
Please wait... 
  
If this message is not eventually replaced by the proper contents of the document, your PDF 
viewer may not be able to display this type of document. 
  
You can upgrade to the latest version of Adobe Reader for Windows®, Mac, or Linux® by 
visiting  http://www.adobe.com/go/reader_download. 
  
For more assistance with Adobe Reader visit  http://www.adobe.com/go/acrreader. 
  
Windows is either a registered trademark or a trademark of Microsoft Corporation in the United States and/or other countries. Mac is a trademark 
of Apple Inc., registered in the United States and other countries. Linux is the registered trademark of Linus Torvalds in the U.S. and other 
countries.


Factor 6 Self Assessment
Page  of 
Page  of 
Factor 6 Self Assessment
Massachusetts Department of Public Health Determination of Need Community Health Initiative CHNA / CHIP Self Assessment
This self-assessment form is to understand the Community Engagement process that has led/ will lead to the identification of priorities for community health planning processes. It is being used to demonstrate to DPH that an existing community health planning process adequately meets DPH standards for community engagement specific to Determination of Need, Community Health Initiative purposes.   This form will provide the basic elements that the Department will use to determine if additional community engagement activities will be required. When submitting this form to DPH, please also submit your IRS Form 990 and Schedule H CHNA/CHIP and/or current CHNA/CHIP that was submitted to the Massachusetts Attorney General's Office. Additionally, the Applicant is responsible for ensuring that the Department receives Stakeholder-Assessments from the stakeholders involved in the CHNA / CHIP process. 
All questions in the form, unless otherwise stated, must be completed.
What CHI Tier is the project?
1.  DoN Applicant Information
2.  Community Engagement Contact Person
3.  About the Community Engagement Process
Please indicate what community engagement process (e.g. the name of the CHNA/CHIP) the following form relates to.  This will be use as a point of reference for the following questions and does not need to be a fully completed CHNA or implemented CHIP.
(please limit the name to the following field length as this will be used throughout this form):
 
4.  Associated Community Health Needs Assessments
In addition to the above engagement process, please list Community Health Needs Assessments and/or Community Health Improvement Planning Processes, if any that the Applicant been involved with in the past 5 years (i.e. CHNA/CHIP processes not led by the Applicant bur where the Applicant was involved?  
(Please see page 22 of the Community-Based Health Initiative Guidelines for reference http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-community-engagement.pdf)  
Add/Del Rows
Lead Organization Name / CHNA/CHIP Name
Years of Collaboration
Name of Lead Organizer
Phone Number
Email Address of Lead Organizer
5.  CHNA Analysis Coverage
Within the               				  , please describe how the following DPH Focus Issues were analyzed DoN Health Priorities and Focus Issues (please provide summary information including types of data used and references to where in the submitted CHNA/CHIP documents these issues are discussed):
5.7 The following specific focus issues
Specify the community(ies) identified in the Applicant's 
6.  Community Definition
Add/Del Rows
Municipality
If engagement occurs in specific neighborhoods, please list those specific neighborhoods:
7.  Local Health Departments 
Please identify the local health departments that were included in your                                                             .  Indicate which of these local health departments were engaged in this                                                    . For example, this could mean participation on an advisory committee, included in key informant interviewing, etc.  (Please see page 24 in the Community-Based Health Initiative guideline for further description of this requirement http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-community-engagement.pdf.)
Add/Del Rows
Municipality
Name of Local Health Dept
Name of Primary Contact
Email address
Describe how the health department was involved 
8.   CHNA / CHIP Advisory Committee
Please list the community partners involved in the CHNA/CHIP Advisory Committee that guided the                                                                          . (please see the required list of sectorial representation in the Community Engagement Standards for Community Health Planning Guidelines http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-community-engagement.pdf)  Please note that these individuals are those who should complete the Stakeholder Engagement Assessment form. It is the responsibility of the Applicant to ensure that DPH receives the completed Stakeholder Engagement Assessment form:
Add/Del Rows
Sector Type
Organization Name
Name of Primary Contact
Title in Organization
Email Address
Phone Number
Municipal Staff
Education
Housing
Social Services
Planning + Transportation
Private Sector/ Business
Community Health Center
Community Based Organizations
8a.   Community Health Initiative 
For Tier 2 and Tier 3 CHI Projects, is the the Applicant's CHNA / CHIP Advisory Board the same body that will serve as the CHI advisory committee as outlined in the Table 1 of the Determination of Need Community-Based Health Initiative Guideline (http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-chi-planning.pdf)?  
For Tier 2 DON CHI Applicants:   The CHI Advisory Committee is tasked with helping select DoN Health Priorities based on the CHNA / CHIP unless the Applicant is directed by DPH to conduct additional community engagement.  If so, the advisory committee's role is to guide that additional work. 
 
For Tier 3 DON CHI Applicants:    The CHI Advisory Committee is to select DoN Health Priorities based on, but not exclusive to, the CHNA / CHIP.  This includes the additional community engagement that must occur to develop the issue priorities. 
Add/Del Rows
Sector Type
Organization Name
Name of Primary Contact
Title in Organization
Email Address
Phone Number
Municipal Staff
Education
Housing
Social Services
Planning + Transportation
Private Sector/ Business
Community Health Center
Community Based Organizations
Hi, 
As a part of the DoN Community Health Initiative process, we are tasked with assessing the engagement process we used during  
 
Please complete the stakeholder engagement form and send it to the Massachusetts Department of Public Health. In order for our DoN Application to be complete, we need all forms to be completed and submitted to the Massachusetts Department of Public Health. To aid you in completing the form, you will need the following information:  
 
A) Community Engagement Process:  
 
 
 
B) Applicant:  
        
 
 
C) The form itself which can be downloaded here:
 
http://www.mass.gov/eohhs/docs/dph/quality/don/DONCHI_StakeholderEngagementForm.pdf
 
Thank you.       
9.   Engaging the Community At Large
Thinking about the extent to which the community has been or currently is involved in the                                                                                   , please choose one response for each engagement activity below. Please also check the box to the left to indicate whether that step is complete or not. (For definitions of each step, please see pages 12-14 in the Community Engagement Standards for Community Health Planning Guidelines http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-community-engagement.pdf).
Inform
Consult
Involve
Collaborate
Delegate
Community -Driven / -Led 
Please describe the engagement process employed during the “Assess Needs and Resources” phase.
Please describe the engagement process employed during the “Focus on What's Important” phase.
Please describe the engagement process employed during the “Choose Effective Policies and Programs” phase.
Please describe the engagement process employed during the “Act on What's Important” phase.
Please describe the engagement process employed during the “Evaluate Actions” phase.
10.   Representativeness
Approximately, how many community agencies are currently involved in                                                                                within the engagement of the community at large?
 
Approximately, how many people were engaged in the process  (please include team members from all relevant agencies and independent community members from the community at large)?
To your best estimate, of the people engaged in                                                                                approximately how many: Please indicate the number of individuals.
11.   Resource and Power Sharing
For more information on Power Sharing, please see Appendix A from the Community Engagement Standards for Community Health Planning Guidelines (http://www.mass.gov/eohhs/docs/dph/quality/don/guidelines-community-engagement.pdf). 
 
By community partners, we mean agencies, organizations, tribal community, health departments, or other entities representing communities. By Applicant partners, we mean the hospital / health care system applying for the approval of a DoN project
Community Partners
Applicant Partners
Both
Don't Know
Not Applicable
Which partner hires personnel to support the community engagement activities?
Who decides the strategic direction of the engagement process?
 Who decides how the financial resources to facilitate the engagement process are shared?
Who decides which health outcomes will be measured to inform the process? 
12.   Transparency
13.   Formal Agreements
Does / did the                                                                                    have written formal agreements such as a Memorandum of Agreement/Understanding (MOU) or Agency Resolution?
Did decision making through the engagement process involve a verbal agreement between partners?
14.   Formal Agreement Specifics
Thinking about your MOU or other formal agreement(s), does it include any provisions or language about:
Yes
No
Don't  Know
Doesn't Apply
Distribution of funds
Written Objectives
Clear Expectations for  Partners' Roles
Clear Decision Making  Process (e.g. Consensus vs. Voting
Conflict resolution
Conflict of Interest Paperwork
15.   Document Ready for Filing
When the document is complete click on "document is ready to file".  This will lock in the responses and date and time stamp the form.
To make changes to the document un-check the "document is ready to file" box.  Edit document then lock file and submit
Keep a copy for your records.  Click on the "Save" button at the bottom of the page. 
To submit the application electronically, click on the"E-mail submission to DPH" button.
When providing the Stakeholder Assessment Forms to the community advisory board members(individuals identified in Section 8 of this form), please include the following information in your correspondence with them.  This will aid in their ability to complete the form:  
A) Community Engagement Process: 
B) Applicant: 
C) A link to the DoN CHI Stakeholder Assessment
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Transportation 

The high scores that Somerville earns on national measures of walkability, public transit and bikeablilty are attractive to older active adults. Attention to universal access, with curb cuts and well-marked crosswalks 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 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 residential addresses in the same time period; although they may not all be for Seniors (Page 148).

The Assembly Square Transportation Management Association (TMA) is coming online. Mobility management requirements, including in Union Square and Boynton Yards, will likely result in more TMA’s. The purpose of these requirements is to best manage transportation in the district and facilitate connections not provided by transit to drive-alone commuters, vehicle emissions, and increase transit options.

• Rail improvements: The Green Line Extension is under construction, Assembly Square T Station has been operational since 2014, and neighborhood plans continue to push the envelope in transportation planning including expanding the Union Square spur of the Green Line to Porter Square on existing railway and creating the yellow line on the Grand Junction right-of-way.

• Bus improvements: Transportation planners are working with the MBTA to improve bus travel times throughout all neighborhoods of Somerville. Many times, this is bringing bus routes up to industry best practices, including merging stops that are too close together, moving to far-sided bus stops, and improving routes.

• Blue Bikes: Somerville joined the Blue Bikes program (then called Hubway) right after SomerVision 2030 was adopted. This year, Somerville expanded to 21 docking stations and saw ridership go up 50% compared to the same time last year.

• Cyclist Infrastructure: Encouraging all types of cyclists means designing a place to ride that is safe from automobiles. Somerville has created on average 1.5 miles of new bikes lanes per year over the last 10 years.

Additionally, young families are attracted to Somerville for its rich mix of bike and pedestrian 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 (SomerVision2040.com).

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 environment. 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 (Page 39).

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. Somerville’s Walk Score of 86/100 is the second highest in the state. The Transit Score is 62/100 (Page 105).

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 (Page 155).


According to the Massachusetts Department of Elementary and Secondary Education (“DESE”), the Somerville school population is dramatically different than the overall city population. The White population 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%.

Of the 4,931 students enrolled in the Somerville 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 languages 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 (Page 16).

DESE data also shows that the percentage of Somerville high school students planning to attend a 4-year college upon graduating has not changed 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.

Compared to Massachusetts, fewer Somerville graduates plan to pursue a 4-year degree. More Somerville youth are opting to attend a 2 year-program, 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, as seen in Chart 6, yet the percentage of Somerville residents 25+ who 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% (Page 17).

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 unemployment 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 (Page 18).

Somerville residents 65 years or older saw the highest increase in poverty between 2010 and 2015, though still lower than the poverty rates for residents 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 Household 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).

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 disproportionally 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.

U.S. Department of Labor statistics show that in 2016, the unemployment rate in Somerville was 3.7%, the lowest it has been since 2000. Since at least 1990, the unemployment rate has been lower in Somerville than in MA, but has followed a similar trend (Page 19).

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 (Page 154). 

According to the Assessor’s classifications for housing structure types, as of November 2016, there were: 2,347 single families, 5,119 condos, 5,140 two-families, 2,305 three-families, 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 (American Community Survey).

As reported 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 (Page 20).

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” families, 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 children, 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 (Page 41).

Social and community supports are integral to health and wellbeing, from when parents are expecting a child, through the growth and development of that child and into adulthood. The World Health Organization 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” (Page 40).

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 interactions and connections. Social media can have positive impacts on building community connections, essential to creating social networks and support systems (Page 42).

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 indicate 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 (“ACE”), 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) (Page 67).

Comparison data shows that male Somerville students were more likely (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 (21.1%) 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.)

In 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 electronically, the highest rates among all races (Page 68).

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 2nd and 5th 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 use treatment admissions in descending order include: heroin, alcohol, other, marijuana, cocaine and crack.

According to UHDDS data, 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 (Page 114).

Data also shows that 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.

Whites, non-Hispanic had the highest rate of alcohol/substance related hospitalizations, which included opioids.

Among Somerville’s 40 - 64 year olds, alcohol/substance related hospitalization rates were higher among White, non-Hispanic, Hispanic/Latino and Asians compared to similar groups in Massachusetts.

According to the trend data, alcohol/substance related hospitalizations 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.

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 (Page 115).

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 admissions among 55-59 year olds.

The same data for specific substance abuse treatment admissions show 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 high in 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 treatment 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 (Page 116).

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 Somerville 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% (Page 117).

Increasingly, the links between mental health and substance use disorder and addiction are more widely acknowledged and recognized. 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 overdoses 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 (Page 95).

Alcohol
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 themselves 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.

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.

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 dependence 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 (Page 96).

Overall, in Somerville, the number of both non-fatal and fatal overdoses from narcotics has risen 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 (Somerville Fire and Police).

According to the Massachusetts Department of Public Health, opioid related admissions to the Bureau of Substance Abuse Services rose from 31% of admissions in 2000 to 55% in 2014, and in 2015 there were an estimated 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).

According to Chart 5, heroin was the most commonly used substance among 25-29 year olds in Massachusetts admitted to treatment in 2013, while alcohol was the second most used substance. The rate of heroin related admissions rose between 2011 and 2013, while the rate of admissions related to other drugs decreased or leveled off in that time (MA DPH Bureau of Substance Abuse Services).

Although not shown above, the order of most commonly used substances among adults in treatment in Massachusetts is the same for adults 30-34 and 35-39 (Page 97).

Mental health is a major factor in Middle Adult (40 – 64 year old) age group. Stresses related to the Great Recession of 2007-2009 as well as recent shifts in immigration 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 (Page 112).

Mental health among adults is a global public health issue. Locally, mental health disorders are the third highest cause of hospitalizations among middle adult Somerville residents (UHDDS). 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 influence 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.

According to data, 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 hospitalizations 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 setting could begin to advance the national agenda of achieving better quality of care, better health outcomes and lower healthcare costs (Page 113).

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 IT 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 determinants as well as ways to foster peer support and relationship development were identified as approaches that helped achieve the outcomes, with potential impact for future innovations for serving this population (Page 114).

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). Waiting 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).

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 and 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 (Page 124).

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).

Per Chart 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 diagnoses 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) (Page 143).

Cardiovascular Disease
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. In Somerville, Hispanics/Latinos had the highest rate of cardiac related 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 cardiovascular 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 (Page 140).

Data shows that the rates of stroke related hospitalizations for Blacks and Hispanics/Latinos 65+ in Somerville, were higher by 33.0% and 37.4% respectively than Somerville Whites or the respective Massachusetts 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 hospitalizations 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 (Page 141).

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, neuropathies, falls, depression and vision impairment (Kirkman et al., 2017).

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 (Page 138).
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In Somerville, 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). 

In regard to engagement, community stakeholder groups for focus groups and feedback included such organizations as the By All Means Community Cabinet, 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. 

Over 80 community members who spent an evening together in late April 2017 also helped to provide diverse perspectives on the most pressing issues impacting the health of Somerville residents across the lifespan and recommendations to improve the health of all residents.

Agency and community partners also served as readers and editors, to
ensure both accuracy and accessibility of the data and information contained in the report. 

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. Overall, to assess the needs and resources of the community, CHA developed a survey for resident completion (receiving 1,022 surveys); 133 residents participated in focus groups; 31 stakeholders participated in interviews and 493 people attended community meetings and listening sessions. 

The community meetings and listening sessions included opportunities for discussion of what the community identified as most important concerns and hopes for the community.  There were opportunities for the community to participate in topic based discussions to rank the needs and identified specific gaps in services or access. There were rich discussions about race, ethnicity and language affected access and health disparities.  An equity framework was introduced at each session to insure understanding of its impact on access.  

4
CHA seeks to make all community engagement processes transparent, including its 2017 Well Being of Somerville processes through focus groups, community meetings, etc. Going forward,  CHA is committed to adhering to all transparency standards outlined in the Department of Public Health's Community Engagement Standards and Community Health Planning Guideline and will ensure staff are trained to comply with these standards.
Based on decades of collaboration on community health needs assessments and community health improvement planning, CHA and the City of Somerville verbally agreed to co-lead the recent process that developed the Wellbeing of Somerville Report 2017. CHA invited the City of Somerville/Somerville HHS to participate in the Advisory Committee and as a core partner for the CHIP.
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