For chese children aged 2-5, 15.2% of the total, the highest percentages
were 25.7% in Latinos from Central America/Mexico, 20.4% of Latinos
from the Caribbean, 17.5% of Other Latinos, and 17.2% of African Amer-
ican children.

The American Academy of Pediatrics (AAP) recommendations for
beverages for toddlers and preschool age do not include fruit juice or
sugar sweetened beverages (AAP, 2017). Further research indicates that
beverages consumed during pregnancy also have an impact. A recent
study showed that children of mothers with a higher consumption of
sugar sweetened beverages during the second trimester of pregnancy
had higher obesity levels, even when controlling for children’s intake
(Gillman et al., 2017). Each additional serving per day for a mother,
during pregnancy, appeared to account for ¥ pound of additional weight
by age 8. A report in the International Journal of Epidemiology impli-
cated diet or artificially sweetened beverage consumption by pregnant
women with gestational diabetes as potentially linked to the 50% higher

risk of being overweight or obese for their children by age 7, in compar-
ison to those born to mothers with gestational diabetes who drank water
instead of dict beverages (Zhu et al., 2017).

Sleep and Screen Time

Babies and toddlers need lots of sleep: 12-16 hours per day before
the age of 1 year, 11-14 hours including naps from 1-3 years and 10-13
hours from 3-5 years (Paruthi et al., 2016). In addition to suggestions for
developing healthy sleep habits, guidelines for making decisions related
to exposure to screen time are important for the parents of very young
children. The proliferation of smartphones, tablets and multiple viewing
options has increased the time children spend looking at electronic
devices. The American Academy of Pediatrics recommends that screen
time should be avoided for children under 18 months (with the excep-
tion of video-chatting). Parents of children 18-24 months of age are
encouraged to limit screen time and to be present with the child. From
2-5 years, the suggested limit is 1 hour per day of “high quality program-
ming” (AAP, 2016). Tools such as the Family Media Plan online toolkit
can help families to set healthy media habits early in life.
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CHART 4: Asthma Related ED Visits for Ages 0 to 5 Years

6000 by Race, 3-Year Averages

5000 4544

4000

000

3000

Rate per 100,

[ =)
o
[=]
o

&

2010-2012 2010-2012

2004-2006

2007-2009
L ] L )
' Somerville ' i MA :
&9 White, Non-Hispanic g7 Hispanic

Il Black, Non-Hispanic Wl Asian/Pacific Islander, Non-Hispanic

Source: Uniform Hospital Discharge Data System MA Division of Health Care Finance and Policy, MDPH

Respiratory Health

Utilization of emergency department visits for asthma (LC-38) is
another early childhood health indicator. Improving asthma manage-
ment is focused on reducing critical episodes that require emergency
care. The Canadian Childhood Asthma Primary Prevention Study
utilized an intervention that included reduction of home allergens and
environmental tobacco smoke prenatally, encouraged breastfeeding, and
home interventions prior to birth that tracked a birth cohort for 7 years,
finding significantly less asthma diagnosis and or related symptoms
(Chan-Yeung, et al.).

* Based on the data in Chart 4, an average over the period of 2010-2012,

asthma related emergency department visits for Somerville children
under 5 were highest for Black children, almost double the rate for
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Hispanics/Latino and three times the rate for White children. Data on
Asian/Pacific Islander, non-Hispanic was not available for Somerville indi-
cating lower than reportable levels (MA DPH, Uniform Hospital Discharge
Data System, Massachusetts Division of Health Care Finance and Policy).

« Reflected in Chart 4, there was a decrease in the rate of asthma related
emergency department visits by young Hispanic/Latino children between
2007-2009 and 2010-2012.

Education

A mother’s education level at birth is a health indicator (LC-21} for
the child in later life, with links to socioeconomic position throughout
early childhood. Between 2010 and 2016, the percentage of births to
Somerville mothers with some post high school level education increased
from 32.3% to 44.8%, while the percentage with less than a high school
or high school only education background decreased from 31.4% to
12.8% (MA DPH, Registry of Vital Statistics).

Early Childhood Development (EMC-1) objectives for young chil-
dren include increasing the proportion of children who are ready for
school in all five domains of healthy development: physical development,
social-emotional development, approaches to learning, language and
cognitive development. The Somerville Public Schools, in collaboration
with community partners, are working toward a strategic continuum
of early childhood education services. A multi-sector Early Educa-
tion Steering Committee helps guide the movement towards universal
Kindergarten readiness. This includes attention to issues including
systemic equity, access, multilingual capacity and culturally responsive
teaching, community engagement and support and high quality educa-
tional programming.

In Somerville, there are a range of programs aimed at early leaming
opportunities, such as the following:



« Head Start, offered by the Community Action Agency of Somerville,
provided services for 195 children ages 3-5 in 2016-2017.

. SomerBaby's goal is to welcome new babies to Somerville. The pilot City
program provided welcome baby bags, useful baby supplies, community
resources, and a home visit for up to 100 new parents in the city in the
first year, in collaboration with local providers.

» The Riverside Somerville Early Head Start program served at least 107
children in 2016-2017.

« The Parent Child Home Program of Somerville Family Learning Collabo-
rative (SFLC), a home visiting program with a goal of preparing children
to enter school “ready to learn; served 41 children in 2016-2017. Parents
learn to promote language and literacy development skills during these
home visits. This program is particularly focused on serving families that
may be dealing with multiple factors such as poverty, language barriers or
other forces that can impede a child’s normal development.

« The Informal Providers Home Visiting Program served another 65 children.

» The Somerville Family Learning Collaborative (SFLC) Playgroups served
570 families in 2016-2017.

Additional initiatives in the city are focused on fostering early devel-
opment and learning. Increasing the proportion of parents who use
positive communication with their child (EMC-2.2) and who read to
their young child (EMC-2.4) are goals of programs like Project READ
at CHA and the SFLC Family Talk Somerville campaign launched in
Fall 2017. Such efforts promote “Serve and Return” interactions, those
back and forth exchanges between a young child and caring adults that
facilitate neural development leading to language and other learning.

Quality and affordable child care and preschool have been consistently
identified as a top priority for Somerville parents and children. Afford-

Massachusetts had the highest cost of infant and
toddler care in the U.S,, according to a Child Care
Aware 2015 report (Parents and the High Cost of
Child Care, 2015), with full time care often rivaling or
exceeding the amount families pay for housing.

ability is a challenge for many families, as can be finding programs that
provide care for the hours that working parents need to make an income
to support their family. Somerville has seen an increase in center-based
child care businesses in the city, with a range of affordability. Another
option is family based childcare, both formal and informal, offered in a
provider’s home. Family based childcare arrangements expand the local
capacity to address the diverse language, cultural and scheduling needs
of families. In the 2016-17 school year, 93% of young children had early
education and/or care experiences outside the home before entering
Somerville Public School Kindergarten. More detailed information
about the range of childcare options for Somerville families is available
at the Somerville Hub.
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Economic Stability

Research shows a direct correlation between low income and low
birth weights in the U.S,, compared to the United Kingdom, Canada
and Australia. The impact in the U.S. was more pronounced than in
other countries, which all have stronger national government support
for healthcare (Martinson and Reichman, 2016). Income distribution
is an area which has seen significant change in the country, and locally,
over the past decade, with more economic growth for the wealthy. In
2017, the poverty threshold was $24,600 for a family of four (US Census
Bureau, 2017). This is the minimum income that the federal govern-
ment considers necessary to meet basic needs and is adjusted for family
size to determine poverty rate. The official poverty definition refers to
money income and does not include noncash benefits such as subsidized
housing, health care or Supplemental Nutrition Assistance Program
(SNAP). Significantly for Somerville and the region, it is not adjusted
based on geographical variations in cost of living. U.S. data from 2011-
2015 for Somerville indicates the overall poverty rate was 14.7% (Amer-

ican Community Survey).

According to ACS 2011-2015 five year estimates, the Median House-
hold Income in Somerville was $73,106. For the five years prior, the
Median Household Income was $61,731 (in 2010 dollars). Adjusted for
inflation, 2010 Median Household Income was $67,098.80 (American
Community Survey). Chart 6 is repeated from Demographics, as poverty
is such a critical issue impacting early development.

* 43.2% of Somerville female-headed families with children and with no
husband present were living in poverty, a 2.6% increase since 2010,

consistently higher than the state rate.

e 22.7% of Somerville children under 18 were living in poverty as of 2015,
an 8.2% increase since 2010 and higher than the state rate of 15.2%
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CHART 6: Trend in Poverty Rate for Somerville Residents,
by Subgroup (2010 and 2015)
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Housing

Safe, affordable and accessible housing is increasingly a more chal-
lenging goal to achieve in Somerville. The population has shifted as both
rents and the cost of purchasing a home have risen dramatically over
recent years. Stable and safe housing is a strong facilitator of childhood
health and wellbeing. According to the SomerVision Comprehensive
Plan, over 60% of the Somerville housing stock was constructed prior to
1940, posing higher risk for environmental safety concerns such as lead
and state of disrepair or aging systems as the housing stock gets older.
Also, the number of units that can support families has shifted over the
past decades with the rise of condominium conversions and few new
units being constructed with 3 or more bedrooms, adequate for larger
families.

Somerville has two public housing locations for families and indi-
viduals, both federal and state funded, at Mystic View and Clarendon
Hill. For Senior and Disabled Housing, there are nine public housing
locations in Somerville. Staff from local agencies report that families are
doubling up and becoming overcrowded in order to afford to remain in
Somerville.

According to the City of Somerville’s 2015 Sustainable Neighbor-
hoods report, the 40R statute is being utilized to require that at least
20% of all housing units developed in the city’s overlay district be afford-
able to households below 80% of area median income (AMI). With the
City’s SomerVision Comprehensive Plan for 6,000 new housing units
by 2030, this would equate to an additional 1,200 permanently afford-
able units in the city.

Employment and Living Wage Jobs _

Increasing costs of housing, as well as health care and child care,
have outpaced increases in income over the past decade. Paid parental
leave policies can provide a brief respite for new parents, yet many
parents have no paid time off when a child is born. Infant care is very
challenging to arrange and afford for many families, requiring creative

juggling, often engaging several generations and a patchwork of arrange-
ments. The state of Massachusetts has passed a Pregnant Workers Fair-
ness Act that support protective factors for the future health of today’s
young infants. The Act requires “reasonable accommodations” for preg-
nant women, time off after childbirth and accommodations to support
breastfeeding.

= According to the 2017 Living Wage Calculator, to support a family of
two adults and two children at a living wage in the Boston-Cambridge-
Newton metropolitan area requires two adults making $17.27/hour each.

« Massachusetts had the highest cost of infant and toddler care in the U.S,,
according to a Child Care Aware 2015 report (Parents and the High Cost
of Child Care, 2015}, with full time care often rivaling or exceeding the
amount families pay for housing.

« Full day tuition for center-based care in Somerville averages $25,000 for
infants and $16,000 for preschool age children.
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Food Security

Food Security (LC-09) is increasingly recognized as a positive
predictor of healthy child development. Food insecurity in the home
is acknowledged as an indicator of potential risks. The Massachusetts
statewide level of food insecurity was reported at 9.6% as of 2015, but
was 19.9% for households with children under 6 years old, according to
Project Bread. Early nutrition is critical for setting a foundation for life-
long health and learing. Before birth, the mother’s diet influences the
development of the unborn child, including neurodevelopment. In young
children, nutrients and minerals provide the fuel for the growing brain,
which is rapidly developing in this life stage. The study of epigenetics
looks at how the expression of an individual’s genes are impacted by
external factors. Research indicates that factors such as mother’s diet
and nutrition during pregnancy and her weight status can impact future
health outcomes over generations.

Financial stressors make it more challenging to support a diversity of
foods in a child’s early years, potentially limiting food options. Programs
like WIC provide nutritional couseling and access to healthy foods and
assistance with breastfeeding to address the income inequities that can
lead to disparities in development in early childhood. WIC has been
shown to be a cost-effective strategy to address both immediate nutri-
tion needs of children as well as to impact later health and academic
achievement (Carlson and Neuberger, 2017). Massachusetts Pregnancy
Risk Assessment Monitoring System (PRAMS) data, though the most
recent data is from 2011, demonstrated at that time the highest usage of
WIC at the state level was among mothers under 20 years old (90.4%),
living at or below 100% of the federal poverty level (86.9%), with less
than a high school education (81.9%), on Medicaid (81.3%), unmarried
(80.3%), Hispanic/Latino (79.7%), or born outside the US (56.7%) (MA
PRAMS, 2011).

* In 2016-2017, CHA piloted the use of a validated food security screening
tool, the Hunger-Vital Signs, at Somerville Pediatrics. An average of
20-25% Somerville children’s households met the criteria for food inse-
curity during the pilot. In addition to immediate resources, referrals were
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made directly to Project Bread's hotline service for follow up phone calls
to connect families to available resources, including SNAP benefits (CHA).

= WIC Nutrition Services (LC-18), are provided locally by CHA through
Somerville and Cambridge offices. The WIC Somerville case load as of
June 14,2017, was 1,834. Massachusetts data on pregnant mothers from
2015 indicates that statewide, 33.8% received WIC supports during their
pregnancy. Of those, 72.5% were Hispanic/Latino, 61.9% Black, 24.9%
Asian and 18.9% White (MA DPH, MA Births 2015).

« The statewide calculator for SNAP gap estimates that as of 2016 data, 61%
of those who are income eligible for SNAP in Somerville are not accessing
these availahle financial benefits. Various reasons for this gap include the
fear of accessing government resources, which also impacts WIC partici-
pation for families with young children {Food Bank of Western MA, 2017).

Natural and Built Environment

Neighborhoods that are usually or always safe, as well as neighbor-
hoods that are supportive, are two of the National Survey of Children’s
Health set of indicators. From 2010-2012, Massachusetts was on par
with the national data sets for these indicators.

Somerville data indicates that overall crime decreased, with 739 arrests
in 2016 compared to 967 in 2010 (Somerville Police Department).

Transportation

Attention to walkability, increasing safety and public mobility access
for young families is part of the overall city approach to making sure that
Somerville is a great place to live, work and raise a family. In collabora-
tion with local organizations and the City, WalkBoston created a number
of walking maps and a map of parks to inspire residents to get out and
explore nearby resources across the city by foot or by bike.

According to the 2012 SomerVision Comprehensive Plan, 30% of
Somerville commuters utilize public transportation. Increasingly, young



families are attracted to Somerville for its rich mix of bike and pedes-
trian infrastructure and public transit that can reduce the need for car
travel for the able bodied. The extension of the MBTA Green Line and
the Community Path will provide additional transit options, bringing
the transit network close to home for 85% of city residents.

Access to Nature and Open Space

As the positive social, emotional and health benefits for children
connecting to nature become better recognized, communities like
Somerville make efforts to address related challenges in the urban envi-
ronment. There are 32 playgrounds, including tot lots, in the City, as part
of the overall open space resources. Neighborways is a community based
initiative reclaiming neighborhood street space to facilitate safe fun for
all ages, with an emphasis on the younger generation. The Somerville
Recreation Department and sports leagues increasingly offer organized
outdoor time opportunities for all ages of children.

Environmental Health

The drinking water supply for Somerville is provided through the
Massachusetts Water Resources Authority (MWRA) system, which also
provides the sewage disposal systems. The drinking water is sourced from
Quabbin Reservoir in Western Massachusetts, traveling through a series
of tunnels and pipes, including treatments such as added fluoride, along
the way. The water is tested regularly, and results are publicly available.
The incidence of contaminated water in Flint, Michigan in 2015 raised
publi¢ attention to safe drinking water issues. In Massachusetts, some
residences still have old pipes, containing lead, so it is recommended to
let water run a few minutes to flush the pipes before collecting water for

drinking or cooking.

Lead poisoning has declined in the United States in recent decades
due to efforts to increase awareness, reduce exposure and lead contami-
nation and screening policies. Children are exposed to lead by inhaling




lead dust, eating soil or paint chips that contain lead or drinking contam-
inated water. Lead is not easily absorbed through the skin. The cases of
elevated blood lead levels among children in Somerville have declined
from 5.17% in 2001 to 1.01% in 2013 (three-year average estimates)
(MA DPH, Registry of Vital Records and Statistics). In Somerville, 57
units of Somerville housing have been de-leaded since 2012, with finan-
cial assistance through city grant funding from the federal government.
Somerville was awarded continued funding to support lead abatement in
2017.

Poor air quality can cause high blood pressure and other health issues
among pregnant women as well as low birth weight, premature births,
and behavioral problems for young babies. Living within 100 feet of
major highways can have negative health impacts, such as asthma, due
to air pollution. Overall, children are more vulnerable to such pollutants
in the environment. Locally, Tufts University has partnered with local
activists and the City to better understand where and when the impacts
from Route 93 are the greatest and has explored ways to mitigate the
exposures to ultra-fine particles as part of the Community Assessment of
Freeway Exposure and Health Study (CAFEH).

Climate Change
The global increase in number of days per year that qualify as heat
waves has special implications for very young children.

Young children are more vulnerable to extreme heat, poor air quality
and insect-borne diseases. One reason for this is their limited ability to
communicate when overheating or when left in dangerous situations;

each year in the U.S,, close to forty children die from heat exposure, typi-

Insect-borne diseases, such as Lyme disease and
West Nile virus, are on the rise in Massachusetts

(MA DPH).
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cally in cars (Willingham, 2017). In addition to greater physical frailty,
children are less self-sufficient, more reliant on adults for transportation
and other needs and less likely to cope emotionally during a disaster

or climate event. These impacts on children often have a ripple effect

on families and economics. If school is closed or daycares are unable

to function due to weather, parents need to find alternative childcare
options. This may impact the ability of parents to go to work and, there-
fore, impact the family’s income, as well as the productivity of the busi-
nesses where parents are employed.

Insect-borne discases, such as Lyme disease and West Nile virus,
are on the rise in Massachusetts. Research indicates that increases in
temperature linked to climate change are projected to cause a correlating
increase in the risk of insect-borne diseases. Lyme disease can report-
edly also be transmitted to children in utero or through breastfeeding.
Impacts to children’s health can include a wide range of ongoing phys-
ical, behavioral and cognitive problems.

Social and Community Context

Social and community supports are integral to health and wellbeing,
from when parents are expecting a child, through the growth and devel-
opment of that child and into adulthood. The World Health Organiza-
tion defines a healthy community as, ... one that is continually creating
and improving those physical and social environments and expanding
those community resources that enable people to mutually support each
other in performing all the functions of life and in developing to their
maximum potential.”

Race

The prenatal period is an especially vulnerable time for women and
babies of color. Experiencing stress uniquely tied to racial discrimination
and/or lacking access to culturally responsive health care and other core
service needs during pregnancy poses health risks to both mother and



baby over the short and long term. According to the 2011 Massachu-
setts Pregnancy Risk Assessment Monitoring System Report (PRAMS)
report, overall, about 3% of Massachusetts mothers reported “feeling
stressed due to their race/ethnic background,” 3% of mothers reported
“feeling emotionally upset as a result of how they were treated by others,”
and about 3% reported “experiencing physical symptoms related to
treatment based on their race/ethnic background.” Minority mothers
reported more negative experiences due to racism.

:

Research in recent years is suggesting that intergenerational stress can
negatively affect the health of newborn babies, based initially on empir-
ical evidence from Holocaust survivors. This work is based on genetics,
environment, parenting, and social learning, and is demonstrating that-
stress can cause detrimental biological changes across generations as
transmitted via gametes, the gestational uterine environment, and early
postnatal care (Bowers and Yehuda, 2017).

Social Safety Network/Social Support

Social supports and resultant safety networks can generate from varied
sources. Extended family and/or close friends may offer companionship,
wisdom, solace and assistance. There has been a rise of “blended” farilies,
with adults bringing children into the home from different marriages,
and grandparents living with younger generations or, in some instances,
raising grandchildren on their own. For some families with young chil-
dren, a faith-based community may provide both spiritual and social
supports. For others, support may manifest through virtual communities.
One local media venue, the SomervilleMoms listserv, has grown since
forming in 2003 to include almost 5,000 members, providing a forum
for sharing parenting topics, with a Somerville focus.

Literature raises the concern that social media connections may
not be protective against social isolation. Interventions such as home
visiting programs have been demonstrated to help support new parents,
connecting them to resources promoting positive parenting and child
development.

M



Social media

Family service providers report high usage of screen time and social
media by parents/guardians and a rise in screen time for infants and
toddlers, which the providers observe as changing the levels of direct
interaction between children and adults. Initiatives such as the Talk
Time campaign launched in Fall 2017 are geared to promote authentic
interaction between parents and children as an alternative to screen time
while building protective emotional connections and promoting early
literacy.

Strategies for creating social media plans and screen-free times for
adults as well as children can help promote greater interpersonal inter-
actions and connections. Social media can have positive impacts on
building community connections, essential to creating social networks
and support systems.

Violence

Abuse or a history of domestic violence in the home of a young child
is one of the adverse childhood experiences that has been shown to
increase risk for health and wellbeing in later life stages. The Somerville

Police Department tracks how many domestic assault calls involve youth.

From 2010-2016, the range varied from a low of 13% in 2010, to a high
of 25% in 2013 and was most recently at 18% in 2016, which equals 35
cases in 2016 that involved youth (of any age).

Community Engagement

Parents of young children benefit from meeting with other parents,
especially as many of them do not have the close familial support that
past generations took for granted. Some families do have grandparents
nearby, who can assist with childcare and child rearing. Opportunities
such as programming for children at the public library or SFL.C Play-
groups and Parent Groups provide positive development time for infants
and toddlers, while also creating community for parents.
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Another important aspect of the work of the Somerville Family
Learning Collaborative is leadership development for parents and guard-
ians. These opportunities include skills building on how to advocate for
your child, English as a Second Language classes, and parent forums. A
number of community organizations, such as Parenting Journey, Mystic
Learning Center and The Welcome Project also offer opportunities for
parents to be actively engaged in learning about and promoting their
own health and wellbeing as they also facilitate the positive development
of their children.
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School Age/Adolescent

Introduction

ollowing the earliest years of life, the time between the ages of

5-18 years continues to be a period of rapid growth and develop-

ment. Coinciding with grades K-12 in the public school system,

this life stage is exciting and ever-changing. As a result of both the
growth and developmental changes within the brain, children and teen-
agers experience transformative increases in multiple capacities. These
changes impact fine and gross motor skills, cognitive abilities to process
and respond to information and awareness of and ability to engage with
the world around oneself. Even in the presence of adversity, children
and adolescents often flourish. This is a testament to the resiliency of
youth and a reminder of how much is at stake in supporting the positive
development of the next generation. Moving into the pre-adolescent
and adolescent years is also when much of individuals’ sexual maturation
occurs. Experiences during this life stage are both informed by the early
years and often predictive of later years.

As children and teens continue the journey begun at birth toward
greater independence, good health provides them with the confidence
and ability to take appropriate risks, experiences essential to growth and
development. Having safe, enriching places to be with their families and

also without their primary caretakers continues to be very important,
as risks for accidents, injuries and abuse (at one’s own hand or that of
others’) remain high during these years.

For many, the school age years mark the beginning of spending greater
amounts of time with people outside of immediate family, offering
opportunities for new challenges and new risks. With school, friends and
the community taking on larger roles in shaping these young people’s
experiences, wholesome and safe social and built environments are
integral to child and teenage health and wellbeing. Access to health care
of all kinds (preventative, primary, emergency, dental and behavioral)
supports and reinforces messages and modeling youth are receiving and
helps to ensure positive development. These diverse forms of support
also play key roles in helping children and teens practice habits that can
influence health and wellbeing through the rest of their lives.

Given that having success in academic realms such as literacy and
numeracy are key indicators of later self-sufficiency, wellbeing and
behaviors that contribute positively to socicty, the school age years are
optimal ones to highlight various ways that health, education and social
interactions intersect.

Coinciding with grades K-12 in the public school system, this life stage is exciting and ever-
changing. As a result of both the growth and developmental changes within the brain, children
and teenagers experience transformative increases in multiple capacities.

(65+yrs)

Middle Adult
(40-64yrs)

Early Adult
(18-24yrs}

Prenatal & Early

Childhood (Birth-4 yrs







CHART 1: Diversity in Somerville Public Schools
(2010.and 2017)
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Demographics, age specific

According to 2015 U.S. data, 2.8% of the city population was 5-9
years, 3% was 10-14 years and 4.8% was 15-19 years (American
Community Survey). As indicated on the map, the highest concentra-

tion of youth (5-17 years) is found in census blocks where family public
housing is located. A number of census blocks have less than 3% of their

population in this life stage group.

'The racial/ethnic demographics of the Somerville school age popula-
tion are more diverse than the overall population in the city. The capacity

of local service organizations to meet changing language and cultural

needs is compounded by the growing disparity in wealth. This can impact
the perception of need in a community like Somerville, at the same time
that the support needs for some residents are on the rise. Chart 1 above

is repeated from the Demographics chapter, due to its relevance to the
school age experience in Somerville.
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» According to Chart 1, between 2010 and 2017, the Hispanic/Latino

student population increased from 36% to 43% to become the fargest
ethnic group in Somerville Public Schools (Massachusetts Department of
Elementary and Secondary Education (MA DESE)).

Additional data, not reflected in Chart 1, shows that the English Language
Learners population in Somerville grew from 16.0% in 2010 to 19.2%

in 2017, compared to 9.5% of MA students in 2017. The percentage of
Somerville students’ whose first language was not English, at 49.3%, was
more than double the percentage at the state level (20.1%) in 2017.

- Chart 2 reflects languages spoken at home for all Somerville Public

School students (Somerville Public School 2017 student data). High
School specific data shows that Spanish is the most common non-English
language, spoken at home by 26% of the High School students in 2016,
followed by Portuguese (10%) and Ancther Language (10%} (Somerville
High School (HS) Youth Risk Behavior Survey (YRBS), 2016).




CHART 2: Somerville Public School Students Languages Spoken at Home
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« The Massachusetts Department of Elementary and Secondary Educa-
tion {DESE} reports that 21.7% of Somerville students had a disability in
the 2016-17 school year, compared to 17.4% at the state level. Students
with disabilities may be living with a range of limited abilities including
mobility, hearing, or vision impairment, learning disabilities, chronic
health disorders, psychological disorders, autism spectrum disorders and
more (MA DESE).

« Moreover, additional DESE data shows that 60.2% of Somerville students
were classified as high needs in the 2016-2017 school year, higher than
the 45.2% state average. A high needs classification includes students
with disabilities, English Language Learners, students who are homeless
or in the foster system, those who perform far below grade level and
students who otherwise are in need of special assistance and support (MA
DESE and U.S. Department of Education).

Access to Health Care

Health Insurance Coverage

Nationally, 6.1% of adolescents age 12-17 do not have health insur-
ance coverage (Centers for Disease Control, 2017). The Healthy People
2020 (HP 2020) national target is 100% of Americans having insurance
coverage. U.S. census data from the 2010-2015 ACS 5-year estimates,

indicates that in Somerville, 2.1% of children under 18 did not have
health insurance. Somerville Public School (SPS) data indicates that,

in 2016-2017, 14% of students did not have health care coverage at the
time of enrollment into the schools. Of those with health insurance,
45% had coverage from MassHealth and 40% had private care coverage.
Students and families enrolling in Somerville Public Schools are
provided assistance with identifying and securing health care coverage.
Health insurance provides a financial safety net for emergency situations
and allows individuals to scek regular, primary care, which is essential
for early identification, prevention and management of many long-term
chronic ilinesses.

Primary Care Provider

A national indicator for school age health is the proportion of children
and youth who have a specific source of ongoing care (AT15-5.2). Based
on 2015 data, 95.6% of youth across the U.S. have a specific source of
ongoing care, approaching the 2020 target of 100%.

Those who do have access to a primary care provider should have an
annual checkup. HP 2020 aims to increase the proportion of adolescents
who have had a wellness checkup in the past 12 months (AH-1) to at
least 75.6%. By 2015 that goal had already been surpassed as nation-
ally, 79.5% of adolescents were reported to have had a wellness checkup
in the last year. An option for Somerville students age 12 and above is
the CHA Teen Connection, providing a range of clinical services for
students at the school-based clinic within Somerville High. For some
students, this center can serve as their medical home.

= Asof 2015, CHA was the primary care provider for 3,270 of Somerville
school age children 6-18, potentially representing health care coverage
for over 65% of Somerville Public School students.

« In Somerville, the rate for wellness visits is higher than the national
rate. In 2015, 91.6% of middle school students self-reported having had
a checkup in the last year, and in 2016, 93% of high school students
reported the same (Somerville M5 and HS YRBS),
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On average 92.4% of Somerville Public School

students have full compliance with immunizations.

Immunizations

Up to date vaccinations help prevent the occurrence and spread of
childhood diseases. Routine vaccinations are also an indicator of health
access among youth, and the HP 2020 goals state a desire to increase
routine vaccination coverage levels for adolescents (IID-11). In Somer-
ville, like most communities, parents are required to provide documenta-
tion that their school-aged children have received required vaccinations
before starting school. This includes children who attend public schools
or state-licensed child care centers, family day care homes and develop-
mental centers (and some private schools). Based on the guidelines of
the Center for Disease Control (CDC), schools must enforce immuniza-
tions requirements, maintain records on all enrolled children and submit
reports to the state health department. Children who have not received
all required vaccinations or a valid exemption may be prohibited from
attending school.

CDC vaccination guidelines include: Poliovirus vaccine (IPV), two
doses of Measles, Mumps, Rubella vaccine (MMR), three doses of
Hepatitis vaccine (HBV), two doses of Varicella (chicken pox) vaccine,
and a booster dose of Diphtheria, Tetanus, Acellular and Pertussis
vaccine (DtaP). In addition, children who are 11 or older and are
entering the sixth grade must have proof they have received all of the
above, and additionally at this age, children also need proof of receiving
the meningococcal (meningitis) vaccine and the Tetanus Diphtheria
Acellular Pertussis vaccine (Tdap).

On average 92.4% of Somerville Public School students have full

compliance with immunizations and physicals. The rate of compliance
can vary throughout the year as immunizations are time sensitive.
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Qral Health

The Healthy People 2020 goals related to dental health care access
(OH-7-9) include: 1) Increasing the proportion of children and adoles-
cents who have access and used the oral health care system in the past
year, 2) increasing the proportion of low income children and adoles-
cents who received any preventive dental service during the past year,
and 3) increasing the proportion of school-based health centers with an
oral health component. Dental health access is challenging; even when
insurance coverage is technically available, such as through MassHealth.
Accessing services is very limited and often prohibitively expensive. In
response to specific oral health needs identified in the High School,
CHA's Teen Connection is partnering with SPS, Forsyth Institute, CHA
Dental Services and Harvard Dental School to offer screenings, treat-
ments, referrals and navigation support for more complex dental needs.

* |n2015-2016, 844 Somerville Public School students were referred by the
school nurse to a pro-bono dental provider to receive dental screenings
at the school, and when possible, sealants. Of these, 13% or 113 students
had dental needs that required additional treatment (Somerville Public
Schools).

Behavioral and Mental Health

The Association of Maternal and Child Health Programs identified
depression among youth (LC-42) as an indicator for assessing adolescent
wellbeing. A related behavioral health indicator is the suicide attempt
rate among teens, and the Healthy People 2020 goal includes reducing
suicide attempts by adolescents (MHMD-2 and LC-45). The national
target for 2020 is that less than 1.7% percent of high school students
attempt suicide and require medical attention as a result. Unfortunately,
the percentage has increased to 2.8% nationally in 2015. Somerville does
not have a measure of suicide attempts which require medical atten-
tion, but in 2016, 5.5% of high school students self-reported having
attempted suicide, an increase since 2012 (4.5%) (Somerville HS YRBS).



CHART 3: Indicators of Depression and Suicidal Ideation in the Prior 12 Months,
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According to Chart 3, in 2016, 31.2% of Somerville high school students
felt depressed, defined as feeling sad or hopeless almost every day for
two weeks or more in a row, at some point during the prior 12 months
(Somerville HS YRBS 2016),

Additional high school health survey data, not reflected in the chart,
shows that between 2012 and 2016, worry about school and social issues
increased among Somerville high school students, while worry about
family and gangs decreased.

Self-harm, defined as hurting or injuring one’s self on purpose, is similar
to state rates, being reported at a low of 12.6% in 2012 to a high of 15.7%
in 2014 for Somerville high school students. Females have almost double
the rates of self harm in Somerville and statewide. In both 2014 and 2016,
high school students who identified as White, Hispanic/Latino, or Other
had higher rates of self-harm than Blacks or Asians. Students who self

identified as transgender in the 2016 survey also appeared to be more
likely to report self-harm.

The percent of Somerville middle school students who self-reported they
had seriously considered suicide was 12.2% in 2015, while 3.0% of Somer-
ville middle schoolers attempted suicide (Somerville Middle School (MS)
YRBS, 2015).

16% of Hispanic/Latino Somerville middle school students seriously
considered suicide in 2015, compared to 12% among all Massachusetts
Hispanic/Latino middle school students in 2013 (Somerville MS YRBS 2015
and MAYRBS 2013)) -

It is of great importance to promote positive social and emotional

learning during this life stage to facilitate positive mental health in
school and out of school. This could be in the form of group counseling,
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the strengthening of youth-serving agencies, mentoring programs,
education programs on drugs and alcohol and screening/brief interven-
tions for children with early signs of emotional distress. Such programs
can help increase school achievement and high school graduation rates,
ultimately improving mental welibeing throughout one’s life. The City
Health and Human Services Department includes a Clinical Youth
Specialist who works closely with the Somerville Public Schools on

assessments and access to further supports.

Substance Use Disorder/Addiction

Alcobol

Alcohol is the most commonly used and abused substance among
youth in the United States. During the teen years, significant changes
occur in the body, including the formation of new networks to the brain.
Alcohol use during this time may affect brain development. Further,
engagement in binge drinking as a teenager can lead to alcohol depen-
dence later in life, and HP 2020 has set a goal that by 2020 fewer than

8.6% of adolescents ages 12-17 report binge drinking in the prior month.

= Among Somerville high school students, 7.9% of students engaged in
binge drinking in the 30 days prior to being surveyed {Somerville HS
YRBS, 2016).

+ Since 2002, Somerville has seen a significant reduction in binge drinking.
The high levels at that time (26.3%) triggered a strategic community wide
campaign to address underage drinking, which appears to have been
successful.

Illicit Drugs
Illicit drug use and dependence is a national crisis that is hitting
Massachusetts particularly hard. In 2016, there were 1,933 confirmed
opioid-related deaths (and an estimated 136 more) in MA, and 21 of
those deaths were in Somerville (MA DPH, Current Statistics, Over-~
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dose Death Data). An important step in preventing opioid dependence
later in life is to avoid any illicit drug use in adolescence. One Healthy
People 2020 objective is to increase the proportion of adolescents who
perceive great risk associated with substance abuse (SA-4) to at least
54.3%, based on a survey question asking how much people risk harming
themselves.

« In Somerville in 2016, 89.4% of high school students perceived moderate
or great risk associated with illegal drugs other than marijuana, indicating
that Somerville is succeeding at substance abuse education for youth.
Part of this effort comes from peer support for sobriety through Somer-
ville Cares About Prevention (Somerville HS YRBS, 2016).

« Asseen in Chart 4, use of all substances among Somerville high school
students decreased between 2010 and 2016. Substance use rates for
Somerville students in 2016 were lower than the statewide rates in 2015
(Somerville HS YRBS 2016, MA HS YRBS 2015).

« Substances which were used least frequently were not included in the
graph above, but the data from 2016 indicates that only 0.5% of Somer-
ville high school students had ever tried methamphetamines and 0.1%
had used hergin or taken steroids without a prescription.

« Based on results from the 2016 high schocl Youth Risk Behavior Survey,
12.9% of Somerville 9th graders reported using a substance in the past
30 days for 2016.This was also the initial year of use of a substance use
screening tool with high school students. The results were in a similar
range as the YRBS data, with 15.4% of Somerville 10th graders reporting
using a substance in the past year. The screening uses an evidence-based
tool to prevent substance abuse, SBIRT, standing for Screening, Brief Inter-
vention and Referral to Treatment.

» According to the 2016 YRBS, a higher percentage of females used mari-
juana“in the past 30 days” than males. However, more males reported
using other types of illicit drugs than females.



CHART 4: Trend in Substance Use, Among Somerville High School Students (2010-2016}
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Abuse of prescription drugs is also a risk factor for drug dependence
and mental health disorders later in life.

* 2.9% of females and 1.2% of males self reported using anti-anxiety or
anti-depression prescription medication without a prescription in 2016
{Somerville HS YRBS, 2016).

« 1.9% of Somerville high school boys and 1.7% of girls reported they had
taken stimulants without a doctor’s prescription in 2016.

Tobacco

Tobacco use starting in the teen years can lead to debilitating chronic
disease later in life. Life Course Indicators and Healthy People 2020
goals both identify tobacco use among adolescents as a predictor of
future health status. HP 2020 set a target to reduce the use of tobacco
products by adolescents (TU-2.1) to less than 21% of those in grades
9-12 reporting tobacco use in the prior 30 days, and that target has

been well-surpassed, nationally (17% in 2015). The Center for Disease
Control notes correlations between educational levels and tobacco use,
with more education serving as a protective factor, with higher rates

of smoking in those without a high school education. Males are more
likely to use tobacco delivery products (cigarettes and e-cigarettes) than
females.

In 2016, 14% of Somerville students had ever smoked a cigarette, and
only 5.3% reported smoking a cigarette in the last 30 days. In 2016,
Somerville increased the tobacco purchasing age to 21, including the
purchase of e-cigarettes, which should further decrease the percent of
high school students who use tobacco regularly (Somerville HS YRBS,
2016).

In 2016, 6.8% of Somerville high school students were currently using
e-cigarettes, much lower than the rate for Massachusetts high school
students at 23.7%,

L ]
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Physical Health

Childhood is a time of on-going physical growth and development.
Good physical health at a young age can be a protective factor against
many health problems in the future, such as diabetes, cardiovascular
disease and respiratory difficulties. Regular well-child visits and recom-
mended immunizations can help to support both physical and behavioral
health, as these latter two health components become increasingly more
integrated within the health care system.

Obesity

The obesity related life course indicator (L.C-32) highlights the risk of
various illnesses later in life as a result of childhood obesity. Obesity in
childhood and adolescence can increase the risk of type II diabetes, heart
disease, hypertension and depression and is considered a strong predictor
of obesity later in life. Improvements in obesity rates can improve overall
community health and quality of life (AMCHP). The Healthy People
2020 objectives include reducing the proportion of children age 6-11 and
adolescents age 12-19 who are considered obese (NWS-10). The Office
of Disease Prevention and Health Promotion (ODPHP) data indicates
that nationally between 2011 and 2014, 17.5% of children age 6-11 and
20.5% of adolescents age 12-19 were considered obese.

= According to data related to Chart 5, in the 2016-17 school year, on
average, 18.5% of a total of 1,439 Somerville students in grades 1, 4, 7,
and 10 were considered overweight and 24% cbese, higher than the state
rates of 16% and 15.3%, respectively (MA DPH, The Status of Childhood
Weight and Somerville Dept. of Health and Human Services).

« Inthe 2016-17 school year, data shows the percentage of overweight
students slowly increasing with each grade, with obesity peaking at 7th
grade and decreasing by 10th grade.

« In every grade recorded, more male students were obese than female.



CHART 5: Overweight and Obesity,
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Somerville specific trends over the past 10 years follow the national
trend of leveling off of youth obesity. National data reveals a higher rate
of overweight and obesity for non-Hispanic Black and Hispanic youth
compared to non-Hispanic White. Further analysis is needed of Somer-.
ville student data to assess if the same disparities exist. Data from CHA
patients in this age group show that the highest percentage of obesity is
among youth of Central American/Mexican heritage.

Engaging in healthy eating habits can reduce the risk for children of

becoming overweight or obese.

* Surveys of Somerville High School students show that more African Amer-
ican or Black students reported drinking 4-5 sugar sweetened beverages
per day than any other group in 2016, and their reported consumption
rose by 46% between 2014 and 2016, possibly due to the addition of
sweetened teas and coffees to the survey question’s definition in 2016.

» Consumption of sweetened beverages declined among Somerville high
school students in 2016, with 36% of high schaol students reporting that
they did not consume a sweetened beverage on the day prior to taking
the survey, a 33% improvement since 2006 (Somerville HS YRBS, 2016).

+ In 2015, 50.5% of Somervitle middle school students reported eating
breakfast daily, up from 41.6% in 2007, at least in part due to school policy
changes providing breakfast before school (Somerville MS YRBS, 2015.)

Additionally, to increase consumption of fruits and vegetables, the
public schools have participated in the national Farms to Schools move-
ment and set up salad bars and offer fruit or vegetable snacks. Between
2003 and 2015, there was a 37% increase in middle school students
reporting they had eaten 3 servings of vegetables during the previous day
(from 8.4% to 11.5%) and a 13% decrease in the percent of students who
reported having had no servings of vegetables on the day prior (from
37.2% to 32.4%) (Somerville MS YRBS).
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Much of a student’s opportunity for physical activity during the day
comes during school hours or through school sponsored programs. It
is important that there is enough time and structure before, during and
after the school day for students to get adequate amounts of physical
activity. Tufts research published in 2010 (Tovar, et al., 2010) indicated
that Somerville children not in organized summer activities were at
higher risk for summer weight gain.

Research indicates that physical activity helps to improve student
attention and performance. Setting a lifelong habit of exercise is one of
the most protective factors for future health.

= According to Chart 6, male Somerville high school students have, on
average, increased their daily participation in physical activity; however,
the rate of female students who participated in 60+ minutes of physical
activity each day remained relatively stagnant and lower than state levels
(Somerville HS YRBS, 2016.)

» Somerville HS health data shows, when reviewed by race, that daily
physical activity was lowest among Hispanic/Latino (16.8%} and White,
non-Hispanic (18.4%}) high school students in Somerville.

« Participation on a sports team, was reported by 53.5% of high school
students during the 2015-16 school year, including 50.0% of female
students and 57.4% of males.

« K-8 students in Somerville Public Schools receive 40 minutes/week of
Physical Education (PE). High School students have PE 4 days a week for
half of the school year during their Sophomore and Senior years (Somer-
ville Public Schools).

« Recess time varies, depending on age group and size of school, averaging
15-20 minutes per day for K-8,
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CHART 7: Percent of High School Students with adequate

100 amount of sleep (8+ Hours), by grade (2015/16)
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CHART 8: Sleep Adequacy among Middle School Students,
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Sleep

'The most recent guidelines from the American Academy of Sleep
Medicine, published in 2016, recommend that children age 6-12 get 9
to 12 hours of sleep per night, while teenagers 13-18 should sleep 8 to
10 hours (Paruthi et al,, 2016). The related Healthy People 2020 goal
(SHI-3) targets the proportion of students in grades 9-12 who get suffi-
cient sleep of 8+ hours a night, hoping to increase the percentage to
33.1% by 2020. However, between 2009 and 2015 studies have shown
a decrease in this measure nationally, from 30.9% to 27.3%. Sufficient
sleep is important for adolescent health, and multiple studies show a
correlation between insufficient sleep and obesity (Morissey, et al., 2016).

* According to Charts 7 and 8, adequate sleep decreases as students get
older. Between 6th and 12th grade Somerville students there was an 80%
decrease in the number of students reporting that they get 8+ hours of
sleep, on average (Somerville HS and MS YRBS).

» Annual trend data for sieep among Somerville high school students
shows that there was a decrease from 29.2% of students getting at least 8
hours of sleep in 2012 to 26.4% in 2016.

Somerville High School’s day begins at 7:55am and Somerville
K-8 schools begin at 8:10, which may be a barrier to adequate sleep
for youth, as some students spend time in the evenings participating
in extracurricular activities, completing homework and taking part in
other non-school activities. Research shows that schools that changed
their starting time for teenagers increased weeknight sleep duration,
improved attendance and reduced motor vehicle crashes among teen-

agers (Wheaton, et al., 2016).
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Sexual Health and Education

Education on safe sex practices and the burden of teen pregnancies
can be integral for reducing sexually transmitted infections (ST1Is) and
unintended pregnancies. Racial and economic disparities exist in data on
teen birth rates and risky sexual activity. In order to reduce the negative
outcomes of sexual intercourse among adolescents, it is recommended as
an HP 2020 goal to increase the proportion of male and female adoles-
cents 15-17 who have never had sexual intercourse (FP-9).

* Qverall, a slightly l[arger percent of Somerville high scheool students
reported having had sexual intercourse compared to Massachusetts high
school students, as noted in Chart 8, although the prevalence of sexually
active high school students has declined citywide and statewide over the
last 10 years (Somerville YRBS, 2016 and MA YRBS, 2015.)

» Teen pregnancies among Somerville high school students were highest
among Hispanic/Latino students in 2014 and 2016, with 4.7% and 2.1% of
Hispanic students reporting, respectively, having carried a child or gotten
someone else pregnant. (Somerville HS YRBS, 2014 & 2016}

« The total number of births to women age 15-19 is decreasing. In 2014
number of births to women under 19 living in Somerville was 22; in 2016
there were 16 births (MA DPH, MA Births).
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When students engage in sexual intercourse, it is important that they
protect themselves from STIs and from unintended pregnancy. It is
also important that they are educated about sexual health and manage-
ment of STTs or pregnancy, should those arise. There has been an overall
increase in the rate of new cases per year of chlamydia, gonorrhea and
syphilis among all Somerville residents since 2005, with rates consis-
tently higher than the state overall.

* In 2016, 60.4% of sexually active high school students reported having
used a condom the last time they had intercourse, a 15.4% drop from
2014 (71.4%). Condom use is associated with the prevention of both STis
and unplanned pregnancy (Somerville YRBS, 2016).

« The CHA COPE program for pregnant and parenting teens at the Somer-
ville High School served 19 students in 2014-15 and 21 students in 2015-
16, 12 of whom were new to the program (CHA, Sexual Reproductive
Health Program).

CHART 9: Percent of High School Students who have ever had
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Respiratory Health

Asthma emergency department utilization (LC-38) is an indicator
of poor control of asthma and its triggers and can be a result of dispar-
ities in housing quality and regular health care access. The Association
for Maternal and Child Health Programs explains that asthma related
ED visits are 2 to 3 times higher for Blacks than Whites, nationally.
In Somerville and Cambridge, the Healthy Homes Program of the
Cambridge Public Health Department offers home visits to teach fami-
lies about reducing asthma triggers and lead risks in the home, in order
to neutralize respiratory health and lead exposure disparities among
Somerville youth.

* Since 2004, rates of asthma related emergency department (ED) visits in
Somerville have increased across the three youth age groups shown in
Chart 9 {(MA DPH, Uniform Hospital Discharge Data System Massachusetts
Division of Health Care Finance and Policy).

« According to the Somerville Public Schools records, in the 2016-17 school
year, 352 students enrolled in the district had an asthma diagnosis, repre-
senting 7.1% percent of the district’s students.

Disability

Disability status of children under 18 is a U.S. census category. Chil~
dren with special health care needs have legislated supports and accom-
modations available in Massachusetts through the 504 Plan to help them
participate fully in educational programs.

Students who have documented disabilities impacting their learning
may also be served under the Individuals with Disabilities Education
Act and have an Individualized Education Plan (IEP}. Of Somerville
students, 21.7% are considered students with a disability by the Massa-
chusetts Department of Elementary and Secondary Education (DESE).
The state identifies the graduation rate of students with IEPs as an indi-
cator for success in serving students with disabilities, as does the Healthy

CHART 10: Asthma Related ED Visits in Somerville by Age,
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People 2020 goals (AH-5.2). Adolescents in Somerville with various
disabilities are served in the Somerville Public Schools, in mainstream
classrooms and at Full Circle and Next Wave schools, the districts’ alter-
native junior high and high schools for students who have difficulties
learning in a traditional setting.

= Among the various disabilities on record, in the 2016-2017 school year,
Somerville Public School’s rate for documented emotional disability is
9.4%, developmental delay rate is 10.8%, and specific learning disability
rate is 31.6% (Somerville Public Schools).

« In the 2016-2017 school year, 1% of students in SPS had physical disabil-
ities such as cerebral palsy and 4.6% had health disabilities such as
diabetes or seizure disorder (Somerville Public Schools).

« The state’s target for IEP graduation is 84%, while the HP 2020 national
target is 65%. Somerville falls between the two targets. In 2015-16, 66.2%
of Somerville students with IEPs from the 2015-2016 cohort graduated
(MA DESE).
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Education

Education is recognized as a social determinant of health. The
Healthy People 2020 goals and the Life Course indicators both identify
educational attainment as a lifelong indicator of health and wellbeing.
According to the Association of Maternal and Child Health Programs
(AMCHP), educational attainment is linked to future acute and chronic
health conditions and is a predictor of life expectancy. The education
related Life Course Indicator proposed by the AMCHP is the percent
of 4th grade students meeting proficiency standards in math and reading
(LC-57).If students can meet this standard in 4th grade, it is more
likely they will graduate from high school on time and achieve good
health throughout their lives. Massachusetts Comprehensive Assessment
System (MCAS) is the standardized tool used by Somerville Public
Schools to evaluate students on English language arts (ELA) and math-
ematics. Somerville Public Schools’ 2016 data for 4th grade students
shows that 48% of the students tested advanced or proficient in ELA
while 50% tested advanced or proficient in math. The Office of Disease

Prevention and Health Promotion Healthy People 2020 objectives antic-
ipate that the proportion of students who graduate with a high school
diploma within four years after starting 9th grade will increase to 87%
by 2020. Nationally, 82% of students achieved 4-year graduation in the
2013-14 school year.

* Asshown in Chart 11, the Somerville district 4-year graduation rate in
2016 was 82%, while the state graduation rate was 87.5%. The adjusted
4-year graduation rate, which excludes transfers into the district, at 87.9%
was higher than the state rate of 84.6% (MA DESE).

« The 2015-16 Somerville dropout rate acress all grades was 1.9%, which
is equal to the MA rate in the same year and half the Somerville dropout
rate in the prior year (3.7%) (Somerville YRBS, 2016).

In Somerville, 60.2% of students were considered high-needs in the
2016-17 school year. These students are considered at risk of falling
behind in class work or failing school as a result of living in poverty,
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having a disability, being an English language learner, or entering

high school with limited formal education. In comparison, only 45.2%
percent of students in all of Massachusetts were classified as high needs
the same year (MA DESE).

Given the strong correlation between wellbeing and the ability to
succeed in school, many social factors and family dynamics can impact
academic outcomes. As described in the prenatal and early child-
hood chapter, exposure to Adverse Childhood Experiences (ACEs)
can potentially affect lifelong mental and physical health, with corre-
sponding positive or negative outcomes to one’s overall life success.

The list of ACEs includes physical, sexual, or emotional abuse, neglect,
being a victim of or witness to violence at home or in neighborhood,
parental separation, divorce or incarceration, mental illness or substance
misuse in a child’s household, among others. ACEs are associated with
a wide array of health outcomes, including symptoms of trauma history.

Among Somerville’s many students who may experience ACEs are
students who have come to the United States from other countries,
particularly in instances due to safety reasons. According to United
Nations Children on the Run Report from 2014, the top reasons that
youth cite for fleeing to the United States are: personal experience
of violence (48%), report of abuse at home (22%), and desire to meet
up with relatives who have already immigrated. As a result of their
immigration experience, many students feel anxious and depressed
and report being bullied by their peers. Many of these students have
less formal education than their peers, as well as less medical or dental
care history. Unaccompanied minors and other immigrants at Somer-
ville High School are not the only population in Somerville that have
experienced ACEs. However, these students are among those who
most benefit from culturally sensitive and trauma-informed approaches.
Trauma-informed school environments are those that create a sense of
safety and stability through routines, clear expectations and modeling
emotional regulation. Additionally, such schools promote social
connections and supports to increase positive mediating factors in a

child’s life.

nent. J 's engage-:.
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The Somerville Public Schools has stepped up in recent years to the
challenge of addressing the diverse range of issues that face many high-
need students. These needs can be a barrier to achieving the 4-year
graduation rate national target, yet the public schools are working hard
to insure all school age youth have access to the benefits of education
in this life stage to increase the potential for success later in life. Some
students find achieving a regular diploma can be a challenge. It can be
more developmentally appropriate for some older students to transition
to the adult education program at SCALE to complete the High School
Equivalency Test and achieve an Adult Diploma.

«  46% of Somerville students planned to attend a 4-year college upon grad-
uating when asked in 2016, while 27% planned to attend a 2-year college
and 20% planned to enter the workforce (Somerville YRBS, 2016).

« In 2010, 1% of Somerville students reported wanting to join the military
upon graduation, while 13% reported plans to join the military in 2016.

To better support all students, Somerville Public Schools offer wrap
around services, alternative school experiences at Next Wave and Full
Circle with supportive staffing and a Welcome Center at the high
school for students and their families newly arrived to the United States.
Somerville Public Schools also offers a robust Career and Technical
Education program, vocational education that provides skills training
as well as serving to introduce students to broader career and future
academic options.

It should be noted that Somerville students also have alternative
options to attending the local public school. Prospect Hill Academy
lower grades and middle school are located in Somerville, with the high
school in nearby Cambridge. Parochial schools such as St. Catherine’s
also provide elementary education options. In addition, some portion
of families choose to home school their children, with a vibrant local
network to support these children’s learning.



Social Emotional Learning

In Somerville Public Schools, all pre-k to 8th grade classes utilize
the Second Step program, a developmental curriculum, which teaches
social-emotional skills through the progressive grades. Winter Hill
Innovation School also utilizes the Responsive Classroom program,
integrating social and academic skills building. Such programs have been
shown to facilitate classrooms where all children can thrive and where
attention to social-emotional learning supports academic success.

Closely related and complementary to the Second Step lessons,
Somerville Public Schools is integrating mindfulness practices into
the school day. Kennedy School has implemented a pilot project called
Mindful Mondays, with classrooms and cafeterias, as well as field trips
serving as settings for mindful walking and mindful eating, and mindful
breathing for Kindergarten classes. In preparation for the 2017-2018
school year, additional Kennedy teachers participated in related profes-
sional development sessions to learn mindful practices and how to
implement them with students, as well as how to track and record
outcomes. The 5-year goal is to spread similar training across the district.

Economic Stability

International research suggests that family affluence is related to
youth health. A 2002 article in the Journal of Youth Psychology states
that children who grow up in poverty are at a greater risk for devel-
oping physical and mental health conditions (Barrera, et al.). In order to
measure income related health disparity, the World Health Organiza-
tion developed a Family Affluence Scale, a measure of family wealth for
children and adolescents, to measure the association between economic
status and health in families with children. Currently, Somerville
youth data typically does not have related economic status to allow for
cross-referencing.

= - 23% of Somerville children under 18 were living in poverty as of 2015
. data, an 8.2% increase since 2010 and higher than the Massachusetts level
of 15%

« 43% of Somerville single female-headed households are in poverty, a
2.6% increase since 2010, consistently higher than the state rate.

«  39.4% of Somerville Public School students were considered economically
disadvantaged in 2016-17, a measure based on the number of students
participating in state-administered aid programs including the Supple-

' mental Nutrition Assistance Program (SNAP), foster care, the Temporary
Assistance for Needy Families (TANF) or MassHealth (Medicaid). Among
students in all MA public schools, 30.2% were economically disadvan-
taged in 2016-17. (MA DESE)
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Housing/Housing Security

The McKinney-Vento Act refers to a federal statute, updated by the
Every Student Succeeds Act in 2016, requiring each state to insure that
homeless children have the same access to school, including preschool,
as all other children. School districts cach have a Homeless Liaison, who
implements the services at the local school district level. Transportation
to school, from temporary housing in the Greater Boston region, is one
of the key services provided. Youth Harbors works with unaccompanied
students in Somerville High School who are experiencing homelessness.
According to the SPS Homeless Liaison:

* 94 students who attended SPS reported experiencing homelessness
during the 2016-2017 school year (Somerville Public Schools).

« Additionally, 17 students from other communities who were experiencing
homelessness were housed temporarily in shelters in Somerville during
the 2016-17 school year but continued attending school where they origi-
nally bacame homeless.

Employment and Living Wage Jobs

The Great Recession (2007-2009) shifted the employment market
for teens, dramatically increasing competition for even low-paying jobs
that were traditionally filled by teens and reducing available summer
employment opportunities. Summer jobs programs for youth, such as the
one run by the City of Somerville, are often at the mercy of the current
economy and can therefore vary greatly year by year, but provide valuable
experience and exposure.

Training for future employment options is also important for youth.
'The Career and Technical Education program at Somerville High
School offers 13 different academic and skills building courses of study.
Graduates go on to 4 year colleges, 2 year college, advance trainings or
apprenticeships or directly to the job market. Community trainings such
as the Counselor in Training (CIT) programs offered by the YMCA and
others can be a ladder to employment as a counsclor/camp leader, while
also building leadership and program management skills.
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Food Security

Household food insecurity is an issue for Somerville youth. The
income diversity of school age youth becomes visible in this increasingly
rising area of need. Multiple studies document the links with students’
ability to participate and learn in the face of food insecurity at home.
'Ihe Healthy People 2020 goals address food security by setting a target
that only 6% of houscholds are food insccure by 2020 (NWS-13).
'The national indicator has shown minimal improvement although the
percent of food insecure houscholds has dropped slightly, from 14.6%
in 2008 to 14% in 2014 (ODPHP, 2014). The Somerville Food Security
Coalition, which meets monthly, includes a wide range of city, school
and community stakeholders both local and regional, convening regularly
to advocate for and provide improved access to available healthy food
resources.

= In 2016, for the first time, the Youth Risk Behavior Survey in Somerville
addressed food insecurity by asking students if they have ever gone
hungry due to lack of money at home. 9.4% of students responded that
they had gone hungry, including 18.2% of Haitian Creole speakers and
10,3% of Spanish speakers {(Somerville HS YRBS, 2016).

« In 2015, 19.4% of Somerville households with children under 18 were
utilizing Supplemental Nutrition Assistance Program (SNAP) benefits,
and the median household income of this group was $17,396 (American
Community Survey).

« Between 2010 and 2015, the percentage change for female-headed
families with children using SNAP was a 44.6% increase, representing 658
households. :

+ The statewide calculator for SNAP gap estimates that as of 2016 data, 61%
of those who are income eligible for SNAP in Somerville are not accessing
these available financial benefits (Food Bank of Western Mass).

Currently, children born in the U.S. or who have a green card may be
cligible for SNAP. It should be noted that SNAP is not considered a



ape Up Somerville

public charge, defined as an individual who is likely to become primarily
dependent on the government for assistance. Over 60 locations in
Somerville, including grocery stores, corner markets, Farmers Markets
and the Somerville Mobile Farmers Market accept SNAP benefits. The
state-wide Healthy Incentive Program launched in summer of 2017 to
provide additional financial supports for SNAP beneficiaries to purchase
fresh produce from Massachusetts farmers.

'The Somerville Public Schools have developed multiple programs
to address food insecurity among youth. All Somerville public schools
provide free in-school breakfast (AH-6). In 2014, the non-profit Somer-
ville Backpack program started to provide food for students, identified
by the schools, for over the weekend. This public-private partnership
program started small at just a few schools, but has expanded to 9
Somerville Public Schools and served 291 school aged children as well
as homeless youth in the 2016-2017 school year. Food for Free has also
developed a Family Meals program, providing 230 free frozen balanced
meals that are available at several Somerville locations to address food
emergencies. Prospect Hill Academy also offers a backpack program for
children in their two Somerville based schools.




Natural and Built Environment

Home Environment

A safe environment is essential for youth and adolescent health.
Natural resources and the built environment can either pose risks to
health or promote good health. Studies of the links between housing and
children’s health indicate that quality of housing has more impact than
other housing factors such as affordability, stability or ownership. Poor
quality housing was identified as a predictor of emotional and behavioral
issues in children, largely due to the impact on parent stress (Coley, et al.,
2013).

Secondhand environmental smoke exposure is magnified when a child
or adolescent is within a confined space, such as a home, with a smoker.
This exposure in the home (I.C-28) can lead both to many of the same
conditions that smokers are at risk for and to new cases of asthma in
youth, which is why it has been identified as a leading Life Course Indi-
cator for health. Household asthma triggers include smoke exposure,
pets, dust mites and mold.

* InSomerville in 2014 and 2015 respectively, 29% of high school students
and 24% of middle school students reported that they lived in a house-
hold in which there was a smoker other than themselves. White students
reported secondhand smoke exposure at the highest rate (32.3%)
(Somerville HS and MS YRBS, 2014 & 2015).

Transportation

Children who become accustomed to walking or biking to school will
easily meet recommended levels of daily physical activity and build life-
long habits of active transportation. It is the role of a ity to provide safe
transportation infrastructure for drivers, pedestrians and cyclists. Somer-
ville is committed to providing safe ways for students to walk and bike to
school. In June 2017, the Winter Hill Community Innovation (WHCI)
School was awarded a bronze “Safe Routes to School” award from the
Massachusetts Department of Transportation (Jessen, K., 2017). WHCI

was one of 80 schools and organizations in the state to receive the award.
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In 2nd grade, Somerville Public Schools offer pedestrian safety
courses, and the schools teach bike lessons to all Sth grade students,
which focus on bicycle riding, safety and the rules of the road. The
lessons began in 2010 with the Cycle Kids curriculum which was
donated to Somerville thanks to a New York Foundation grant. The
program has helped improve bicycle safety among Somerville youth, as
more middle school students in all grades reported wearing a helmet
most of the time or always, when riding a bike, in 2015 than in 2007.
Still, 36% fewer 8th graders wore their helmet than 6th graders in 2015
(Somerville MS YRBS), and it may be necessary to continue to address
helmet use as students become further removed from the Cycle Kids
curriculum. Massachusetts law requires anyone age 16 or younger on a
bicycle to wear a helmet.

Access to Nature and Qpen Space

The availability of open, natural spaces is important for child and
adolescent health and development. Air quality is improved by urban
forestry. Open spaces set apart from heavy traffic can offer a respite
from the pollution caused by car emissions and makes physical activity
fun and convenient for youth. In Somerville, the urban trees, patks,
community gardens and the Mystic River Watershed are valuable natural
resources. Under Mayor Curtatone, the City has renovated 17 parks and
added four new parks, increasing the city’s open space inventory by 2.05
acres since December 2012. There is a total of 32 playgrounds in the
city. Additionally, in 2016, Upper Mystic Lake (site of a popular state
managed swimming beach) was awarded an A+ rating by the Mystic
River Watershed Association and the Mystic River was awarded ratings
of A- for water quality related to swimming and boating safety measures
(Bender, E., 2017). These improvements in the city’s surrounding envi-
ronments allows for increased use of open space for land and water
recreation. The Gentle Giant rowing program and the canoe and kayak
rentals at Blessing of the Bay Boathouse increase the recreational and
physical activity options for youth and families with children to explore
the local natural areas by boat.



Environmental Health

Environmental impacts on health can lead to a variety of negative
health outcomes. An issue impacting Somerville is the introduction of
ultrafine particles to neighborhoods in close proximity to Interstate 93.

Such exposures have been linked to elevated levels of asthma, respiratory

infections and heart disease. These outcomes disproportionately affect
those living in the 1-93 area. Young children are vulnerable to cumula-

tive impacts of local air pollution, especially if they are also experiencing

secondhand smoke or other allergens in the home environment.

Social and Community Context

Historically, Somerville has been a welcoming city for immigrants,
serving as a gateway community for new arrivals from around the world

who settled and made this their home. National changes in immigration

policy since 2017 have highlighted the sanctuary status that commu-
nities such as Somerville strive to offer to all residents, regardless of
immigration status. The Somerville School Committee passed a reso-
lution confirming the commitment to providing a safe learning envi-
ronment for all students. From a public health perspective, addressing
the perceived safety or related threats and providing knowledge and
resources in a supportive environment is preventative particularly for

mental health and wellbeing for all residents, especially youth.

Older students are beginning to change their social relationships,
building more connections outside of the family in community and
non-school settings. In Somerville, there are over 50 identified agencies
providing youth development services and a Somerville Youth Workers
Network.

For those interested in identifying supports and better understanding
social and community resources in service of a healthy childhood and
adolescence, the online Somerville Hub offers a broad range of links for
families and children. SomerPromise, the City’s cradle to career initia-
tive, has gathered this information into one location. The Hub is also

il

'The availability of open, natural spaces is important
for child and adolescent health and development.

In Somerville, the urban trees, parks, community
gardens and the Mystic River Watershed are
valuable natural resources. Under Mayor Curtatone,
the City has renovated 17 parks and added four new
parks, increasing the city’s open space inventory by
2.05 acres since December 2012. There is a total of
32 playgrounds in the city.

a repository for resources such as those developed through the PEP
project, so families can have access to materials related to community
wide initiatives. More directly, SomerPromise has also offered wrap-
around services, especially at the High School, with an emphasis on
youth who have recently arrived to Somerville and may have limited
formal education.
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Race
It is important for school aged youth to feel safe during their daily

routines in order to be productive in school and avoid undo stress and
anxiety. However, in some communities, students face social exclusion
based on race, disability and gender or sexual orientation. The Life
Course Indicators seek to understand the impact of discrimination in
childhood, specifically on the basis of race (I.C-14), on futhire health and
wellness.

« In Somerville, 15.2% of Black middle school students worried during
2014-15 about being treated different based on their race or ethnicity
(Somerville MS YRBS, 2015},

» 10.7% of high school students felt much less safe or somewhat less safe as
a result of having police officers in their school in the 2015-16 school year
(Somerville HS YRBS, 2016).

The City of Somerville strives to be as inclusive as possible and to
reduce incidences of discrimination. In order to aid youth and families,
the public schools have made available fact sheets in 14 lan‘guages on
immigrant rights and support for minorities on the SPS website. Somer-
ville is also one of the 89.8% of schools nationwide, and am‘ong 96% in
MA, which explicitly prohibits harassment on the basis of 2 student’s
sexual orientation or gender (AH-9).

Social Inclusion
In a political climate which challenges not only rights around immi-
gration status, but also sexual and gender orientation, the presence of
groups such as the Gay/Straight Alliance supporting LGBTQ youth are
critical social supports. The shift at Somerville high school’s prom to a
“royalty couple”versus king and queen titles to be more inclusive, led to
the first same-sex couple being awarded that honor in 2017.
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Social Safety Network/Social Support

It is important that students have a social safety network to guard
against the negative impact of bullying and discrimination. lhe Healthy
People 2020 goals prioritize the intent to increase the proportion of
adolescents who have an adult in their lives with whom they can talk
about serious problems (AH-3.1). This is also one of the five target areas
of America’s Promise Alliance for youth, a national organization with
which Somerville is affiliated. In 2014, 79.3% of adolescents nationally
were thought to have an adult to talk to, while the 2020 goal is that more
than 83.2% of adolescents will be able to talk about serious problems
with an adult.

* 80% of Somerville high school students had an adult to talk to outside of
school in 2016, while 64.4% reported having a teacher or adult in school
with whom to talk (Somerville HS YRBS, 2016).

» 16.1% of female and 8.4% of male students met with a school counselor
in 2016, while 19.1% of females and 10.8% of males met with a therapist.

Social Media

'The year 2012 was a milestone in social media’s impacts on the culture,
as it was the year that a Pew report identified as when nearly 50% of
Americans owned a smartphone. Based on the most recent Pew report,
in 2017, over 77% of Americans have a smartphone and 95% have some
kind of cell phone. Research indicates that distinctions between gener-
ations has changed and that access to social media and its related tech-
nologies has created greater differences across shorter periods (Mobile
Fact Sheet, 2017). Today’s high school seniors and/or their familics, have
likely had access to a smartphone or other interactive communication
and information technology for most of their teen years. “Screen time”
used to refer to hours spent watching television. Then the term came to
include cable and MTV or video games, followed by computers being
added to the list, and most recently smartphones and tablets.



'The social landscape shifted with the advent of Facebook, Twitter,
Snapchat and other social media platforms. Instant, and sometimes
temporary, interactions via social media have superseded many live, face-
to-face interactions. Families and communities, and often youth them-
selves, are struggling with how to manage the impacts of social media,
especially on young people who are developing their social foundations.
Safe communications and online etiquette and standards of behavior
are not universally in place to protect young people from the rise of new
phenomena such as cyber-bullying, which is showing up in the youth
survey data. This engagement with social media may have some positive
impacts, as reportedly nationwide sexual activity in teens has decreased.

Violence (Neglect, Domestic Violence, Sexual Abuse, Bullying)

'The local Department of Children and Families (DCF) Office
covers Burlington, Cambridge, Somerville, Winchester, Wilmington,
and Woburn. According to this office, of these towns, Somerville has
the highest number of open cases accounting for 26-30% of the total

number, comprising approximately 126 cases as of December 2016. A
case can include multiple children of varying ages and at times multiple
families depending on the complexity of the case. This number includes
cases that are involved through Care and Protection (C&P), Child
Requiring Assistance (CRA) and Voluntary cases. Increasingly, more of
the DCF cases are related to substance use by parents.

Somerville Police data indicates the domestic assault rate was lowest
in 2013, yet that was also the year the highest numbers of juveniles were
involved. Witnessing domestic violence is one of the adverse childhood
experiences (ACEs), which if accumulated, can have negative impacts on
health and wellbeing in later life.

= According to Chart 12, most experiences of violence among Somerville
youth became less common between 2010 and 2016. However, more
students reported being mistreated for not being masculine or feminine
enough in 2016 (8%} than 2010 {6%) (Somerville HS YRBS, 2016).
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« Comparison data shows that male Somerville students were more [ikely
(17.7%) than female students (7.8%) to engage in a physical fight outside
of school in 2016.

+ More comparisons show that students identifying as Asian or Pacific
Islander were most likely to report verbal or emotional abuse from a
family member (21.19%) in 2016.

« When asked about physical or sexual violence by a date, girls reported
dating violence (3.8%) at over twice the rate that boys did (1.4%) in 2016.

+ Non-domestic violent incidents involving youth, such as robbery and
assault, are tracked by the Somerville Police Department. Between 2010
and 2016, the number of such incidents ranged from a low of 27 in 2013,
to a high of 56 in 2011 (Somerville Police Department data;.

Bullying is a common form of violence among teenagers, which is
especially prevalent within schools and may lead to decreased academic
achievement and mental health problems among teens who are bullied.

* Among the 282 high school students who reported that they witnessed
bullying in school in 2016, 125 (44%) students did nothing and 8 {3%)
joined in (Somerville HS YRBS, 2016.)

= 1n 2015, 11.3% of White middle school students reported being bullied in

school or on the way to school and 9.5% reported being bullied electroni-
cally, the highest rates among all races.
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Community and Civic Engagement

The Association of Maternal and Child Health Programs stresses
the importance of social capital in lifelong health. Social capital is built
of civic engagement, norms of reciprocity and trust in others. Youth
and adolescents can build social capital and lifelong networks through
engagement in extracurricular organizations. According to a study
published in the Journal of Youth and Adolescence (Chan, Wing Yi et
al.}, civic engagement among adolescents is related to higher life satis-
faction and educational achievement as they emerge into adulthood. In
the study, non-Whites and high-risk youth who were civically engaged
during adolescence engaged in less criminal activity in adulthood. Civic
engagement in youth is so important to the Office of Disease Prevention
and Health Promotion that it is stated as a Healthy People 2020 goal to
increase the proportion of adolescents who participate in extracurricular
and/or out-of-school activities (AH-2} to 90.6%.

» At Somerville High School, participation in sports teams, academic clubs
and music or theatre showed a gradual increase between 2010 and 2016
(Somerville HS YRBS, 2010-2016).

« Slightly fewer students participated in student council, community
service and community groups (faith based, political, etc.} in 2016 than
didin 2010.

« The most popular extracurricular activity among Somerville high school
students in 2016 was sports teams, in which 53.5% of high school
students were engaged.

« In 2016, Hispanic/Latino high school students in Somerville were the least
represented group in every type of extracurricular activity on the Somer-
ville YRBS Survey, with the exception of sports teams where it was only
slightly less.

« For the majority of organized social groups in 2016, students who identi-
fied as Asian or Other were the most represented, with the exception of
sports teams where Black students were the most likely to participate.
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Prenatal & Early
Childhood (Birth-4 yrs)

Early Adult

Introduction

he early adult period, for the purposes of this report, is defined
as 18-24 years of age and is often described as a time of tran-
sition and change. Development is still very much in progress,
not only physical maturation, but also emotional, cognitive
and social. Literature refers to this stage of life as the “formative years,”
encompassing the shift from adolescence and the making of choices that
transition one to adulthood.

The circumstances for this life stage have shifted dramatically since
prior generations, due to new demands on this population’s time and
attention that compete with the establishment of their independence,
carcers and social networks. From a public health perspective, the early
adult period can be a time of higher risk, with less attention to health
supporting behaviors such as good nutrition, exercise and timely medical
or dental checkups. There is also a greater threat of health disrupting
behaviors such as increased substance use, poor eating patterns, greater
stress and lack of sleep. Changes in daily routines and schedules, social

media and social networks, and larger economic and societal and political -

systems can all have an impact on early adults when they tend to be both
resilient and vulnerable. The outcomes of negative behaviors can manifest
in many ways including obesity, which is increasingly present in early
adult years. Mental health issues are also likely to emerge in these years,
making this time of transition harder than it already is for many. Cumu-
lative experiences and exposures during childhood may begin to manifest
as health issues, especially related to mental health and substance use.
Foundational health behaviors established during early adult stage of life
can impact health later in life, and for those who are future parents, the
health of their children.

It is noteworthy that the stage of life often recognized as a time of
transition to full adulthood and its markers such as careers, marriage and
starting a family or purchasing a home has shifted for many from the
early adult life stage to the young adult life stage (age 25-39). Individual
and population health investments in this age group, as individuals move
through this prolonged transition stage, can foster both immediate and
lifelong improved health and wellbeing outcomes. Creating a healthy
early adult population can have positive influences on the workforce, a
critical component of filling the void created by retiring baby boomers.

Development is still very much in progress, not only physical maturation, but also emotional,
cognitive and social. Literature refers to this stage of life as the “formative years,” encompassing
the shift from adolescence and the making of choices that transition one to adulthood.

School Age /
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{18-24yrs)
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Demographics, age specific

The Somerville population in this age range (18-24) decreased from
17.4% of the population in 2010 to 14.1% in 2015, but still remains
higher than the MA rate of 10.4%. The 20-24 year olds alone comprised
11.3% of the Somerville population based on the 2011-2015 estimates
(American Community Survey). As seen in Map 1 above, this age
group is fairly well distributed across the city. With the close proximity
of universities such as Tufts, Harvard and MIT, Somerville has a long
history of supporting 2 large college population. Increasingly, early adults
from long-time Somerville families find it hard to afford to stay in the
city and have their own place to live due to rising housing costs; this may
account for some of the decrease in this population.
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Access to Health Care

Health Insurance Coverage

Of the 18-24-year-old cohort within the Somerville population, 4.7%
had no health insurance, based on American Community Survey data
from 2010 to 2015. Of the 95.4% with health insurance coverage, 82.4%
had private insurance and 13% public health coverage. The Affordable
Care Act of 2010 allowed parents to continue coverage for children up to
age 26, which has had a significant impact on access for this age group.

Primary Care Provider

This age group is the focus of a national initiative to improve the
transition out of Pediatric Primary Care to adult Primary Care Providers.
Young people who have chronic conditions or diseases can find this

. transition extremely challenging. To engage with this age group, most



health providers now provide online access and communications through
web-based systems, intended to increase access and transparency across
the generations. This is also an age when primary care integration with
behavioral health is important, particularly for those with a mental
health diagnosis, substance use disorder, special health care needs and/or
cognitive disabilities, as individuals shift from the support system of the
local schools out into broader society. In 2015, CHA provided primary
care to 1,190 Somerville residents age 19-24 years.

Immunization

Vaccination guidelines from the CDC include Tdap, HPV, Meningo-
cocal conjugate vaccine and annual flu vaccine for this age cohort. Data
on immunizations for this age group is not readily available. Enrollment
policies at surrounding universities and higher education institutions
require immunizations and might be the best source of local trend date
to improve efforts of measuring the compliant immunized popula-
tion. Some infectious discases such as mumps and measles, which were
thought to be almost cradicated through immunization cfforts, have
been reappearing, especially in colleges, where there are high numbers of
early adults living in close proximity.

Oral Health

There is some indication that as medical and dental check-up respon-
sibility falls to the individual, compliance decreases. This is especially
evident for preventative visits, including the dentist (LC-05). Often
this is the age when wisdom teeth develop and should be monitored by
dental professionals. The advent of wisdom teeth can trigger the need for
dental surgery, which can be expensive and out of reach financially for
many. For some, removal of wisdom teeth and other dental surgery may
be the first exposure to prescription pain medications, which over recent

decades have included opioids.

Ages 18-24

Behavioral and Mental Health

Behavioral and mental health, a nuanced and culturally complex
subset of health, has gained legitimacy as a medical condition due to
advocacy efforts to reduce stigma. As a result, there is now greater focus
on the area of mental health and its connections with health overall. The
National Alliance on Mental Illness ((NAMI) serves as “a vital resource
for individuals and families facing the challenges of mental illness,
providing free mental health family-based education, famdy and peer
support and grassroots advocacy.”

According to a 2014 report from the Substance Abuse and Mental
Health Services Administration (SAMIISA), adults ages 20-24 are two
times more likely to have a substance use disorder and also have higher
rates of co-occurring mental illnesses than adults over age 26. Identifi-
cation and treatment are currently pressing issues with many younger
adults experiencing unidentified mental illness. In 2014, 11.4% of all U.S.
younger adults received mental health services. Mental illness can be a
challenge for early adults with regard to employment, residential stability
and education (Serious Mental Health Challenges, SAMHSA, 2014).
For this age group, programs such as CHA's initiatives to address the
needs of those with serious mental illness, such as early-onset psychosis,
can provide age appropriate supports and services.

Due to the frequency of co-existing mental health diagnosis and
substance use disorder, many prevention recommendations focus on
increasing social/emotional awareness and coping early in life as a means
of preventing substance abuse later in life. National and local efforts
have increased to create peer support groups, create policies to regulate
alcohol and drug consumption, increase positive social interactions,
increase screening and involve communities in supporting recovery. This
shifting framework is intended to improve overall health outcomes in
the population by increasing individual agency and decreasing stigma
(SAMSHA). Cultural norms around mental health and culturally influ-
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enced coping styles are important to consider in terms of mental health
promotion and treatment. Cultural differences and even taboos related
to mental health can create camulative stress, adding to the burden of
coping with mental illness.

Immigration policies that increase the risk of deportation and/or limit
rights and access to basic services are potential risk factors for immi-
grants’ mental health in general. Changes in U.S. immigration policy
over time have created an unstable base for early adults who grew up in

] S
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the era of Deferred Action for Childhood Arrivals (DACA) and more
recent changes in enforcement of immigration regulations are creating
an inconsistent experience of being welcomed, and then not. Preliminary
research indicates that the change in immigration status conferred by
DACA was positive for the mental health of the nearly 790,000 19-36
year olds who were eligible and registered in the available window,
particularly decreasing reports of psychological stress (McKee and
Stuckler, 2017). Uncertainty around policy changes related to immigra-
tion status, such as IDACA and Temporary Protective Status, can increase
stress potentially impacting mental health.

Mental Health

There can be many factors that make the mental health of early adults
particularly tenuous, such as facing the expected challenges of estab-
lishing a career, securing housing and developing lifelong relationships.
Larger external forces also have an impact, such as the 2007-2009 Great
Recession’s changes in the economic situations affecting the transition
from carly adulthood, or changes in immigration policy that affect the
options for youth who arrived in the U.S. as children. Early adults may
be especially vulnerable to racial, social and economic inequities, making
this period even more stressful. Prior expectations and aspirations
regarding independence are challenged by the high cost of living and
stagnant wage growth in the region, making it more likely that adults of
this age are sharing housing or still living at home and/or dependent on
their families financially, potentially adding to overall stress.

Research indicates that when communities adopt “through any door”
models of providing resources, individuals are more comfortable in

-asking for help and more likely to access services. Such a model is one in

which individual service providers are part of a network of care designed
to prioritize client needs and in recognition of the interconnectedness
of factors that support wellbeing. An example of this is when a mental
health provider makes referrals for needs such as housing, jobs or phys-
ical health screenings in order to support the overall wellbeing of clients.



CHART 1: Mental Disorder Related ED Visits for Adults Age 20 to 24
in Somerville, by Race (2004-2012, 3-Year Averages)
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» According to Chart 1, the 3-year averages of the rate of emergency
department (ED) visits due to mental health related disorders for Somer-
ville adults age 20-24 were higher, for all races, in 2010-2012 than in 2004-
2006. Between 2004-2012, the rates of emergency department visits were
comparable for females and males, and highest for Blacks, non-Hispanic.
{MA DPH Uniform Hospital Discharge Dataset System {(UHDDS))

« Additional data shows a general decline in the rate of hospitalizations due
to mental health disorders for Somerville adults 20-24, over the period
from 2004-2012, while the rate for MA overall was higher than Somerville
and demonstrated a gradual increase.

« In contrast to emergency department visits, mental health disorder
hospitalizations rate, in adults age 20-24 between 2001 and 2012, were
generally higher for Black, non-Hispanic and Hispanic/Latino. This was
particularly noted in the 2010-2012 3-year averages which showed White,
non-Hispanic rates decreased while rates for Black, non-Hispanic and-
Hispanic/Latino showed dramatic increases - almost double the rate for
Whites. Data for Asian/Pacific Islander, non-Hispanic was at non-report-
able levels for the time period.

Ages 18-24




Substance Use Disorder/Addiction

Alcobol

Research shows that the heaviest periods of drinking in many people’s
lives are in their late teens and early twenties. This a time when binge
drinking (consumption of excessive alcohol in a short time span, typically
considered 5 or more drinks) or heavy drinking (consuming 5 or more
drinks in a row, 5 or more times in a month) are more common. Young
people are in different social settings, meeting new people and making
their own decisions; as drinking is a common social lubricant, such
behaviors provide some context for the increased use. Mixing drinking
and driving has potential deadly consequences; 30% of 21-24 year olds
who died in traffic accidents tested positive for alcohol in 2014 (National
Highway Traffic Safety Administration). A. recent study found links
between binge drinking and depression, with romantic relationships as
a facilitating or mitigating factor (Holaway, Umberson, and Thomeer,
2016), dependent on gender variables.

* Asseen in Chart 2, during the eight years between 2004 and 2012,
alcohol/substance related emergency department visits decreased for
White, non-Hispanic residents but increased for Hispanic/Latino residents
in this age group. No data exists for Black, non-Hispanic residents from
2010-2012, but from 2004-2009, the rate of alcohol/substance related
emergency department visits decreased very slightly for Black, non-His-
panic residents. (UHDDS)

« Hospital admissions, related to alcohol or substance abuse treatment rates
for Somerville adults ages 20-24, were significantly lower than the state
levels from 2002-2013. {MA DPH Bureau of Substance Abuse Services)

* According to Chart 3, from 2009-2012, the opioid injury related hospi-
talization rate for adults age 20 to 24 was lower in Somerville than the
statewide rate. (UHDDS}

Risks associated with narcotics overdoses include death and injury.
Over the last few years, Somerville has similar narcotics overdose trends

to those found state-wide.
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CHART 2: Alcohol/Substance Related ED Visits for Adults
Age 20 to 24 in Somerville by Race/Ethnicity
(2004-2012, 3-Year Averages)
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CHART 3: Opioid Injury Related Hospitalizations for Adults
Age 20 to 24 (2002-2012)

1200 —A— Somemville —&-MA

1023

954

1000

800 1

600

400 1

Age Specific Rate per 100,000

200

[v] T T T T T T T T T T 1

2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012
Source: MA Division of Health Care Finance and Policy Uniform Hospizal Discharge Crataset System (UHDDS)

From 2014-16, 13% of fatal narcotics overdoses and 229% of non-fatal over-
doses in Somerville were among people aged 16-2S. (Somerville Fire and
Police, COHR Narcotics Misuse Master Database)



+ OQverall, in Somerville, the number of both non-fatal and fatal overdoses
from narcotics rose sharply from 2010 to 2016. Based on estimates from
Police and Fire records (some months may be missing}, the number of
non-fatal overdoses for narcotics increased from 96 in 2010 to 191 in
2016. Fatal overdoses for narcotics rose from 3 in 2010 to 21 in 2016, with
the sharpest increase starting in 2014. The introduction of fentanyl into
heroin supplies is associated with increases in statewide deaths. {(Somer-
ville Fire and Police)

* Preliminary Somerville data from 2017 shows slight decreases in the
number of non-fatal and fatal overdoses.

Tobacco

Regional data for all adults over 18 years, from the Massachu-
setts Department of Public Health’'s Community Health Information
Profile on Diabetes risk factors, for the greater Cambridge/Somerville
Community Health Network Area, (2005-2013), indicate the local rate
of smoking was 10.2% for males and 9.3% for females. In 2016 school
health surveys of Somerville teens showed that only 5.3% of high school
students had smoked during the past 30 days, and 6.8% used e-ciga-
rettes, much lower than the regional level for adult smokers. E-cigarettes
are one of the nicotine delivery products especially marketed to young
people that has changed the tobacco landscape in recent years.

In the early adult age range of 18-24, national statistics from the
CDC report that 42% of adults of this age with mental illness are
smokers. Overall, Massachusetts smoking rates for all adults with mental
illness is 30-34%. In 2013,a SAMHSA report highlighted the linkage
between smoking and mental illness or substance use disorder. Based
on 2009-2011 National Surveys on Drug Use and Health, it was deter-
mined that adults with any mental illness or substance use disorder, who
represented 24.8% of the total adults, were responsible for 40% of all
cigarettes smoked in the U.S. (Smoking and Mental Illness, SAMHSA,
2013). The cumulative risk factors of being low income, living in stressful
conditions, and smoking —on top of mental illness—makes quitting more
diffhicult and challenging for successful cessation programs.

Ages 18-24

Reducing smoking is considered a public health success, yet the
reduction is not evenly distributed across income or education levels.
According to the CIDC, cigarette use is higher than the national average
among those with lower formal education levels and those living below
the poverty level; specifically, the smoking rate remains about 40%
among those with a liigh school equivalency certificate (Cigarette
Smoking, CDC, 2017).

Physical Health

Obesity

Massachusetts’ rate for obesity among 18-25 year olds was low at
10.6%, based on 2015 data as reported by The State of Obesity, a project
of the Trust for America’s Health and the Robert Wood Johnson Foun-
dation. Regional data for all adults over 18 years, from the Massachusetts
Department of Public Health (MA DPH Community Health Infor-
mation Profile Diabetes Risk Factors), indicates that within the greater
Cambridge/Somerville community health network area from 2005-2013
for all ages the obesity rate was 22.3% for males and 15% for females,
with overweight rates for males at 59.3% and for females at 40.3%.

Behavioral risk factors can help predict future health outcomes.
Limited data is available locally, but the four risk factors listed in Table
1 are related to risks for obesity and cardiovascular disease. Early adults
may be part of a trend towards increasingly sedentary lifestyles, possibly
due to the fact that social media has been part of their lives since child-
hood. More than 20% of Somerville adults, based on 2014 data from

Somerville MA

TABLE 1: Select Behavioral Risk Factors,
Somerville and MA residents age 18+

No leisure-time physical activity 202 19.7
Obesity 248 23

High blood pressure 278 275
High cholesterol 314 326
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the Selected Behavioral Risk Factors, have no leisure time physical
activity. In addition, a 2005-2013 study of diabetes risk factors among
regional adults over 18 revealed that only 28.5% of males and 37.5%

of females reported eating 5 or more servings of fruits and vegetable in

a day (MA DPH CHIP Diabetes Risk Factors). It has been proposed
that increasing the consumption of fruits and vegetables, perhaps by
government incentive subsidies, could most effectively help reduce health
disparities and improve health outcomes.

For young people ages 18-25, entrance to the military can be a poten-
tial path to advancement for economically disadvantaged youth, but
requires passing a physical exam. In 2016, the U.S. military reported
that close to 8% of active duty personnel were overweight or obese,
an increase of 1.6% since 2001. The highest rates were among women,
Blacks, Hispanics, older members and those working in health-related
jobs. These rates are still much lower than for the U.S. population in
general. Failure to meet fitness standards, due to lack of physical activity
or obesity is increasingly creating a barrier to young people joining the
military service, with 62,000 applicants failing due to weight between
2006 and 2011 (Tilghman, 2016).

CHART 4: Asthma Related Hospitalizations for Ages 20 to 24 Years
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Respiratory Health

Data on asthma related hospitalizations for ages 20-24 by race is not
consistently available. For those years when it is, however, Somerville
shows similar trends to MA in higher rates for Blacks and Hispanics,
though data is not sufficient to indicate the magnitude of the difference
by race. (UHDDS)

* Since 2002, the rate of asthma related hospitalizations rates for early
adults has been consistently lower in Somerville than Massachusetts,
according to Chart 4. (UHDDS)

Sexual and Reproductive Health

In 2016, 59 women in this age group residing in Somerville gave birth,
a decrease from 2012, when there were 79 births in this cohort. For those
not wanting to start families yet, reproductive health care and family
planning services is important and may be some younger people’s only
connection to the health care system.

Sexual education for young people in Somerville is an important
tool for keeping residents throughout the life stages safe from Sexually
Transmitted Infections (STIs) and unwanted pregnancy; however, it is
important that education and access to resources is ongoing throughout
adulthood. There has been a national increase in STTs, and in 2015 total
cases nationally were at an all-time high. To slow the transmission of
STlIs, it is important that sexually active early adults are screened annu-
ally, especially for chlamydia, syphilis and gonorrhea. National guide-
lines are for all sexually active women under 25 to be screened yearly
for gonorrhea (CDC, Sexually Transmitted Disease Surveillance, 2016).
Recent developments have shown increasingly drug resistant strains of
gonorrhea showing up in the U.S., making treatment more challenging
and prevention even more important. Also critical is that healthcare
providers are LBGTQ friendly, with services to meet the needs of all
gender and sexual orientations to insure safe access to health care for
young people regardless of their orientation.



600 e

500 -

HOO = s

300

200 -

CHART 5: Incidence Rates (New cases) of Sexually Transmitted Infections (2002-2015)

100

Somerville Somerville

Chlamydia

Source: Division of ST Prevention, Bureau of Infectious Disease and Laboratory Sciences, MA DPH

Gonorrhea

Somerville

Syphillis

MA

22
24
Ea
|
-
-]
=
=)

2005
2006
2007
2008
2009
2010
2011
2012
2013
2014
2015

As seen in Chart 5, there has been an ove
rate of new cases per year of chlamydia, g
ilis among Somervilie residents of all ages :
incidence rate of each of these three STis
between 2005 and 2015 and most currentfy
indicates they are occurring at higher levei:
statewide. {CDC, Sexually Transmitted Dis
2016)

National data, not pictured above, shows
ages 15-24 accounted for almost two-thir
noses and half of gonorrhea diagnoses in

From 2014 to 2015, nationally reported co
{which occurs when the infection is trans
nant mother to her baby) increased by 6%.




iy

-

TABLE 2: Top Causes of
italizations {2010-2012)

All Causes in Somerville: n=732

Early Adult (20-24 years)
All Causesin Somerville:n=6
**For each of the Top 5 Causes,

there was ane death from 2010-
2012

=

§ Top 5 Causes Somerville*®

S

Age-specific rates per 100,000

5 s

Top 5 Causes Massachusetts*

Age-specific rates per 100,000

1. Mental Disorders: All

607.3

1. Mental Disorders: All

1098.5

2. Digestive Systemn Disease: All

2856

2. Respiratory: COPD, All {Related)

661.3

3. Respiratory: COPD, All {Related)

278.4

3. Respiratary: Asthma Related

639.8

4. Respiratory: Asthma Related

263.9

4. Injuries: Opioid

633.0

5. Injuries: Opioid

206.1

Age-specific rates per 100,000

5. Digestive System Disease: All

Top 5 Causes Massachusetts

4905

Bladder Cancer

386

1. All Paisoning Injuries

Suicide

36

2. Motor Vehicle Related Injuries

All Poisoning Injuries

36

3. Opioid Injuries

Suffocation

4, Homicide

Asthma

R et R S Aol o

fasss &

5. Suicide

L i

Data Source: Uniform Hospital Discharge Data System Massachusetts Division of Health Care Finance and Policy, MDPH (MassCHIP).
The source file is maintained as a zip code based file; 3 year average estimates 2010-2012

Notes:

Related includes secondary and primary diagnoses
*Excluded chifdbirth, pregnancy, pueperfium in Causes of Hospitalization ranking

Mental disarders are not detailed individually via MassCHIP

Chronic Obstructive Pulmonary Diseases {COPD) include: Bronchitis (chronic and acute); Emphysema; Asthma; Bronchiectasis; Axtrinsic allergic alveolitis and Pneumonitis

Please note that within some groupings/classifications may overlap and be counted mare than once within the rankings

Digestive System Diseases: Diseases of aral cavity, salivary glands, jaw, esophagus, stomach, appendix, intestines, liver, gallbladder, pancreas

All poisoning injuries include: Unintentional and intentional poisoning by self or other from chemicals or noxious substances, including prescription or recreational drugs, alcohol, solvents, vapours, gases, pesti-

cides, and biological substances.

Suffocation includes: Unintentional and intentional strangulation or obstructed airway by self or other from foad ar other object; accidental mechanical suffocation.

Injuries: Opioid includes: Non-fatal Opioid-related associated with Opioid abuse, dependence and/or poisoning (overdose)




Hospitalizations and Deaths

= AsseeninTable 2, the top five causes of hospitalization in Somerville
were the same as in the state as a whole, although in a different order.

= The rates of hospitalization for the top 5 causes in Somerville are lower
than for the top five causes in Massachusetts including the rate of hospi-
talization for opioid injuries, which is three times higher in Massachusetts
than in Somerville.

« A limited number of early adults died in Somerville during the 2010-2012
period studied, leading to insufficient data to make generalizations about
the top causes of death.

- AsseeninTable 3, the top 5 causes of death in Somerville occurred at
significantly lower age-specific rates per 100,000 than in Massachusetts.

Disability

Young people with disabilities may stay engaged with the public
school system through the age of 21, under federal law. This extra time
may provide additional opportunities for them to gain transitional life
skills and work experience. Research indicates that paid employment
prior to leaving school is one of the best predictors of later employment.
Other factors impact the success of students with disabilities as they
shift into adult non-school settings, including parental expectations.
According to 2 CDC study on wellbeing measures in the U.S., piloted
in three states, adults with disabilities were the most likely population to
experience challenges with mental wellbeing. (Kobau et al., 2013)

Housing for those in the early adult years who have a disability may
be challenging. The majority of individuals in this category live with
parents or other family members, as options are limited. Continued
dependence on parents for housing can impede potentially desired prog-
ress toward development into independent adulthood.

Ages 18-24

Education

Access to college immediately or soon after high school graduation
sets up early adults to complete higher education before they start 2
family, and it opens doors to higher earning positions for all people
in the family, regardless of stage of life. Among 2015 graduates of the
Somerville school district, 70.7% attended college, according to the
Massachusetts Department of Elementary and Secondary Education
(MA DESE). This includes 75.7% of female graduates and 65.5% of
males. MA DESE also published the plans of high school graduates
from the same year, 2015, noting that 78% of students planned to attend
a 2 or 4 year college or university. This statistic indicates that there is a
gap in access to higher education for some who hope to attend college,
especially males.

It is important that communities provide resources to help graduating
students understand college options, especially those available in the
state university system, including clear information regarding admissions
processes and financial assistance and how to address barriers related
to immigration status. The largest gap in earnings comes between those
with a high school diploma and those with a college degree; according
to the Association of Maternal & Child Health Program (AMCHP),
college graduates earn 63% more, on average, compared to high school
graduates.

Advanced job training may also be beneficial for the portion of grad-
uates who plan to enter the workforce after high school graduation (13%
in 2015 according to MA DESE). The availability of such programs may
provide incentives for students to complete their high school degree,
which, on average, would allow them to earn 38% more than they would
without a high school diploma.
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'The rate of millennials living with their parents has
been steadily increasing since the Great Recession of
2007-2009, due to high housing costs.

Economic Stability

According to the Pew Research Center’s article, “Living With Parents
Since the Recession,” (Fry, 2013) the rate of millennials living with their
parents has been steadily increasing since the Great Recession of 2007-
2009, due to high housing costs. This is disproportionately the case for
low-income, male, unemployed individuals between the ages of 18-25. It
is thought that this trend stems from fewer employment opportunities,
higher college enrollment and lower marriage rates. Upon graduation
from college, the financial burden of starting regular loan payments
can be a daunting economic reality. The Somerville median household
income increased by 16% from 2006 to 2015 (see Demographics chapter
for details), but not for all residents as, in general, wealth disparity has

increased and wages have been stagnant when inflation is considered.

Poverty

American Community Survey data from 2011-2015 for Somerville
indicates an average poverty rate of 14.7%, across all ages. In contrast
to the federal poverty level determination of basic expenses, the MIT
Living Wage Calculator for Greater Boston calculates the baseline finan-
cial earnings needed to live in this geographic area—given the actual
prices of housing, food, etc. For 2017, the calculator determined that
a single adult needed an average of $27,081, requiring an hourly wage
of $13.02 for full time work to afford to live in the area. This does not
include expenses such as college loans, which may be an issue for early
adults as they complete college. Basic expenses for one adult with one
child requires an hourly wage of $27.31 for a $56,430 annual income;
two adults would need $38,771 combined annual income. For context,
in 2017 the U.S. poverty threshold was $13,860 for an individual and
$18,670 for a family of two.
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Homelessness

Somerville has only a small homeless population (LC-07A) that is
considered unsheltered. Annually, Massachusetts cities complete a survey
of youth and young adults who are not permanently housed, who may be
couch surfing or finding other ways to gain shelter. In 2015, the annual
“Point in Time count” observed six individuals on the street; in 2017 the
point in time count was zero individuals living on the streets in Somer-
ville. The Point in Time count from January 2017 reported 34 people
sheltered in Somerville, 11 who were ages 18-24, 30 of whom were
female, 13 with a serious mental illness, 8 with substance use disorder,
2 with HIV/AIDS and 20 victims of domestic violence (Point in Time
Count). The Massachusetts Bay Veterans Center opened in 2014, adding
22 transitional beds specified for veterans, which has raised the available
shelter options in the area for local homeless veterans.

Affordable Housing/Housing Security

'The increase in rental costs has resulted in households being displaced
from Somerville. The advent of house-sharing websites that allow for
short term rentals, such as Airbnb, has also shifted the available rental
stock, while also offering possible economic gains for those who are
“house rich but cash poor.” Early adults who are native Somerville
residents, who grew up here and expected to stay in the city, may not be
able to afford to, unless they are able to live with family or have a good
paying job. Another way that young people afford living in the city is by
doubling or tripling up, sharing some of the larger apartments with other
young adults.

Employment and Living Wage Jobs

Inequities in work conditions and benefits, such as the frequent lack of
adequate sick day policies in part-time and service sector jobs, can nega-
tively affect early adults who occupy enter level positions at higher rates
than those at later life stages and who, as the demographics chapter indi-
cates, represent higher percentages of minority populations than older
generations do. While states like Massachusetts implemented a policy
in 2015 that requires employers to allow workers a minimum number of
paid sick days, many states do not allot sick time for low-paid and new



employees. This is not only detrimental to the health of the individuals,
but can also affect company-wide health and performance.

In 2014, the National UnDACAmented Research Project (NURP),a
national longitudinal survey of 2,684 young people eligible for consider-
ation through Deferred Action for Childhood Arrivals (DACA), found
that DACA eligibility positively impacted employment opportunities for
early adults, which helps both the individual young people and their local
economies. Participants in the study also noted that the decrease in stress
levels post-DACA had a positive effect on their ability to work or study
(Gonzales and Bautista-Chavez, 2014).

First generation youth, who immigrated as children, often have
worked hard to overcome the multiple challenges of being an English
Language Learner, experiencing an unfamiliar culture or living in
poverty. They have managed to succeed in high school, only to discover
that their immigration status prevents equal access to higher education
or employment options. DACA once provided a way to gain authoriza-
tion for employment and protection from deportation for those meeting
all of the following criteria: arrival in the U.S. before age 16, here in
the U.S. before June 2012, under age 31 on June 15,2012, no criminal

record, and were in high school or obtained a GED or were a veteran.

Early adult veterans are usually returning from a one or two (4-year)
term of service and are reintegrated back into the civilian sector yet may
face challenges of employment, as well as education, housing and health-
care (VA or civilian).

Food Security

The Supplementa! Nutrition Assistance Program (SNAP, or “Food
Stamps”) is available to support a portion of food budgets for those
who meet income and other qualifications. Though data is not avail-
able specifically for early adults, in 2015, 9.3% of the 32,000 Somerville
households received some SNAP benefits. This is an increase of 4.9%
from 2010. The highest percentage of distribution of SNAP beneficiaries,
between 2010-2015, was in the Black/African-American population

Ages 18-24




(28.8%) and Hispanic population (19.5%); Black/African Americans and
Asians participation doubled during this period (American Community
Survey). There is a 61% gap in the number of people in Somerville that
are estimated to be eligible for SNAP benefits and the number who are
enrolled in the program (Food Bank of Western Massachusetts).
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Natural and Built Environment

According to Harvard researcher David Williams, known for his work
in health equity, where we live, work and play has a greater impact on
how well and how long we live than medical care. The City of Somer-
ville is noted for its efforts to create a built environment that promotes
healthier choices. The local natural environment has seen much change
over centuries of development, with concentrated effort required to
reclaim or restore natural resources such as the Mystic River and urban
trees, which add to the character and livability of the city, and provide
access to greenspaces within the urban setting. One of the goals of
SomerVision calls for creating 125 acres of new open space by 2030, 2
challenging goal in this densely packed city that at the same time needs

more housing.

Housing (safe, affordable and accessible)

Like the national trend, detailed by Richard Fry in multiple Pew
Research Center reports, some Somerville early adults live at home or
with family members to make it affordable. There is a long history in
Somerville of renting larger apartments to groups of young people. This
started ncar the universities, but has spread through much of the city.
Young people now compete directly for available housing with fami-
lies that have more than two children in an increasingly tight market.
Sometimes, young people or even families have been victims of landlords
looking to maximize profits while compromising safety by creating base-
ment units or units without basic amenities, particularly impacting new
arrivals or those who do not speak English well.

According to Harvard researcher David Williams, known
for his work in health equity, where we live, work and

play has a greater impact on how well and how long we
live than medical care.




Safe and Secure Neighborhoods

Arrests of 16-20 year olds in Somerville have decreased dramatically
from 151 in 2010 to 69 in 2016. Non-Domestic Violent Incidents,
including robbery and assault, involving youth have decreased from 52 in
2010 to 31 in 2016 (Somerville Police Department).

Transportation

Somerville’s Walk Score of 86/100 (a measure of walkability between
two points) is the second highest in the state, just barely edged out by
Cambridge. In 2013, it made the nation’s Top 10 list. The Transit Score is
62/100, rating the public’s access to public transportation (Walk Score).
In 2014, Somerville was the first Mlassachusetts city to pass an ordi-
nance for Complete Streets to support a safe, convenient and healthier
community. The ordinance calls for city streets to be equitably available
for all forms of transportation including cars, bikes and pedestrians, and
has required changes in the way the city plan, designs, implements and
maintains it streets. Somerville has developed a visibly bike-friendly
infrastructure and related polices that encourages many early adults to
bike. The addition of Hubway bike sharing stations throughout the city
has made biking even more accessible for some residents. Car sharing
options, as well as ride-hailing systems, have further revolutionized
transportation for the younger generation, who have little need to own a
car in Somerville.

Environmental Health

Environmental factors can lead to a variety of negative health
outcomes. A concerning issue impacting Somerville is the introduction
of ultrafine particles in areas in close proximity to Interstate 93, which
research ties to elevated levels of asthma, respiratory infections and heart
disease. These outcomes disproportionately affect those living in the I-93
area as well as bicyclists and walkers. A study by Jarjour et al. (2013)
found that while there are negative effects on bicyclists, these individuals
still have better health outcomes than those who get no exercise.

Ages 18-24 .

In 2014, Somerville was the first Massachusetts city to
pass an ordinance for Complete Streets in the city to
support a safe, convenient and healthier community.
'The ordinance calls for city streets to be equitably
available for all forms of transportation including
cars, bikes and pedestrians.
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Climate Change

With significant turnover of students and young adults in Somerville,
younger residents who are new to Somerville may be less informed about
local climate risks and may not be aware of emergency alerts and services
available, leaving them vulnerable to climate variations. Early adults who
live in rented apartments may have less capacity to make improvements
to their homes and therefore could be more vulnerable to heat waves and
flooding.

Aeccess to Nature and Open Space

Many young adults between the age of 20-35 enjoy being active in
Somerville because of various local social recreational opportunities.
Social sports leagues such as Social Boston Sports, Boston Ski & Sports
Club, WAKA Kickball and Hub Sports all target early adults living
in Somerville. The Somerville Parks & Recreation Department has a
permitting process for the city’s playing fields to handle requests effi-
ciently and provides consistent policies and procedures. Typically, early
adult users have access to the fields after the youth groups finish their
activities at 8pm.
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Social and Community Context

As mentioned earlier in this report, many in this age group are expe-
riencing a prolonged transition to independence and a delayed adoption
of traditional roles and milestones of adulthood that impacts their social
and community context. The vast influence of social media also intrudes
into daily life, affecting social interactions—and reportedly having
impacts on mental health for young people.

Race

'This age group is growing up in a more diverse U.S. population cohort
than their parents. Fifty years after the U.S. Supreme Court removed
legal barriers barring interracial marriages, the percentage of interracial
and interethnic marriages had risen to 17% of all marriages in 2015.
White and Hispanic/Latino couples have the highest rate of interracial
marriage, at 42% of all interracial marriages, while marriages between
U.S. born Blacks and Whites are 11% of the total of intermarried couples
(Livingston and Brown, 2017).

A prominent issue extending across the life course is the discrepancy
in opinion on race relations between the White and Black population in
the US. One telling figure shows that 70% of Black Americans believe
that racial discrimination is the reason why it is harder to get ahead,
while only 36% of White Americans believe that racial discrimination
makes it harder for Black Americans to get ahead (On Views of Race,
Pew, 2016). Additionally, Whites are less likely to fault institutional
racism as compared to Blacks, with 70% of the White population finding
that prejudice against individuals is the most pressing issue at hand. The
impact of these perceptions on young people of color who are striving to
reach adult milestones s still very present, even decades after major civil
rights policies legally changed the official landscape in the U.S.



Social Inclusion

In addition to race and immigration status, gender identity has been
the focus of political shifts nationally in recent years. Massachusetts has
been a forerunner in extending civil rights to include gender identity and
sexual orientation with laws allowing same-sex marriage and anti-dis-
crimination regulations specifically for transgender individuals.

Social Safety Network/Social Support

Strong social supports are protective during all stages of life. During
this developmental stage, there is opportunity to focus on creating
communities that help young adults to feel that they are a part of some-
thing larger than themselves. Once an individual has left behind their
childhood home, school and/or university supports, it may be more chal-
lenging to maintain healthy habits in a period of rising independence
and increased responsibility.

Social Media

Today’s early adults grew up with cell phones, which morphed quickly
into smartphones, bringing the internet and instant communication into
daily life. The proliferation of smartphones and tablets revolutionized
social media and made it ubiquitous in just a few years, differentiating
the life experiences of this age group from those even just 6-7 years
older (Twenge, 2017). A 2017 Pew Research report on mobile devices
indicated that of 18-29 year olds, 100% had a cellphone, with only 8%
of those not being smartphones. Of note is that young people 18-29,
especially among those with incomes less than $30,000 per year and
who are non-White, are increasingly dependent on smartphones as their
source for online information because they do not have broadband access
at home (Mobile Fact Sheet, 2017).

- Ages18-24



Violence (Domestic Violence, Sexual Abuse)

In 2016, there were 198 Domestic Assaults recorded in Somerville
tor all ages (Somerville Police Department). Domestic assault can occur
at any age, but early adults can be especially vulnerable to exploitation.
Human trafiicking is an issue that can often impact vulnerable young
adults, attracting international, national and state attention. There is a
national Blue Campaign, to help increase awareness and educate the
public on human trafficking, with. a focus on first responders and law
enforcement. Human Trafficking is described by the US Homeland
Security as “a modern-day form of slavery involving the illegal trade
of people for exploitation or commercial gain.” This may involve sexual
exploitation, or labor related exploitation, with 4,460 cases reported in
the U.S. in 2017 by the National Human Trafficking Hotline. In 2017,
they reported 40 cases connected to Massachusetts, but since this is an
issue about which many victims have been silenced, the exact magnitude
of this issue in Somerville is still unclear.

Community and Civic Engagement

Early adulthood is a time of social change for many. Somerville has a
broad range of community programs, social services and neighborhood
groups that provide multiple opportunities for active participation in

the life of the community. Residents who may be new to Somerville can
track down activities of interest and “meet-up” opportunities through
multiple online platforms. With “One Call to City Hall,” 311 is a great
way to connect to City services, including volunteer opportunities. Users
can call 311, use the web or download the smartphone app.
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Prenatal & Early

Childhood (Birth-4 yrs)

Young Adult

Introduction

oung adults, for this report, are defined as 25-39 years. This

age group dominates the Somerville scene, creating a spike in

the distribution of ages across the city population. During this

life stage, an individual’s physical development is complete and
physical health is often at its peak with young adults likely to self-report
health as excellent or good. Mental development continues, impacting
the many decisions typically encompassed by this life stage. This is also a
prime time for childbearing and the time when Somervillians are most
likely to become parents, connecting their own health to the health of
the next generation. It can also be the time when households starting
families consider whether to stay in Somerville. This decision can be
impacted by the need for less expensive housing or a lead free unit with
more bedrooms suitable for families with children.

As referenced in the Early Adult chapter, in past generations, adoles-
cence was followed very closely by adulthood. Now, turning 21 doesn't
necessarily mean accepting the traditional markers of adulthood —

starting a career, buying a house and settling down in a chosen commu-
nity. These milestones are more often being deferred, impacting the
activities and life focus during the Young Adult life stage. For some, the
lines can be blurred between the values of youth, such as gaining inde-
pendence, and the values of growing into adulthoed, including commit-
ment to greater responsibilities such as a career or parenthood. There
have been significant shifts in social conditions because of the Great
Recessions impact on job markets, changes in local real estate values,
emergence of social movements such as expanded rights to marriage,
the environmental /green revolution and the reactions to worldwide
terrorism. Additionally, the increase in the cost of education, and the
resulting debt, has also been a significant shift in social conditions. This
financial burden has led some young adults to delay marriage, child
bearing and home buying.

Young adults include a wide range of demographics representing
singles, people living together, married people with kids or without kids,
divorced individuals and many others. During this life stage, many are
settling into the routines of life. They are entering a different world with

During this life stage, an individual’s physical development is complete and physical health
is often at its peak. Mental development continues, impacting the many decisions typically
encompassed by this life stage. This is also the time when Somervillians are most likely to
become parents, connecting their own health to the health of the next generation.

* Early Adult
“{18~24yrs)

School Age /
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more choices but less security or structure. There is greater fluidity as
changes related to jobs, housing, marriage or alternatives to marriage
and even the definition of family have become more acceptable. Such
changes can have an impact on physical and mental health. While these
changes may help build resiliency and protective factors for some, others
feel the stress to get a job, make money, be successful quickly and the
overall weight of taking on life responsibilities. Today’s young adults can
often struggle with the multitude of options available, triggering anxiety,
depression, a sense of despair and/or a lost sense of belonging.

This age cohort has seen the growth of personal computers and the
internet, cable access and MTV as well as increased access to fast foods
and ready-made foods. They have lived in a world that included AIDS
and the legalization of same-sex marriage, the fall of the Berlin Wall,
Middle East wars and increased income disparity. All these factors
impact the health and wellbeing of this generation.

They are the first generation to use computers at school and at
home, with ever expanding internet access. Their daily lives have always
included computers and advanced technology, including ubiquitous cell
phones allowing constant contact opportunities. Technology has strongly
influenced this age group, from the impacts of social media and plat-
forms such as Facebook, Snapchat and Instagram, to choices for relax-

ation with on demand movies or serial TV as a main source of relaxation.

For Somerville residents who grew up here, this is also the age group
in which many were in high school during the early 2000s when the
city experienced a wave of overdoses and suicides among young people,
closely tied to opiates, particularly oxycodone. From a life stages perspec-
tive, the individual and community trauma of those years of loss could
continue to ripple through the health of residents. Systems and supports
in the community are becoming available to assist all young adults,
regardless of their background, to maintain and improve health during
this important period and into later life.
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Demographics, age specific

Somerville is noted for its young adult population. According to the
most recent 5-year estimates from the American Community Survey
(ACS), the 25-39 population account for 40.3% of Somerville’s popu-
lation, much higher than the Massachusetts average of 29.6%. As illus-
trated on Map 1 above, across the city the distribution of young adults
tends to impact every area of the city, with slightly higher concentration
of young adults living along the Cambridge border.

Access to Healthcare (L.C-40)

Health Insurance Coverage
Based on the American Community Survey data from 2010-2014,
5.1% of Somerville’s 25-34 year old cohort had no health insurance. Of



the 94.9% with health insurance coverage, 84.8% had private insurance
and 12.1% public health coverage. Individuals can be covered under their
parents health care policies until age 26, a change made possible under
the Affordable Care Act, making alternative sources of health insurance
and/or work status after age 25 a necessity for continued health care
access. A national survey by Kaiser Health indicates that Massachusetts
has a history of having the highest monthly health insurance costs, as
much as twice the national average, according to MetroBoston Data-
Common.

Primary Care Provider

'The Healthy People 2020 goal to increase the proportion of adults
aged 18 to 64 years who have a specific source of ongoing care (AHS-
5.3) is in alignment with preventative and public health goals for this age
group. It is important to have periodic check-ups to keep immunizations
up to date and to screen for incipient chronic diseases which may show
up during these years. Primary care can also help reinforce healthy habits
to improve the healthspan, the length of time an individual is healthy. In
2015, of Somerville residents age 25 to 40 years, 8,373 of them received
their primary care at Cambridge Health Alliance (CHA), about a third
of the total Somerville CHA patient population.

Immunizations

Data is not available specific to this age group related to immunization
rates. Recommended immunizations for this age group include annual
influenza and 10 year Tdap.

Oral Health

Somerville’s drinking water, provided by the MWRA, is treated with
fluoride, one of the protective factors for dental health (I.C-05). Oral
health data is limited, locally, statewide and nationally. Given the impor-
tance that oral health has for overall wellbeing, this lack of data is signif-

icant. Since this age cohort has the highest pregnancy rates, it is worth
noting that statewide, as of 2015, 45.6% of mothers reported having
their tecth cleaned during pregnancy. The percentage varied by race and
ethnicity, with Whites reporting the highest level at 55.3% and Blacks
the lowest at 33.1% (MA Department of Public Health, State Report,
Births 2015).

Behavioral and Mental Health

Culturally and socially in the U.S., there can be many barriers to
accessing mental and behavioral health (LC-43) including in this age
group, where data shows higher rates of reported mental health related
disorders in Black and Hispanic/Latino populations.

The concept of adverse childhood experiences (ACEs) and the impact
on later health and wellbeing, as illustrated in Image 1, is related to the
effects of historical trauma. There is growing recognition of the cumu-
lative nature of both past and current experiences of trauma, especially
as it manifests differently within various cultures. People from groups
that have historically been oppressed continue to demonstrate high
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CHART 1: Mental Disorder Related ED Visits for Adults Age 25 to 39 by Race/Ethnicity (2010-2012; 3-Year Average)
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Chart 1_ s_hows us that the mental d.isorder re[z.ated emergency de.part- - CHART 2: Mental Disorder Related Hospitalizations
ment visit rate from 2010-12 was higher for Hispanics age 25-39 in for Adults Age 25 to 39 by Race/Ethnicity
Somerville than in all surrounding cities, but lower than the state rate. (2010-2012, 3-yr averages)

The rate for White, non-Hispanic Somerville residents was lower than
in all surrounding cities, except Cambridge, based on 3-year average ! mm Samerville
estimates (UHDDS).

According to cross tabulated data by gender, mental disorder related
emergency department visits for young adults ages 25-39 in Somerville
were 71% higher for males than females (6,862.6 per 100,000 for males
and 4,004.3 per 100,000 females). The hospitalization rate for mental
disorders was much more even, with males being hospitalized at a rate
of 1,783.1 per 100,000 men and females being hospitalized at a rate of
1,682.5 per 100,000 women,

Age Specific Rate Per 100,000

As shown in Chart 2, in Somerville, Blacks had the highest rate of mental 0t NonHisparic ™~ Brack, Non-Hispams Hispanic. o Pacifc Kandr

disorder related hospitalizations in this age group (UHDDS). ' NorHispanic
Source: MA Division of Health Care Finance and Policy Uniform Hospitai Discharge Dataset System (UHDDS)

According to regional data, White residents in Somerville had a lower

average rate of mental disorder related hospitalizations between

2010 and 2012 than White residents in all surrounding cities except

Cambridge.
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levels of trauma in their lives, perpetuating health inequities and dispar-
ities. Additional research is needed to better understand the underlying
factors of racial and ethnic variations in mental health in Somerville
data. Across cultures, however, it has been consistently demonstrated that
ACEs often perpetuate across generations within families. Communi-
ties can provide extra support for young adults who may need to address
their own trauma histories as they start to raise a family. Nurturing
relationships are part of creating an environment that facilitates the well-
being of both young adults and their young children, such as through the
practices of healthy parenting.

Data indicates that suicide was one of the top five causes of death in
Somerville in this age group from 2010-2012, with 12 suicides (MA
DPH Uniform Hospital Discharge Data System (UHDDS)). Social
supports and mental health care are key elements in suicide prevention.
Trend data is available over the past 12 years on both suicidal ideation
and worry for middle and high school students, which might provide
some insight into this age cohort for those who grew up in Somerville.
An outcome of the wave of suicides and overdoses in the early 20007,
the City maintains a trained Trauma Response Network that activates
after suicides, or other community occurrences that might trigger trauma
and mental health impacts.

Substance Use Disorder/Addiction

Increasingly, the links between mental health and substance use
disorder and addiction are more widely acknowledged and recog-
nized. Also, there has been a significant effort made in Massachusetts,
Middlesex County and in Somerville to address the myriad factors
related especially to the rise in addiction to opioids and the related over-
doses and deaths. Changes in the drug trade, including the introduction
of fentanyl and other synthetic drugs into local heroin supplies, have
been linked to some of the increase in deaths and overdoses. However,
the increased access and utilization of Narcan and its integration into the
toolkit of emergency responders has helped to decrease fatal overdoses in

the city and the state. The increasing presence of potentially more lethal
synthetic opioids, including fentanyl and carfentanyl, has increased the
need for responders to carry more Narcan to counteract the high potency
of the manufactured drugs added to heroin on the street.

‘The need to directly address the stigma historically associated with
substance use disorder has been reinforced by gains in neuroscience and
the understanding of how the brain works and the impacts of substances.
The classification of addiction as a chronic disease has begun to shift the
way that both the public and the health care community view individuals
struggling to recover from substance use disorder. Financial supports
such as the Mental Health Parity and Addiction Equity Act of 2008 and
the 2010 Affordable Care Act have helped to change the landscape. Data
collection and reporting has made apparent the high level of personal,
family and community impact from addictions, especially the rise in
overdoses related to opioid use over the past few years (U.S. Dept. of
Health & Human Services, 2016).

Community practice suggests that peer to peer and family to family
prevention and recovery supports can be critical in reversing trends in
substance use disorders and addictions, modeling success and providing
hope across the spectrum of recovery.
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Alcobol

This is the age when many become parents. A key preventative life
course health intervention focuses on pregnant women at risk for alcohol
use or depression, to mitigate the potential impacts on infants and young
children raised by parents dealing with addiction and mental health
issues. Literature on children as caregivers cites that substance use and
mental health issues are two of the key reasons that children find them-
selves caring for parents and/or for younger siblings.

Community programs can help to prevent and reduce negative mental
health effects associated with unemployment and job-seeking stressors
for those in recovery. Beginning in young adulthood, the cumulative
effects of excessive alcohol use can begin to present. Even among those
who have stopped drinking, those who once drank to excess are now at
higher risk for health issues such as liver disease, heart disease, cancer
and gastrointestinal problems.

Beginning in young adulthood, the cumulative
effects of excessive alcohol use can begin to present.
Even among those who have stopped drinking, those
who once drank to excess are now at higher risk

for health issues such as liver disease, heart disease,
cancer and gastrointestinal problems.
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+ Black Somerville residents ages 25-39 had the highest rate of alcohol/
substance related hospitalizations among all races, according to the 2010-
2012 3-year average data portrayed in Chart 3 (UHDDS).

» The rate of substance abuse treatment admission for alcohol rose with
age in Somerville in 2013, while adults 25-29 entered treatment at a rate
of 128 per 100,000 people 25-29 (18 total admissions), 30-34 year olds
were admitted at a rate of 351 per 100,000 (34 admissions), and 35-39
year olds were admitted at a rate of 352 per 100,000 (22 admissions) (MA
DPH Bureau of Substance Abuse Services).

It is important that those who suffer from alcohol or substance depen-
dence are connected to ongoing treatment or supports, as simply visiting
the hospital for an acute episode related to alcohol or substances will not
treat continuing symptoms of addiction and dependence. Opioid injury
can quickly lead to death if not treated quickly and properly.

CHART 3: Alcohol/Substance Related Hospitalizations
for Adults Age 25 to 39 by Race/Ethnicity
(2010-2012, 3-yr averages)
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CHART 4: Substance Abuse Treatment Admissions, by Primary Substance Used
3000 Among Massachusetts Residents Age 25 to 29 (2002-2013)
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« Qverall, in Somerville, the number of both non-fatal and fatal overdoses « According to Chart 5, herain was the most commonly used substance
from narcotics has risen sharply from 2010 to 2016. Based on estimates among 25-29 year olds in Massachusetts admitted to treatment in 2013,
from Police and Fire records (some months may be missing), the number while alcohol was the second most used substance. The rate of heroin
of non-fatal overdoses for narcotics increased from 96in 2010to 191 in related admissions rose between 2011 and 2013, while the rate of admis-
2016. Fatal overdoses for narcotics rose from 3 in 2010 to 21 in 2016, with sions related to other drugs decreased or leveled off in that time (MA DPH
the sharpest increase starting in 2014 (Somerville Fire and Police). Bureau of Substance Abuse Services).

« According to the Massachusetts Department of Public Health, opioid . Although not shown above, the order of most commonly used substances
related admissions to the Bureau of Substance Abuse Services rose from among adults in treatment in Massachusetts is the same for adults 30-34
31% of admissions in 2000 to 55% in 2014, and in 2015 there were an esti- and 35-39,

mated 1,526 opioid deaths in MA, the most deaths in one year for at least
the 15 years prior (MA DPH Bureau of Substance Abuse Services).
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CHART 5: Rate of Confirmed and Probable Hepatitis C Cases (2007-2015)
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Infectious disease

Hepatitis C is an infectious disease that can be transmitted by the use
of shared needles, by blood, and sometimes, sexually. Hepatitis C is often
linked to injection drug use such as opioid use. For Somerville residents,
there is a nearby needle exchange in Cambridge. The Cambridge Needle
Exchange offers clean needles, substance abuse support and coun-
seling, shelter and hepatitis C services. CHA Zinberg Clinic located at
Cambridge Hospital is a dedicated care center using a multidisciplinary
approach providing primary and specialty care for HIV, viral hepatitis
and sexually transmitted infections.

* [n Somerville, the rate of confirmed and probable hepatitis C cases overall
decreased between 2007 and 2015 and has been consistently lower than
the MA rate (UHDDS).

» According to data not shown above, in the 25-40 age group, there was an

average of 27 confirmed or probable cases of hepatitis C over the three
years between 2013 and 2015.
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- Physical Health

Obesity

Physical activity and nutrition are both closely linked to obesity. Only
19.6% of Massachusetts adults, overall, consumed 5+ fruits/vegetables
a day in 2015, according to the 2017 Massachusetts Health Council
Report on Preventable Conditions and Social Determinants. The report
found that, for consumption of healthy food, disparities were greater
along educational attainment lines than racial and ethnic lines. As
income and educational attainment are known to be related, the fact that
adults who are college educated are 60% more likely than adults without
a high schoo! diploma to consume five or more servings of fruits and
vegetables per day may be due to financial ability to access and consume
nutritious foods. Parents of young children consistently report challenges
in finding the time to exercise themselves or participate in other health
promoting activities.




Based on 2016 data from CHA patients living in the area, in terms of
body mass index (BMI) reporting, African Americans, Haitians, Latinos
and Portuguese/Azorean patients 18 and over were most likely to be
overweight or obese, with an overall rate of 66.1% overweight or obese,
with lowest rates in the Asian populations (CHA)

Massachusetts 2015 data indicates that statewide maternal body mass
index records showed that 25% of mothers were overweight and 19.8%
were obese prior to pregnancy. By race and Hispanic ethnicity of Massa-
chusetts women prior to pregnancy, 29.2% of Black women, 25.5% of
Hispanic/Latino, 18.8% of Whites and 6.5% of Asians were obese (MA
DPH, MA Births).

Data from a national report on obesity, indicated that based on 2015
data, 23% of state residents in the 26-44-year range were obese; more
than double the rate for early adults ages 18-25 in the same year. Blacks
(35.9%) and Latinos (32.4%) were more likely to be obese than Whites
(23%) (The State of Obesity).

Respiratory Health

Asthma and other respiratory diseases are among the top five causes
of hospitalization for this age group. However, little data is available
to provide insight into this health issue for this age group, nor is there
much age-specific data on smoking,.

Sexual and Reproductive Health

The rapid rise of drug resistant gonorrhea is being described as an
urgent threat by the CDC, significant enough to require targeted educa-
tion. The incidence of gonorrhea continues to be higher in Somerville, at
about double the Massachusetts rate, with a rapid rise from 2012-2016,
during which time the state rates rose only slightly (MA DPH, Bureau
of Infectious Diseases, Division of ST Prevention).

This is the age when most Somerville mothers give birth, so maternal
health and prenatal care are a key focus of sexual and reproductive health
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in this life stage. Future parents who may have delayed having children
may find they need the assistance of fertility programs to become preg-
nant, which may raise the odds of multiple births, with 13.4% of total
births in Massachusetts in 2015 connected to fertility treatments (MA
DPH Registry of Vital Records and Statistics).
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:| Young Adult (25-39 years)

All Causes in Somerville: n=4,700

Top 5 Causes Somerville®

Age-specific rates per 100,000

Top 5 Causes Massachusetfs*

Age-specific rates per 100,000

1. Mental Disorders: Al

643.2

1. Mental Disorders: All

1,180

2. Digestive System Disease: All

4214

2. Respiratory: COPD, All {Related)

852.1

3. Respiratory: COPD, Ali {Related)

350.5

3. Respiratory: Asthma Related

800.9

4, Respiratory: Asthma Related

3294

4. Digestive System Disease: All

711.8

5. Injuries: Opioid

2010

Top 5 Causes Somerville

313.9

5. Injuries: Opioid

Age-specific rates per 100,000

SR

Top 5 Causes Massachusetts

681.8

Age-specific rates per 100,000

Young Adult (25-39 years)

All Causes in Somerville: n= 41

1. All Poisoning Injuries

144

1. Alf Poisoning Injuries

23.1

2. Suicide

133

2. Opioid Injuries

3. Suffocation

7.8

3. Suicide

4, Opioid Injuries

6,7

4, Heart Disease

5. Heart Disease

5. Motor Vehicle Related Injuries

Data Source: Uniform Hospital Discharge Data System Massachusetts Division of Health Care Finance and Policy, MDPH {MassCHIP).
The source file is maintained as a zip code based file; 3 year average estimates 2010-2012

Notes:

Related includes secondary and primary diagnoses
*Exctuded childbirth, pregnancy, pueperium in Causes of Hospitalization ranking

Mental disorders are not detailed individually via MassCHIP

Chronic Cbstructive Pulmonary Diseases (COPD} include: Bronchitis {chronic and acute); Emphysema; Asthma; Bronchiectasis; Axtrinsic allergic alveolitis and Pneumoenitis

Please note that within some groupings/dassifications may overlap and be counted more than once within the rankings

Digestive System Diseases: Diseases of oral cavity, salivary glands, jaw, esophagus, stomach, appendix, intestines, liver, gallbladder, pancreas

All poisoning injuries include: Unintentional and intentional peisoning by self or ather from chemicals or noxious substances, incdluding prescription or recreational drugs, alcohal, solvents, vapours, gases, pesti-

cides, and biological substances.

Suffocation includes: Unintentional and intentional strangulation or obstructed airway by self or other from food or other object; accidental mechanical suffocation.

Injuries: Opioid indludes: Non-fatal Cpioid-related associated with Opioid abuse, dependence and/or poiscning {overdose)
Heart Disease includes: Coronary heart disease, heart failure, ischemic heart disease, major cardiovascular disease, and acute myocardial infarction (NOT hypertension, atheroscelerosis, and cerebrovascular disease)




Hospitalizations and Deaths

« Age-specific rates for both hospitalizations and deaths in this life stage are
consistently lower than the state rates, as seen in Tables 1 and 2.

= Between 2010 and 2012, there were 12 suicides among young adults
(25-39), the most of any adult life stage. In addition, there were 7 suffoca-
tions, some of which may have been suicides.

« Additionally, poisoning injuries and opioid injuries may also overlap due
to reporting standards (UHDDS).

Disability

Age specific data on disability in young adults was not readily avail-
able. Data from 2012 indicated that compared to 19.8% of nondisabled
adults over 18, 64.1% of Somerville disabled adults were not employed
in the labor force (Somerville Housing Needs Assessment). Programs
such as Massachusetts Disability Commission, located in Somerville, can
provide work accommodations or training for a range of disabilities. In
general, disability intersects strongly with other social determinants such
as poverty, housing and employment. In Somerville, one-quarter of all
disabled adults are living in poverty. Public housing units for those with
disabilities are included in elderly housing but there are waiting lists of
many years for the 95 designated units.

Education

In this mecca of higher education, young adulthood is often a time
of continued education for career advancement or personal and profes-
sional development. The wealth of colleges and universities brings many
students to Somerville and also supports the educational aspirations
of long-time residents. Higher levels of education have health impacts
through higher income and usually safer working conditions. Increased

income helps meet needs for housing, childcare, food and other costs of
urban living. As of 2015, the U.S. census data educational attainment
rates for 25-34 year olds in Somerville was estimated at 95.9% with high
school diploma or higher and 78.4% with Bachelor’s degree or higher.
‘This last figure, having a college degree, is much higher than the national
average of 40%, a fact that is quickly distinguishing this age group from
older generations, especially here in Somerville (American Community
Survey).

Despite the fact that Somerville has a highly educated workforce age
population, an equally large low income population also exists whose
day-to-day struggles often go unrecognized. These may be single-parent
households, families without high school or college degrees, those re-en-
tering from the criminal justice system, or immigrants coping with
language skills gaps. Many immigrants arrive in the city, as reported by
service organizations, with higher education and professional credentials
that are not recognized in the U.S,, leading to limited earning poten-
tial and barriers to accessing resources even if one has English language
proficiency. More formal education can be a protective factor, promoting
and supporting healthier life choices and better health outcomes, though
systemic barriers may prevent some from achieving the higher incomes
typically associated with higher education levels. Nationally, there are
links between parent’s education levels and the health of their children,
which start to be increasingly important in this life stage.
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Economic Stability

'This cohort came of age, or was just starting to get established in
adulthood, during the Great Recession (2007-2009), which caused
economic upheaval impacting jobs, housing and life plans for many. The
recession also spawned the Occupy movement, which strived to bring
attention to the growth in wealth disparity nationally and the policies
behind the resulting gaps in prosperity. Locally, Somerville residents are
increasingly burdened by high housing costs and stagnant wages. Only
16% of the residents in Somerville are able to find work within the city
(Somerville Department of Economic Development), which may lead to
longer commutes and precious time away from families and other quality
of life activities. Another factor for this age group is student debt, which
has been on a steady rise nationally for more than a decade and strongly
impacts this group who have higher rates of college degrees than older
adult stages. For some, this economic factor is behind delayed ages in
marriage, having children and home ownership.

Poverty

'This information is similar to that found in the Early Adult chapter
and more detail can be found in the Demographics chapter. Poverty
(LC-10) and income distribution have seen ongoing change in Somer-
ville over the past decade. U.S. data from 2010-2015 for Somerville
indicates an overall poverty rate of 14.7%. For context, in 2017 the U.S.
poverty threshold was $24,600 for a family of four, the minimum income
that the Census Bureau considers necessary to meet basic needs, and is
adjusted for family size to determine poverty rate.

+ The rate of total individuals living at or below the poverty rate remained
stable at 14.7% from 2010-2015, while rates for children, seniors and fami-

lies with children all saw a slight rise {American Community Survey).

 17.0% of Somerville families with children under 18 years were living in
poverty, a 4.4% increase since 2010,
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» 43.2% of Somerville female-headed families with children and with no
husband present were living in poverty, a 2.6% increase since 2010,
consistently higher than the state rate.

« Of the population in the city over 25, 22.5% of those living in poverty
have less than a high school education.

« 11.8% of individuals identifying as “White alone”were living in poverty,
compared to 19% of Asians, 26% of Hispanics/Latinos, and 36.6% of
African Americans, based on data available through 2015.

'The official poverty rate is not adjusted for geographic variation; hence
it is not reflective of the income needed to meet basic needs in areas with
higher costs of living like New England. For instance, the Living Wage
Calculator developed at MIT indicates that a single adult would need a
minimum income of $27,040 and two working adults with two children
in the Greater Boston area would need to be earning $71,843 to meet
basic needs in the area (Living Wage Calculator).

Homelessness

Somerville has a small unsheltered homeless (LC-07A) population,
with several shelters serving adult men and women of all ages, families,
victims of domestic violence and veterans. There is a wet shelter near
Central Square that serves Somerville residents actively dealing with
substance use. Some young adults “couch surf,” moving from friend
to friend to keep a roof over their heads and falling into the unstable
housing category if not technically homeless. Per federal and state laws
such the McKinney-Vento Act, families with children in the Somerville
schools who become homeless are provided with transportation from
sheltered housing locations to allow the children to continue schooling
in the city until the family gains permanent housing, typically not in
Somerville.
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For this age cohort, as for others, preventing homelessness for indi-
viduals and families is critical. The annual Save Our Homes walk raises
unrestricted funds that can help prevent homelessness by providing
funds to cover back rent, security deposits and/or moving costs. This
event is organized by the Somerville Affordable Housing Organizing
Committee (AITOC), an advocacy coalition comprised of Somerville
residents and community organizations including Somerville Commu-
nity Corporation (SCC), Community Action Agency of Somerville
(CAAS), Cambridge and Somerville Legal Services (CSLS), and
Somerville Homeless Coalition (SHC). First organized in 2001 by SCC,
AHOC continues to pursue the vital mission of preserving affordable
housing, increasing affordable housing opportunities and stabilizing
Somerville’s existing communities.

Affordable Housing/Housing Stability

In Somerville, the housing supply available on the open market is very
limited for low and middle income households, for either ownership or
renting. There was a steep increase in rents and home sale prices between
2012 and 2015; the limited supply keeps prices high. The sale prices for
median single-family homes increased by 30.5% between 2012 and 2015;
in the same period, the prices of condominiums rose by 35.7%, according
to a Warren Group report from 2015. New luxury apartments were built

In Somerville, the housing supply available on the
open market is very limited for low and middle-
income households, for either ownership or renting.
The average market rate rent in 2015 was $2,567 for

a two-bedroom apartment, which would require a
household income of around $90,000 to keep the
housing expenses within the recommended 30-40% of
total income.

at Assembly Row and Maxwell’s Green with an average monthly rent of
$3,533; higher than many residents can afford and requiring a 6-figure
income. The average market rate rent in 2015 was $2,567 for a two-bed-
room apartment, which would require a household income of around
$90,000 to keep the housing expenses within the recommended 30-40%
of total income.

Between 1992 and 2014, the Somerville Community Corporation
focused on increasing affordable rental units, adding 181 in Somerville.
'The demand far exceeds the supply, with 2,200 on the waiting list, with
over 40% waiting for a 3-bedroom unit to become available (Somerville
Housing Needs Assessment).

Some City programs seek to help with these high costs, such as the
Prevention and Stabilization Services (PASS) Program and Tenancy
Stabilization Program which offer financial support to tenants, with
high demand and limited funds for both programs. The PASS program
provides financial assistance for rent for up to two years for income
eligible households at or below 80% area median income (AMI) with
ongoing case management for the households. The household must
also demonstrate capacity to become financially self-sufficient. The
Tenancy Stabilization Program provides one-time assistance of up to
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$3,000, in addition to case management, for households at or below 80%
AMI, for costs such as first or last month’s rent, security deposits, moving
costs, broker’s fees (in limited cases) and rental and utility arrearages.

Employment and Living Wage Jobs

One of the biggest changes in employment over the past 40 years is
the shift in women into the paid workforce. In 1975, 43% of women in
the U.S. 25-34 age bracket took time out of their work careers to stay
home and raise a family. More recently, that figure has dropped to 14%
(The American Family Today, 2015). Parental leave varies, depending
on the type of work parents do. The challenges associated with finding
affordable quality childcare and the time juggling to meet new demands
are often cited as adding extra layers of pressure on young families.

National research indicates 25% of mothers and 13% of fathers who
took parental leave in the past two years reported it having a negative
impact on their career. This parental need disproportionately impacts
low income individuals, with only 22% of those making under $30,000
reportedly having access to paid leave compared to 58% of individuals
making more than $75,000 (Shareable facts, 2017). '

Locally, there has been concern over job displacement, particularly for
low income Somerville residents, according to the Somerville Commu-
nity Corporation. While there has been development in Assembly
Square, additional policies are needed to support local community
members and efforts to gain living wage jobs. Jobs for Somerville has
also pressed for a jobs linkage fee to provide funding for job training,
and fought to include local hiring and living wage jobs in a commu-
nity benefits agreement in Union Square. In 2012, Mayor Curtatone
appointed the Somerville Jobs Advisory Committee (SJAC) to conduct
an assessment of the workforce development system in Somerville.

'The SJAC recommended a “robust, sustainable workforce development
funding system.” The committee also recommended a jobs linkage fee
and a line item in the City budget. The linkage fee did get approved, to
be implemented in 2017, yet it will still require additional future funding
to fully implement the job training and support programs needed to help
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residents earn enough money to remain in the city.

'The range of employment opportunities in the city also includes the
reality of day laborers, who show up at Foss Park in Winter Hill hoping
for manual labor for the day. These workers, mostly immigrants with
limited English Language skills, are vulnerable to wage theft and unsafe
working conditions and potential for injury.

Food Security

Massachusetts data on pregnant mothers indicates that statewide,
33.8% received WIC supports during their pregnancy. Of those, 72.5%
were Hispanic, 61.9% Black, 24.9% Asian and 18.9% White. (MA
DPH, MA Births 2015) In Somerville, 1,834 residents utilized WIC
benefits in 2017 (Cambridge Health Alliance).

The USDA survey on food security includes questions on whether
parents or adults in the family ever skip meals to make sure children
have enough to eat. A 2016 study by the Trussell Trust foodbank system
(2017) in England on hunger during school holidays revealed that 1 out
of 5 parents between the ages of 25 and 34 were likely to be worried
about their children being able to eat during school holidays and would
skip meals themselves so their children could eat.




Natural and Built Environment

Housing (safe, affordable and accessible)

Somerville has become a mecca for young adults who thrive on the
dynamic community offerings and proximity to higher education and
jobs. The safety of the community is another draw for many, as the city
offers the diversity of urban living with a low crime rate.

Affordability is the most challenging aspect of housing for many
young adults, especially those wanting to start a family. For those who
may already have young children and those with low-paying work,
choices about staying in Somerville may involve compromises in terms
of available space or housing quality. In the current political environ-
ment, low income renters who may also have issues with immigration
status are particularly vulnerable to threats to their housing safety and
even tenancy by unscrupulous landlords who may delay needed repairs or
correction of conditions related to rodent or insect infestations.

Safe and Secure Neighborhoods

The overall crime rates in Somerville are 20% lower than the U.S.
rates, based on 2015 data, at 22.85 per 1,000 residents. The violent crime
rate (murder, rape, assault), is lower than the MA crime rate, while the
property crime rate (burglary, theft, auto theft) is higher than the state
level (FBI, Uniform Crime Reporting Program and Somerville Police).

Transportation

Somerville ranks high in terms of being a walkable city, as well as bike
friendly and with good—and expanding—public transit options. Somer-
ville’s Walk Score of 86/100 is the second highest in the state. In 2013, it
made the nation’s Top 10 list. The Transit Score is 62. These are measures
of the walkability of an address or the access to public transit (Walk
Score).

Somerville was on par with Everett and Medford in terms of people
working outside their place of residence in 2012, higher than the Boston
or MA rates at 80%, though the mean travel time to work is almost

equal to both the MA and U.S. rates. Somerville commuters are almost
three times as likely to use public transportation to commute and more
than twice as likely to walk or bike as the state rate and notably less
likely to drive alone than the Massachusetts or U.S. average (City of
Somerville Data Farm, Work).

Environmental Health

The City began to develop a Climate Change Plan in 2015, which
in 2017 manifested as the Somerville Climate Forward initiative with
a vision of the city as a “thriving, equitable, carbon neutral, and resilient
city that is preparing for climate change while doings its share to prevent
it.” Part of the work emphasizes the need to be alert to health impacts
and the impacts on vulnerable populations (age, income, education and
language isolation.) This effort also brings an equity lens to emergency
preparedness in the city.

Air quality is an environmental issue that can have serious health
implications. Associated with elevated risk of asthma, heart conditions
and obesity, the cumulative effects of poor air quality can negatively
alter one’s quality of life. Health data from this life stage shows that this
topic deserves attention in the Somerville community. Those living near
the highways in Somerville are at the highest risk of exposure to poor
air quality. Recent studies have shown that ultrafine particles emitted
from traffic are associated with respiratory infections, lung cancer, heart
attacks, stroke and chronic obstructive pulmonary disease (Brugge et al.,
2007). These particles can be elevated locally and are rapidly changing
and isolated near high traffic areas.

Studies have found that these ultrafine particles are highest when
there is high traffic, when there is no wind and when it is cold outside.
There have been local efforts to support the health of individuals living
in areas near the highways by attempting to install air filtration systems
in homes next to interstate 93. While lower levels of ultrafine particles
were found, the units are very expensive and are likely not a perma-
nent solution. Other efforts include a zoning ordinance that mandates
construction companies working in high risk zones demonstrate that
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ultrafine particles are 80% lower on the inside of the building than the
outside. Political advocacy is underway for sound barriers to be added
along the highway where it cuts through the city, providing some addi-
tional mitigation.

Access to Nature and Open Space

Approximately 158 acres of the city (6% of all land) is considered
open space and given Somerville’s population density (43 persons per
acre), these spaces are well used by residents of all ages. Young adults
are discovering the playing fields for sports and activity leagues and the
plazas for community events that celebrate the arts, culture or local food.
Boating is available in Somerville at Blessing of the Bay boathouse—
with both rowing programs and canoe and kayak rentals. As of 2017,
planning is in process to increase the amenities along this area of the
Mystic River, which is linked to Assembly Row by a pedestrian under-
pass at McGrath Highway/Route 28.

Somerville residents love their dogs, who like to get outside and play
as well. There were 1,732 licensed dogs in Somerville, as of 2017, with
four dedicated dog parks. Close proximity to the Middlesex Fells, with
over 2,500 acres of recreational space is a boon for dog owners with cars,
but also for bikers, walkers and nature lovers.

Social and Community Context

This cohort includes millennials who came of age in the post 9/11
era, the proliferation of social media and the online shopping explosion,
the Great Recession, global warming and shifting work schedules that
challenged the 9-5 employee mode of earlier generations. They also grew
up in a more racially and ethnically diverse culture, though policies and
politics have been slow to reflect this shift.

Young adult veterans may have been part of wars in Iraq or Afghan-
istan, with 11.4% of Somerville veterans under the age of 35. They are
usually mid-career or late career service members reintegrated back into
the civilian sector, but may face challenges with employment, housing
and healthcare. Community or workplace interventions can support
veterans and their families dealing with stressors at work and home, as
well as prevent and reduce negative mental health effects associated with
reintegration, unemployment and job-seeking stressors and housing
challenges.

Historically, Somerville has been a welcoming city for immigrants,
serving as a gateway community for new arrivals from around the world
who settled and made this their home. Recent national policy changes in
immigration policy have highlighted the sanctuary status that communi-
ties such as Somerville strive to offer to all residents, regardless of immi-
gration status. In the wake of changing policies in early 2017, the City
and community leaders responded on multple fronts.

A rally at City Hall in February 2017 drew over 4,000 people in
demonstration of messages of solidarity for “One Somerville” that
welcomes all. The Somerville School Committee passed a resolution
confirming their commitment to providing a safe learning environ-
ment for all students. Numerous groups arose at the community level,
including a multi-sector city, school and community steering committee
that helped to coordinate Know Your Rights workshops and other
supports.



From a public health perspective, addressing perceived safety and
related threats and providing knowledge and resources in a supportive
environment can reduce negative risk factors for mental health. Local
cfforts have strived to support caregivers and front-line service providers,
facing an increase of families and individuals in need.

With recent demographic shifts, there could be a rise in experiences
of segregation across class and economic lines, as well as cultural lines.
Some issues, such as substance use, are more prevalent in the young adult
White working-class population. This includes the cohort who were at
Somerville High School during high incidence of overdoses and suicides
in the early 2000%s. One hears references to “old” and “new” Somervil-
ljans, creating both opportunities and challenges for bridging connec-
tions between long-time residents and recent arrivals.

Race

'The Economic Policy Institute reports that by 2043, People of Color
will constitute the majority of the working-class population in the
United States (Wilson, 2016). This demographic shift suggests that by
2043, 61% of the population under the age of 18 will be People of Color,
while 65% of those over 65 will be non-Hispanic White. This population
trend, and the social changes it brings, could be tied to racial discord
seen in the U.S. in recent years.

Nationally, 55% of Blacks with a four-year college degree report that
their race has made it harder for them to succeed in life. (On Views of
Race and Inequality, Pew, 2016). National data also shows that 47%
of Blacks report someone acting suspicious of them in the past twelve
months due to their race or ethnicity and that 45% say that people have
treated them like they were less intelligent in the same timeframe (On
Views of Race and Inequality, Pew, 2016). This unfair treatment comes
in many forms, can be seen both overtly and subtly, and is indicative of a
range of manifestations of racism, from interpersonal to structural.

Over the past generation, there has been a significant
change in the age at which people get married.
According to trends in the U.S. census reporting,
80% of people were married by the age of 30 in 1975.
Currently, the national statistic has shifted to 80%
being married by the age of 45 (Vespa, 2017). This
delay in marriage impacts the social networks and
available social supports that can serve as positive
forces for health—both physical and mental—
throughout the lifespan.

National level data from the 2015 American Community Survey
indicates disparities in educational achievement by race. Whites have the
highest level of reporting a Bachelor’s degree or higher (59%), compared
to Blacks (37%) and Hispanics/Latinos (31%). American Community
Survey data from 2015 also shows links between educational level and
poverty rates. Of people reporting less than a high school degree, 23%
were living in poverty, compared to 7% of those with a Bachelor’s degree
of higher (American Community Survey).

Social Inclusion

Overturning a long time exclusion, Massachusetts was one of the
earliest states to legalize same-sex marriages in 2004, and Somerville
was an early adopter with a very supportive City Clerk’s office helping to
facilitate multiple same-sex weddings. This culture of inclusion may help
account for Somerville having the 6th highest percentage of households
with same-sex partners in the country, at 2% (City of Somerville Data
Farm, Raise a Family).

107




Social Safety Network/Social Support

Over the past generation, there has been a significant change in
the age at which people get married. According to trends in the U.S.
census reporting, 80% of people were married by the age of 30 in 1975.
Currently, the national statistic has shifted to 80% being married by
the age of 45 (Vespa, 2017). This delay in marriage impacts the social
networks and available social supports that can serve as positive forces
for health—both physical and mental—throughout the lifespan.
Defining social structures during this life stage can be crucial and used
to build relationships, family, employment opportunities and social and
civic engagement. Young adults are solidifying lifestyles that will carry
them through the lifespan, often creating a “chosen family” to provide
critical social supports in the absence of relatives or traditional family
structures.

Social Media

This age group has always been part of the digital world, including
video games, MTV, email and the advent of Facebook and other social
media platforms. Communication is a far cry from the days of waiting
for a letter or phone call, with texting updating earlier instant messaging
options. News comes from online social media, versus print media. Even
television has been overhauled, with automatic DVD taping and on
demand movies. Online communications can conjure up everything from
finding a nearby farmers market, matching up with a date, taking a car
share ride to a “meet-up” event, to tracking one’s fitness regime.

Violence (Domestic Violence, Sexual Abuse)

There is limited available data specific to this age group. In 2016, there
were 198 Domestic Assaults recorded in Somerville for all ages. Also
in 2016, 87.4% of arrests were people in the 21 to 60 range (Somerville
Police). In terms of the state’s incarceration rates, the average male in
Massachusetts Department of Corrections custody was 41 years old; the
female average age was 37 (MA Department of Corrections).
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Community and Civic Engagement

Young Adults account for 40% of the registered voters in Somerville
(censusviewer.com}. There are many factors that affect voting decisions
including party affiliation, values, education level, religion and economic
status. In the 2016 presidential election, Somerville had 54,360 regis-
tered voters with 40,874 votes cast. Of the ballots cast, $2.55% were for
the Democratic candidate, 10.1 % for the Republican candidate, and
7.35% were for other party candidates, write-in candidates or left blank.
Somerville, like much of the country, saw an increase in voter participa-
tion during the 2016 elections, with every ward in the City having an
increased number of voters. When comparing the voter participation
in 2016 to 2012, the last Presidential election, Ward 1, East Somerville,
had the largest increase (27.2%), followed by Wards 5 (19.37%) and 4
(17.28%).

Engaging in community issues is closely linked with social media for
this age group, who learn about opportunities primarily online. Cities
like Somerville are seeing this age group showing up at planning forums
and festivals, and as volunteers for causes they support.

Efforts by the City to provide opportunities for social interaction
across a range of sectors of the population include a robust arts and
culture calendar with events and celebrations throughout the year offered
by the Somerville Arts Council. Between these offerings and a broad
variety of activities offered by organizations such as Arts at the Armory,
there is plenty to entice residents to come out to meet their neighbors
through shared experiences. Special attention is given to providing access
to learning opportunities for the parents of Somerville’s children, who
include a large number of families striving to raise their families here
despite language barriers, economic disparities and uncertainty about
immigration status and safety.



Increase access to health : Create lifelong hablts to promote
promoting resources : mental health :

Hare research with broader community onhow supportive
*felationships serve as.a protective factor, encouraging the
value of maklng and retaininga circle offrrends

« Qffer Englishlanguage learner classes WQith afocuson
hHealth literacy and_advor.-acy, induding self-care

+ Improve access 10 homeless prevention and housing .
supports : ]dentrfy service prov:ders withl capacity 1o serve various
P ST commuiity needs mc[udmg Ianguage culture and

+ Expand corﬁh'uhity fluand health education-clinics
“{including sexual'health) targeting this population

+ Explore worksite health partnerships 10 suppoit heal
education, fam Iy mcluswe pohcues and:access toworl
wellness

_E Facilitate a community with strong
social networks and support syste
+ Increase | |n—person soaal networking and supportlve

relationship bulldlng opportunitié
_ ;tockmg fresh-fr,wts and vegetables

Greate workplace environments conducive to breastfeedirig
polmca! Scene : . : _ :

: Leverage parents ngagem"

soaal connectlons/networ :
wellbeing



Middle Adult

Introduction

e middle adult period, for the purposes of this report, is defined

as 40-64 years of age. Middle adulthood can be a time when a

person re-examines their life, evaluating their accomplishments

and the legacy they have established. This is also often a time of
outward focus such as caring for others, including children, grandchil--
dren, aging parents and friends who may need extra support. Sometimes
referred to as the “sandwich generation,” this age group’s responsibili-
ties can cause stress, as middle adults strive to balance work, family and
self-care. Middle adulthood is a time of adjusting relationships due to
shifts in familial, work and community roles. Perspectives and outlook on
one’s own life often shifts as well through an increased understanding of
one’s capabilities and life purpose. Resilient social support networks are
important for health, perhaps even more so as this population ages and
transitions to later adulthood.

While many physical changes are gradual, some become obvious in
this stage and may lead to chronic health issues that can add to stress.
Physically, the body experiences natural aging changes which may impact

vision, hearing, skin, weight, strength and sexual health. For women, the
end of child-bearing years and menopause most frequently occurs during
this time period, though some women are just becoming mothers in their
forties. As people move through this life stage, they may become more
sensitive to diet, substance use, environmental exposures, stress and needs
for rest. Maintaining healthy habits as well as identifying and addressing
unhealthy habits, can set the stage for healthier and more productive
older years and serve as a positive model for children and grandchildren.

Health problems can turn into a life altering issue or sometimes
trigger positive life choices such as increased exercise or healthier diets.
‘There can be increased threats from disability and chronic disease, with
the data indicating there are health disparities among this population.
People also become more conscious about their own mortality in this
stage, in response to the deaths of parents or friends. Because of soci-
ety’s emphasis on youthfulness and physical appearances, middle-aged
men and women may suffer from diminished self-esteem or may start
to experience age bias in the workplace. For those in manual labor or
desk jobs, injuries can become more frequent as the cumulative impact of
repetitive motion wears on the musculoskeletal system.

Middle adulthood is a time of adjusting relationships due to shifts in familial, work and
community roles. This is also often a time of outward focus such as caring for others, including
children, grandchildren, aging parents and friends who may need extra support.

Middle Adult Olde?

School Age /
Adolescent (5-18yrs)

Early Adult
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Mental health is also a major factor in this age group. Stresses related
to the Great Recession of 2007-2009 as well as recent shifts in immigra-
tion policy and increases in overt displays of intolerance and hate crimes
may manifest in this group. This life stage is often synonymous with
a period of high responsibility and high productivity, and can include
planning ahead for when one is not able to continue work or elects to
retire—a target which for many has been extended well beyond the
historically traditional age of 62 out of financial necessity.

During this stage, middle adults are often fulfilling civic and social
responsibilities. For some, time for leisure activities or one’s own exercise
opportunities shrink as the demands of parenthood, elder care, job secu-
rity and civic roles may increase. During this stage, most individuals are
established in a career and at their highest earning potential, providing at
least a basic standard of living.
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Demographics, age specific

Following the peak in population in the 25-34 years old range at
40.3% of the total population, the Somerville middle adult cohort
decreases to less than the state average for 45-54 year olds (9.9% of the
Somerville population) and 55-64 year olds (7.6% of the Somerville
population), based on 2011-2015 national data estimates. Map 1, to the
left, shows that the 45-64 age population is quite evenly distributed
around the city.

Access to Healthcare

Health Insurance Coverage

Medical insurance coverage (L.C-40) is important to support preven-
tative care in the middle adult years when chronic conditions start to
manifest more often. Health Insurance Coverage for this age group
was 93.9%, lower than the state level at 96.1%, with 6.1% of Somerville
residents in this age without coverage. Of those with health insurance
coverage, 72% had private insurance and 26.3% public coverage (Amer-
ican Community Survey (ACS)).

Primary Care Provider

It is a national goal to increase the proportion of adults aged 18 to 64
years who have a specific source of ongoing care (SHS-5.3). At age 50,
the recommendation for frequency of well-visits changes from every 1-3
years for younger adults, to annually. Fifty is also the age that triggers
a number of preventative screenings such as colonoscopies, which have
been proven to save lives. In 2015, CHA provided primary care to 6,490

- Somerville residents age 41-65 years.




Immunizations

Recommended immunizations in this age include annual influenza,
tetanus/diphtheria/pertussis (Tdap) every 10 years, shingles vaccine, and
depending on age and health condition, the pneumococcal vaccine.

Oral Health

Somerville’s drinking water, provided by the Metropolitan Water
Resource Authority, is treated with fluoride, one of the protective factors
for dental health (LC-05). Even for those with regular dental check-ups,
dental care may be needed during this period as old fillings wear out,
triggering more expensive procedures such as crowns or root canals.
MassHealth coverage for dental care has varied significantly, from basic
care to only providing emergency coverage for extractions, impacting oral
health for low income residents.

Behavioral Health & Mental Health

Mental health among adults (1.C-43) is a global public health issue.
Locally, mental health disorders are the third highest cause of hospi-
talizations among middle adult Somerville residents (MA Uniform
Hospital Discharge Data Set (UFIDDS)). Adults can also be dealing
with the residual impacts of trauma in their earlier lives, which can
increase their risk for negative health outcomes manifesting as they age.

Individuals in this life stage face a variety of stressors that can influ-
ence their mental wellbeing. This can include financial responsibilities,
lack of social supports, changes in physical health and wellbeing and
limited resources available to support mental health. There can also be
many barriers to accessing appropriate mental health services for this
age group including availability of providers (especially with language or
cultural capacity), financial costs and challenges navigating the existing
service systems.

CHART 1: Mental Disorder Related Hospitalizations for Adults
Age 40 to 64 in Somerville by Race/Ethnicity
{2001-2012, 3-Year Averages)

7009+ 6016
5685 5641 2001-2003
a 6000
=] g5 5317 EE 2004-2006
2 5000 F 2007-2009
g . 2010-2012
o 4000
3
&
- 3000 4
b=
b
o 2000
w
L1
& 1000

Asian/Pacific Islander,
Non-Hispanic

White, Non-Hispanic  Black, Non-Hispanic Hispanic

Source: MA Division of Health Care Finance and Pclicy Uniform Hospital Discharge Dataset Systern (UHDDS)

» According to data shown in Chart 1, the rate of mental health disorder
related hospitalizations increased for all races among Somerville adults
ages 40-64 between 2001 and 2012 (UHDDS).

« Among 40-64 year olds in Somerville, mental disorder related hospitaliza-
tions were 15% higher among males than females (UHDDS).

In August 2017, the journal Psychiatric Services in Advance published
an article with results from a CHA “behavioral health home” pilot
program that enhanced services to address health disparities among
adults with serious mental illness (SMI). People who experience SMI
generally have a shorter life expectancy than others without SMI, which
research attributes to a higher prevalence of medical diseases driven by
complex social, behavioral, psychological, and treatment quality factors.
The CHA program tested the hypothesis that, for people with SMI
who often have complex health needs with greater risks and total costs,
providing a patient-centered “medical home” in a specialty mental health

Ages 40-64
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setting could begin to advance the national agenda of achieving better
quality of care, better health outcomes and lower healthcare costs.

Comparing outcomes before and after the “behavioral health home”
intervention for 424 participants with schizophrenia-spectrum or bipolar
disorders, members of the intervention group had significantly fewer
psychiatric hospitalizations and emergency department visits and more
diabetes screenings than the matched control group of 1,521 other CHA
patients. The program introduced on-site medical care, health promotion
services (e.g. smoking cessation, nutritional education, food preparation),
and peer-to-peer engagement opportunities within the mental health
clinic. It also involved creating new I'T tools to monitor and manage
patients’ needs, adding support for care coordination within and beyond
CHA and changing clinical paradigms to focus more on whole health,
preventive care, and population management. Addressing social deter-
minants as well as ways to foster peer support and relationship develop-
ment were identified as approaches that helped achieve the outcomes,
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with potential impact for future innovations for serving this population
(Tepper et al., 2017).

Substance Use Disorder/Addiction

Nationwide, substance use is a key public health topic, with New
England experiencing high levels of overdoses and deaths due to
opioids in recent years. In Somerville, deaths due to poisoning injuries
and opioid injuries were the 2*¢and 5% causes of death respectively for
residents age 40-64 between 2010 and 2012 (UHDDS). The primary
substances used among Massachusetts residents that lead to substance
abuse treatment admissions in descending order include: heroin, alcohol,
other, marijuana, cocaine and crack.

* According to the data portrayed in Chart 2, in 2012, adults 40 to 64 had
the highest rate of alcohol/substance related emergency department
visits, while adults age 25 to 39 had the second highest rate (UHDDS).



CHART 3: Alcohol/Substance Related Hospitalizations for Adults
Age 40 to 64 by Race/Ethnicity (2010-2012, 3-Year Average)
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CHART 4: Alcohol/Substance Related Hospitalizations for Adults
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According to Chart 3, Black, non-Hispanic Somerville residents age 40-64
had the lowest rate of alcohol/substance related hospitalization than any
race in that age group, lower than the state 3-year average for 2010-2012.

Nationwide, substance use is a key public health
topic, with New England experiencing high levels of
overdoses and deaths due to opioids in recent years.
'The primary substances used among Massachusetts
residents that lead to substance abuse treatment
admissions in descending order include: heroin,
alcohol, other, marijuana, cocaine and crack.

Whites, non-Hispanic had the highest rate of alcohol/substance related
hospitalizations, which included opioids (UHDDS).

Among Somerville’s 40-64 year olds, alcohol/substance related hospital-
ization rates were higher among White, non-Hispanic, Hispanic/Latino
and Asians compared to similar groups in Massachusetts

According to the trend data in Chart 4, alcohol/substance related hospi-
talizations for adults ages 40-64 dropped between 2001 and 2012 for
White and Black residents, but increased for Hispanic/Latino residents.
Data for Asian/Pacific Islander, non-Hispanic was at non-reportable levels
for the time period. (UHDDS).

« Additionally, state data shows alcohol/substance related hospitalization
rates for adults age 40-64 increased overall in MA between 2001 and
2012; however, in Somerville, related hospitalizations decreased by 26%
in the same time.
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» Asseen in Chart 5, historically the subset of Somerville residents age
55-59 had the lowest rate of substance abuse treatment admissions
among residents 40-59 in 2013. However, the rate for that group was the
only one that did not decrease between 2012 and 2013. The youngest
subsets of middle adults (40-44 year olds and 45-49 year olds) saw a
dramatic drop in substance abuse treatment admissions rates between
2002 and 2005 and stayed relatively stable by comparison through 2013
(MA DPH Bureau of Substance Abuse Services).

» Since 2004, the rates of treatment admissions for substance abuse were
highest in Whites, almost double the rates of Blacks or Hispanics.

« Additional data for treatment admissions by specific substances shows
that substance abuse treatment admissions specifically for alcohol did
not vary much by age in 2013, ranging from 571 admissions per 100,000
among 50-54 year olds to 472 admissions per 100,000 treatment admis-
sions among 55-59 year olds.
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« The same data for specific substance abuse treatment admissions shows
that rates of substance abuse treatment admissions for alcohol were
lower in Somerville than the state average for 40-54 year olds in 2013, but
were on par with the Massachusetts average for 55-59 year olds.

« Conversely, substance abuse treatment admissions rates specifically for
heroin in Somerville among residents age 50-54 were twice as highin
2012 than Massachusetts rates (408 per 100,000 in Somerville and 203 per
100,000 in Massachusetts.

Many of those who would benefit from substance use disorder treat-
ment do not have insurance coverage or the financial means to be
admitted to treatment facilities. Without some form of treatment, people
dealing with substance use continue to be at risk for substance overdose
or of wearing out family support systems. Increasingly, community based
therapies have arisen to provide additional options, including group
therapy and medication assisted therapies, as well as a growth in recovery
coaches and support groups.




+ As stated in previous life stages, in Somerville overall, the number of
both non-fatal and fatal overdoses from narcotics rose sharply from 2010
to 2016, based on estimates from Police and Fire records, though some
months may be missing (Somerville Fire and Police).

« Non-fatal overdoses for narcotics increased from 96 in 2010 to 191 in
2016. Fatal overdoses for narcotics rose from 3 in 2010 to 21 in 2016, with
the sharpest increase starting in 2014. More recent 2017 data indicated
these trends have shown decreases in Somerville and Middlesex County.

» For the first quarter of 2017, fatal opioid overdoses in Massachusetts
decreased 9% compared to the same quarter in 2016. Additionally, rates
for non-fatal overdoses in Semerville remained steady for the first six
months of 2017. However, fatal overdoses (involving all substances) in

Somerville declined 54%; of these, opioid involved fatalities declined 44%.

Tobacco

Smoking is a risk factor for
diseases that tend to start showing
up in this age group, such as cancer
or strokes. Nicotine addiction
is challenging to address, but if
someone quits smoking in middle
age, it can still have a positive
impact on later health, decreasing
risk levels. Smoking cessation
programs such as Quitworks are : ‘ i ]
being utilized increasingly to offer ;
support and coaching for those | N0 SMOKING mm Eﬂ FEET
trying to quit. 0 Blllmmﬁ RANCE
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Physical Health

Obesity

Globally, the obesity rates have doubled in many countries, including
the countries of origin for many Somerville immigrants. In Massachu-
setts, data from 2015 indicates that 29.9% of 45-64 year olds were obese,
with higher rates among Blacks and Latinos as indicated in the Young
Adult section (The State of Obesity). Data from CHA patients as of
October 2016, indicated that rates of being overweight or obese in adults
18+ were lowest for Asian populations (especially East Asians at 31.7%)
and highest for Central Americans at 80.7%, followed closely by Portu-
guese/Azorean, Latino-Caribbean, Haitians and African Americans.

Diabetes Mellitus

'This is the top cause of hospitalizations for this life stage in Somer-
ville. CHA patient data from 2015 for Somerville adults ages 40-59
indicated that more South Asian patients had better control outcomes
of their diabetes (70%) and that North American-Europeans had the
poorest level of control (55%). This indicator is measured by testing
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for Hemoglobin A1C levels of <8%, which indicate blood sugar levels
over time and control often includes a medication plan in addition to
nutrition and exercise. It should be noted that these rates changed for
patients over 60, with South Asians having the poorest levels of control,
while higher percentages of Portuguese and Haitians (83.3% and 74.6%
respectively) had better controls. Statewide, based on 2015 data, 8.9% of
Massachusetts adults had diabetes, with the trend rising from 5% in the
early 90s ('The State of Obesity).

* Shown in chart 6 below, 3-year averages of hospitalization rates related to
diabetes in Somerville were generally higher across White, non-Hispanics
and Asians, as compared to the state rates for this age group (UHDDS).

« In Somerville and Massachusetts, Black, non-Hispanic rates are higher
when compared with other race/ethnicity categories (UHDDS).

« In contrast, the rates of diabetes related emergency department visits for
adults ages 40-64 were higher among Blacks and Hispanics in Somerville
than the state rates.

CHART é6: Diabetes Mellitus Related Hospitalizations for Adults

Age 40 to 64 by Race/Ethnicity (2010-2012, 3-Year Average)
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CHART 7: COPD Related ED Visits for Adults Age 40 to 64 Years in
2000 Somerville by Race/Ethnicity (2004-2012, 3-Year Averages)
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Respiratory Health
Chronic obstructive pulmonary disease (COPD) has been the second

highest cause of hospitalizations in this age group.

* COPD related emergency department visit rates steadily rose for all races
in Somerville between 2004 and 2012, as seen in Chart 7 (UHDDS).

Across multiple age groups, there is a trend of higher rates of emer-
gency department visits for minorities for certain medical conditions,
with proportionately lower rates of hospitalization compared to Whites.
'This data may serve as an indicator in inequities among certain groups in
accessing preventative healthcare that can lessen the rate and severity of
emergencies.

* Similar to many surrounding communities, the 3-year averages for hospi-
talization rates for COPD were highest for Whites followed by Blacks
between 2010-2012. Rates of hospitalization for COPD among Somerville
Whites and Asians were higher than the state average. However, rates for
Hispanic/Latinos were dramatically lower, and rates for Blacks were lower
compared to the state rates. (UHDDS).

Sexual and Reproductive Health

Some Somerville women, who delayed childbirth, are now having
babies in their forties, which automatically places them in a higher preg-
nancy risk category. For most women, middle age will include meno-
pause, with its changes in hormones. For both men and women, other
health issues or medications can have an impact on one’s sexual health
and activity. Protection from sexually transmitted infections remains
important in this life stage, especially with the rise of drug resistant
gonorrhea.

Somerville residents in the middle adult group with HIV face addi-
tional health challenges, including more mental health and neurocogni-
tive impairments than others in their age group. One U.S. study shows
that 949% of people over 50 with HIV have at least one other chronic
disease, with an average of three other conditions (Rourke, 2017).

The Cambridge Health Alliance addresses HIV
infection among adults at the CHA Zinberg Clinic
in Cambridge by providing primary care, counseling
and testing services. Specific Haitian and Portuguese
speakers’ programs target equity in FHHIV care among
CHA patients. The Zinberg clinic also offers testing
and counseling for Hepatitis C, including offering
resources and counseling sessions in multiple

languages.
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CHART 8: Incidence {New Cases) of HIV Infection {(2005-2015)
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According to chart 8, overall, there has been a decrease in the incidence
rate of HIV infection in Somerville since 2005, from 36.06 per 100,000
people to 16.2 per 100,000, but it remains higher than the state rate.
{UHDDS).

According to data not shown in the chart, for the middle adult age group,
40-64, the incidence of HIV infection in 2015 was 109.43 per 100,000
(reflective of 15 new cases), a rate that is more than twice as high as
Massachusetts aoverall (46.82 per 100,000) (MA DPH, Bureau of Infectious
Disease and Laboratory Science, HIV Surveillance Program).

The prevalence (total existing cases) of HIV infection among the middle
adult age group in Somerville is 1,845.6 per 100,000, or 253 total cases.

Residents 40-64 years of age account for over 66% of all Somerville HIV
patients (UHDDS).

The prevalence of HIV (among all Somerville age groups} is highest
among White, non-Hispanic residents at 48% of all cases in 2015 (MA DPH,
Bureau of Infectious Disease and Laboratory Science, HIV Surveillance
Program).
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Infectious disease

While HIV is often transmitted sexually, the infection can be spread
through any bodily fluids, and exposure to the blood of an HIV infected
person can also put a person at risk for HIV. One common behavior that
increases the likelihood of transmission through blood is sharing needles,
most common among those who inject drugs. In addition to risking the
spread of HIV, those who share needles are at risk of contracting Hepa-
titis C, another dangerous virus, which, when spread, is commonly linked
to the opioid epidemic.

Among Somerville residents age 40-64, there were 20 cases of Hepa-
titis C between 2013-2015, 3-year averages. This comprised a third of
the average number of Hepatitis C cases for all age groups (MA DPH,
Bureau of Infectious Disease and Laboratory Science, Office of Inte-
grated Surveillance and Information Systems).



CHART 9: Leading Cancer Death Rates for Adults Age 40 to 64 (2010-2012, 3-Year Average)
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Cancer « The second leading cause of cancer death in this age range, lung cancer,

The life course approach is particularly relevant to cancer development
with its multiple risk factors accumulating over time. The aging process
itself increases the risk of cancer, with the majority of diagnosis in people
over 60 (National Cancer Institute). Middle adulthood may hold oppor-
tunities to reduce risk factors, such as smoking, poor diet and overexpo-
sure to sun.

* Asseen above in Chart 9, the leading cause of cancer death for Somerville
adults ages 40-64 in the years 2010-2012 was female breast cancer (MA
DPH Registry of Vital Records).

« On further exploring breast cancer diagnosis rates for2010-2012 (3-year
average), White, Black and Hispanic women did not differ significantly
(222.5,221.6 and 213.7 per 100,000 cancer diagnoses, respectively.)
Compared to the state breast cancer rates, incidence rates for Somerville
were significantly higher (UHDDS).

becomes the top leading cause of cancer death for the next older age
group, 65+, according to Chart 10 in the older adult chapter (MA DPH
Registry of Vital Records).

« -As depicted in the Chart 9 above, deaths in the middle adult group due

to the following cancers occurred at a higher rate in Somerville than at
the state level: breast, colorectal, bladder, kidney and multiple myeloma
(UHDDS).

- The life course approach is particularly relevant to
cancer development with its multiple risk factors

accumulating over time. The aging process itself
_ increases the risk of cancer (National Cancer Institute).
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| Top Causes of Hospitalizations '

 (2010-2012)

| Middle Adult (40-64 years)

All Causes in Somerville: n= 5,864

| Top 5 Causes Somerville*

Age-specific rates
per 100,000

Top 5 Causes Massachusetts*

Age-specific rates
per 100,000

1. Endocrine: Diabetes Mellitus Related

23334

1. Endocrine: Diabetes Mellitus Related

2059

2. Respiratory: COPD, All (Related)

20203

2. Respiratory: COPD, All (Related)

1999.5

3. Mental Disarders: All

1821.9

3. Circulatory System Diseases: All

13294

4. Digestive Systern Diseases; At

12504

4, Digestive System Disease: All

12931

3. Circulatory Systern Diseases: All

1241.3

5. Mental Disorders: All

Middle Adult {40-64 years}

All Causes in Somerville: n= 255

Top 5 Causes Somerville

Age-specific rates
per 100,000

Top 5 Causes Massachusetts

L
Age-specific rates
per 100,000

1. Heart Disease

69.2.

1. Heart Disease

74.5

2. All Poisoning Injuries

364

2.lung Cancer

389

3. Lung Cancer

30.9

3. Ali Poisoning Injuries

222

4. Chronic Liver Disease

4, Chronic Liver Disease

15.0

5. Opioid Injuries

5. Opioid injuries

S PRVERLC A e

Data Source: Uniform Hospital Discharge Data System Massachusetts Division of Health Care Finance and Policy, MDPH (MassCHIP).
The source file is maintained as a zip code based file; 3 year average estimates 2010-2012

Notes:  Please note that within some groupings/classifications may overlap and be counted more than once within the rankings
Related includes seccndary and primary diagnoses

*Excluded childbirth, pregnancy, pueperium in Cause of Hospitalization ranking

Mental disorders are not detailed individually via MassCHIP
Chronic Obstructive Pulmonary Diseases {COPD) indude: Bronchitis (chronic and acute); Emphysema; Asthma; Bronchiectasis; Axtrinsic allergic alveolitis and Pneumonitis

Circulatory System Diseases include: Rheumatic Fever; Rheumatic diseases of the heart and blood vessels {chronic and acute); Hypertensive diseases; Heart diseases; Cereobrvascular diseases; Diseases of blood

vessels

Digestive System Diseases: Diseases of oral cavity, salivary glands, jaw, esophagus, stomach, appendix, intestines, liver, gallbladder, pancraas

All poisoning injuries include: Unintentional and intentional poisoning by self or other from chemicals or noxious substances, including prescription or recreational drugs, alcohol, solvents, vapours, gases, pesti-
cides, and biclogical substances.

injuries: Opioid includes: Non-fatal Opioid-related associated with Opioid abuse, dependence and/or poisoning (overdose)

Heart Disease includes: Coronary heart disease, heart failure, ischemic heart disease, major cardiovascular disease, and acute myocardial infarction (NCT hypertension, atherascelerosis, and cerebrovascular disease)




S BRERER

A A 20T A L o B LT

Hospitalizations and Deaths

* AsseeninTable 1, the rates of hospitalization for many of the top 5 causes
in Somerville were similar to the Massachusetts rates from 2010-2012,
including Endocrine/Diabetes Mellitus Related, Respiratory and Digestive
System Diseases, but higher for mental health (UHDDS).

« Asshown in Table 2, Heart Disease was the top cause of death for middle
adults in Somerville and Massachusetts overall between 2010 and 2012,
and Poisoning Injuries, Lung Cancer, Chronic liver Disease and Opioid
Injuries rounded out the top 5, though in different orders, for the City and
the State. (Poisoning injuries can include suicide attempts or drug over-
doses, other than opioids.)

Disability

Disability can compound health disparities and access to preventa-
tive health. For instance, women with disabilities are less likely to have
had a recent mammeogram than women without disabilities. People
with cognitive or communication disabilities may not be fully included
in health care decision making. In the age of rising concerns related to
obesity, it is known that people with both motor and cognitive disabil-
ities are at higher risk for obesity. Morbid obesity, meaning someone is
100 or more pounds over his or her ideal weight or has a BMI over 40,
can severely impact everyday activities and ability to work. This along
with related health issues such as diabetes or heart disease, can meet the
official qualifications for disability status.

Education

Of the 35—44 years group in Somerville, based on U.S. census data
available through 2015, 92.6% had a high school degree or some higher
education, with 62.7% with a Bachelor’s degree or higher. In the 45-64
years group in Somerville, 84.8% had a high school degree or some
higher education, but only 33.6% had a Bachelor’s degree or higher,

notably half the rate of college degrees of the younger middle age cohort
(ACS). Given the protective factors that higher education offers, this
might impact or inform targeted public health initiatives. This age group
is also well represented in the adult education programs, especially those
offering English language classes.

Economic Stability

According to The New York Times, areas of the United States with
higher income inequality tended to have lower health outcomes than
areas of just low income or high income residents (Sanger-Katz, 2015).
There is emerging sociological theory that this stems from wealthier resi-
dents buying their way out of community social services and investing
less in the community resulting in fewer local resources, causing more
stress for the less wealthy. Author Sanger-Katz asserts, “This stress may
translate into mental health problems or cardiac disease for lower-in-
come residents of unequal places.” This is of particular interest in the
Greater Boston area communities, including Somerville, where the
income and asset inequality gap is rising. With a widening gap between
the wealthiest and the poorest, there are now peaks on the ends of the
socioeconomic spectrum with a dip in the middle between those with
enough resources to be independent and those who are income eligible
for subsidies to allow them to stay in the community and access services.

A key example of the relationship between health and economic
stability is research on suicide in older men that demonstrated a distinct
decrease in suicide at age 62, the threshold for social security early
retirement age, indicating some link to the access to a steady income at
this age for those who may be struggling financially (Desimone, 2017).
However, there are effective financial penalties to collecting bene-
fits before Full Retirement Age, which is shifting gradually up to 67,
depending on date of birth. For instance, for someone born in 1957, full
retirement age will be 66 and 6 months. Given that the life expectancy
of someone born in 1957 is estimated at another 25+ years, financial
considerations that impact whether one receives 75% or 100% of benefits
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can be a substantial decision. Yet, low income residents without other
income options who must take early retirement will systematically have
less income over the rest of their lives than those with the means to delay
the start of Social Security benefits.

Poverty

The available information for middle adults is similar to earlier
adult stages, with poverty (LC-10) and income distribution changes in
Somerville over the past decade. American Community Survey data
from 2010-2015 for Somerville indicates an overall poverty rate of
14.7%. In 2017, the poverty threshold was $24,600 for a family of four,
the minimum income that the U.S. Census Bureau considers necessary
to meet basic needs, and is adjusted for family size to determine poverty
rate. The official poverty definition refers to money income and does
not include noncash benefits such as subsidized housing, health care or
SNAP. See the Demographics section and other life stages for additional
details.

Homelessness

Families with children facing homelessness (LC-07A) may have
access to state funded temporary housing, though it may not be near
Somerville. If families have children in the public schools and become
homeless, resources are available to maintain students in their schools.
Nationally, over recent decades, more women in this age group have
become homeless due to factors such as domestic violence or abusive
relationships, change in marital status or illness. Healthcare services,
including case management and advocacy from programs such as
CHA'’s Healthcare for the Homeless, can provide sorely needed medical
supports for homeless populations, especially in this life stage where
chronic disease 2nd disability become more prominent. Changes in
approaches to social supports for this population have directed more
resources to case management and to supportive and permanent housing
solutions to help both men and women transition from homelessness
living on the streets or in shelters to safe, supportive settings, through
agencies such as the Somerville Homeless Coalition.
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Affordable Housing/Housing Security

'The percentage of units of housing in Somerville designated as
affordable continues to grow, though it is not able to keep pace with
the demands from current residents for housing costs that can allow all
who desire to live in the city to remain here. Even for those who own
their own home, for those facing retirement and seeking to secure future
income, the incentive to sell property that may have been in the family
for generations comes with the caveat that it is hard to find another place
to afford in the city.

Public housing, which provides subsidies for those who are income
eligible, offers a resource that has preserved some options for families,
seniors and the disabled. There are 674 family units and 782 elderly
units owned and managed by the Somerville Housing Authority (SHA).
Whaiting lists are long. One fifth of the waiting list is seeking a unit
with more than two bedrooms, to house families with children and/
or multiple generations. There are also over 1,000 federally subsidized
Section 8 vouchers for housing, though there is an average wait of two
years. However, high prices have made it difficult to find housing in
Somerville, so voucher holders have had to look for housing in other
communities. As of 2015, there were also 474 privately owned subsidized
family units and 381 elderly units in the city (Somerville Housing Needs
Assessment).

Employment and Living Wage Jobs

According to the City’s Economic Development Office, the top three
industries or employment in Somerville are: 1) Health Care and Social
Assistance with 5,569 employees, 2) Accommodation and Food Services
with 3,852 employees and 3) Retail Trade with 3,661 employees.

This is generally the period of highest income for many as indi-
viduals are established in their careers and generally have completed
higher education degrees. It is also the time of life when emotional
work stressors, physical demands, hazardous conditions and cumulative
impacts of repetitive motions can take their toll, producing complaints
such as headaches and eye strain or low back pain and carpal tunnel.



Workplace interventions can provide support and facilitate wellness for employees.
Worksite programs such as yoga, Weight Watchers, walking clubs, or mindfulness
can help support skills building and behavior shifts. Peer supports, especially for
those dealing with family mental illness and/or substance abuse, can help promote
positive mental health in times of stress. For some populations such as middle adult
veterans, retirement from the military can happen early in this stage, triggering chal-
lenges in finding new work or juggling financial needs, perhaps along with contin-
uous healthcare issues from earlier service.

A recent study of American workers, based on a 2015 survey, indicated that 20%
of workers report that they deal with hostile environments at work, especially those
who have front line jobs dealing with customers. On a more positive note, over half
of workers surveyed reported they had good friends at work (Maestas et al., 2015).

Food Security
Food security is defined as “having reliable access to a sufficient quantity of
affordable, nutritious food.” In the past five years, the demographics for who is food
insecure has shifted. Especially as housing costs in Somerville has risen, the squeeze
on income has created hard choices between housing, utilities and food. If an indi-
vidual or family does not have help with housing costs, they may be stretching to
cover other expenses such as food. In Somerville, 9.3% of households were reported
to receive SNAP benefits as of 2015, with the largest percentage in zip code 0214
(the eastern side of the City). Yet, based on =
available information, it is suggested that : :
as many as 61% of those who are income
eligible for SNAP benefits in Somerville are
not accessing them (Food Bank of Western
MA). This may have some links with a years
old phenomenon where rumors spread that
accepting WIC or SNAP would impact an
immigrant’s path to citizenship. While at
the time of this publication, that has not
been true, just the threat of this potentially
changing has created yet another barrier
to current food security for individuals and
families, many with young children.




Natural and Built Environment

Housing (safe, affordable and accessible)

Quality housing, inclusive of safe housing, is important at all ages,
though the impact may be different. The age of Somerville housing stock
means that many properties may be in need of repair or renovation.
Research indicates that parental stressors due to poor quality housing
have negative impacts on children. Parents and non-parents alike can be
stressed by problems that arise from dated appliances, rotten porches, the
presence of lead paint or rodent or bug infestations that may be beyond
renters’ control. Even though tenants have numerous rights in Massa-
chusetts, if English is not one’s first language or one’s immigration status
is insecure, claiming those rights might require an external advocate.

In 2014-2016, housing security became a growing issue for renters as
landlords were raising rents to levels that were not affordable on basic
incomes or selling properties and triggering significant shifts towards
higher income populations. Moving regularly is a known risk factor
for children’s health—and does little to improve the health of parents.
Community organizations continue to struggle to keep up with the
demand for eviction protection and homelessness prevention for those
most economically vulnerable.

Safe and Secure Neighborboods

Somerville crime showed a general decrease, based on data available
for between 2012 and 2014. The crude rates per 100,000 were lower than
the state and national rates, with the exception of motor vehicle theft.
'The rates for violent crime, murder, rape, property crimes and burglary
were notably lower (Somerville Police).
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Transportation

Somerville’s Walk Score of 86/100 is the second highest in the state,
just barely edged out by Cambridge. In 2013, it made the nation’s Top 10
list. The Transit Score is 62. These are measures of the walkability of an
address and the access to public transit (Walk Score).

The Green Line Extension will increase additional commuting
options for Somerville residents, expanding public transit to almost all
areas of the city. The companion Community Path is gradually extending
the multi-modal path which will eventually allow for largely off-road
people-powered transit into Boston and out past Concord. These projects
were intended to serve as environmental mitigation for the increased
vehicular traffic on I-93 related to the “Big Dig” construction projects
which were completed in 2007.

Environmental Health

'The reality of a major highway bifurcating the city has potential health
impacts. Somerville, and nearby Chelsea, disproportionally have higher
lung cancer and heart attack deaths. Increasingly more residents in these
areas are active commuters, who may be unaware of the potential health
impacts associated with exposure to ultrafine particles when being active
near the highway. Cyclists along high traffic routes experience higher
exposure to air pollution than commuters in buses and cars (Zuurbier et

al., 2010).

While there are clear benefits to active transportation, policy and
system changes in the location of housing and construction of infrastruc-
ture can help to better protect population health. Somerville state repre-
sentatives, as well as Tufts professor Doug Brugge, have recognized the
risk posed to vulnerable Somerville communities, especially those living
near Interstate-93 and McGrath Highway and those who commute by
bicycle. They are working with advocates from the Somerville Transpor-
tation Equity Partnership and the City to fund solutions for the pollu-
tion exposure problem, including physical barriers between high traffic
roads in the City and nearby parks and sidewalks (Bowler, 2017).



With the combined impact on global health of intercontinental travel
and the increase in extreme weather events linked to climate change,
there is growing attention related to planning for pandemics. Municipal-
ities like Somerville have efforts under way to plan for local emergency
preparedness including discussions on how to address the needs of the
most vulnerable populations, including animal companions, in facing
future threats to health and safety whether from natural disasters or
epidemics.

Access to Nature and Open Space

Access to greenspaces and nature is increasingly recognized for
offering respite, solace and rejuvenation for both mental and physical
wellbeing, even in small urban venues. The city has many parks, with
newly built or renovated parks combining passive recreation with active
uses such as community gardening or sports. Nearby amenities include
the Middlesex Fells, a favorite of bikers, dog walkers and hikers, as well
as the Mystic River system with improved boating options and waterside
walking trails.

Social and Community Context

Many of today’s middle age adults would be considered part of the
Gen X and later baby-boomer generation. The social transitions that
marked their childhood included higher rates of divorce and women
moving from the home into the workforce in large numbers. Opportu-
nities for out of school or after school activities were limited, so as young
people, many in this group had more freedom and less adult supervision
than other life stage groups, sometimes referred to as the “latchkey” or
free-range generation.

As grown-ups, these middle adults tend to be the “sandwich gener-
ation,” with simultaneous responsibility for children and aging parents,
which can stretch life balance, with multiple impacts on health and
wellbeing. Self-care and attention to one’s own health may suffer when
one is focused on caring for others. Stress has cumulative effects on

mental and physical health. At the same time, the later end of this life
stage is when health issues may start to increase. Social conversations in
one’s sixties can become dominated by life’s ailments and the advent of
chronic diseases that require changes in one’s daily activities. Community
networks and social supports are especially important during such times
of life.

Race

A Pew study conducted in 2016, “On Views of Race and Inequality,
Blacks and Whites Are Worlds Apart,” revealed some significant
differences of opinion between Blacks and Whites, non-Hispanic. For
example, 88% of Blacks believe the U.S. has more work to do for Blacks
to have equal rights with Whites; by comparison, only 53% of Whites
think there is still work needed to be done. In terms of strategies to
address inequality, there are also discrepancies; 41% of Blacks and 34 %
of Whites believe that bringing people of different racial backgrounds
together to talk about race is important in achieving racial equality, 38%
of Blacks and 24% of Whites believe that getting more elected Black
officials is important, and 19% of Blacks and only 7% of Whites believe
that organizing protests and rallies are very effective tactics. The national
discourse between 2013 and 2017 provided increasingly public demon-
strations challenging persistent structural racial inequities, ranging from
increasingly outspoken voices across the social spectrum, such as the
Black Lives Matter movement which rose to attention in 2014 or the
White supremacist and counter rallies of August 2017.

Social Safety Network/Sacial Support

Some find support and solace from faith-based organizations. In
the City of Somerville, there are a number of new and long standing
churches, one synagogue, an active havurat and a mosque in close prox-
imity that serves the growing Muslim populations. It should be noted
that within several decades, there has been a significant drop in religious
affiliation, particularly for the White population and this age range. Not
long ago, there were seven active Roman Catholic parishes each with
an associated parochial school. Today only five parishes and one school
remain. Protestant congregations have typically seen even more decline,
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with many renting space to newer immigrant congregations coming into
the city in order to survive.

Somerville is a city with a history of collaborations among social
services to better serve residents. Yet, there are often information or data
gaps between service providers, at times requiring someone in need of
assistance to visit several different offices to repeat their information and
story yet one more time. At the state level, there are efforts underway
to have a universal portal for accessing state services such as Mass-
Health or SNAP. In Somerville, service providers are exploring methods
to improve both interagency referrals and integrated data tracking to
improve outcomes and reduce redundancies for residents and increase
effective use of resources.

Violence (Domestic Violence, Sexual Abuse)

Domestic assault data from the Somerville Police indicates that there
has been a slight increase from 2010 to 2016. Domestic assault in middle
age, and later in life, occurs in two main contexts. The first is late-onset
domestic violence, which begins for the first time during this age, either
in a new or existing relationship. The second is domestic violence “grown
old”, with experience of violence throughout a relationship continuing
into middle and older age. Some victims, and survivors, may come from
generations where they were less likely to have financial independence.
For others, generational norms and values particularly for those over 50,
may include violence as a normal part of a relationship that should be
kept private and within the family. These incidents also affect others in
the family, as well as the workplace, with potential impacts on physical
and mental health as well as productivity.

Incarceration Rate

The incarceration rates (LLC-58B) in Massachusetts have decreased
since 2007. In 2015, the population under the authority of the Massa-
chusetts Department of Corrections was 10,544. There was a high level
of mental illness among the incarcerated population; in 2015, 13% of
women and 8% of men had a diagnosed serious mental illness, and 56%
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of females and 21% of males were prescribed psychotropic medications.
'The average male in Massachusetts Department of Corrections (DOC)
custody was 41 years old and the average female was 37. Of the males,
46% had less than a 9® grade reading level; 32% for females. The highest
proportion of inmates in Massachusetts are White, though the popula-
tion of Blacks is disproportionate to the overall state population. As of
January 2016, 39.7% were between the ages of 40 and 59 (MA Depart-
ment of Corrections).

Community and Civic Engagement

For anyone who wants to get engaged in community—both locally
and beyond—Somerville has multiple options. A quick scan of oppor-
tunities posted online shows a wide range, from requests for therapy
dogs for classrooms, Girl Scout Troop Leaders, math tutors, hospice
volunteers, literacy tutors, food pantry support and medical advocates.
'The City has developed a robust community engagement approach to
planning that often offers several meetings per week one could attend, if
desired. City Commissions and non-profit boards rely on the civic spirit
of residents to fill these important positions that keep public programs
and agencies operational. Many devote hours to their faith-based
community, or friends and family in ways that foster the type of social
networks that build individual and community resilience.

Another form of community engagement is the electoral system,
where there can be activity on very local to national levels, Door
knocking, canvassing, stand-outs and “get out the vote” efforts can absorb
a lot of time and talents. Over the past decade, efforts to build local lead-
ership capacity, including but not exclusive to running for elected office,
have taken place in such venues as the City’s earlier adaptive leadership
training program, Somerville Community Corporation’s long running
Leadership Development Institute, and most recently, Emerge Massa-
chusetts, which trains women to participate in the democratic process.
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Older Adult

Introduction

omerville is a great place to live, work, raise a family—and in-

creasingly, to grow older. Somerville is listed as an emerging

age-friendly community by the Massachusetts Healthy Aging

Collaborative. The city is striving to provide the infrastructures
and supports to encourage “aging in place.” The Center for Disease
Control defines “aging in place”as the concept of a person being able
to remain living in their own home safely and independently despite
age, income or ability level. The diversity, walkability and wide range of
community services available in Somerville makes the city very attractive
tor aging baby boomers, the youngest of whom will reach the age of 65
by the year 2030.

'The age range for older adult is 65 years and above, the broadest age
range within the report. Older adults have a wide variability in terms of
health, ranging from very healthy older adults who are actively engaged
in the community to those with multiple chronic diseases or disabilities
who may be socially isolated. Global research indicates that overall U.S.
health outcomes as people age are worse than other countries and data

within the U.S. indicates persistent health disparities in older age, influ-
enced by disadvantages such as race and poverty at carlier life stages.
Among the large number of immigrants within the city’s older adult
population, many have limited capacity to communicate in English and
close to a third are not U.S. citizens, limiting access to benefits available
to native born residents that help support this life stage. Variability is
also notable within education and economic status. One seventh of the
older adults in Somerville are living in poverty, relying on social supports
for housing, health and other basic needs while more of their peers are
very financially secure, emphasizing the growing wealth gap in the city.

Older adults have experienced a great deal of change within their
lifetime. They have experienced the “race to space” and cultural revolu-
tions as well as taken part in wars with resulting social and economic
impacts. Almost half of the veterans in the city were involved in World
War II, the Korean War or Vietnam. Adults in this age have seen the
transformation of the public housing system that was implemented
to help returning veterans; today, this system primarily serves elderly,
immigrant and low income populations. The advent of nuclear power,

a force utilized to end World War I1, has been redirected to providing

Older adults have a wide variability in terms of health, ranging from very healthy older
adults who are actively engaged in the community to those with multiple chronic diseases or

disabilities who may be socially isolated.
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energy across the world, while also escalating the nuclear arms race for
decades. In their lifetimes, the Berlin Wall fell and the Soviet Union was
dissolved, heralding the supposed end of the Cold War. Perhaps just as
impactful, technology moved from computers that took up entire rooms
to small, personal computing devices that can connect one instantly to
the information of the internet. Shifts in technology changed the Amer-
ican workplace, with far fewer remaining manufacturing jobs. This is also
the group that may have been most impacted by the Great Recession,
which dramatically shrunk retirement savings for many or extended the
years that people needed to work.

Demographics, age specific

People age 65 or older constitute 9.4% of Somerville’s population or
approximately 7,387 older adults, according to the U.S. Census Bureau
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American Community Survey 2011-2015 five-year estimates. Map 1 at
left, demonstrates that older adults over 65 are most likely to be concen-
trated where this is senior housing, such as assisted living and public
housing. Overall nationally, the older U.S. population is growing, more
than doubling between 1975 and 2015, as the baby-boomers age. Data
estimates from 2011-2015 indicated that 4.2% of the total U.S. popula-
tion was over 75 years of age (Health, United States, 2016).

The race/ethnicity distribution of older adults in Somerville, according

" to 2015 government estimates was: 88.8% White, 5.6% Black or Afri-

can-American, 4.7% Asian, and 3.6% of Hispanic or Latino origin (of
any race). The race/ethnicity distribution in Massachusetts, according
to 2015 US Census estimates was: 79.6% White, 7.1% Black or Afri-
can-American, 6.0% Asian, and 10.6% of Hispanic or Latino origin
(of any race). In 2015, just over 75% of the U.S. older adult population
was non-Hispanic White, 8.8% was non-Hispanic Black, and 7.9% was
Hispanic/Latino (U.S. Department of Health and Human Services).
Based on the most recent available data, from 2015, 29.5% of Somerville
residents 65 or older were not U.S. citizens, 23.4% spoke English less
than “very well,” 38.2% had a disability, and 14.2% lived below 100% of
the poverty level (American Community Survey (ACS)). These are all
risk factors for the development of health issues in older adults.




Access to Healthcare

Health Insurance Coverage

Medical Health Insurance coverage (L.C-40) is one of the predictors
of health and wellbeing. Most Americans over the age of 65 are eligible
for Medicare, to assist with medical coverage. Additionally, low income
seniors and people with disabilities have access to Medicaid support. At
the time of this publication, the future of health care access for immi-
grants is not certain, as proposed legislation would severely impact the
eligibility of immigrants and/or create waiting periods for accessing
federal healthcare supports. Somerville adults age 65 or older have the
highest rates of health insurance coverage of all age groups, with only
0.4% without coverage. The number of Somerville residents served by
Medicare in 2015 included 27.0% who were Medicare Managed Care
enrollees (where individuals pay extra premiums to help cover costs
beyond Medicare coverage) and 23.5% who were dually eligible for
Medicare and Medicaid (due to income eligibility).

Of the older adult population in Somerville, 65 and over, 61%
reported more than 4 chronic conditions, as of 2011 (Dugan, Porrell, and
Silverstein, 2015). Compared to the Massachusetts population, Somer-
ville residents reported higher percentages of diagnosis with depression
(31.5%), diabetes (34.9%), ischemic heart disease (46.8%), conges-
tive heart failure (28.8%), anemia (51.4%) and chronic kidney disease
(23.8%) (Dugan, Porrell, and Silverstein, 2015).

Yamada et al. (2015) discuss in the article “Access Disparity and
Health Inequality of the Elderly: Unmet Needs and Delayed Healthcare”
how increased income amongst the elderly was associated with more
positive health outcomes, particularly when examining unmet needs
related to medication. For lower income elders, many problems were
associated with out-of-pocket expenditures for medications, an issue that
correlates with poorer health outcomes.

Primary Care Provider

Increasing the proportion of adults aged 65 years and older who have
a specific source of ongoing medical care (AHS-5.4) is key to promoting
health in older adults. According to the Massachusetts Healthy Aging
Community Profile (Dugan, Porrell, and Silverstein, 2015), 97.8% of
Somerville residents over 65 received their care from a Primary Care
Provider, 89.1% had a physical exam/check-up within the last year and
3.7% did not see a doctor when needed, citing cost as the reason. It is
a national goal to increase the proportion of the health care workforce
with geriatric certification (OA-7) to better meet the specific needs
of the aging population. In 2016, Cambridge Health Alliance (CHA)
provided care for 1,975 Somerville adults over the age of 65.1In 2016,
Medicare started covering the cost of advanced-care planning conver-
sations, including between the primary care provider, patient and the
patient’s family to discuss treatment goals and patient preference as they
near the end of life.
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The special needs of local frail, older adults triggered the establish-
ment, in 1987, of the CHA House Calls Progtam to provide primary
care in the Somerville-Cambridge area for those who have difficulty
leaving the home for routine medical care. House Calls staff includes 2
physicians, 5 nurse practitioners and 1 social worker. Currently expanded
to an additional five cities, the program serves more than 260 home-
bound older adults in the region, allowing thcm to remain at home and
age in place. :

Four CHA geriatrics physicians and four nurse practitioners in the
CHA. Nursing Home Program collaborate to provide primary care to
over 450 older adults living in eight area nursing facilities, including in
Somerville. Additionally, they provide post-hospital discharge care to
older adults who are receiving skilled nursing facility-level rehabilitation
in the same nursing facilities. There is also collaboration with home care
services for seniors, such as the Visiting Nurses Association of Eastern
Massachusetts, who are able to reside in their homes The CHA Elder
Service Plan (ESP) is one of 122 PACE (Program of All-Inclusive
Care of the Elderly) programs in the country. A multidisciplinary team
and support staff collaborate to provide community-based, coordinated
care to adults 55 years of age and older who are considered eligible for
nursing home level of care. The CHA ESP program enrolled its 400th
patient in mid-2017. ,

Immunizations

The estimated national rate, as of 2013, for persons 65 and older who
had received a pneumococcal vaccination at ledst once during their
lifetime was hlghcst for Whites at 64.7%; Blacks, Hispanics/Latinos
and Asians were in the 45-50% range (Williams ct al., 2016). The lowest
rates nationally were in the Iispanic/Latino population and those living
below 100% of the poverty level. In Somerville, 62.3% of the population
age 65 or older had a pneumonia vaccine according to the MA Healthy
Aging report from 2015. Shingles vaccines for thosc over 65 were
reported at 26% in the same report.
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Although vaccines are most notably administered to children or young
adults, older adults, are at a higher risk when it comes to the flu due to
age-related weakening of the immune system. For the 86% of adults 65+
who are managing a chronic condition such as diabetes or heart disease,
the flu can be even more dangerous due to the likelihood of developing
complications or becoming hospitalized. CDC vaccine guidelines for
older adults include: Influenza (Flu), Shingles (Ierpes Zoster), Diph-
theria, Tetanus, Pertussis (Whooping Cough) and Pneumococcal disease
(Pneumonia).

Oral Health

Fluoridation (LC-05), recognized as preventative for dental health,
may not have been as readily available when today’s older adults were
young children, though it is now inherent in the public water supply.
According to the Massachusetts Healthy Aging Community Profile for
2015, 73.4% of older adults in Somerville had an annual dental exam,
compared to the state at 76.1%. Complete tooth loss, requiring dentures,
was reported by 35.8% of Somerville seniors, the same as the state rate
(Dugan, Porrell, and Silverstein, 2015).

Behavioral & Mental Health

According to the Massachusetts Healthy Aging Community Profile
(Dugan, Porrell, and Silverstein, 2015), on self-reported mental health
(LC-34) issues, the rate of older adults who reported “15 or more days
of poor mental health in the last month” was 2.6% for Somerville resi-
dents; the State reported rate was 6.7%. Satisfaction with life was high
both among Somerville older adults and across the state, both at 95.8%.
Two risk factors for mental health that were examined were: 1) receiving
adequate emotional support (Somerville 77.4%, MA 80.7%) and 2) ever
having been diagnosed with depression (Somerville 31.5%, MA 28.6%).



CHART 1: Mental I:Z)isorder Related Hospitalizations for Adults Age 65+ in Somerville and MA (2002-2012)
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Chart 1 illustrates that rates for hospitalizatioﬁs for treatment of mental
disorder among all Somerville residents 65+ increased between 2010 and
2012 and surpassed the Massachusetts average rate in 2011 and 2012 for

CHART 2: Mental Disorder Related ED Visits for Adults Aged 65+
in Somerville and MA by Race (2007-2012, 3-Year Averages)
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in Somerville demonstrated similar trends to Massachusetts, with an Black, Non-Hispanic Hispanic

overall increase between 2002 and 2012. |
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In contrast to hospitalizations, data from the s':cate reports that from

2006 to 2011, Somerville males 65+ visited the emergency department « According to Chart 2 (the 3-year average from 2010-2012}, Black and

for mental disorders at a higher rate than feméles. However, the rate for
females visiting emergency departments for mental disorder has been
rising consistently and in 2012 female visits toithe ED exceeded male
visits. |

Hispanic/Latino adults 65+ had the highest rate of mental disorder related
emergency department visits (4,906.5 per and 4,683.2 per 100,000 visits,
respectively). Asians had the lowest rate (2,261.9 visits per 100,000 visits
overall) (UHDDS).
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CHART 3: Alcohol/Substance Related Hospitalizations for Adults Age 65+ in Somerville and Surrounding Cities
{2001 to 2012, 3-Year Averages)
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Substance Use Disorder/Addiction

Substance use is a growing issue among older adults, involving the
abuse of alcohol, drugs and prescription medications. It is important for
both families and medical professionals not to exclude the possibility of
substance abuse when an older adult is presenting with symptoms typical
of addiction or withdrawal.

Alcohal

Aging can lower the body’s tolerance for alcohol. Older adults gener-
ally experience the effects of alcohol more quickly than when they were
younger. This puts older adults at higher risks for falls, car crashes and
other unintentional injuries that may result from drinking. Alcohol abuse
in older adults can be complicated by the use of prescription and over
the counter (OTC) medications. Combining medications and alcohol

increases the occurrence of side effects and can intensify adverse reactions.

According to the National Institute on Aging, older adult drinkers
usually fit within two general types: the “hardy survivors,” those who have
been abusing alcohol for many years and have reached 65, and the “late
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onset” group, those who begin abusing alcohol later in life. The latter
group’s alcohol abuse is often triggered by changes in life such as: retire-
ment, death or separation from a family member, a friend or a pet, health
concerns, reduced income, impairment of sleep and/or familial conflict.
About half of all Americans ages 50 to 70 will be at high risk for alcohol
and marijuana abuse by 2020, compared with less than 9 percent in 1999,
according to the Substance Abuse and Mental Health Services Admin-
istration.

* In contrast to the Hospitalization data in Chart 3 above, additional related
data indicates that in the 2010-2012 period (3-year averages), the rate of
Alcohol/Substance related emergency department visits for adults 65+
in Somerville was lower only than Chelsea’s, when compared to rates in
surrounding cities {UHDDS).

« Relatedly, in 2010-2012, the age-specific rate of emergency department
visits for adults age 65+ in Somerville was higher for both Whites and
Blacks than the state. Black, non-Hispanic rates (2,024.9 per 100,000) were
dramaticaily higher than Whites (347.4 per 100,000).



Tobacco

Nicotine dependence is also a significant problem in the elderly. Use
early in life sets the stage for morbidity and mortality from this addic-
tion. Elderly smokers not only continue to impair their respiratory
systems, but are also more apt to die from respiratory diseases.

Physical Health

According to the Massachusetts Healthy Aging Community Profile
2015 (Dugan, Porrell, and Silverstein, 2015), 14.5% of Somerville’s older
adults self-report fair or poor health status, slightly lower than the state
rate at 20.7%. National studies, such as the Health and Retirement Study
Aging in the 21st Century, suggest chronic diseases are manifesting at
younger ages which impacts the healthspan of the older population.
Although the early onset is not changing morbidity, people are living
longer with chronic disease that may impact quality of life. Women have
longer life expectancy than men, but are more apt to be assessed as being
frail, thus increasing risk for falls and injury while decreasing resilience
(University of Michigan, 2017).

Obesity

Nationally, 11.7% of people 65 and over reported participating in
leisure time aerobic and muscle-strengthening activities that meet the
2008 Federal physical activity guidelines from 1998-2014. Participa-
tion varied based on age ranging from 14.5% for 65-74 year olds down
to 5.1% for those over 85 (Older Americans: Key Indicators of Well-
being, 2016). In Massachusetts, data reported in 2015 indicated that
25.2% of state residents over the age of 65 were obese (Dugan, Porell,
and Silverstein, 2015). In Somerville, the Council on Aging and Parks
8c Recreation Departments offer a range of physical activities for older
adults, such as the evidence based Fit-4-Life program developed with
Tufts University. Limited data is available on healthy eating and physical
activity levels in Somerville older adults.

Increased rates of obesity may be associated with more physical
ailments in older adults, based on trends over the last 15-20 years. Early
baby boomers {(born between 1948-1953) reflect this with national
increases of obesity rates by 7-10% compared to older cohorts. There
are associated links between obesity and increased rates of diabetes and
arthritis, both of which can impair daily living activities (University
of Michigan, 2017). There is increasing attention to the connections
between disability and obesity. Physical inactivity is a high predictor of
obesity. Mobility or cognitive limitations can seriously impact the oppor-
tunities and options for physical activity, especially for those with limited
financial resources. There is a lack of available data on obesity and related
conditions for Somerville older adults.

In Somerville, the Council on Aging and Parks &
Recreation Departments offer a range of physical
activities for older adults, such as the evidence based

Fit-4-Life program developed with Tufts University.
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Diabetes

Diabetes Mellitus is a chronic disease that affects multiple body
systems, requiring attention to diet and exercise levels, as well as often
requiring medication for treatment to limit the negative impacts. Older
adults have higher rates of diabetes than other age groups, across the
U.S., with more than a quarter of Americans 65 and older with this
diagnosis. Diabetes can be linked to higher risk factors for cardiovascular
disease, as well as higher levels of nursing home placement. Other risk
factors include a higher rate of dementia and cognitive deficits, neuropa-
thies, falls, depression and vision impairment (Kirkman et al., 2017).

+ Based on Chart 4, rates of hospitalizations between 2010-2012 (3-year
average) for Diabetes Mellitus were higher in Somerville than the state
rate for Hispanics/Latinos, Whites and Asians. Hispanics/Latinos and
Blacks have the highest rates of hospitalizations, compared to Whites,
with Asians having the lowest rate (UHDDS).

« Additional state data indicates that Diabetes Mellitus has been the
leading cause of hospitalizations for residents 65 and older in both
Somerville and the state as a whole.

CHART 4: Diabetes Mellitus Related Hospitalizations for Adults

Aged 65+ by Race/Ethnicity (2010-2012, 3-Year Average)
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CHART 5: COPD Related Hospitalizations for Adults Age 65+ CHART 6: COPD Related ED Visits for Adults Age 65+
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CHART 7: Bacterial Pneumonia Related ED Visits for Adults Aged 65+ (2002-2012)
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Respiratory Disease « Data in Chart 6, on the rate of COPD related emergency department
Respiratory issues account for some of the top causes of both hospi- visits, shows the highest rates for Hispanics/Latinos, suggesting possible

talizations and emergency department visits for adults 65 or older. There barriers to primary and preventative care for this population, or possibly

are strong links between asthma in childhood and COPD later in life, delays in seeking health care until faced with an emergency (UHDDS).

especially for those with a history of severe asthma.
» Bacterial pneumonia related emergency department visits in Somerville,

* White Somerville adults ages 65+ had the highest rate of COPD related seen in Chart 7, rose from 2009 to 2012 to hit the City’s second highest
hospitalizations between 2010-2012 (3-year average) as seen in Chart 5 rate since 2002 (448.9 visits per 100,000 ED visits overall), well over the
(UHDDS). state 2012 rate (304.5 per 100,000 visits) (UHDDS).
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CHART 8: Cardiovascular Related ED Visits for Adults Aged 65+ Years (2004 to 2012, 3-Year Averages)
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Cardiovascular Disease * In Somerville, Hispanics/Latinos had the highest rate of cardiac related

According to the American Heart Association, cardiovascular disease
is the number one cause of death for both men and women over 65. In
Somerville, it has been the top cause of death for those 65+, and the

third most likely cause of hospitalizations.

* According to Chart 8, data from 2004-2012 (3-year averages} indicates
that rates of cardiovascular related emergency department visits for
adults 65+ saw an overall increase (29.9%) in Somerville and an even
more dramatic increase in surrounding towns, especially between 2007-
2009 and 2010-2012, while the state level held fairly steady throughout.
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hospitalizations (UHDDS).

When comparing cardiovascular related hospitalizations data with data
on emergency department visits between races in Somerville among
adults 65+, Asians were hospitalized for cardiovascular issues at a rate
that was slightly less than one third the rate for Whites (2,976 per 100,000
hospitalizations versus 7,587 per 100,000 hospitalizations between 2010
and 2012), yet Asians visited the emergency department for cardiovas-
cular related issues at almost twice the rate (2,262 per 100,000 ED visits)
that White adults 65+ did (1,227 per 100,000).

Somerville Hispanics/Latinos had the poorest cardiovascular health
overall between 2010 and 2012, with the highest rates of cardiovascular
related hospitalizations and emergency department visits in that period.




CHART 9: Stroke Related Hospitalizations for Adults Aged 65+ by Race
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As indicated in Chart 9, the rates of stroke related hospitalizations for
Blacks and Hispanics/Latinos 65+ in Somerville, were higher by 33.0%
and 37.4% respectively than Samerville Whites or the respective Massa-
chusetts rates in 2010-2012 (3-year average), with data on Asians 65+ in
Somerville at levels not reportable (UHDDS).

Based on a comprehensive review of data for this age group, it is notable
that similar to cardiovascular related hospitalizations, stroke and diabetes
related hospitalizations tend to have occurred at higher rates in Black and
Hispanic/Latino adults 65+ in Somerville. A notable increase was noted in
the Hispanic/Latino population for cardiovascular disease related hospi-
talizations in the 2007-2009 period compared to 2004-2005, though the
rate decreased overall,

Between 2004 and 2012, stroke related emergency department visits for
ages 65+ saw a 37% increase, the highest by double of regional cities and
much higher than the increase of 4.3% in the state levels.




TABLE 1: Top Causes of
ospitalizations (2010-2012j -

Top 5 Causes Somerville

Age-specific rates
per 100,000

Top 5 Causes Massachusetts

Age-specific rates
per 100,000

Older Adult (65-+years)

1. Endocrine: Diabetes Mellitus Related

9370.6

1. Endocrine: Diabetes Mellitus Related

8394.1

| All Causes in Somerville: n= 7,201

2. Respiratory: COPD, All (Related)

9190.7

2. Circulatory System Diseases: All

78256

3. Circulatory System Diseases: All

8287.5

3. Respiratory: COPD, Alf {Related)

7795.8

4. Respiratory: Pneumonia and Influenza

4508.2

4. Respiratory: Pneumonia and Influenza

37565

5. Digestive System Diseases; Al

i,

R
TABLE 2: Top Causes of Death
(2010-2012) '

Top 5 Causes Somerville

35187

per 100,000

5. Digestive System Diseases: All

¥

7 i N . : : —
Age-specific rates Top 5 Causes Massachusetts Age-specific rates

32454

per 100,000

|| Older Adult {65+ years)

1. Heart Disease

1047 .4

1. Heart Disease

1074.1

All Causes in Somerville: n= 1,017

2. Lung Cancer

3379

2.lung Cancer

276.3

3. Chronic Lower Respiratory Diseases

284.8

3. Cerebrovascular Disease

2379

4. Cerebrovascular Disease

4. Chronic Lower Respiratory Diseases

2215

Data Source: Uniform Hospital Discharge Data System Massachusetts Division of He

5. Bladder Cancer

The source file is maintained as a zip code based file; 3 year average estimates 2010-2012

Notes:
Related includes secondary and

primary diagnoses

Mental disorders are not detailed individually via MassCHIP
Chronic Obstructive Pulmeonary Diseases {COPD) include: Bronchitis {chronic and acute); Emphysema; Asthma; Bronchiectasis; Axtrinsic allergic alveolitis and Pneumonitis

5. Alzheimer’s Disease

B

ssCHIP}.

Please note that within some groupings/classifications may overlap and be counted more than once within the rankings

187.7 |l
SR

Circulatory System Diseases include: Rheumatic Fever; Rheumatic diseases of the heart and blood vessels (chronic and acute); Hypertensive diseases; Heart diseases; Cereobrvascular diseases; Diseases of blood

vessels

Chronic Lower Respiratory Disease Includes: Chronic obstructive pulmonary disease with acute fower respiratory infection; persistent abnormal dilatation of the bronchi.

Digestive System Diseases: Diseases of oral cavity, salivary glands, jaw, esophagus, stomach, appendix, intestines, liver, gallbladder, pancreas

Heart Disease includes: Coronary heart disease, heart failure, ischemic heart disease, major cardiovascular disease, and acute myocardial infarction {NOT hypertension, atheroscelerosis, and cerebrovascular disease)
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Hospitalizations and Deaths

* The top five causes of hospitalization, as indicated in Table 1, were similar
in Somerville and at the state level, though the rates were higher across
all five causes for Somerville residents 65+ than statewide during these
years (UHDDS).

« The top four causes of death for Somerville residents 65+ (Table 2) were
consistent with statewide results, with higher rates of death due to lung
cancer and chronic lower respiratory diseases in Somerville than at the
state level during these years (UHDDS).

Cancer

Age is a risk factor for developing cancer, with a 10 times greater
incidence of cancer in those 65 or older than younger age groups. It is
estimated that as the population ages, cancer will outstrip cardiovascular
disease as the leading cause of death nationally. In Somerville, cancer is
the second and fifth top cause of death in those 65+ (UHDDS).

* PerChart 10, from 2010-2012 (3-year average), lung cancer was the
leading cause of cancer death in Somerville, significantly higher than the
MA rate. Rates of colorectal, pancreatic, liver, bladder and kidney cancers
were all higher than the state rates between 2010-2012.

« Additional data indicates that the incidence (new cases) of most cancers
in Somerville has fallen since 2001. However, the rate of lung cancer diag-
noses per 100,000 overall cancer diagnoses rose from a rate of 372.08 on
average between 2001-2003 to 432.2 per 100,000 diagnoses on average
from 2007-2009 (MA DPH, Registry of Vital Records).

Falls

National statistics on falls and older adults indicate more than a third
of people over 65 will fall cach year and the risks increase with age. Falls
are often associated with fractures and potential reduced mobility and/or
independence and are the leading cause of injury deaths in older adults.
Fear of falling also may reduce older adults’ active participation in social
and physical activities, creating greater risks for mental and physical

350 4 338 2010 to 2012 (3-Year Average)
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CHART 10: Leading Cancer Death Rates for Adults Age 65+ in Somerville and MA,
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CHART 11: ED Visits from Injuries Related to Falls for Adults Age 65+ (2002-2012)
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health. Nationally, in 2014, 28.7% of older adults reported at least o'ne
fall in the past 12 months.

* Asindicated in Chart 11, the rate of emergency department visits from
injuries related to falls for adults 65+ has risen in Somerville since 2008,
Surpassing the state 3-year average rates between 2010-2012, it was the
second highest in the region after Chelsea. The actual count in 2012 was
355 ED visits for this Somerville age group due to falls (UHDDS).

« QOther data shows that in both Somerville and MA, the rates of hospital-
izations for falls for adults age 65+ showed a slight decline between 2004
and 2012. There was insufficient data on race/ethnicity for Somerville,
though the MA rates are highest for Whites, followed by Hispanics.

Disability

Natijonal level data available from 2015 indicates that of the Somer-
ville civilian noninstitutionalized population of this age group, 38.2%
had any disability, with 61.8% having no disability (American Commu-
nity Survey). The national measure of disability, at least one basic action
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difficulty or one complex activity limitation, has risen for persons 65

and older over the past decade to 26.5% of the population based on
2015 data, with more U.5. females effected than males. African-Amer-
icans and those who identify as two or more races had higher levels of
disability than Whites, Hispanics/Latinos, or Asians (U.S. Department
of Health and Human Services). It is estimated that there is a greater
than 60% probability that an adult over the age of 65 will become cogni-
tively impaired or develop self-care difhiculty of two or more basic daily
functions in their lifetime.

Some studies using the Baltimore Longitudinal Study on Aging have
indicated linkages between hearing impairment and dementia, though
the results are not fully understood. Social isolation, due to hearing loss,
may be a factor. This also potentially indicates possible intervention strat-
egies to reduce cumulative impacts of multiple factors on an individual’s
health and wellbeing across life stages.

* The rates of ambulatory, self-care, hearing, vision and cognitive impair-
ments for Somerville residents 65-74 and over 75 were both higher than
the state percentages based on data available in 2014 (Dugan, Porell, and

Silverstein, 2015).



Education

According to the Massachusetts Healthy Aging Community Profile
(Dugan, Porrell, and Silverstein, 2015), 33.2% of adults 65+ had less than
a high school education, higher than the state’s 20.4%. The percentage

~LIVING W

difficulty 188% i

% 75+ \;:;c:g;r?t:ufatory 33.8% 29.4%

% 65-'74 w.ith self-care 7.3% 3.7%
impairment

% 75+ with self-care 12.5% 12.2%

impairment

% 65-74 with hearing

/AW 9.6% 7.4%
impairment

% 7§+ wnlth hearing 24.7% 21.2%
impairment

% 65-74 with vision

- ' 3.7% 3.2%
impairment

% '/"5+ w.rsth vision 9.8% 9.3%
impairment

% 65-74 with cognition

difficulty 5.6% 4.7%
% 75+ with cognition

difficulty 14.5% 12.1%

Source: Massachusetts Healthy Aging Community Profile 2014

of Somerville older adults with a college degree was 13.9%, lower than
the state average of 25.1%. In an area like Boston that is saturated with
higher education, the lower rates of both high school education and
college degrees in the Somerville senior population could have influ-
enced lifelong earning potential and wealth accumulation for many. The
Somerville Council on Aging provides support for continued learning
and informal education options. The public libraries, adult education
classes at SCALE, and non-profits such as the The Welcome Project
report seniors are consistently well represented in their English language
classes.

Economic Stability

Lower education levels for over a third of Somerville seniors may
have impacted economic opportunities over the life time of the 65+
population. According to 2015 American Communities Survey data, the
percentage of Somerville households of individuals 65+ with an annual
income of less than $20,000 was 34.6% compared to 28.4% statewide.
Of those 65 and older in Somerville, there were four main sources of
income in 2015: 35.7% income (mean earnings $59,873), 35.8% retire-
ment income (mean of $20,532), 85.5% income from Social Security
(mean $16,248) and 8.8% Supplementary Security Income (mean
income $8,626) (American Community Survey).

The full retirement age for Social Security benefits has been at age 65,
but will be increasing gradually up to age 67, with an option for early
retitement benefits at age 62, though this reduces the benefit amount
by 25%. People whose work is physically demanding are more likely to
retire earlier. According to the Economic Policy Institute, retirement
savings for people approaching retirement in the U.S. peaked in 2007,
with a drop in 2009/2010, with some increase since then to an estimated
median of $17,000, including 401(K)s, IRAs and Keogh plans. With the
general rule of thumb being to save 20 times one’s annual salary by age
67 to cover retirement costs, many residents will be increasingly reliant
on government and social supports.
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Poverty

American Community Survey data from 2011-2015 for Somerville
indicates that the overall poverty rate was 14.7%. For residents 65 and
older, the rate of poverty increased between 2010 and 2015 from 11.4%
to 14.2%, which was higher than the Massachusetts rate for this age
group at 9.2%. Poverty later in life creates particular vulnerabilities as
individuals over 65 years of age often have very limited control over
earning options and may also have limited or no control over housing
options. Fixed incomes mean that a health crisis or other unantici-
pated expense can further burden a limited income. For some, this may
include decisions about purchasing food, medication, or other basic

needs.

Housing/Housing Stability

In the region, according to a 2017 Metropolitan Area Planning
Council report on the state of equity, individuals aged 65+ are the most
cost burdened renters and owners, with more than 30% of income going
to housing. According to 2015 national American Community Survey
data, adults 65 and older in Somerville are much more likely to be owner
occupants (56%) than renters (44%) than the total population at 34%
owners and 66% renters. Of renters, a higher percentage (47.3%) of
65+ adults in Somerville have more than 30% of their income going to
housing than the total population (38.1%).

For those who have owned a house for decades, the prospect of selling
to downsize might be attractive, but such owners are then faced with
a low probability of finding affordable alternative housing in the city.
It remains to be seen how the cost of housing will affect aging baby
boomers who may desire to age in place. Reportedly, rental levels have
seen some decrease since 2015 data was available, yet, it is unclear if this
is enough change to make a difference for those looking to retire and
have secure, stable housing in Somerville.

Elderly and disabled housing is available through the Somerville
Housing Authority. Within Somerville there are five federal housing
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locations and four state funded locations with a total of 700 units of
affordable housing that can serve those 65+, with 95 units for people
with disabilities. Additionally, there are four privately operated build-
ings serving the elderly/disabled in Somerville. The SomerVision goal of
creating 1,200 permanently affordable housing units will be critical to
help meet both the needs of aging boomers and young families wanting
to stay in the city. In addition, there are 149 nursing home beds available
in Somerville (compared to 47,990 nursing home beds in Massachusetts)
at two locations, the Somerville Home (59) and Little Sisters of the
Poor (90 beds total, 26 with skilled nurses and 64 residential). There are
also two assisted living centers in Somerville, built and managed by the
Visiting Nurses Association of Eastern Massachusetts, providing 198
units for elderly and disabled residents with affordable housing options,
along with supportive services.

Employment

Of those 65 years or older in Somerville, 81.1% were not in the labor
force as of 2015, with 18.8% employed (ACS). Multiple national reports
indicate that since the early 1990s adults over 65 are remaining in the
work market longer than in past decades. Self-reported poor health
status is one of the strongest predictors of retirement, by some reports
accounting for over 20% of retirement decisions. Access to financial
benefits such as pensions, social security and Medicare also significantly
impacts decisions about continuing to be active, or not, in the labor force.
Today’s older adults may have been negatively affected by the Great
Recession, finding it necessary to work more years to counter loses in
wealth accumulation.

Early baby boomers (those born between 1948 and 1953) generally
expect to work at least one year longer than older cohorts. However,
there are factors other than health and financial status that effect deci-
sions to retire. Many boomers contend that they want to remain active
and engaged, and for some, work meets that desire. For others, changes
in life roles such as becoming a grandparent are a strong predictor of
retirement; for women, this increases the likelihood of retirement by 8%.



Race, gender and education level factors seem to indicate that Blacks
with poor health and women with less education are less likely to work
past the age of accessing benefits. There is also a segment of the older
adult population that would like to work, but face age discrimination
following the loss of a job later in life. The majority of people follow a
traditional course of fully retiring directly from full time work. However,
increasingly, alternative pathways include moving to part time work or
partial retirement and transitioning between these various states.

'The Health and Retirement Study reported 43% of women and 50%
of men who retire return to work again. The desire to be a part of the
larger community and to be socially engaged, as well as the financial
incentive, can all be part of why older adults may return to work post
traditional retirement (University of Michigan, 2017).

Food Security

Age, as with income, is a key risk factor for food insecurity. Resi-
dents 65 years and older may increasingly be in the position of having
to decide between housing costs and purchasing food or medicine. This
is especially alarming for this age group when there are more chronic
diseases that have links to nutrition such as Diabetes Mellitus or cardio-
vascular disease. Data from the Massachusetts Department of Transi-
tional Assistance SNAP enrollment for December 2016, showed that
nearly 1,500 residents over the age of 60+ utilized SNAP and were 27%
of the total SNAP clients during this timeframe. Somerville Cambridge
Elder Services (SCES) is an agency that works to address food security
among seniors, providing Meals on Wheels, distributing senior farmers’
market coupons, providing nutritional classes and counseling and part-
nering with the Council on Aging to host LGBT cafes. In collaboration
with the Greater Boston Food Bank, both the Somerville Council on
Aging and Somerville Cambridge Elder Services coordinate regular food
distribution programs for seniors and people with disabilities.

Natural and Built Environment

Housing (safe, affordable and accessible)

Many seniors may have lived in their units for many years, and these
units may be in need of upgrading for safety. Home modifications,
such as shower bars, can help those 65 and older to age in place more
safely and prevent falls and injury which can trigger significant changes
in wellbeing and independence. Hoarding, or compulsive clutter, is a
growing issue among older adults that can impact home safety.

Safe and Secure Neighborhoods

Police data indicates that crime in Somerville has been generally
decreasing. Of all the arrests in the city in 2016, only .014% were people
over the age of 61 (Somerville Police Department). More often, this age
cohort may be victims of crime, especially scams targeting the elderly.
Qlder adults in need of assistance with financial management who lack
a trustworthy relative or friend may be particularly vulnerable to fraud,
yet may not report it due to feelings of shame, a desire for independence
or lack of awareness either that such fraud occurred or how to report
it. Somerville Cambridge Elder Services provides trained volunteers to
offer money management support for seniors as a preventative interven-
tion.
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Transportation :

The high scores that Somerville earns on national measures of walk-
ability, public transit and bikeablilty are attractive to older active adults.
Attention to universal access, with curb cuts and well-marked cross-
walks also contribute to safety for all ages, including seniors. As the
onset of disabilities increases with age, transportation can become more
challenging and less accessible; older adults report transportation as
one of their top areas of need, according to surveys by the Somerville
Cambridge Elder Services. Transportation supports for this life stage
include a range of community resources such as subsidized shuttles,
companions to attend medical appointments and special rates for public
transportation passes. The City of Somerville waives parking permit fees
for older adults. A number of residents over 65 are driving their own
cars for transport: Between June 2016 and July 2017, the City’s Traffic
and Parking Department issued 4,337 senior resident permits. There
were also 127 handicapped reserved parking signs in place at residen-
tial addresses in the same time period; although they may not all be for

seniors.

Environmental Health and Climate Change
Elderly residents often have greater physical limitations during a

climate event. These limitations include higher overall health vulnera-
bility, such as greater susceptibility to extreme heat and impacts from
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poor air quality and insect-borne diseases, among other illnesses. As

a result of some of these vulnerabilities, older individuals — across all
income brackets — have a greater reliance on support services, including
senior centers and cooling centers during high heat events. Elderly
residents that live alone may be more socially isolated and lack reliable
access to transportation, which can make it more difficult for them to
access support services or evacuate during emergency events. The City of
Somerville currently provides transportation to seniors and disabled resi-
dents during storm events and high heat days; climate change is likely to
increase demand for these types of services as such events become more
frequent.

A concerning and rapidly evolving environmental issue is climate
change. A report by the National Resources Defense Council claims that
there will be thousands of deaths due to heatwaves by the 2100s related
to climate change, specifically in urban areas. Exposute to intense heat
can lead to many health complications including heat exhaustion and
dehydration and can trigger heart attacks and stroke (Constble, 2017).
'The most recent data available from MA Environmental Public Health
Tracking indicates that in 2012, 102 Massachusetts residents were hospi-
talized for heat stress, with over half of those adults 65 and older.

'The heat index is a standard measure that includes both tempera-
ture and humidity. When the heat index rises to 104, health impacts
occur due to the inability of the human body to function when internal
temperatures reach that level. Globally, more deaths due to heat have
been reported in those over 75. Income inequality magnifies the negative
impacts for low income elders, many who Jive alone, making them higher
risk.

Exposure to poor air quality, which is impacted by heat, traffic pollu-
tion and rising pollen levels, can be linked to cardiac and lung problems,
as well as cognitive and memory issues in seniors, altering quality of life,
as well as longevity. Older adults, especially frail or immune compro-
mised adults, may also be more at risk for the increasing presence of
insect borne diseases such as West Nile virus.



Social and Community Context

Race

The race/ethnicity distribution of this age group in Somerville,
according to 2015 government estimates was: 88.8% White, 5.6% Black
or African-American, 4.7% Asian, and 3.6% of Hispanic or Latino
origin (of any race). According to a PEW report, Black adults over
fifty have the worst perception on race relations in the US, with 65%
believing that relations are “generally bad,” compared to 58% for those
who are 18-50 (Wormald, 2016).

Saecial Inclusion

Metro Boston is becoming more economically segregated and poten-
tially less inclusive. The region’s poorest households are becoming more
concentrated into low income neighborhoods (State of Equity, 2017).
For older adults, immigration status can impact socialization, with 29.5%
of Somerville residents over 65 estimated to not have U.S. citizenship.
The vast majority, 92.5%, of immigrants over 65 entered the US before
2000, with 2.2% arriving later than 2010. The language spoken at home
is English for 68.3% of Somerville residents 65 or older, with 23.4%
speaking English less than “very well.” There is also an aging LGBT
population in the city. Several of these factors can increase social isola-
tion or feelings of exclusion.

Social Safety Network/Social Support

Social isolation is a recognized risk factor for all ages, but is particu-
larly recognized as a factor in the health of older adults. Isolation may
be due to changes in social status such as loss of a life partner due to
death, visual or hearing impairment, limited English proficiency or
other trigger events that impact one’s physical or psychological ability
to connect with other people causing a loss of social network or group
belonging. There is a strong correlation between health and isolation.

In 2015, an estimated 42.5% of Somerville residents 65 or older were
married, 27.7% widowed, 11.8% divorced and 16.4% never married.
Additionally, 54.4% of older adults in the city lived alone, with 11.7% of

females living with family with no husband present. 6.8% of older adults
are living with grandchildren, while 1.9% are responsible for parenting
grandchildren. A significant number of this age cohort are veterans, at

14.1% (ACS).

Up to three quarters of the older population are predicted at some
point to need long term care that ends up being provided by family or
friends. Women are more likely to need such care, partly due to longer
life expectancy. The stress of serving as caretaker for a partner with a
disability can significantly increase the risk of stroke for the caregiver.
‘The impacts of such stress are stronger for men than women. Creating
systems of supports for both isolated older adults and those caring for
loved ones may help decrease the negative impacts of related stressors.
Family caregiver supports are available through organizations such as
Somerville Cambridge Elder Services.
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Violence (Domestic Violence, Sexual Abuse)

‘The CDC defines Elder Abuse as “an intentional act, or failure to act,
by a caregiver or another person in a relationship involving an expec-
tation of trust that causes or creates a risk of harm to an older adult.”
'This can be physical, sexual or emotional and can include neglect by
a caretaker or financial exploitation. In the U.5. it is estimated that
10% of older adults are victims of abuse, though it is generally very
under reported. The Elder Protective Services Program of Somerville
Cambridge Elder Services can assist adults 60 or older with a range
of supports including legal assistance, planning for harm reduction,
in-house assistance and preventing loss of one’s home.

Community and Civic Engagement

Historically, Somerville older adults tend to be civically engaged in
terms of consistent voter turnout. In the 2016 November election, 75%
of all eligible voters participated in Somerville. This is in contrast to a
low of 14% voter turnout for the Municipal Elections in 2015. Though
millennials have a larger voting group by population, it remains to be
seen if they can rival the engagement of seniors.

'The City has a long history of residents actively participating in civic
life, identifying or addressing public issues of concern. Increasingly,
new retirees are turning up as volunteers in programs ranging from the

150 The Wellbeing of Somerville Report 2017 / Older Adult

Council on Aging, the public schools, English language classes and in
affordable housing and other social justice initiatives. Regionally, there
are organizations such as the MA Senior Action Council, run by seniors
to advocate and empower members to address key policy issues that
affect health and wellbeing. Studies indicate that active participation in
civic life by seniors increases longevity.

End of Life

A 2017 report stated that only 30% of U.S. adult residents have
created an advance directive that outlines their health care wishes. Typi-
cally, this would be two documents. The first is a document that commu-
nicates an individual’s wishes about end of life care; examples include
Medical Orders for Life-Sustaining Treatment (MOLST), Living Will
or I'ive Wishes. The second is a document stating the designated person
to make decisions if the individual is unable to do so; in the state of
Massachusetts this is known as a Health Care Proxy. Numerous docu-
ments are available in 10 languages on the state’s website under “End of
Life Care.”

Palliative care addresses the physical, emotional and spiritual needs of
someone who is experiencing serious illness, helping to support someone
who may be undergoing active treatment. It is about helping to coor-
dinate care, symptom relief, support and assistance with appropriate
planning and decision making.

Hospice care is a choice for those who are facing the end of life,
providing support and comfort for an individual and their family. Nearly
50% of Medicare recipients that died in 2014 had received end of life
care from hospice, an increase greater than 20% since 2000 (Price et al,,
2017). This care is not about extending one’s life, but about making one’s
remaining time comfortable and meaningful and assisting with care at

the end of life.
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Somerville is a densely populated city
adjacent to Boston, Massachusetts, with an
estimated 81,322 people in 4.1 square miles.

* The population is young, with a median age of 31.3 years. Over 32% of the
population is 25-34 years of age, one of the largest such populations per
capita of young adults in the country.

« Somerville continues to be a community of immigrants. Only 75.3% of
residents are native born, compared to the state average of 93%. The top
five countries of birth for foreign born residents are Brazil, Portugal, China,
India and El Salvador.

« The schoaol population of 4,931 students has a higher diversity than the
overall population, with 36.5% White and 43% Hispanic/Latino. Language
diversity is also prevalent with 26.7% of students speaking Spanish at
home, 9.3% Portuguese and 12% other languages.

» People with a disability comprise 8% of residents, with the highest
percentage (38%) among residents 65+.

« -Anestimated 2,147 Veterans live in the City; 11.4% are under the age of 35

Data sources can be and 14.1% are 65+.

found in previous
chapters and appendices. « Somerville residents are responsible for 1,732 licensed dogs in Somerville,

as of 2017.
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PEducation P-Economic Stability/Income

« The percentage of residents who are high school graduates or higher is = The median income for Somerville is $73,106, an increase of 16% from
89.3%;10.7% of Somerville residents over the age of 25 do not have a high 2006 to 2015. Based on the actual cost of living in the Greater Boston
school diploma or equivalency. area, a single adult needs a minimum income of $27,040 and two working

adults with two children need to earn $71,843 to meet basic needs.
» The percent of the Somerville population over the age of 25 who had

obtained a graduate or professional degree rose by 12% between 2010 « Of the total population, 14.7% percent of residents live in poverty; 22.7%
and 2015. of children under 18, 14.2% of people 65 and over and 43.2% of families
with a single female head of household had incomes below the poverty
« The Somerville district 4-year high school graduation rate in 2016 was level. The city poverty rate is higher than the Massachusetts average.
81.5%, while the state graduation rate was 87.5%. The adjusted 4-year
graduation rate, which excludes transfers into the district, is higher than « Of community members living in poverty, 11.8% identified as White,
the state at 87.9% compared to state rate of 84.6%. compared to 19% as Asians, 26% as Hispanic/Latino, and 36.6% as Black/

African Americans, based on data available through 2015. -
» The 2015-16 Somerville dropout rate across all grades was 1.9%, half the
rate in the prior year (3.7%).
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an amount requiring a household income of around $90,000 to keep
housing expenses within the recommended 30-40% of total income.

« Asof 2015, 39.1% of renter households in Somerville were rent-bur-
dened, defined as households paying more than 30% of gross income
towards housing. Just over thirty eight percent of owner households were
cost-burdened.

« The City’s SomerVision Comprehensive Plan for 6,000 new housing units
by 2030 includes an additional 1,200 permanently affordable units.

»Food Security

pHealth care coverage = |n 2015, 9.3% of Somerville's 32,000 total households received some SNAP

* In Somerville, as of 2015, residents ages 35-64 were the least likely to have benefits, an increase of 4.9% from 2010,

health Insurance, with 6.1% having no health coverage, higher than the

state level for this age range. « ltis estimated that of thase who are income eligible for SNAF, 61% are not

enrolled in the program, referred to as the SNAP gap.

« Of Somerville residents who had MassHealth insurance coverage, 54.7%

lived in zip code 02145, 27.2% in 02143 and 18% in 02144. « In 2016, for the first time, the Youth Risk Behavior Survey in Somerville

addressed food insecurity, with 9.4% of high school students responding
that they had gone hungry; 18.2% of those identified as Haitian Creole
» Housing speakers and 10.3% of Spanish speakers were food insecure.

« Somerville has 33,720 housing units, 65.2% were built prior to 1940,
P Safety and Security
» Rental units comprise 66% of the housing units with 34% of units occu-

pied by the property owners. » Somerville has been a Sanctuary City for 30 years, a municipality that does

" not prosecute undocumented immigrants for violating federal immigra-

» The Somerville Housing Authority owns and manages subsidized housing tion laws.

including 674 family units and 782 elderly units, as well as Section 8

housing . Somerville data indicates that overall crime is decreasing, with 739 arrests

in 2016 compared to 967 in 2010. The overall crime rates in Somerville are

« Since 2000, single-family home sales have increased in price by 112% 20% lower than the U.S. rates, based on 2015 data.

(30.5% since 2012) while median rent increased by 43%. The average

market rate rent in 2015 was $2,567 for a two-bedroom apartment, « In 2016, there were 198 domestic assaults recorded in Somerville for all

ages, with 18% involving juveniles.
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PpEmployment

* Unemployment is low at 3.7%. 80% of working Somerville residents are
employed in jobs outside the city.

« Compared to 19.8% of nondisabled adults over 18, 64.1% of disabled
adults in Somerville were unemployed.

P Transportation

= Somerville commuters are almost three times as likely to use public trans-
portation to commute and more than twice as likely to walk or bike as the
state rate and notably less likely to drive alone than the Massachusetts or
U.S. average.

« Somerville's Walk Score of 86/100 is the second highest in the state. The
Transit Score is 62/100.

» Public transportation will be enhanced by the extension of the Green Line
and the Community Path, yet public transit will remain limited for north-
south travel.

P Environmental Health P Open Space and Access to Nature

= There are roughly 158 acres of publicly-accessible open spaces within

* The Mystic River was awarded water quality ratings of A- for swimming
Somerville, only 37% city-owned.

and boating safety measures,

« This represents 6% of the City’s land area and translates to roughly 2 acres

« Close proximity of Somerville neighborhoods to two major state high-
of open space for every 1,000 Somerville residents.

ways is linked to increased exposure to air pollution.

« In Somerville, 57 units of Somerville housing have been de-leaded since

2012 in partnership with Federal grants, P Community Engagement

* In the 2016 presidential election, Somerville had 54,360 registered voters
with 40,874 votes cast, a 75% turnout.

» In February 2017, over 4,000 people attended the ONE Somerville rally.
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% Black young adults had-the highest rate of mental health hospltallzatlons

Rates for mental health related emer'gency department visits for young
adults ages 25-39 in Somerville were 71% h|gher formales than females
(2010-2012). -

in thls age group, between 2010°'and 201 2.

'Between 2010 and'20
(25-39) the most.of any a

Somerville's population is young, with a median age of 31.3
years. Over 32% of the population is 25-34 years of age, one
of the largest such populations per capita of young adults
in the country.
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Appendix A: Data Resources

Some data sources are available to the public online and are linked in the
web version of Appendix A, while others were provided by local agencies
for the purpose of this report.

Demographics

American Community Survey, United States Census Bureau 2006-2015
Massachusetts Department of Elementary and

Secondary Education, Profiles 2010-2017
United States Department of Labor, Bureau of Labor Statistics 1990-2016

Massachusetts Department of Labor and Workforce Development 2016

Massachusetts Department of Public Health, 2017
Registry of Vital Records and Statistics Bureau of Health
Statistics, Research and Evaluation

The Greater Boston Housing Report Card 2009-2015

Prenatal/Early Childhood

American Community Survey, United States Census Bureau 2006-2015
Cambridge Health Alliance 2016-2017
Community Action Agency of Somerville, Somerville Head Start 2016
City of Somerville Data Farm, Raise a Family, Somervillema.gov 2014

Data Resource Center for Child & Adolescent Health,
National Survey of Children with Special Healthcare Needs 2010

Food Bank of Western Massachusetts, MA SNAP GAP 2017
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The Kaiser Family Foundation,
Health Insurance Coverage of Children 0-18

Living Wage Calculator, Boston-Cambridge-Newton.
Livingwage.mit.edu

Massachusetts Department of Public Health,
MA Births State Report

Massachusetts Department of Public Health,
Registry of Vital Records and Statistics,
Bureau of Health Statistics, Research and Evaluation

Massachusetts Department of Public Health,
Uniform Hospital Discharge Data System,
Division of Health Care Finance and Policy

Massachusetts Pregnancy Risk Assessment Monitoring System

Project Bread, 2015 Status Report on Hunger in Massachusetts,
Projectbread.org

Somerville Police Department
Somerville Public Schools

The State of Obesity, Adult Obesity in the United States
Stateofobesity.org

The State of Obesity,
Obesity Among WIC Participants Age 2-4, 2000-2014
Stateofobesity.org

US. Census Bureau, Poverty Thresholds

Youth Risk Behavior Survey, Somerville High School Health Survey

2015

2017

2015

2015

2012

2011

2015
2010-2016
2017

2016

2016

2017
2006-2016



Adolescent/School-Aged

American Community Survey, United States Census Bureau
Association of Maternal & Child Health programs,

Life Course Indicators Online Tool

Cambridge Health Alliance

Centers for Disease Control, Adolescent Health

Data Resource Center for Child & Adolescent Health,
National Survey of Children with Special Healthcare Needs

Department of Children and Families, Cambridge/Somerville
Food Bank of Western Massachusetts, MIA SNAP GAP

Massachusetts Department of Elementary
and Secondary Education, Profiles

Massachusetts Department of Public Health, Current Statistics
(Overdose Deaths Data)

Massachusetts Department of Public Health, MA Births State Report

Massachusetts Department of Public Health,
The Status of Child Weight in Massachusetts

Massachusetts Department of Public Health, Uniform Hospital
Discharge Data System, Division of Health Care Finance and Policy

Massachusetts High School Youth Risk Behavior Survey
(MA YRBS)

Massachusetts Youth Health Survey

Office of Disease Prevention and Health Promotion,
Healthy People 2020 Topics and Objectives

Somerville Department of Health and Human Services

Somerville Police Department

2006-2015

2014
2014-2017
2017

2010
2016
2017

2010-2017

2017
2015

2014

2012

2006-2015
2015

2008-2015
2015-2016
2010-2016

Somerville Public Schools
The UN Refugee Agency (UNIICR), Children on the Run
Youth Risk Behavior Survey, Somerville High School Health Survey

Youth Risk Behavior Survey,
Somerville Middle School Health Survey

Early Adult

American Community Survey,
United States Census Bureau

Center for Disease Control and Prevention, 500 Cities Project:
Local Dara for Better Health

Food Bank of Western Massachusetts, MA SNAP GAP

Massachusetts Department of Elementary and
Secondary Education, Profiles

Massachusetts Department of Public Health

Massachusetts Department of Public Health, Community Health
Information Profile Diabetes Risk Factors

Point in Time Count, Somerville Continuum of Care, 1/25/2017

2015-2016
2014
2006-2016

2003-2015

2006-2015

2017
2017

2010-2017
2016

2005-2013
2017

Somerville Fire and Police, COHR Narcotics Misuse Master Database 2014-2016

Somerville Police Department

Uniform Hospital Discharge Data System,
Massachusetts Division of Health Care Finance and Policy,
Massachusetts Department of Public Health

Walk Score, Living in Somerville

2010-2016

2012
2017
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Young Adult

American Community Survey, United States Census Bureau
Cambridge Health Alliance

City of Somerville Data Farm, Work, Somervillema.gov

City of Somerville Data Farm, Raise a Family, Somervillema.gov
Federal Bureau of Investigation, Uniform Crime Reporting Program
Institute for Community Health

Living Wage Calculator,
Boston-Cambridge-Newton. Livingwage.mit.edu

Massachusetts Department of Comrections, Prison Population Trends

Massachusetts Department of Public Health, Bureau of Infectious
Diseases and Laboratory Sciences, Division of STI Prevention

Massachusetts Department of Public Health,
Bureau of Substance Abuse Services

Massachusetts Department of Public Health,
State Report (MA Births)

Massachusetts Department of Public Health,
Uniform Hospital Discharge Data System,
Division of Health Care Finance and Policy

Massachusetts Health Council, Report on Preventable
Conditions and Social Determinants

National Highway Traffic Safety Administration
Somerville Department of Health and Human Services

Somerville Fire and Police, COHR Narcotics Misuse Master Database

Somerville Police Department
Somerville Housing Needs Assessment

Registry of Vital Records and Statistics,
Bureau of Health Statistics, Research and Evaluation
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2006-2015
2015
2012

2012
2015
2016

2017
2015

2005-2015

2013

2015

2012

2017
2014
2017
2014-2016
2015
2015

2015

The State of Obestty, Adult Obesity in the United States
Stateofobesity.org

Wialk Score, Living in Somerville

Middle Adult

American Community Survey, United States Census Bureau
Cambridge Health Alliance

Food Bank of Western Massachusetts, MA SNAP GAP
Massachusetts Department of Corrections, Prison Population Trends

Massachusetts Department of Public Iealth,
Bureau of Infectious Disease and Laboratory Science,
HIV Surveillance Program

Massachusetts Department of Public Health,
Bureau of Infectious Disease and Laboratory Science,
Office of Integrated Surveillance and Information Systems

Massachusetts Department of Public Health,
Bureau of Substance Abuse Services

Massachusetts Department of Public Health,
Registry of Vital Records and Statistics, Bureau of Health Statistics,
Research and Evaluation

Massachusetts Department of Public Health,
Uniform Hospital Discharge Data System,
Division of Health Care Finance and Policy

Somerville Fire and Police
Somerville Police Department
Somerville Housing Needs Assessment

The State of Obesity, Adult Obesity in the United States
Stateofobesity.org

Walk Score, Living in Somerville

2016
2017

2006-2015
2015
2017
2015

2015

2015

2013

2015

2012
2017
2017
2015

2016
2017



Older Adult

American Community Survey, United States Census Bureau 2006-2015

Massachusetts Department of Public Health,
Registry of Vital Records and Statistics, Bureau of Health Statistics,
Research and Evaluation 2015

Massachusetts Department of Public Health,
Uniform Hospital Discharge Data System,

Division of Health Care Finance and Policy 2012
Massachusetts Environmental Public Health Tracking 2012
Massachusetts Healthy Aging Data Report: Community Profiles 2015
Somerville Police Department 2016
Somerville Traffic and Parking Department 2017

U.S. Department of Health and Human Services,
National Center for Health Statistics, “Health, United States, 2016 2017
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Appendix C: Glossary

Accountable Care Organizations

Accountable Care Qrganizations (ACOs) are groups of doctors, hospitals, and other
health care providers, who come together voluntarily to give coordinated high quality
care to their Medicare patients. The goal of coordinated care is to ensure that patients,
especially the chronically ill, get the right care at the right time, while avoiding unnec-
essary duplication of services and preventing medical errors. When an ACO succeeds
both in delivering high-quality care and spending health care dollars more wisely, it will
share in the savings it achieves for the Medicare program (Accountable Care Organiza-
tions, 2017).

ACS — American Community Survey

An annual survey conducted by the U.S. Census Bureau in all U.S. counties and in
Puerto Rico. It provides critical economic, social, demographic, and housing informa-
tion to this country’s communities every year. The survey provides communities with
up-to-date information they need to better understand community issues, respond to
needs, and allocate programs and resources. In recent years, the ACS has become more
accessible online, and is now available to the public at factfinder.census.gov. Users can
search for data exclusive to Somerville residents or compare data with other cities or
the entire state.

ACEs - Adverse Childhood Experiences

Childhood experiences, both positive and negative, have a tremendous impact on
future violence victimization and perpetration, and lifelong health and opportunity. As
such, early experiences are an important public health issue. Much of the foundational
research in this area has been referred to as Adverse Childhood Experiences (ACEs).
Adverse Childhood Experiences have been linked to: risky health behaviors; chronic
health conditions; low life potential, and early death. As the number of ACEs increases,
so does the risk for these outcomes. The wide-ranging health and social consequences
of ACEs underscore the importance of preventing them before they happen. CDC
promotes lifelong health and well-being through Essentials for Childhood — Assuring
safe, stable, nurturing relationships and environments for all children (About Adverse
Childhood Experiences, 2016).

Affordable Care Act (ACA)

The comprehensive health care reform law enacted in March 2010 (sometimes
known as ACA, PPACA, or “Obamacare”). The law has 3 primary goals: 1. Make
affordable health insurance available to more people. The law provides consumers with
subsidies (“premium tax credits”) that lower costs for households with incomes between
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100% and 400% of the federal poverty level; 2. Expand the Medicaid program to cover
all adults with income below 138% of the federal poverty level. (Not all states have ex-
panded their Medicaid programs); 3. Support innovative medical care delivery methods
designed to lower the costs of health care generally (Affordable Care Act, n.d.).

Age Specific Rate per 100,000

A way to compare rates of disease, death, injury and other health outcomes be-
tween different age ranges; used to compare rates of health outcomes in different
communities; ex. The amount of men over 50 diagnosed with cancer per 100,000 in
New York City compared to Boston.

Assaciation of Maternal and Child Heaith Programs
Life Course Indicators (LCIs)

The Association of Maternal and Child Health Programs developed a set of 59 Life
Course Indicators which are designed to promote a standard set of indicators to be
applied to measure progress and improve maternal and child health. The Life Course
Indicators were selected to address the social determinants of health among mothers
and children in America. AMCHP Life Course Indicators selected for this report were
chosen because existing Somerville data aligns with the indicators or because they are
of particular national importance. The indicators chosen do not represent City-wide
priorities, and while all AMCIIP indicators are worth addressing, many could not be
discussed in the report due to space limitations.

Behavioral Health

Behavioral health is inclusive of the emotions, behaviors and biclogy relating to a
person’s mental well-being, their ability to function in everyday life and their concept
of self. While often used with Mental Health, Behavioral Health also includes the
biological component of wellness. For example, Behavioral Health encompasses all
contributions to mental wellness including substances and their abuse, behavior, habits
and other external forces.

CDC - Center for Disease Control

The Centers for Disease Control and Prevention (CDC) is a federal agency that
conducts and supports health promotion, prevention and preparedness activities in the
United States, with the goal of improving overall public health. Established in 1946
and based in Atlanta, the CDC is managed by the Department of Health and Hurman
Services (HIS) (Centers for Discase Control and Prevention, 2017).

Demographics
Statistical data relating to the population and particular groups within it; what eth-
nicities, ages, races, religions, genders make up a population in a particular area.



English-Language Learners, or ELLs

Students who are unable to communicate fluenty or learn effectively in English,
who often come from non- English-speaking homes and backgrounds, and wheo typical-
ly require specialized or modified instruction in both the English language and in their
academic courses.

Equity

Everyone having access to fair and equal treatrnent under the law, regardless of race,
social class or gender. Equity and equality are two strategies to produce fairness, but
they are distinct. Equity is giving everyone what they need to be successful. Equality is
treating everyone the same.

Equality aims to promote fairness, but it can only work if everyone starts from the
same place and needs the same help. Equity is a focus on ensuring that those who have
been disadvantaged for any number of reasons, including due to structural inequalities,
are given what they need to be successful.

Federal Poverty Level

A measure of income issued every year by the Department of Health and Human
Services (HHS). Federal poverty levels are used to calculate eligibility for Medicaid,
the Children’s Health Insurance Program {(CHIP) and other programs and benefits. In
2017, the federal poverty level (FPL) for a family of 4 is $24,600(adapted from https://
www.healthcare.gov/glossary/federal-poverty-level-FPL/).

Health
A state of complete physical, mental and social wellbeing and not merely the ab-
sence of disease; influenced by many socioeconomic factors.

Physical Health: good body health, being healthy includes regular physical activity,
good nutrition and adequate rest.

Mental Health: cognitive and emotional wellbeing: a state of wellbeing in which
the individual realizes his or her own abilities, can cope with the normal stresses of life,
can work productively and fruitfully, and is able to make a contribution to his or her
community.

Healthy Communities Initiative

Involves a wide range of local institutions, community groups and private citizens, as
well as health professionals, in community development efforts to improve conditions
that encourage and support healthy living, engaging citizens in helping realize visions
for a healthier community.

Health Dispatity
A health difference that is closely linked with social, economic or environmental

disadvantage.

Health Equity

Healthy People 2020 defines health equity as attainment of the highest level of
health for all people. Health Equity means efforts to ensure that all people have full and
equal access to opportunities that enable them to lead healthy lives (https://healthequi-
ty.sfsu.edu/content/defining-health-equity}).

Health Span
'The period of a person’s life during which they are generally health and free from
serious or chronic illness.

Healthy People 2020

The U.S. CDC (Center for Disease Control) develops science-based “Healthy Peo-
ple” objectives, revised every 10 years. Leading Health Indicators (LHI) are high prior-
ity health issues and actions that can be taken to address them. Topics include: access to
health services, clinical preventative services, environmental quality, injury and violence,
maternal, infant and child health, mental health, nutrition, physical activity and obesity,
oral health, reproductive and sexual health, social determinants, substance abuse and to-
bacco. The Healthy People 2020 leading health indicators were selected to strategically
incorporate determinants of health and health disparities, as well as to promote health
across life stages to “promote quality life, healthy development, and health behaviors
across all life stages.” The indicators selected for inclusion in the Healthy People 2020
leading health indicators were also informed by the National Prevention Strategy.
Healthy People 2020 leading health indicators selected for The Wellbeing Repore 2017
were chosen because there is existing Somerville data which aligns with the indicators
or because they are of particular national importance. The indicators chosen do not
represent City-wide priorities, and while all HP-2020 indicators are worth addressing,
many could not be discussed in the Report due to space limitations.

High Needs

According to the Massachusetts Department of Elementary and Secondary Educa-
tion a high needs classification includes students with disabilities and English Lan-
guage Learners in addition to students who are homeless or in the foster system, those
who perform far below grade Jevel, and students who otherwise are in need of special
assistance and support (MA DESE and U.S. Department of Education).
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Life Course Indicators
See ‘Association of Maternal and Child Health Programs Life Course Indicators
(LCIs) above.

Life Course Theory

Considering a range of factors that impact health, not just in one stage of life, but
across all the life stages. Looks at patterns across time and populations. Family, social,
economic and environmental factors impact health equality,

MWRA - Massachusetts Water Resources Authority

‘The public authority in the Commonwealth of Massachusetts that provides whole-
sale drinking water and sewage services to Somerville and other municipalities and
industrial users. MWRA receives water from the Quabbin and Wachusett Reservoirs
and the Ware River in central and western Massachusetts. For sewage, it operates an
effluent tunnel in Boston Harbor for treated sewage as well as a treatment center on
Deer Island at the mouth of the harbor, among other properties.

MAPP- Mabilizing for Action Through Planning and Partnerships

A community-driven strategic planning process for improving community health.
Facilitated by public health leaders, this framework helps communities apply strate-
gic thinking to prioritize public health issues and identify resources to address them.
This approach drove the earliest Somerville health data inquiry process.

Median Income

Median income is the amount which divides the income distribution into two equal
groups, half having incomes above the median, half having incomes below the median.
The medians for households, families and unrelated individuals are based on all house-
holds, families and unrelated individuals, respectively. The medians for people are based
on people 15 years old and over with income (U.S. Census Bureau, 2004}).

Populaticn Health
Health outcomes of a group of individuals, including the distribution of such out-
comes within the group. The framework for populaticn health includes three areas:

* Health outcomes (morbidity, mortality, quality of life)

o Health determinants that influence distribution (medical care, socioeconomic status,
genetics)

s Policies and interventions that affect these determinants (social, environmental,
individual) (http://www.rwjf.org/en/culture-of-health/2013/01/defining_popula-
tion.htmi)
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Risk and Protective Factors

There are certain determinants of health which are risk factors and others which are
considered protective factors for health outcomes. Just like the fact that there can be
biclogical risk factors for disease, such as obesity as a risk factor for diabetes, family and
community risk and protective factors can also increase or decrease the odds of poor
health outcomes.

Risk factors can be described as “a characteristic at the biological, psychological,
family, community or cultural level that precedes and is associated with a higher like-
ihood of problem outcomes.” Conversely, a protective factor is associated with a lower
likelihood of problem outcomes.

Individual risk factors can have multiple outcomes. For example, an adverse experi-
ence such as the observation of or experience of abuse is associated with anxiety as well
as depression and substance abuse.

Risk factors are correlated and those with some risk factors are likely to experience
many risk factors. Risk factors and protective factors are cumulative, and somebody
with more risk factors is more likely to have multiple or worse negative health out-
comes, while those with many protective factors are at a reduced risk for negative
outcomes (SAMSHA).

SAMHSA - Substance Abuse and Mental Health Services Administration
'The agency within the U.S. Department of Health and Human Services that leads

public health efforts to advance the behavioral health of the nation. SAMHSA's

mission is to reduce the impact of substance abuse and mental illness on America’s

communities (SAMHSA).

Social Determinants of Health

A range of personal, social, economic, and environmental factors that contribute
to an individual’s health and wellbeing, including equity. Education, housing, and the
built and natural environment, the economic climate and social structures are all factors
contributing to individual and population health. For example, people with a quality
education, stable employment, safe homes and neighborhoods and access to preventa-
tive services tend to be healthier throughout their lives. The world health organization
(WHOQ) defines social determinants of health as “the conditions in which people are
born, grow, live, work and age, and which are shaped by the distribution of money, pow-
er and resources at global, national and local levels and mostly responsible for health
inequities.”The CDC mentions that factors that impact social determinants of healch
are those that are “not controllable by the individual but affect the individual’s environ-

ment.”



YRBS- Youth Risk Behavior Survey

National survey conducted every two years to monitor priority health risk behaviors
that contribute to the leading causes of death, disability and social problems among
youth and adults in the United States. Similar surveys are conducted at the state and
local leveks on varied schedules, accessing similar risk factors. These health risk behav-
iors include:

= Behaviors that contribute to unintentional injuries and violence

* Sexual behaviors related to unintended pregnancy and sexually transmitted infec-
tions, including HIV infection

* Alcohol and other drug use

» Tobacco use

» Unhealthy dietary behaviors
» Inadequate physical acdvity

Walk Score/Bike Score/
‘Walk Score is 2 number between 0 and 100 that measures the walkability of any

address, usually between two points.

Bike Score is a number between 0 and 100 that measures the bikeability of any
address, usually between two points

Wellbeing

Wellbeing is comprised of numerous dimensicns that influence an individual’s qual-
ity and duration of life. Wellbeing integrates mental health (mind) and physical health
(body) resulting in more holistic approaches to disease prevention and health promo-
tion. Wellbeing is a valid population outcome measure beyond morbidity, mortality and
economic status that tells us how people perceive their life is going from their own per-
spective. Results from cross-sectional, longitudinal and experimental studies find that
wellbeing is associated with: self-perceived health; longevity; healthy behaviors; mental
and physical illness; social connectedness; productivity; factors in the physical and social
environment, Wellbeing can provide a common metric that can help policy makers
shape and compare the effects of different policies measuring, tracking and promoting
wellbeing can be useful for multiple stakeholders involved in disease prevention and
health promotion. Wellbeing is associated with mumercus health, job, family and eco-
nomically related benefits. Individuals with high levels of wellbeing are more productive
at work and are more likely to contribute to their communities (adapted from https://
www.cde.gov/hrqol/wellbeing.htm).
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Partners HealthCare System, Inc.
Massachusetts General Physicians Organization - Assembly Row
Determination of Need — Community Health Initiative Narrative

A. Community Health Initiative Monies

The breakdown of Community Health Initiative (“CHI") monies for the proposed Project is as
follows:

Maximum Capital Expenditure: $14,983,573.00

Community Health Initiative: $749,178.65 (5% of Maximum Capital Expenditure)
CHI Administrative Fee: $22,475.35 (3% of the CHI monies)

Overall CHI Money — less the Administrative Fee: $726,703.30

o CHI Funding for Statewide CHI Fund: $181,675.82 (25% of CHI monies — less the
administrative fee)

¢ Initial CHI Local Funding: $545,027.48 (75% of CHI monies — less the Administrative
Fee)

e Evaluation Monies to be retained by Cambridge Heath Alliance (*CHA") $54,502.75
(10% of the Initial CHI Local Funding)

e Final CH! Local Funding for Distribution: $490,524.73

B. Overview and Discussion of CHNA/DoN Processes

The Community Health Initiative ("CHI") processes and community engagement for the proposed
Determination of Need (“DoN") Project’ will be conducted by Cambridge Heaith Alliance (“CHA").
Over the last two years, Partners HealthCare System, Inc. ("Applicant”) through the
Massachusetts General Hospital's Center for Community Heaith Improvement (“CCHI") has
developed a close partnership with CHA on addressing social determinants of health needs,
community health needs assessments (“CHNAs") and planning. Currently, CCHI partners with
CHA on the North Suffolk CHNA-CHIP Collaborative, as well as the Malden-Everett CHNA-CHIP
Collaborative. These opportunities for collaboration have allowed the relationship between CHA
and CCH! to fiourish. Consequently, given that CHA has the equivalent of a CHNA in place for
the City of Somerville, as well as the Hospital's strong commitment to community engagement
and investment, the Applicant is requesting that CHA carry out the CHI processes for the
Proposed Project.

CHA Overview

CHA is an innovative heaith system dedicated to providing essential services to all members of
the community. With over 140,000 patients in Cambridge, Somerville, and Boston's Metro North
region, CHA is a local provider of primary care, specialty care, emergency services, hospital care,
maternity care and behavioral health. CHA also provides a vital safety net for underserved
populations facing barriers to care.

1 The proposed project is for the expansion of MGPO's existing licensed imaging clinic through the acquisition of
three 3T magnetic resonance imaging ("MRI") units. The MRI units will operate at a new satellite of MGPO’s clinic
that will be located at 391 Revolution Drive, Store 1126, Somenrville, MA 02145.
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CHA mission’s is “to improve the heaith of our communities.” CHA is recognized for its
commitment to improve population health and to address healthcare disparities through
innovative clinical and community initiatives designed to address the needs of low income and
ethnically diverse patients and community populations. Increasingly, CHA's community-based
work is addressing systemic causes of heailth inequities. As a safety net system, CHA has
historically been a major provider of primary care, as well as mental health and substance use
disorder services, serving a high proportion of low income and immigrant residents.

CHA was created in 1996 through a merger between Cambridge Hospital and the private non-
profit Somerville Hospital. CHA added a community hospital in Everett in 2001, and in 2013,
became affiliated with Beth Israel Deaconess Medical Center. CHA is a teaching affiliate of
Harvard Medical School’s School of Public Health, and School of Dental Medicine, and the Tufts
University School of Medicine. CHA operates the Cambridge Public Health Department and
collaborates closely with local public health, elected officials, local agencies and organizations to
improve the health of its communities.

Today, CHA is comprised of three hospitals: Cambridge, Somerville, and Everett, each with 24-
hour emergency services and fifteen primary care practices all NCQA Level [ll Medical Homes
(highest level of certification). Specific to Somerville, CHA operates three primary care practices
in the City - CHA Broadway Care Center, CHA Union Square Health Center and CHA Primary
Care at Somerville Hospital - a hospital emergency room, behavioral health services at the CHA
Central Street Care Center, and the Teen-Based Clinic at Somerville High School. A new primary
care clinic, the CHA Assembly Square Care Center in Somerville, opened in June of 2018. Several
regional CHA programs are designed to meet the needs of older Somerville adults, including the
Elder Service Plan/PACE program, Hospital-to-Home Discharge program and House Calls for
homebound elders. Mental health and substance use treatment services are available at the
Central Street location, offering outpatient services for aduits, including the Health Integration
Program to improve access to primary care for patients with mental illness. CHA also offers
medication-assisted recovery and case management.

Somerville CHNA/CHIP History

As part of CHA's Community Health Improvement (“CHI") Department; staff lead the Somerville
Community Health Agenda (*SCHA”"), an innovative partnership between CHA, the Somerville
Health Department and the community that works collaboratively to improve the health of
residents. Core activities of the SCHA include collecting, assessing, and disseminating
community health data, community visioning, coordinating systems change efforts, and facilitating
coalition development. Since 2010, SCHA has created a monthly listing of “Somerville Health
Happenings” to help communicate the wide range of health impacting efforts and resources
available to improve the health of Somerville residents.

In the early years of the SCHA, starting in 2000, community work focused on periodic community
health needs assessments with the first Wellbeing of Somerville Report completed in 2002.
Working with local agencies and the City of Somerville, the needs assessment process and the
final report spurred development and implementation of strategies to address identified needs,
largely through coalition and capacity building, creating significant infrastructure capacity and
sustained positions within the local public health department. Current Somerville Health and
Human Service Department positions addressing substance use, youth mental health, obesity
prevention and healthy built communities were created through grant funding supported by SCHA
staff in collaboration with the City of Somerville and local partners. SCHA served as the backbone
organization for the Shape Up Somerville Steering Committee from 2003-2009, with a heavy
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emphasis on built environment strategies (farmers markets, local trails, community paths), as well
as policy changes (purchasing of produce from local farmers). SCHA has provided leadership for
coalitions, such as mental health and suicide prevention, having facilitated the introduction and
evaluation of Mental Health First Aid as a tool to address both community education and stigma.

Starting in 2015 with a review of the plans for action in the 2011 Wellbeing of Somerville Report
and more intensively during 2016 and 2017, CHA staff coordinated the development of the
Wellbeing of Somerville Report 2017. This process built from earlier Mobilizing for Action through
Planning and Partnership (MAPP) framing started in the early 1990s, evolved to bring a targeted
focus on the CDC's leading health indicators, and in 2011 added exploration of the role of social
determinants of health in Somerville. This latest participatory process, co-led with the Somerville
Health & Human Services Department, was organized differently than past assessments, to
ensure engagement of stakeholder groups across the life span, from prenatal to older adults. A
health equity lens was applied throughout the process to highlight both unique challenges and

opportunities across the age spectrum, influenced by work in the national maternal-child health
and health equity realms. '

Current Somerville CHNA/CHIP

In Somerville, CHA has recently coordinated a multi-phase CHNA including the Wellbeing of
Somerville Report 2017 engagement process (2016-2018 CHNA phase) followed by CHA's
Strategy for a Healthy Somerville 5-year community health improvement planning process (2018-
2019 CHIP phase). Community engagement is a key element of CHA's work, including these

efforts which involved approximately 1,679 people in exploring questions of how to improve the
health of residents of Somerville.

Community Involvement
1,022 surveys completed

133 residents participated in focus groups
31 Stakeholder interviews

493 people attended communily meelings

Aithough CHA was not under obligation to comply with the CHNA requirements for hospitals
created by the Affordable Care Act, the Hospital is committed to working with its core communities
to ensure access to health information and engaging processes for identifying key health priorities
and developing strategic plans. Accordingly, CHA has worked to develop robust needs
assessments processes, using the Hospital's long history of community invelvement in periodic
reviews of health data, with related prioritization and selected recommendations and actions to
improve health at the local level. Given the changes in the healthcare industry and federal and
state regulatory landscape, CHA has recently been exploring and piloting collaborative efforts
with other regional health care/hospital systems to create CHNAs across all CHA core
communities in closer approximation to the ACA/ACO/DPH guidelines for future assessment.

Somerville CHNA/CHIP Priorities and Strategies

Priorities that arose consistently throughout the Wellbeing assessment process (CHNA) included:
o Mental Health issues (including depression, anxiety, suicidality, social isolation);
e Substance Use (Opioids, Alcohol);

664210.1



o Obesity/Nutrition and Physical Activity and related chronic diseases (diabetes and heart
disease); and

¢ Social Determinants of Health (affordable housing, food access, employment/jobs, access
to early education and care, etc.).

The process of assessment that continued with the development of the CHA Strategies for a
Healthy Somerville (CHIP) echoed needs identified through the Somerville assessment, including:
e Access to healthcare, including urgent care access, navigation supports and education to
address health literacy challenges;
e Increased Access to Mental Health and improved continuum of care for Substance Use
Treatment;
e Social Determinants of Health (*“SDOH") (housing, education, access to healthcare) and
connections to population health goals such as stress, healthy child development, obesity
and equity & inclusion for all; and

e Better leverage technology to improve customer service and strengthen the continuum of
care.

Strategies to address these priority issues include continuing to work with the City of Somerville
to address the influencers of health. To be successful, this work requires a multi-pronged
approach that intervenes at all levels from the individual to community, from direct services to
policy solutions. CHA backbone support and technical assistance for building capacity and impact
of community coalitions engaged in access, mental health, substance use and SDOH issues will
be strengthened. Screenings of our patients for SDOH will continue to be expanded, having
initially started with all MassHealth patients. Hospital staff are working on quality improvement
efforts within the CHA systems, including improving technology tools, and partnering closely with
local and regional service providers on closing the loop on successful referrals to ensure that
basic needs of patients are met to better promote lifelong heaith and wellbeing. Patient Navigator,
Patient Resource Coordinators and Community Health Workers will be engaged to deepen health
access promotion and education initiatives in primary care, mental and behavioral
health/substance use treatment, as well as transition from ED to Urgent Care at Somerville
Hospital, while addressing cultural barriers for immigrants in accessing the U.S. health care
system.

C. Advisory Committee Duties

Given that this is a Tier 2 CHI, the scope of work that the CHA Community Advisory Committee
will carry out includes:
e Based upon the 2017-2019 Wellbeing of Somerville Report and aligned with the
Department of Public Health’s {'Department”) Health Priorities and the Executive Office of
Health and Human Services’ Focus Areas, the CHA Community Advisory Committee is
tasked with determining the Health Priorities for CHI funding.

D. Allocation Committee Duties

The Allocation Committee is comprised of individuals from the Advisory Committee who do not
have a conflict of interest in regard to funding. The scope of work that the Allocation Committee
will carry out includes:

e Determining If there is a conflict of interest for any Allocation Committee member, and if
so, asking the member to recuse him/herself (a Conflict of Interest Form is in the process
of being developed).

e Selecting the Health Strategies for the CHI Process.

664210.1



e Submitting the Health Priorities and Strategies Form to the Department for review and
approval.

e Carrying out a formal request for proposal (“RFP") process for the disbursement of CHI
funds or some similar transparent process for funding distribution.

¢ Engaging resources that can support and assist applicants with their responses to an RFP.

e Disbursement of CHI funding.

e Providing oversight to a third-party vendor that is selected to carry out the evaluation of
CHlI-funded projects.

E. Timeline for CHI Activities

Upon a Notice of Determination of Need being issued by the Public Health Council, the CHA
Community Advisory Committee will commence meeting and begin the CHI Process. The timeline
for CHI activities is as follows:

e Six weeks post-approval: The CHA Community Advisory Committee will begin meeting
and reviewing the 2017-2019 Wellbeing of Somerville Report to commence the process
of selecting Health Priorities.

e Three — four months post-approval: The CHA Community Advisory Committee has
determined Health Priorities and Strategies for funding and submits the Health Priorities
and Strategies Form to the Department.

¢ Five - six months post-approval: The Allocation Committee is developing the RFP process
and/or potentially some other transparent process for funding distribution and determining
how this process will work in tandem with CHA’s current grant efforts.

e Five — six months post-approval: CHA will seek to work with an evaluator that will serve

as a technical resource to grantees.

Nine months post-approval: The RFP for funding is released.

Ten months post-approval: Bidders conferences are held on the RFP.

Twelve months post-approval: Responses are due for the RFP.

Fifteen months post-approval: Funding decisions are made, and the disbursement of
funds begins.

e Eighteen months post-approval: Evaluator will begin evaluation work.

The aforementioned process is longer than the process outlined in the DoN Guidelines for Tier 2
projects. However, given CHA's previous experience with RFP processes, staff feel strongly that
it will take nine months to develop an RFP process that is transparent, fair and appropriate.

F. Request for Additional Years of Funding

CHA is seeking additional time to carry out the disbursement of funds for CHI. Based on the
current Wellbeing of Somerville Report, as well as previous experience with providing grant
funding, CHA will offer larger, potentially multi-year grants with CHI funding. Consequently, CHA
is seeking to disburse these monies over a 3-5 year period to ensure the greatest impact for the
largest number of individuals.

G. Evaluation Overview

CHA is seeking to use 10% of local CHI funding for evaluation efforts. These monies will aliow

the Hospita! to engage a third-party evaluator to carry out technical assistance and ensure
appropriate evaluation of the CHI-funded projects.
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H. Administrative Monies

Applicants submitting a Tier 2 CHI are eligible for a three percent (3%) administrative fee.
Accordingly, CHA is requesting $22,475.35 in administrative funding. These monies are critical in
developing a sound CHI process that complies with the Department of Public Health's
expectations. These monies will pay for reporting and dissemination of promising practices and
lessons learned, facilitation support for the Advisory Committee and Aliocation Committee, costs
associated with the development of communication materials and placement of procurement

information in community newspapers, as well as offset the costs associated with the
development and implementation of the RFP process.

6
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RETURN OF PUBLICATION

I, the undersigned, hereby certify under the pains and penalties of perjury, that I am employed by
the publishers of the Boston Herald and the following Public/Legal announcement was published
in two sections of the newspaper on September 8, 2019 accordingly:

1} “Public Announcement Concemning a Proposed Health Care Project” page 23, Legal
Notice Section.

2) “Public Announcement Concermning a Proposed Health Care Project” page (<,
Loter gt ou 8 Section.
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.

Public Announcement Concerning a
Proposed Heaith Care Project

Partners HealthCare System, Inc. (“Applicant") located at 800
Boylistan Strest, Sujte 11%0, Boston, MA 02199 intends to file a Notice
of Determination of Need (“Appiication")with the Massachusetts De-
partrment of Public Heatth for a_change in service by the Massachu-
setts General Physicians Organization, inc. ("MGPQ"). The project is|
for the expansion of MGPO's existing licensed imaging clinic through
the acquisition of three 3T .magnetic resonance imagin ("MRF')
units. The MR! units will operate at a new satellite of MGPO's clinic
that will be located at 391 Revolution Drive, Store 1126, Somerville,
MA 02145 (“Project™). The total value of the Project based an the
maximun capital expenditure is $14,983,573. The pFllcant does not
anticipate any price or service impacts on the Applicant’s existing
Patient Panel as a result of the Project. Any ten axpagers of Mas-
sachusetts may register in connection with the intended Application|
by no-later than Qctober 23, 2018 or 30 days from the Filing Date, |
whichever is later, by contacting the Departiment of Public Health,
Determination of Neéd Program, 250 Washington Street, 6th Floor,
Boston, MA O2108. : )

Sept B/
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' PUBLIC ANNOUNCEMENT CONCERNING
A PROPOSED HEALTH CARE PROJECT

800 Boylston Street, Suite 1150, Boston, MA 02199 intends to
i Tile a Notice of Determination of Need (“Application”) with the
{ Massachusetts Department of Public Health for a change in

service by the Massachiusetts General Physicians Organization, |

i Inc. (*MGPO”). The project is for the expansion of MGP(O's
i existing licensed imaging clinic through the acquisition of
,5 three 3T magnetic resonance imaging (“MEI”) units. The MRI
| units will operate at a new satellite of MGPQ's climc that will
. be located at 391 Revolution Drive, Store 1126, Somerville,
1 MA 02145 (“Project”). The total value of the Project based on
{ the maximum capital expenditure is $14,983,573. The Applicant
;‘ does miot anticipate any price or service impacts on the
I Applicant’s existing Patient Panel as aresult of the Projeci. Any
1 ten Taxpayers of Massachusetts may register in connection with
1 the intended Application by no later than October 23, 2015 or
i 30 days from the Filing Date, whichever is later, by contacting
i the Department of Public Health, Determination of Need

Partners HealthCare System, Inc. (“Applicant”) located at.

610z ‘g uagnaLaAs

; Program, 250 Washington Sireet, Gth Floor, Boston, MA 02108,
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@he Commmontuealth of Massachnsetts

Heacrd Poricy COMMISSION
50 MiLk Streer, 81H FLoor
Boston, Massacruserrs 02109
{617) 979-1400
Stuart HL Arran }D\\m M S“W
EXEOUTIVE DIRECTOR

CHAR

December 29,2017

Sree Chaguturu

Partners HealthCare System, Inc.
800 Boylston Street, 11" Floor
Boston, MA 02199

RE:  ACO Certification
Dear Dr. Chagutury:

Congratulations! The Health Policy Commission (HPC) is pleased to inform you that Partners
HealthCare System, [n¢, meets the requirements for ACO Certification. This certification is
effective from the date of this letter through December 31, 2019,

The ACQ Certification program, in alignment with other state agencies including MassHealth, is
designed to accelerate care delivery transformation in Massachusetts and promote a high quality,
efficient health system, ACQOs participating in the program have met a set of objective criteria
focused on core ACO capabilities including supporting patient-centered care and governance,
using data to drive quality improvement, and investing in population health. Partners Healthcare
Systemn, Inc. meets those criteria.

The HPC will promote Partners HealthCare System, Inc. as a Certified ACO on our website and
in our marketing and public materials. In addition, a logo is enclosed for your use in accordance
with the attached Terms of Use. We hope you will use the logo to highlight the ACO
Certification to your patients, payers, and others.

The HPC looks forward to your continued engageinent in the ACO Certification program over
the next twa years. In early 2018, HPC staff will contact you to discuss any updates to your
submission and to plan a site visit for later in the year.

Thank you for your dedication to providing accountable, coordinated health care to your patients.
If you have any questions about this letter or the ACO Certification program, please do not
hesitate to contact Catherine Harrison, Deputy Policy Director, at HIPC-Cettification(@state.ma.us
or (617) 757-1606.

Best wishes,

TN e
e -

David Seltz

Executive Director

o
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The Cummonfueslth of Massachusetts

OFFICE OF THE MASSACHUSETTS SECRETARY OF STATE .

MICHAFEL, J. CONNOLLY, Secretary
ONE ASHBURTON PLACE, BOSTON, MASSACHUSETTS 02108

ARTICLES OF ORGANIZATION
(Under GL. Ch. 180)

ARTICLE]
The uame of the corporation is:
MGH/BRIGEAM HRALTH CARE SYSTEM, INC.

ARYTICLE I
The poopose of the corporation is to engage in the following avtivities:

(1} To organize, operate gnd support 2 comprehensive health
care gystem, imcluding witheut limfrarion hospital aod other health
care services for all persons, and education asnd research for the
prevention, diagneosis, treatment and cure of all forms of human illnass;
(ii) to dmprove the health and welfare of all parsong: (1il)} to operate
for the benefit of and to support The Massachusetts General Hospital,
The Brighem Medical Center, Yoe., their réspective mffiliated corporations
and such other charitable, scientific or educatlonal organizations which
ara or are affiliated with teaching hospitals in +thke Greater Boston Area:
and (iv) to carry on any other activity that may lawfully be carried on by
a corporatiou formed under Chapter 180 of che Massechusetts General Lawg
wiich is exempt under section 501¢c)(3) of the Intermal Revenue Code.

-

33-349¢60

WNow: If the apace provided ander any srticle or Hem gn this form h Jnmfflcieny, additions shall be set forth on separate Bigxlz sheas of paper
loaving o 1eft hend macgin of atleast ] ineh, A dditions 1o more than ane article may be cozrtimed on a tis gie shees go long 83 taeh articlorequiring

each much eddition i clearly indicated.




ARTICLE M

Ir the\:olrpora_liun has il nr_mnr:t‘:hm of memberz, the decignating of such clesses, the manner of olection or appointments, the durstion of. membership and
the qualifieation and righes, including voung rights, of the membery of pach class, may be sat forth in the by-laves of the corpatalion or way ba sat forth below:

The designation of classes of members, if an¥y, the manner
of election or appointment, the term of office, and the

qualifications mnd rights of members are set forth im the
by-laws of the Cozrporatiocn.

ARTICLE IV
¥ Qther lawiul provisions, if any, for the conduct and mgulation of the business aned affairs of the corparation,

& ; 0 Jor its voluntary dissolution, or for timit;
drfining, ar reguluting the pawers of the carporaion, or of jis directon ar members, or of sy cloxs of meenbers, are ay follows: i

See Continuation Sheets IV-4 through IV-D attached
hereto and incorporated herein by reference.

* _ If there are no provisions, state “None™,

Note: m%m«)mumnhmummuwwmmmdm




MGE/BRIGHAM HEALTH CARE S5YSTEN, INC.

other Lawful Provisions for Conduct and Regulation of the

Business and Affairs of the Corporation, for its Voluntary
Dissolutieon, and Ffor Limiting, Defining and Regulating the
Povers of the Corporation and of its Trustees and Members.

4.1. The corporation shall have in furtherance of itsg
corporate purposes all of the powers specified in Section & of
Chapter 180 and in Sections 9 and %A of Chapter 1568 of the
Massachusetts General Laws {except those provided in paragraph
{m) of said Section 9) as now in force or as hereafter amended,
and may carry arn any operation or activity referred:to in Artiecle
2 to the same extent as might an individuzl, either alone or in a
joint venture or other arrangement with others, or through a
wholly or partly owned or contrelled corporation; provided,
however, that no such power ghall be exercised in a manner
inconsistent with said chapter 180 or any other chapter of the
Massachusetts General Laws or which would deprive it of exemptiop
from federal income tax as an organization described in
Section 501(c}(3) af the Internal kevenue Code. :

4.2. The by-laws may autherize the trustees to make, amend
or repeal the by-~lawes in whole or in part, except with respect to
any proviszion thereof which by law, the articlas of organization
ar the by-laws reguires action by the members.

4.3, Meetings of the members may he held anywhere im the
finited States,

4.4. No trustee or offjcer of the corporation shall ba
personally liable to the corporation or ite members for monetary
damages for breach of fiduciary duty as such trustee or officer
notwithstanding any provision of law imposing such liabllity,
except to the extent that such exemption from liability is not
permitted under Chapter 180 of the Mageacbusetts General Laws.

4.5-.(a) The corporxation shall, to the extent legally
pernissible, indemnify sach person who serves as one of its
membhers, trustees or officers, or who serves at its request as &
nember, trustee or officer of another organization or in a
capacity with respeot to any employee benefit plan (each such
person being called in this Section 4.5 a "Person") against all
liabilities and expenses, including amounts paid in satisfaction
of judgments, in compromise or as fines and penalties, and

V-4
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counsel fees, reasonably incurred by such Person %n connection
with the defense or disposition of any action, suit or cther

proceeding, whether civil or criminal, in which such Ferson may
be invelved or with which such Person may be threatened, while in
office or thereafter, by reason of being or having been such a
Person, except with respect to any matter ae to which such Person
shall have been adjudicated in any proceeding not to have acted
in good faith in the reasonable beliaef that his or her action was
in the best interests of the corporation or, to the extent that
such matter relates to service at the reguest of the corporation
for another organization or an employe2 benefit plan, in the best
interests of such organization or of the participants or :
beneficiaries of such employee benefit plan. Such best interests
shall be deemed to be the best interests of the corporation for

the purposes of this Section 4.5.

(b) Notwithstanding the foregoing, as to any matter
disposed of by a compromise payment by eny Person, pursuant to a
consent dacree or otherwise, no indemnification either for said
payment or for any other expenses shall be provided unless such
compromise shall be approved as in the best interests of the
corporation, after notice that it involves such indemnification,
(a) by a2 disinterested majority of the trustees then in office;
or {b) by a majority of the disinterested trustees then in
office, provided that there has been ¢btained an opinien in
writing of independent legal counsel to the effect that such
Person appears to have acted in geod faith in the reasonable
belief that his or her action was in the best interests of the
gorporation; or (¢) by a majority of the disinterested members
entitled to vote, voting as a single class.

(¢} Expenses, including counsel fees, reasonably incurred
by any Person in connection with the defense or disposition of
any such action, suit or other proceeding may bs paid from time
to time by the corporaticn in advance of the final disposition
thereof upon receipt of an undertaking by such Persoh to repay
the amounts so paid if such Persen nltimately shall be
adjudicated to be not entitled to indemnification under this
Section 4.5. Such an undertaking may be accepted without
reference to the financial ability of such Person to make

repayment.
{d8) The right of indemnification hereby provided shall not
be exclusive. Nothing contained in this Section shall affect any

other rights to indemnification to which any Person or other
corporate personnel may be entitled by contract or otherwise

under law.

(e) AS used in this Section 4.5, the term "Person® includes
such Person's respective heirs, executors and administrators, and

IV=B
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a "disinterested" member, trustee or officer is one against whom

in such capacity the proceeding in guestieom, or another
proceeding on the same or similar grounds, is not then pending.

4.6.(a) No person shall be disqualified from holding any
office by reason of any interest. In the absence of fraud, any
trustes, officer or member of this corporation, or any concern in
which any such trustee, officer or member hag any interest, may
be a party to, or may be pecuniarily or ctherwvise interested in,
any contract, act or other transaction {collectively called a .
wtransaction®} of this corporation, and

{1} such transaction shall not be in any way
invalidated or otherwise affected by that factr and

. {(2) no such trustee, officer, member or concern shall
be liable to account to this cerporation for any profit or
benefit realized through any such transaction: :

provided, however, that such transaction either was fair at the
time it was entered into or is authorized oy ratified either (i)
by a majority of the trustees who are not so interested and to
whom the nature of such interest has been disclosed, or (ii) by
vote of a majority of each class of members of the corporatlon
entitled to vote for trustees, at any meeting of members the
notice of which, or an accompanylng statement, summarizes the
nature ¢f such transaction and such interest. No interested
trustee or member of this corporation may vote or may be counted
in determining the existence of a quorum at any meeting at which
such transaction shall be authorized, but may participate in
discussion therecof,

(b) For purposes of this Section 4.6, the term "“interest"
shall include personal interest and also interest as a trustee,
officer, stockholder, sharehclder, director, member or
beneficiary of any concern; and the term "concern" shall mean any
corporation, association, trust, partnership, firm, person or
other entity other than this corperation.

(c) No transaction shall be avoided by reason of any
provisions of this paragraph 4.6 which would be valid but for
such provisions.

4.7. No part of the assets or net earnings of the
corporation shall inure to the benafit of any membar, officer or
trustee of the corporation or any individual:; no substantial part
of the activities of the corporation shall be the carrying on of
propaganda, c¢r otherwise attempting, to influence legislation
except to the extent permitted by Section 501(h) of the Internal
Revenue code; and the corporation shall not participate in, or

IV=C
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intervene in (including the publishing or distributing of
statements), any political campaign on behalf of (or in

opposition to) any candidate for public office., It is intended
that the corporation shall be entitled to exemption from federal
income tax as an organization described in Sectiocm 501(c) (3) of
the Internal Revenue Code and shall not be a private foundation

under Section 509(a) of the Internal Revenue Code.

4.8. If and so long as the corporation is a private
foundation (as that term is defined in Section 505 of the o
Internal Revenue Code}, then notwithstanding any other previsions
of the articles of organigzation or the by~laws of the
corporation, the following provisions shall apply:

A) the income of the corporation for each taxable year
shall be distributed at =uch time and in such manner as
not to subject the corporation to the tax on
undistribated income imposed by Section 4942 of the

Internal Revenue Code, and

B) the corporation shall not engage in any act of self
dealing (as defined in Section 4941(d) of the Ipternhal
Revenue Code), nor retain any excess business holdings
(as defined in Saction 4943(c) of the Internal Revenue
Code) , nor make any investments in such manner as to
subject the corporation to tax under Section 4944 of
the Internal Revenus Code, nor make any taxable
expenditures {as defined in Section 4945¢(d) of the
Internal Revenue Code).

4.9. Upon the liguidation or dissclution ¢f the
corporation, after payment of all of the liabilities of the
corporation or due provision therefor, all of the assets of the
corporation shall be disposed of pursnant to Massachusetts
General Laws, Chapter 1380, Section 11a, to The Massachusetts
General Hospital and The Brigham Medical Center, Inc. if exempt
from taxation as organirations described in Section 501(c) (3) of
the Internal Revenue Code or, if both are not, tc one or more
organizations with similar purpcses and similar tax exemption.

4.10. All references herein: (i) to the Internal Revenue
Code shall be deemed to refer to the Internal Revenue Code of
1986, as now in force or hereafter amended; (ii) to the General

Laws of The Commonwealth of Magsachusetts, or any chapter
thereof, shall be deemed to refer to said General Laws or chapter

as nov in force or hereafter amended; and (iii} to particular
sections of the Internal Revenue Code or said General Laws shall
be deemed to refer to similar or successor provisions hereafter

adopted.

IV-D
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officers

Vice~President

President

Treasurer

Clerk

Trustees
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MGH/BRIGHAM HEALTH CARE SYSTEM, INC.

Continuation

Name

J. Robert Buchanan, M.D.
H. Richard Nesgon, M,D.
Richard A. Spindler
David M. Donaldson
W..Gerald Austen, M.D.
Eugenes Bréunwald, M.D.
J. Robert Buchanan, M.D.

Francis H. Burr

Ferdinand Ceolloredc-Mansfeld

VII(b)-1

eet vIT{b

Residence or
Post Office Address

25 Commenwealth Avenue
Boston, MA 02116.

565 Boylston Street
Brookline, MA 02146

210 Schoclmaster Lane
Dedham, MA 02026

22 Weston Road

Lincoln Centexr, MA 01773

163 Wellasley Street
Weston, MA 02193

78 Scotch Plne Road
Weston, MA 02193

25 Commonealth Avanue
Boston, MA 02116

44 Prince street
Baverly, MA (01915

Winthrop Strast
Hamilton, MA 01982




MEH/BRIGHAM HEALTH CARE BYSTEM, INC,.

Continuation get b

Residence or

Name
Post Office Address

John H. McArthur Fowler 10
Soldiers Field

Boston, MA 02134

H. Richard Nesson, M.D. 565 Boylston Strest
Brookline, MA 02146

210 Schocolmaster Lane

Richard A. Splndler
pedham, MA 02026
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ARTICLE ¥

_ By-lwws 5f the carpovation have beex culy adopred and tie infral direcxoes, resident. ireasurerand leric or other presiding, finascial or reconting officers, Whos:
namss are sex ous bejow, bave been duly elected, ’

ARTICLE ¥
The effective date of organization of the corporation shall bethe dace of fing with the Secretary of the Cqmruon"wuhh or if o Jater date in c:iusixcd, gpecity daa,
{not mare than 35 days after daio of Giing).

Theinformation contained in ARTICLE YI1is NOT 2 PERMANENT part of the Articles of Organizaion and may bo changed ONLY by filing the apgropriete
farm, provided dierefor.

ARYICLE VI
a, The post office address of the initist poincipa efifce of the corporation IN MASSACHUSETTS is

c/o Ropes & Gray, One International Place, Beston, MA 02110
b. The name, residense and post offics agdreys of each of the initial directors and fellowing officars of the corparation ace as followr

NAME RESIDENCE POST OFFICE ADDRESS
President: See Continuvation Sheet VII(L) attached hereto and
incorporated herein by reference.
Treguner;
Clerk:

Directorr  (or officers having the powers of directors),

NAME RESIDENCE POST OFFICE ADDRESS

See Continuation Sheet VII(h) attsached hereto and
incorporated herein by reference.

¢, The fiscal year of the corporarion shall ead on the last day of the mouth of: September
d. The name and BUSINESS addrcss of the RESJDENT AGENT of the comporation, il any, is:

§/ Wo the below-signed INCORPORATORS do heceby contify nnderthe pains and penaltics of pegury that I/ We have not been coavicted of any crimes relating
tealoohe! or gaming within the past ten years. [/ Wedo hereby fucther cerrify that e the beat af my/ our knowled ge the above-named principal officers have nos

been similady corvicted. IT 50 convicted, explain,
L

IN WITNESS WHEREQF and under the pains ami penaltios of perjury, I/ WE, whose signacure(s) apprar helow ag incorporator(s) and whote names and
busineces oy residential addressfer) ARE CLEARLY TYPED OR FRINTED bensath each signature do hereby sesactate with the Jatentign of forming this
corporation undsc the provisions of General Laws Chspier 180 and do hereby sign these Articles of Ocgenization as incorpecaton(s} thiy ? day

of December, 1993

David M. Donaldson

Ropes & Gray
One International Placae
Boston, MA 0Z110

NOTE: I in alneady-cxistiog corporstion b5 sriing 2y insocportor, typo in the et menw of the corpuration, the abite o7 other jorisdiction where it wea
Iscorporiind, the nome of e pereon shgwiay oo bebalf of s2id corporwiten snd the tite be/she: holds or other aginrfly by witich soh setion i bk
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THE COMMONWEALTH OF MASSACHUSETTS

ARTICLES OF ORGANIZATION
GENERAL LAWS, CHAPTER 180

[ hereby ceniily that, upon an examication of the within-written artivley of

orgeaizasion, duly sbmitisd to tic, it appeursthet the provisions of the Genoral Laws
relative to the organizaton of corporaiions have been complied with, and I herchy
approve said articles; and the filing fes in the amount 0[535.0?_ aving bean paid, said

articlsy ure deemed 1o bave been filed with me this [5'
day of Del;&m er 19

MICHAEL J, CONNOLLY
Secretary of State

A FHOTOCOPY OF THESE ARTICLES OF QRGANIZATION SHALL BE

RETURNED

TO: _David M. Denaldson, Fsd.

Ropes & Gray

One International Place, Bostom, MA (2110

{6173 951~-7230

iy
Teiep
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One International Place, Boston, MA 02110

_ FEE: $15.00 P ﬂ
wo The (Enmmmmn'ulth of Maasachusetts

MICHAEL J. CONNOLLY FEDERAL IDENTIFICATIO!
‘ Secretary of State NO. o
ONE ASHBURTON PLACE, BOSTON, MASS.'02108
ARTICLES OF AMENDMENT G—// .

’ : : General Laws, Chaprer 180, Section 7

Thia certificate must be submitted ta ihae Sacretary of the Commanwealth within ixty days after the date of the
Vot of mombars Or tockholderyadopting theamendment. The fee for filing this cenificateis 315.00 a5 preacribad by
General Lawa, Chagter 150, Section 11C(h]. Make check payatie 1o the Cammonwsaith o Massachuaas,

H. Richard Nesson .
We. David M. Donaldson :  President/ K3 RHEGHAE, and
. » Clerk SxeBrom xRark of

MGH/BRIGHAM HEALTH CARE SYSTEM, INC. .
- {hame of Carmration|

qred &t
do heredy certily that the fallowing amendment to the articies of arganizavion of the corporation was duly adopred 2%
1

a meating heid on,  March 14 .19 94 , By vote of ... a3t wmembers/

mﬂxﬁﬁmﬂmﬂxmmmmmmxwmmmm
Hmmmmmwmmummxmmmnw

TN SRR Nee X

That the Articles of Organization of this corporation
be and they herehy are amended to change the name of
thé corporation to '"Partners HealthCare System, . Inc."

Naoue If the pace provided under 20y anticis or item on this form i1 insufficient, additions shall be set fonth on :tpsrale g x il
theew of paper leaving a left hand margin of 3t feast | inch Jar binding, Addilions 1o more than one aricle may be conunued on
4 single sheet s long a8 cach amicie requiring ndim:h:dd.mun is clearly indicated.
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T foregoing Leneredment will become effective when. thes ticles of amendment are filed in Zcordance with

Chagter 180, Section 7 of the General Laws unless these UTicies specify, In dccordance with the vote adopcing the

amsndment, 2 latar effective dats 10t more than thirty days after such filing, in which event the amendment will bas-

corne effective on fuch larer date, '

IN WITHESS WHEREDF AND UNDER THE -PENALTIES-OF PERJURY, we fave herety iigrleﬁ our names Ihis
13th dayef March ,in-the year 1994

. fickod Yorior. __ N

Clerk/ NN
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CORPERATION BIVISION

459052

THE CUMMONWEALTH OF MASSACHUSETTS

ARTICLES OF AMENOMENT
{General Laws, Qupter 130, Sectlon n
{ horedy appowe the within mmm:—- .

and, the filing fee in the amaunt of § f_§
hwuubemwd,ndmidnmdcmdmm'cbm

flied with me this /%‘-7’ ';597/

”f/{é»o

N
/ﬁm:/uw/ 2l R.twmiéf—
MIC I-.CDNNOLLY
. Smcfﬂqu ’

TO BE FILLED N BY CORPORATION
PHOTO COPY OF AMENDMENT TO BE SENT

Cooy Mgy

-
Iy
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Approved

o

R.aA,

g

FEDES
NO.
Fee: $15.00
<
e Commonipealth of Wassachuseirs OV}/
g william Francis Galvin
Secretary of the Commonwealth -
One Ashburton Place, Boston, Massachusetts 021081512 W

ARTICLES OF AMENDMENT
{General Laws, Chapter 180, Section 7)

We, __Semuel 0. Thier, M.D, , *Presiden / TTESFRIRICHS,

Sacretary

and Ernest M. Haddad _ R

of  Partnars HealthCare System, Inc, ,
(Exact name of corporalion)

located ac 800 Boylston Street, Sulte 1150, Boston, MA 02199 ,
. (Address of corparation in Massachusetts) '

do heveby cerify that these Articles of Amrendment affectlap armicles numbersd:

IT and IV

(Nurnber those articles 1, 2, 3, and/or 4 being amended)

of the Articies of Orpanization were duly adopted aca mcéting hetd on__ May .4 1938 | by vots of:

277

1. Delete Article LY and insert in place thereof the following:

Article II

(1} To organize, operate and support a compreheasive health
care system, inelnding witheut limiration hospital zod other health cars
servicen for all persoms, and sducation and research for the prevantion,
dlagnosis, treatment and cure of zll forms of human illness: (ii) to improve
the healeth and welfara of all persons: {1i1) to operate for the benefit
of and to support The Massachusetts General Hospital, The Brigham
Medical Center, Inc., The Nerth Shore Medical Center, Ioc., their
respective affiliated corporations, such other hospitaias, chaeritable,
selentifie or educational organizationa, and cheir affilinted
corporations that become affiliated with Partners HealthCare System, Inc.

*Delaie the fnapplicable yondy,
Nowe: [fthe space provided aader any article or item o this form is insnfRcient, additions sball be set fortl o4 one side
only of sepavote § 12 x 11 sbeaty of paper with a k! margin of at teast I fuch. Additions (o more tbam ona article may be

made on a single shoet so g as each articl requirsng sach addifion is dlearly indicaied



"'"»\-.'

N

(collectively, the "Partners Affiliated Corporstions") and such other
charitable, scientific or educational orgenizations which ars or are
affiliated with teachling hospitals in the Greater Bostom Area; and (iv)
to carry on any other activity that may lawfully ba carried on by a
corporation formed under Chapter 180 of the Magsachusetts Genaral Laws
which is exempt undar Section 501(c}(3) of the Internsl Revemue Code;
and in furtherance of the foregoing purposes to:

(2) .Serve as the comntrolling amnd coordinating organization
for the Partpers Affillated Corporations in order to assure the
congistency and appropriatemess of their respective migsions,
activities, governance and administration;

(b) Solicit and reeeive devises of real property- and grauts,
donations and bequests of meney and other property to be used to
further the forepolng purposes and those of the Partners Affiliated

Corporations; and

(c) SBupport the Partners Affiliated Corporations by loan,
lease or donation of funds or other asmsats, by guaranty of
obligations or by other action.

2. Delete Sectlot“4.§. of Axficle.IV.' ""%

The foregoing amendment(s) will become effective when these Artidies of Amendment 2re filed in accordance with General
Laws, Chapter 180, Scction 7 ualess these articles specify, in accordance with the vote 2dopdng the amendment, o lafar effec-
tive dare oot more than bty days after such filing, in Which event the amendment will become cffective on such later dare,

O R TOE
L1978 ,

TH
SIGNED UNDER Pmmmm mis A3 dayof . May
_ \ . *President KRNI PHRIIRE,
;
& . Sacretary
Ei&“gg [lAA &2&@ . ) | “EIRRE X e SRR

"Delere the inagpicable wotds.
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THE COMMONWEALTH OF MASSACHUSETTS

ARTICLES OF AMENDMENT
(General Laws, Chapter 180, Section 7)

Ihereby approve thja‘}lammﬁclﬁ of Amendment and, the filing fee in
the amount af $ having been paid, said arifetes are deemed

0 have been filed with me miﬁ’ﬂ_ day of MES

19

Hjfecrive date:

WILLIAM FRANCIS GALVIN
Secrétary of the Commonueadlth

TO BE FILLED IN BY CORPORATION
Photocopy of document to be sent to:

__Ernast M. Aaddad, Esg

Partners Healthlare System, Inc.
800 Boylaton Street, Ste. 1150
Boston, MA 021995

(§17) 278~1085.

Telephone:
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FEDERAL INDEN IIFICAT[O‘W

- NO._P¥€,3230035
v s e Fee: $15.00 '-/
The Commontoealth of Wassachuseits
William Francis Galvin
Seeretary of the Commonwealth
Onc Ashburton Place, Boston, Massachusetts §2108-1512
ARTICLES OF AMENDMENT OFL-
{General Laws, Chapter 180, Section 7)
we, Samue] O, Thier, M.D. ' ’Pl:csidcm / ABucProwiient
ond __ Ermest M, Haddad  Shekerary
of Partngrs HealthCare System, Inc. '
(Exaet name of corporation)
focated st 800 Boylston Strest, Suite 1150, Boﬂtan;h MA 02193 ,
(Address of corporation in Massachusetis)
dn hereby centily thar these Amicles of Amendment afecting armicles numbered:
II ,
(Number those articles 1, 2, 3, and/or 4 being amended)
-M&JL 3 19 99 _ | by vote of:

of the Articles of Ocganization were duly adopred at 2 meeting held on,

Delete Article [T and insert in piace thereof the following:

Article Il
The purpose of the corporation is 0 engage in the following activities:

(i) To organize, operate, coordinate and support 2 comprehensive integrated health care
delivery system (the “System™) that provides, without fimitation, hospital, physician and other
health care services for all persons and education and research for the prevention, dingnosis,
treetment and cure of all forms of human jilness; (ii) to improve the health and welfare of ali
persons; {iii} to scrve as the controlling and coordinating organization for the System and its
metnber institutions and entities including Brigham and Wemen*s/Faulkner Hospitals, Inc.,
The Massachusetts General Hospital, The North Shore Medical Center, Inc., Newton-Wellesley
Health Care System, Inc., and such other haspiial, physician, chanitable, scientific, edueational,

*Delete bt (napplicable words,
Note: [f the space prrovided under asy article or ytém an this forom is esufficiens, additfons sball be ot forth on owe dde

only of teparate & 1/2 x 11 sheers of papey with a keft margin of at laast 1 fach, Add@ionys ta mare than ong article way be
made on a single sheet 3o lovg as each article requiring cach adidition /s cleariy indicared.
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research and ather institutions and eatities that are controlled, directly or indirectly, throngh
sole corporate membership, stock ownership or otherwise, by the Corparation {collectively, the
“Affiliated Organizations™); (iv) to assist and support the Affiliated Organizations in fulfilling
their respective purpbses, missions and objectives in a manner consistent with the purposes,
misstons and objectives of the Corporation and the System; and (v) to carry on any other
activity that may lawfully be carried on by a corpgration formed under Chapter {80 of the
Massachussits General Laws which is exempt under Section 501(c)(3) of the Internal Revenue

Code; and in fitherance of the foregoing purposes to:

(a) Solicit and receive devises of real property and grants, donations and bequesis of
money and other property to be used to further the foregoing purposes; and

{b) Support the Affiliated Organizations by loan; [ease or donation of funds or uther
assets; and

(c) Support the Affiliated Organizations by guaranty 6f the obligations of the Affiliated
Organizations or by other action.

The foregoing amendimenn(s) will become effective when these Articles of Amendment are filed in accordance with General
Laws, Chapter 180, Section 7 unless these articles specify, in accordance with the vote adopiing the amendment, a farer effec-
tive date not more than thérty days afier such filing, 1o which event the amendment will beconte effective on such later date,

SIGNED UNDER THE PENALTIES GF

et ()

Y, dhiis ZM day of /VM 19 .99
- J
, *PresidenttineRnesidenn

(o .
MM W Secretary.
: i ¥ Aokl thosietand:femiy

*Defata the inapplicabls words.
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THE COMMONWEALTH OF MASSACHUSETTS

ARTICLES OF AMENDMENT
(General Laws, Chapter 180, Section 7)

I hereby approve the within Asticles of Amendment agd, the filing fee in
cles are deemedd

the amourng of $_5§_'_Q_°__ havinéi:c puist, sail
to have been filed with mc this day of a-‘i’!d"

19

Effective date:

WILLIAM FRANCIS GALVIN
Secretary of the Commionweaith

TO BE FILLED IN BY CORPORATION
Photocopy of document to be sent to:

Mzry Lalonde

Partners HeslthCare System

' Office of the General Gounsel

50 8taniford st., LOth Eloor

, : Boston, MA 02114
Tde"hgﬁg'—ue-ﬁﬂs

h

5 W92 i g6
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The Comonwealth of Massachusetts
William Francis Galvin

Secretary of the Commonwealth, Corporations Division
Cne Ashburton Place, 17th floor

Boston, MA 02108-1512
Telephone: (617) 727-9640

Identification Number: 043230033

{ we, BRENT L. HENRY _  Presidsnt _X Vice President,

and MARY C. TALONDE _ Clerk X Assistant Clerk
of PARTNERS HEALTHCARE SYSTEM, INC.

Jocated at; 800 BOYLSTON ST.. SUITE 1150 BOSTON, MA (2199 USA

APl L e r )

T .
I T e T e

s,

do hereby certify that these Articles of Amendment affecting articles numbered:
___Article 1 X Articie 2 _ Arficle 3 _ Aricle 4

(Select those atlicles 1, 2, 3, and/or 4 thal are baing amended)

of the Arficles of Organization were duly adopted at a meeting held on 4/19/2016 , by vote of: 197 membars, 0

} directors, or O shareholders, '
) being at least two-thirda of its members/directors legally qualifisd to vote in meatings of the corporation (or, in the case [

of & corporatian having capital stack, by the holders of at least two thirds of the capltal stock having the right to vota
1 heraln):

r ARTICLE I
The exact name of the corporation, gs amended, is:
(Do not state Article | if it has nof been amended.)

\ ARTICLE Il

(Do not state Article I if it has not heen amended.)

THE PURPOSE OF THE CORPORATION IS TO ENGAGE IN THE FOLLOWING ACTIVITIES: (1) TO #
ORGANIZE. OPERATE, COORDINATE AND SUPPORT A COMPREHENSIVE INTEGRATED HEAL  |i
TH CARE DELIVERY SYSTEM (THE “SYSTEM™) THAT PROVIDES, WITHOUT LIMITATION, HOS 'I
PITAL, PHYSICIAN AND OTHER HEALTH CARE SERVICES FOR ALL PERSONS AND EDUCATI  §i
1 ON AND RESEARCH FOR THE PREVENTION, DIAGNOSIS. TREATMENT AND CURE QF ALLFO i
,f RMS OF HUMAN ILINESS; (I} TO IMPROVE THE HEATTH AND WELFARE OF ALL PERSONS A

;* ND TQ CONRUCT AND SUPPORT EDUCATION, RESEARCH AND OTHER ACTIVITIES RELATIN

The purpose of the corporation, as amended, is t0 engage In the following business activities: z
!

!

]

}

1

R e R R R S S SRR

RARET,

G THERE TQ. (I} TO SERVE AS THE CONTROLLING AND COORDINATING ORGANIZATION F
OR THE SYSTEM AND ITS MEMBER INSTITUTIONS AND ENTITIES INCLUDING BRIGHAM AN
D WOMEN'S HEALTH CARE, INC., THE MASSACHUSETTS GENERAT HOSPITAL, NSMC HEALT

| HCARE. INC. NEWTON WEI LESLEY HEALTH CARE SYSTEM, INC., EARTNERS COMMUNITY
| PHYSICIANS ORGANIZATION, INC., PARTNERS CONTINUING CARE, INC., NEIGHBORHOOD

HEATTH PLAN, INC. AND SUCH OTHER HOSPITAL, PHYSICIAN, CHARTTABLE, SCIENTIFIC. E
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] DUCATIONAL, RESEARCH AND OTHER INSTITUTIONS AND ENTITIES THAT ARE CONTROLL
ED, DIRECTLY OR. INDIRECTL Y, THROUGH SOLE CORPORATE MEMBERSHIP, STOCK QWNER
SHIP OR OTHERWISE, BY THE CORPORATION (COLLECTIVELY, THE “AFFILIATED ORGANIZ
ATIONS™): (TV) TO ASSIST AND SUPPORT THE AFFILIATED ORGANIZATIONS IN FULFILLING
THEIR RESPECTIVE PURPOSES, MISSIONS AND OBJECTIVES IN A MANNER CONSISTENT W]
TH THE PURPQSES, MISSIONS AND OBJECTIVES OF THE CORPORATION AND THE SYSTEM,
AND (V) TQ CARRY ON ANY OTHER ACTIVITY THAT MAY LAWFULLY BE CARRIED ONBY A
CORPORATION FORMED UNDFR CHAPTER 180 OF THE MASSACHUSETTS GENERAT LAWS
WHICH IS EXEMPT UNDER SECTION 501(C)(3) OF THE INTERNAL REVENUE CODE: AND IN F
URTHERANCE OF THE FOREGOING PURPOSES TO: (A) SOLICTT AND RECEIVE DEVISES OF R
EAL PROPERTY AND GRANTS, DONATIONS AND BEQUESTS OF MONEY AND OTHER PROPE
RTY TO BE USED TO FURTHER THE FOREGOING PURPOSES; AND (B) SUPPORT THE AFFILIAT
ED ORGANIZATIONS BY LOAN, LEASE OR BONATION OF FUNDS OR OTHER ASSETS: AND

(C) SUPPORT THE AFFILIATED ORGANIZATIONS BY GUARANTY OF THE OBLIGATIONS OF T

HE AFFILIATED ORGANIZATIONS QR BY OTHER ACTION.

ARTICLE W

A comoration may have one or more classes of members. As amended, the designation of such ctasses, the manner
of election or appaintments, the duration of membership and the qualifications and rights, including voting rights, of the
members of each ciass, may be set forth in the by-laws of the corporation or may be set forth below;

ARTICLE IV

As amended, other lawful provisions, If any, for the conduct and regulation of the business and affairs of the
vorporation, for its voluntary dissolution, or for limiting, defining, or reguiating the powers of the business sntity, or of its |}
direclors or members, ar of any class of members, ars as follows:
{if there are no provisions stats "NONE")

The foregoing amendment(s) will become affective when these Arficles of Amendment are filed In accordance with

General Laws, Chapter 180, Secfion 7 unless these arficlas specify, in accardance with the vote adapting the
amendmenit, & /afer effective date not more than thirty days after such filing, In which avent the amendment will beconte |

effective on such later daie.

Later Effective Date:

Signed wnder the penalties of perjury, this 20 Day of April, 2016, BRENT L. HENRY , Its ,

President / Vice President,
MARY C. LALONDE , Clerk / Assistant Clerk.

® 2001 - 2016 Commonwealth of Massachuseits
alt Rights Reserved i
i
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MA SOC Filing Number: 201680695540 Date: 4/20/2016 4:09.00 PM

THE COMMONWEALTH OF MASSACHUSETTS

I hereby certify that, upon examination of this document, duly submitted to me, it appears
that the provisions of the General Laws relative to corporations have been complied with,
and T hereby approve said articles; and the filing fee having been paid, said articles are

deemed to have been filed with me on:

April 20, 2016 04:09 PM

WILLIAM FRANCIS GALVIN

Secretary of the Commonwealth
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Massachusetts Department of Public Health
Determination of Need
Affidavit of Truthfulness and Compliance
with Law and Disclosure Form 100.405(B)
lnstructions Complete lnformation helow. When complete chack the best "This document is ready to print:®.- This will date stamp and

fock thé form. Print Farm. Each person must sigh and date the form. When all signatures have bean collected, scan the document and
e-mail to: dph.don@state.ma.us Include all attachments as requested.

Version: 7-6-17

Application Number; | PHS-19093011-HS | | Original Application Date: |09/30/2019 |
Applicant Name; ﬁxrt’r\.erjs HealthCare System, Inc. ]
Application Type: _Fespita!ij]ini’c».S‘u bstantial Changé in Service ' [

Applicant's Business Type: (¢ Corporation ( Limited Partnership ¢~ Partnership (" Trust CLLC Other

Is the Applicant the sole member or sole shareholder of the Health Facility(ies) that are the subject of this Application? @& Yes (™ No

{The undersigned certifies under the pains and penalties of perjury:

T, The Applicant is the séle carporate member or sole shareholder of the Health Facility[ies] that are the subject of this Application;

2. { have radd 105 CMR 100,000, the Massachusetts Deterrnination of Need Regulation;

3. t understand arid agree ta the expected and appropriate conduct of the Applicant pursuant to 105 CMR 100.800;

4 I have seld this application for Determination of Need including alt exhibits and attachments, and ee.mt’y‘-ﬁaax all of the

information contained herein is accurate and trug; '

5, | have submitted the correct Filing Fee and understand it is nonrefundable pursuant to 105 CMR 100.405(8);

6. { have subimitted the required copies of this applicationto the Determination of Need Program, and, as applicable; to all
‘Parties of Record and other parties as required pursuant.to 105 CMR 100.405(B); '

7. | have caused, as required, notices of intent to be published and duplicate coples to be submitted to alf Parties of Record, and
all carriers or third-party administrators, public-and commercial, for the payment of heaith-care services with which the

] Apphgg‘nt contracts, and with Medicare and Meditaid, as required by 105 CMR 100.405(C), et seqs

8. ! haveé-éamsed proper notification and submissions to the Secretary of Environmental Affairs pursuant to 105 CMR
100.405(E) and 301 CMR-11.00; will be made if applicable

9. If subject to MiGL. . 60, § 13 and 958 CMR 7.00, 1 have submitted such Notice of Material Change to-the HPC - in
accordance with 105 GMR 100 A05(G);

10, Pursuant to 105 CMR 100.210{A}(3), [ certify that both the Applicant and the Proposed Project are in material and
substantial compliance and good standing with relevant: federai state, and local laws and reguiations, as well as with aff
-praviousiy-lssted-Notices of Determination of Need: and-the tedis-and-Conditiensattached therein;

11. | have&géand understand the limitations on soficitation of funding from the general public prior to receiving a Notice of
Determination of Need:as established in 105 CMR 100.415;

1.2,

 understand that, if Approved, the Applicant,as Holder of the DoN, shali become obligated to all Standarg Conditions
pursuant to 105 CMR 100.310, as well as any applicable Gther Conditions as outiined within' 105 CMR 100.000 or that
otherwise hecome a part of the Final Action.pursuant to 705 CMR 100,360;
i3 Pursuant to 105-CMR 100.705(A), | certify thatthe Applicant has Sufficient Interest in-the Site or facility; and
14, Pursuant to 105:CMR 100.705(A), I certify that the Proposed Project is autherized under applicahle zoning by-laws or
ordinances, whether or notaspecial permitis required; or,
a. if the Proposed Project is not autherized under applicable zoning by-laws or ordinances, 4 variance has been
received fo permit such Proposed Project; or,
b, The Proposed Project is exempt from.zoning by-laws or ordinances.

Corporation:

Attach a copy of Articles of Organization/incorporation, as arended

Anne Kiibanski, MD (_}f\l& @j}m 09/26/2019
CED for Corporation Name: Signature: Date

Scott M. Sperling

Board Chair for Corporation Name: Signature:
*been informed of the contents of
#%have been informed that

***issued in ccnngllance with 105 CMR 100.00, the Massachusetts Determination of Need
151.}_[3 ﬁ? ective January 27, 2017 and amended December 28
Affidavitar Tratl =u?ness Partners HealthCare Sysfem, Ing.

Date

2 —
08/11/2079 245 pm Page T of 2



Massachusetts Department of Public Health . on. 7617
Determination of Need
Affidavit of Truthfulness and Compliance
with Law and Disclosure Form 100.405(8)
Instructions: Comipléte iriformation belew: When complete check the box "This documaént is feady-to print:®. This will date stamp and

lock the form, Print Form. Each person must sign and date the formi. When all signatures have been collected, scan the document and
e-mail to; dph.don@state.ma.us. Include all attachments as raquiested.

Apglication Number: | PHS-19093011-HS ' I Original Application:Date; | 09/30/2019 ]
Applicant Name: |Partners HealthCare System, Inc. _ ] B
Application Type: |'Hos_p'ital]CIinic:iSU'h'stahtiaiChange’i'n-s_‘erv'ice ' ' l

Applicant's Busitress Type: (8 Corporation " Limited Partnerstiip ¢ Partnership (™ Trust {LLC (" Other

is the Applicant the sole membetr or sole.shareholdér of the Health Facility{les) that are the:subject.of this Application? @& Yés (™ No

The undersigned certifies under the pains and penalties of perjury:

1. The Applicantis the sole corporate member or sole shareholder of the Health Facility{les] that are the subject of this Application;

2, | have &ﬂgd- 105:CMR 100,000, the'Massichiisetts Determination-of Need Regulation;

3 | understand and agree to the expectad and appropriate conduct of the: Applicant pursuant:to- 105 CMR.1.00.800;

4 1 have mﬁd’fh‘israppticatibn for Determinatioi of Need including all exhibits and attachments, and-_@anlﬁyaﬁm all of the
information coritained herein is accurate and true;

5. | have submitted fhe correct Filing Fee and understand it is nervefundable pursuant to 105:CMR 100.405(B);

8. I have submitted the raquired copiesof this application to the Determination of Need Program, and, as:applicable, to all
Parties of Record.and other parfies.as required pursuant to 105 CMR 100.405(B);-

7.

| have caused, as required, notices.of intent to be-published and duplicate:copies to be:submitted to all Parties of Record, and
all carriers or third-party administrators, public and commercial, for the payment of health care services with which the
Applicant contracts, and with Medicare and Medicaid, as required:by 105 CMR 100405(C), et seqs;
8. { have-eased proper notification-and submissions to the Secretary of Environmental Affalrs pursuant to 105-CMR

100.405(E) and 301 CMR11.00; w1ll be made if applicable
If subject to MiG.L. c.6D, § 13 and 958 CMR 7.00, | have submitted such Notice of Material Change to the HPC -in
accordance with 105 CMR 100.405(G);
10, Pursuant to 105:CMR 100.210(A)(3), i certify that both the Applicant and the Proposed Projectarein material and

substanttal compil"a‘nce;and geod standing.with relevant-fedeﬂe, *state,::and-‘ local laws and regulations, as well as with all

~pravioushslssued-Notices of Determination of Need -aeé arekCondittonsatia ' L

. | have #e3dand understand the limitations on solicitation of funding fro
Determination of Need: as established in 105 CMR 100.415;
{ understand that, if Approved, the Applicant, as Holder of the DoN, shall become obligated to-all Standard Conditions
pursuant to 105 CMR 100:310.as well as any applicable Other Conditions as:outlined within 165 CMR 100:000 orthat
otherwise become:a part of the Final Action pursuant to 105 CMR- 100.360; '
13. Pursuant to 105-CMR 100.705{A), tcertify thatthe Applicant has-Sufficient Interest in‘the Site or Facility; and
14, Pursuant to 105CMR 100.705(A), l-certify that the Proposed Project is authorized under applicable zoning by-laws or

ordinances, whether or nota special permit:is required; or, )

a. Ifthe Proposed Project is-not authorized under applicable zoning by-laws or ordinances, a variance has been

received to-permit such Proposed Project; or;
b..The Proposed Project is-exempt from.zoning by-laws or ordinances.

m the.general pubilc prior to receiving a Notice of

Corporation:
Attach a copy of Articles of Organiization/incorporation, as amended

Anne Klibanski, MD

CEO for Corporation Name: Signature: Date

Scott M. Speriing 09/26/2019
Board Chair for Corporation Name: Signature! Date

*been informed of the contents of
¥*have been informed that
#%*%1ggued in compliance with 105 CMR 100.00, the Massachusetts Determinatlon of Need

Regylation effective J y 2 nd amended December 28, 2
afidasBulation effective January 27, 2017 and amended December 28, 2018 Page 1 of2
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i GOURIERED

28509338 DON-ASSEMBLYROW‘IQ T o jemismote T o T T T TR0,967.45 . 000 :- o

MM Chent Services (617} 726-2142 AP 1300 MGB505 TOTAL AMOUNT | DISCOUNT | NET AMOUNT
2996715 | 000 | _20,067.15

 —— To Remove Document Fold and Tear Along This Peirioration T——y

% VERIFY THE AUTHENTICITY OF THIS MULTITONE SEE}URIT‘Y‘DQ ‘CHECK BACKGROUND AHEA CHANGES COLOR GRADUALLY FROM TOR TO. BOTTOM E

AUTHORIZED SIGHATURE
. VOID IF.HOT CASHED WITHIN 0 AAYS
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