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EXECUTIVE SUMMARY

Introduction and Background

. NRAIKE Y | yFRulkAeBlosStyl (BWH) has a longtanding commitment tpromoting health

equity and improving health outcomes for patients, families, employees, and community members. For
more than thirty years, BRA has been partnering with community health centers, schools, community
based organizations, businesses, and gowent agencies to understand and address the social factors
impacting the health and welleing of community members.

As a norprofit hospital, BWH is required by the Patient Protection and Affordable Care Act (ACA) to
conduct a community health needssessment (CHNA) every three years and to develop and implement
strategies for addressing the needs identified through a community health implementation plan (CHIP).
We do this work and assessment with the deepest involvement and engagement from thenitymmu

BWA Qa O02YYdzyAlGASa Roglicdalgdrde PandndWedtRokbury. THese Bdston
neighborhoods are the focus of tBAVFHCHNACHIP due to their proximity to the hospital, as well as
the patient population that BWFH serves which is primarily from these four neighborhoods.

Methodology of Assessment

For the 2022 CHNGHIP, B\WH participated in the Boston CHIGAIIP Collaborat@S o6 G G KS / 2€ £ | 0
2N Ga.// /€03  22Ay0 AYAGAFGAGS ONAY3IAYy3I Ydzt GALX S
issues in Bostoand its unique neighborhoodsd identify opportunities for shared implementation.

Participants include comumity members, community organizations, community health centers, the

Boston Public Health Commission, and Conference of Boston Teaching Hospital (CoBTH) members. The
Collaborative conducted 62 interviews with Boston organizations and community leaclktetefc 29

focus groups with a diversity of community members, and reviewed secondarjdiditionally, BWFH

and Mas$eneral Hospital conducted a community health survey, with 494 respondents, to gather

additional information aboutommunityhealthconcerns and COVID impacts.

To complement tedata, BWFHvith BNA 3 K Y | Y IRospita? tiéseyn@ranine key informant
interviewsconducted eight discussion groupsd written input from six key informargpecificallffrom
the BWFH community. Additially, wereviewed hospital specific patient data and other secondary
sources. This extensive data collection provided rich information for the assessment.

Mass General Brigham System Priorities

Mass General Brigham Community Health leads the Gkassral Brigham systewide commitment to
improve the health and welleing of residents in the Mass General Brigham priority communities most
impacted by health inequities.

In addition to the priorities each hospital identifies that are uniquestcommunities, Mass General
Brighamidentified two systerevel priorities: cardiometabolic disease and substance use

disorder. These priorities emerged from a review of hospéaél data and prevalent trends in
population health statistiadhat showBlack and Hispanic individuals are disproportionately affected by
disparities in health outcomes and excess deaths related to these condigrsfforts within these two
areas will aim to reduce racial and ethnic disparities in outcomes, with thef gogiroving life
expectancy.



BACKGROUND

The Boston CHN@HIP Collaborative (the Collaborative) is a group of Boston health centers, community
based organizations, community residents, hospitadd the Boston Public Health Commissidre
Collaborativeaims to achieve sustainable positive change in the health of the @grtmeringwith
communities, sharing knowledge, aligning resources, and addressing root causes of health imequities
2019, the Collaborative conducted the first laggale joint citywideommunity health needs assessment
(CHNAp KA OK (i KSy 3 dzA RfiyRealinkniprov@renipri(CHIFP), 4 Mukzprint describing
how the Collaborative would focus on collectively addressing the key priorities.

In2021-2022, the Collaborativweworkedtogether to develoghe 2022Boston CHNAhe 2022 Boston
CHNA builds orhe 2019 CHNA and takes a deep dive into the key priority areas identified in the 2020
community health improvement plan: housifigancial stability and mobilithehavioral health, and
accessing services. The 2022 CHNA was conducted during an unpestéidentincluding the COVID

19 pandemic and a reckoning with systemic racism.

METHODS

This CHNA focuses on the social determinants of g, .ia1 peterminants of Health Framework
health and is guided kyhealth equity lens. In

the U.S., social, economic, and political o cultural and ey .
processes work together to assign social s <
status based on race and ethnicity, which m:
affect access to opportunities, such as
educational and occupational mobility and
housing options, edcof which are intimately
linked with health. Historical oppression,
institutional racism, discriminatory policies,
and economic inequality are several root
factors that shape health inequities across
the U.S.

Living and warking
~ conditions '

Unemployment

Work
environment

Water and
sanitation

Education

Health
care
SETVICes

Agriculture
and food
production Housing

Soc
Determinants of Health, Towards a Conceptual Framework for Ana
and Action on the Social Determinants of Health, 2005.

Existing secondary data were reviewed from national, state, and city sources, including datasets such as
the American Community Survey, Boston Behavioral Risk Factor Surveillance SystemEBBRESS),
COVIEL9 Health Equity Survey, and vital records, rmgrmther sourced-or new data collectiokey

informant interviews were conducted with 62 leaders across sector@@fatus groupwere facilitated

with 309residentswho have been particularly burdened by social, econdariguageand health

challenge? S dzaS GKS GSNY bNBaAARSylaé GKNRdAdAK2dzi GKS
interviews, and community listening sessions.

NJ



COMMUNITY ASSETS AND STRENGTHS

1 Residents described their communities as deeply
connected, resilient, committed to solving problems,
and comprised of several supportive community
based organizations.

1 Key informants and focus group participants talked
about their commurties as being vibrant, full of rich
cultural traditions, having a strong history of activism
and art, intelligent, innovative, and committed to
solving problems.

G¢KS O2YYdzyAale K
for food distributions, to work
together as a community to support
the community with food access.
There is always more to dout this
is a way that we have improved and
adzLJLI2 NI SR S OK 23KSN
- Focuggroup participant

OVERALL HEALTH AND MORTALITY
1 Community Health Perceptiornip of mind health concerns fardus group and interview

participants were mental health, substance use, heart disease, diabetes, asthma, and obesity, all of
which they perceived as being harder to tackle during the pandemic.

1 Leading Causes of DeafioVIEL9 was the leading cause of death for Black, Latino, and Asian
residents in Boston in 2028dditional leading causes of death were chronic diseasdaccidents

Leading Causes of Mortality, by Boston and Race/Ethnicity

Age-Adjusted Rate per 100,000 Residents, 2020

Boston Latino

COVID-19 COVID-19 COVID-19 COVID-19 Cancer
138.4 95.1 238.1 143.5 117.6

Cancer Cancer
117.4 92.8
Cancer Cancer COVID-19
166.7 78.8 103.5

Cerebrovascular

Accidents Diseases Accidents Accidents Accidents
53.7 29 ot 82.7 59.5 53.2
Chronic Lower
Cerebrovascular . Cerebrovascular . .
. Accidents . Diabetes Respiratory
Diseases 1717 Diseases 27.4 Diseases
27.4 ’ 52.8 :

24.7

DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Deaths, 2020
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

FINANCIAL STABILITY AND MOBILITY:

1 Income and Povertgommunity leaders and residents described financial stability as critical for
health andshared that lowwage work and minimum wage is insufficient for many families to survive
in BostonResidents noted that theandemic has worsened poverty for laveome residents across
Boston. Based on the COMI®Health Equity Survey, income loss dutiegpandemic has
disproportionately affected residents of color and-oaome residents.



1 Food InsecurityBarriers to accessing healthy, affordable food emergedpasrity issue, which
worsenedduringthe pandemic antby therising cost of foodAccading to the COVHD9 Health
Equity Survey, food insecurity is greatest among residents of color and adults with children at home.

1 Employmentinterview and focus group participants descriligghificant job loss linked with the
pandemic ancdhoted that finding and securing stable jobs is more difficult for residents of color,
immigrants, people with disabilities, and residents with a criminal re€bay. also shared that lew
wage workers, esp&tly immigrants, worked in higisk job settings during the pandemic.

1 EducationFocus group and interview participants described remote learning and the pandemic as
particularly hard for youth who already face disproportionate challenges in schawtiAgdo the
COVIEL9 Health Equity Survey, 14.5% of Boston adults with children reported unmet educational
needs for children or teens during the pandemic.

HOUSING:

1 Housing Affordabilitynterview and focus group participants citealisingaffordability as a
dominant concern that has been exacerbated by the pandemic due to high housing costs and
employment fluctuationdn the COVH29 Health Equity Survey, 41.5% of adults reported having
trouble paying their rent or mortgage during the pandc, with highest proportions reported among
residents of color and adults with children at home.

1 Housing Instability and TransienCgmmunity leaders and residemtsscribed housing
assistance as insufficient to meet the needs ofiltmeme residents ahexpressed concern about
ending rental assistance programs instituted during the pand&uaaidents underscored how the
lack of affordable housing contributes to homelessness and housing instability, overcrowded housing,
and housing displacemeqtwhichadversely affect mental health.

1 Housing Conditions, Overcrowding, and CEltResidents noted that COVID cases
often affected several household members, which they linked to dense living conditions that make it
difficult to isolate or quarantine and:pple working multiple jobs outside of the home.

Percent Adults Reporting Having Trouble Paying Their Rent or Mortgage During the COVID-19
Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston 41.5%

Asian 52.1%*
Black 49.99%*

Latino 71.2%"
Other 55.8%

White 24.8%

At least one child in home 54. 7%
No children in home 36.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@nde&i@MEQuity
Questionnaire, December 202Q0anuary 2021



VIOLENCE, TRAUMA and RACISM:

f Trauma, Discrimination, and RacifResidentsliscussedhat some groups are
disproportionately affected by trauma, discrimination, and racism, including: residents of color,
lesbian gay,bisexualiransgendergueeror
guestioningintersex,and asexual (GBTQ\)

communities, veterans, people with disabilities, The trauma also perpetuates these

people who have experienced violence,low issues, and the envirarent also

income residents, and those who lost loved perpetuates these issues and S
ones during the pandemic. fine 20152019 aeauSYAOlItte UKS aSNIIAOES
BBRFSreports of being threatened atleasta ' get perpetuates these issues. So that

few times a month due to discrimination were gKeé NI OAAY A& |- Lzt AO
highest among Black and Latino residents. Key informaninterview

T Community Violence and Interactions

with Police Some residents discussed

community violence and safety conceasswell asncreased neighborhood conversations about

community and police relations. In 202619 the most recent years for which data are available,

BBRFSNS aL)2yRSyiaQ NBLR2NIa 2F FSStAy3a tA1S GKSe ¢S]
were highest among residents of color.

MENTAL HEALTH and SUBSTANCE USE:

1 Mental Health, Depression, and Suicidental health was a key issue grandemic and the
impact of the pandemic only heightened that concern, particularly for children, youth, and caregivers.
According to the COWI® Health Equity Survey, during the pandemic 16.8% of Boston adults
reported experiencing persistent sadness ah®% reported persistent anxiety during the pandemic
for more than half of the days in the past 2 weeks. Notably, 28 2%BTA+Youth Risk Behavior
Survey(YRBSstudentrespondentseported having had suicidal thoughts in 2€218.9.

1 Behavioral and Mental Health Care Access and Barriers tcRE€aients discussed
several barriers to accessing mental health care, including a limited number of mental health
providers, financial bagts, a lack of culturally appropriate and linguistically congruent care, and
stigma surrounding mental health caBased on th€OVIEL9 Health Equity Surve9.9% of Boston
adults reported delaying mental health care due to the pandemic and 7.1% repel&gihg mental
health care because of cost.

1 Substance UssSubstance use concerns that emerged include misuse of drugs, overusing
prescriptions and ovehe-counter medicines, and smoking nicotine and marijuana, particularly
among LGBTQIA+ residents gndth. According to COVAI® Health Equity Survey, 27.8% of Boston
adults reported increased drinking habits during the pandemic.

ACCESSING SERVICES:

1 Accessing Childcare Servigefocus groups and interviews, childcare emerged as a growing
need dueto the pandemicAccording to the COWD Health Equity Survey, 14.3% of Boston adults
reported that children in their households experienced unmet childcare needs during the pandemic.

1 Accessing Social and Other ServiResidents and community leadeliscussed rising and
acute social and economic needs among a growing segment-ofdome residents and significant
barriers to accessing services, such as: transportation, difficulty navigating application processes,
limited Internet, and lack of eligiity due to immigration statuSeveral participants also discussed
systemic racism, racial injustice, and discriminatin80152019BBRFSdata, 28.4% of Boston



residents reported receiving poor service at restaurants or stores itoetay life due @ their race
or ethnicity, with a higher proportion of respondents of color indicating having this experience.

1 Accessing Health Care Servigesidentsdentified

barriers to accessing health caircludng: income, health “Due to my language barriers
insurancedistrust towards providers, difficulty navigating the | was not able to express my
health care systentransportation, difficulty securing a medical health concerns and had a
appointment, language barriers, and limited culturally relevant hard time to communicate
care. Residents described how racial and ethnic inequities in with doctors to get right
health care access and social factpssich as transportation UNB I U-F&eysigoup
and Internet accesshave been magnified by the COM® participant
pandemic.

1 Chronic Diseas@&he prevalence of chronic disease in the priority neighborhoods of BWFH
continue to be a leading factor in illness, mortality and a top concern for residents.

COMMUNITY’S VISION AND SUGGESTIONS FOR THE FUTURE

Interview and focus group participants were asked for their suggestions for addressing identified needs
and their vision for the future. Suggestions included the following:

Deepen Partnerships with Local Communities@oithborate to Promote Health Equity
Focus on Dismantling Systemic Racism

Create Opportunities that Foster Economic Stability and Mobility

Improve Housing Affordability

Improve Access to and Quality of Behavioral Health Care

Strengthen Health Cafolicies and Improve Health Care Access and Quality
Promote Child and Youth Development

Create a HealthieBuilt and Physic&nvironment

=4 =4 =4 = - -4 -8 -9

PRIORITIES FOR COLLABORATIVE ACTION

For the past two years, the Boston CHBIAIP Collaborative has been implemerntireg70 strategies
outlined in the 2020 community health improvement plan. Great progress has been made on many of
these strategies, while other strategies have not been implemented as extensively given constrained
capacity and the current context of th©&ID19 pandemic.

Given this backdrop, the 2022 prioritization process focused on:
1) reaffirming the previous priorities and identifying any new issues that have emerged; and
2) prioritizing specific strategies within these major areas that shouitidakup for future
action.

In MayJune 202262 participants were engag@udfour community listening sessionsdiscuss the
CHNA findings, provide feedbaxkthe data and key priority areand systematically vote on t2620
CHIPstrategiesfor more focused implementatioffhe results reaffirmedthe | Lt Q&4 LINA 2 NR A Sa

f Housingincluding affordability, quality, homelessness, ownership, gentrification, and
displacement)

{1 Financial Security and Mobil{ipcluding jobs, employment, incomelueation, and workforce
trainingwhich comprised this priority in the past CHiRd including food security which
emerged as a salient issue in the 2022 QHNA

Vi



1 Behavioral Healttincluding mental health and substance use)
1 Accessing Servicéscluding hedh care,food and nutrition accesand social services)
1 Chronic Diseas®WFH specific)

Vil



Boston CHNA-CHIP Collaborative
2022 Community Health Needs Assessment

BACKGROUND

The 2022communityhealth needs assessmgi@HNAJor the Boston CHNEHIP Collaboratithe
Collaborative) is a report thgatherscommunity input andlata to gain a greatamderstanding of the
strengths of thecommunity the issues that residents face, how those issuesarrently being
addressed, and where there are gaps and opportunities to address these issues in th€FHiNAs.
provide adata-informedfoundationfor planning andhe development of initiatives.

TheCollaborativas a group oBostoncommunity residents, communityased organizations, community
development corporationsiealth centersBostonhospitals and the Boston Public Health Commission

This group has come together to achieve sustainable positive change in the health ofithe city

collaborating with communities, sharing knowledge, aligning resources, and addressing root causes of

health inequities. One of the fundamental approaches for this work is to conduecinaunityhealth
needsassessment so efforts are informed by datd aammunity members themselvé&hile

community health assessment and planning have beenrdtamgling endeavors among organizations

across thecity, the Collaborativaims to leverage, align, and coordinate efforts and resources across

multi-sector stakeblders in Bosto® a2 NX RSGF Af & | 02 dzi and &8agdmert £ | 0 2 NI
can be found in the Methods section of this report, AppeesliAC and athttp://www.bostonchna.org/

Brigham and Women’s Faulkner Hospital Community Health and Wellness Mission Statement

LY RRAGAZ2Y (G2 GKS 62N} 2F GKS /2ftfl02NFGADBSST . NA
of Directors, the Community Engagement and Advisory Committee, hospital administrettbe &rger
K2aLIAalf O2YYdzyAde FINB O2YYAOGGSR G2 .2cCl Qa 0O2YYdzy
9 To evaluate the health status of service area neighborhoods of West Roxbury, Roslindale, Hyde
Park and Jamaica Plain and respond to identified needs.
1 To pay particular attention to social determinates of health issues affecting children, the elderly,
women and diverse populations who may experience health disparities, among others.
1 To seek community participation in and feedback about our communitih tefdrts, by
AYy@2t GAy3 O02YYdzyAlGe YSYOSNE Ay GKS Kz2alLhAialfQa
processes.
1 To engage in meaningful, active collaboration with a broad range of community residents,
schools, service organizations, businesses, goverragenties and others to stay abreast of
community needs, and to pool knowledge and resources in addressing those needs.

Brigham and Women’s Faulkner Hospital Community Engagement and Advisory Committee

Purpose Statement

.2Cl Qa /2YYdzyAide | SFftaGK | y-RBandificdmyhires to h&Sdashmubity Sy 0 K
to improve access to healthcare and address social determinants of health issues. A key aspect to the
success of this work is developing and maintaining actilaporative relationships with the community.

The Community Engagement and Advisory Committee (CEAC) provides an opportunity for community

input and engagement and involvement in the CHNA/CHIP. It also offers a unique perspective on

community needs, sources and connections to implement the Community Benefits Mission and Plan in


http://www.bostonchna.org/

the most efficient and effective manner. Membership includes those from a variety of local organizations,
community partners and residents. A full membership list can be fauhé Appendix.

Key Goals
9 Provide active participation and input to better serve the community health needs assessment
and plan

1 Facilitate communication and sharing, developing collaborative initiatives and partnerships

9 Assist in making community connieats and fostering relationships in the community

1 Represent and offer a unique perspective and feedback on what the community needs are and
how best to meet them

Purpose and Context of the 2022 Community Health Needs Assessment

In 2019the Collaborativeonducted the first largscale joint citywid€HNAS KA OK (G KSy 3JdzA RSR
communityhealthimprovementplan (CHIP)a blueprint describing how ti@llaborative would focus on
collectiely addressing the key priorities. The 2@828tonCHNAuilds on those effortby taking a deep

diveinto the key priority areaglentified in thepreviousCHIP housingfinancial stability and mobility,

behavioral health, and accésgservices

This2022CHNA was conducted during an unprecedented time, including the @@wdddemicwhich
exacerbated many social and economic inequatiiashave been present for generatioithe
pandemiccontributed to a staggering number of CO¥Hxases, deaths, and ongoing health challenges
whichdisproportionately affectedharginalizegopulations During this same period, there has been a
growing national movememalling foracial equityto addresgacial injusticetn the U.SThe growth of

this movement has beegparked bythe killings of several Black Americarduding George Floyd and
Ahmaud Arberyln 2020, the City of Boston declared racism as a public healthwrdgsscoringhe

/A (cémnétment to dismantle structural racisand recognize historical injustice.

This contexshaped the assessment approach and contienthat he 2022 Boston CHNA also explores
how the pandemic and racial injustices have affected priorities that emerged from the previous CHIP.

These processesh@S 6SSy 3JdzARSR o6& GKS /2t€tF02NFdAPSQa akl
Equity Focus on inequities that affect health with an emphasis on race and ethnicity;

Inclusion Engage diverse communities and respect diverse viewpoints;

Data drivenBe systematic in our process and employ evidérfoemed strategies to maximize

impact;

Innovative Implement approaches that embrace continuous improvement, creativity, and

change;

Integrity: Carry out our work with transparency, responsibility, and accountability;

Partnership Build trusting and collaborative relationships between communities and

organizations to foster sustainable, commuaigntered change.

ToTo Do Do Do I»

Definition of Community Served

The 2022BostonCHNA focused on the geographic area of the City of B&sten available and
appropriate, the data are presented for Boston overall and by differepp@piblations. This includes by
race/ethnicity,neighborhoodand other defining chargeristics.



Brigham and Women’s Faulkner Hospital Patients

BWFH is located the Jamaica Plain neighborhood of Boston. In FY 2021 BWFH served approximately
73,558 people, of which over 24,000 (33%) were residents of Boston. Of these residents 65.6% came

from the following four neighborhoods, which BWFH defines as its priorityboeigpods:

Hyde Park 15.2%
Jamaica Plain14%

1
1
1 Roslindale; 18.7%
1 West Roxburg 17.7%
51 ¢! {h!w/9Y .NRIKFEY FYR 22Y8yQa

The 2022 Boston CHNA focused on the geographic are R O

the City of Boston ( W iy
Figurel). Boston is a city of neighborhoods, and whi

the Collaborative CHNA is not driven by a neighborhoc

focus, BWFH highlighted the data for the priority

neighborhoods of Jamaica Plain, Hyde Park, Roslindal SR— DoreRds(ey

and West Roxbury. Additionally, supplementary

asessment that was done by BWFH was solely focuse

on those priority neighborhoods.

-+

Figurel.

Map of Boston Neighborhoods
SOURCE: Boston Redevelopment Authority

METHODS
For the 2022 CHNBHIP, BWWH participated in the Boston CHINA Lt / 2f f F 62N} GA DS 04K
2NJ a.// /0 | 22Ayid AYAQAl (idsSsess tNatgh PrioyfyTcomfrdmiityi A LI S

health issues in Boston and identify opportunities for shared implementation. Participants include

community members, community organizations, community health centers, the Boston Public Health

Commission, and Confaeree

(CoBTH) members. The
Collaborative conducted 62
interviews with Boston
organizations and community
leaders These represented a
crosssection of sectors to
identify areas of action and
perspectives on the
community. These
interviewees included leaders \

of Boston Teaching Hospital (

OQutreach through Uni on

> I > >

and staff from public health,

~

62 key i nfor mantgrionutpesr vcioenwd
Community Listening Sessic

Cap

Community surveying (494 r
17 intehivntedwomsapittaakle hol der s
MGB data reviewsoof sgat & imo\
health and substangms «se d
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health care, behavioral health, the faith community, immigrant services, housing organizations, economic
development, community development, racial justice organizations, social service orgasization
education, community coalitions, the business community, childcare centers, elected government offices,
and others. Please see Appendix E for a list of key informant interviewee organizations.

Alsofacilitatedwere 29 focus groups with a diversrosssectionof communitymembers andeviewed
secondary dataAdditionally, Collaborative members conducted foun#ifute virtual Community

Listening Sessions in January 2022. A total of 122 community members participated in these four
sessions. Thesessions occurred migiay into the CHNA process and provided an opportunity to gather
feedback and insights on preliminary data findings and potential priorities at this point in time. During
these sessions, Collaborative members shared preliminary theone$dcus groups, interviews, and the
review of secondary data. The participants discussed their reactions and feedback to these preliminary
findings in small groups and identified areas that were their highest priority for action.

To complementhis data, with Brigham and
2 2 Y S YAdQpital, there weraine additionalkey / Key Themes from Internal Hospital \
informant interviews, eight discussion groapsl Stakeholder Interviews

written input from six key informants frothe
BWFH communityHospital specific patient data
and other secondary sourcesre also reviewed to
help provide the most extensive and full
assessment of information

Lastly as part of our targeted community
engagementBWFH and Ma$3eneral Hospital
conducted a community healttonvenience
survey, with 494 respondentBigure 2)to gather \ /
additional information aboubp health concerns

(Figure 3)COVID impactnd challenges, barriers

to healthcare and mobile health cafiéhe follaving are the parameters of the survey:

Administered in persofanonymous paper surveg) BWFH eventand orline using RedCap
Translated into Spanish, Portuguese, Haitian Creole, Traditional Chinese, and Simplified Chinese
Convenience sampling

Onlinesurvey promoted through MGH CCHI social media accounts (Facebook and Instagram) and
in the community byBWFH staff

Survey administration from January 15, 2022ch 25, 2022

14 questions total, 4 opeanded, 6 demographic questions

= =4 =4 =4

=a =9



Figure 2:

Race/Ethnicity of MGH/BWFH Survey Respondents

American Indian or Alaska Nativéll 2%
B 4%
Black of African American NG 32%
N 22%
Native Hawaiian or Other Pacific Islander0.2%
I 439%
B 3%

Source: MGH/BWFH Community Health Survey

Other*

Figure 3Top 5 areas that hospitals should focus on to help you make your community healthier

All Respondents
(N=494)

Black or African American
(N=136)

Hispanic/Latino
(N=110)

Two or more races
(N=19)

Mental health services

Mental health services

Mental health services

Mental health services

Mental health services

Mental health services

Housing stability &
homeownership

Housing stability &
homeownership

Housing stability &
homeownership

Improved care for
medical conditions

Housing stability &
homeownership

Substance misuse and
the opioid crisis

Improved care for

Improved care for medical

Affordable childcare

Substance misuse and

Food insecurity

Housing stability &

medical conditions conditions the opioid crisis homeownership
Substance misuse and Neighborhood safety & COVID-19 pandemic Education supports and Improved care for .
A | i . oo 3 po COVID-19 pandemic
the opioid crisis violence activities for youth medical conditions
Education supports and
activities for youth Improved care for Neighborhood safety & | Neighborhood safety & Improved care for

COVID-19 pandemic

medical conditions

violence

violence

medical conditions

Food Insecurity

BWFH and MGH Community Health Survey, 494 respondents

Social Determinants of Health Framework

This CHNA focuses on the social determinants of healthisguided by a health equity lefSigure 4.

The contexts in which population groups live, learn, yaor# play have a profound impact on health.
There is often a deep connection between how radenietty, income, geographgnd other factors

shape health patterngn theU.S, social, economic, and political processes work together to assign social
status based on race and ethnicity, which may affect access to opportunities, such as educational and
occupational mobility and housing options, each of which are intimately linked with h&sttrical
oppression,nstitutional racismgiscriminatory policies, areconomic inequalt are several of the root
factors that shape persistent and emergingltieinequities across the U.S.



Figure 4. Social Determinants of Health Framework
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production Housing

Source: World Health Organization, Commission on the Social Determinants of Health,
Towards a Conceptual Framework for Analysis and Action on the Social Determinants of Health, 2005.

Review of Secondary Data

The 2022 Boston CHNA data gathering effort included a review of existing secondary data on social,
economic, and health indicatorfhese indicators provide insights into patterns across Boston, by Boston
neighborhood, and by population groups within Bosgecondary data sources included U.S.
Census/American Community Survey, vital statistics (birth/death records), heegetaix data, Boston
Behavioral Risk Factor Surveillance Survey (BBRBEFSCOVIEL9 Health Equity Survey, Youth Risk
Behavior Survey (YRBS), and the Massachusetts Department of Public Health Bureau of Substance
Addiction Services treatment data

The Secatlary Data Work Group of the Collaborative included 16 members representing a range of
organizations, including hospitals, health centers, and local public health. The Secondary Data Work

DNR dzLJQa OKIF NHS ¢l a (2 LINRPOARS idishoislayitoSter2y aSO02yRI
connections with key networks and groups to provide relevant data

Secondary data in the 2022 CHNA represent the most recent data avaitable several cases overlap

with data included in the 2019 CHNA due to the need to combine data across years to look at patterns by
neighborhoodand social and demographic factors. Qualitative discus&lessribed in the section that

follows) buildupg G KS aSO2yRINE RIFIGF o0& AKSRRAY3I tAIKG 2V
perspectives omany factorsincluding the social determinants of health dmv these issues have

been affected by the COVID pandemic

Qualitative Discussions and Community Engagement

The Community Engagement Work Grmgludes 24 members representing a range of organizations,
including health centers, local public health, community development, comntasigd organizations

and hospital® ¢ KS 2 2 NJ D N@aztd@aidato&dn MB prdaéh tolc@nmunity

engagement, input on primary data collections methods, and support with logistics for primary data
collection.The/ 2 f f I 6 ZommintyE8dgagement Work Group led efftotgain insight into

community needsind strengthss well aprioritiesfrom community leaders and residenespecially

among those where there has been a gap in representation in previous proedsggsher they

facilitated29 virtualand inpersonfocus group discussions waltotal of 309esidentswho have been
disproportionately burdened by social, economic, and health challenges including: youth and adolescents,
older adults, persons with disabilities, lossourced individuals and families BI®A+ populations,
racially/ethnically diverse populatiofeg., African American, Latino, Haitian, Cape Verdean, Vietnamese,
Chinese)limited-English speakers, immigrant and asylee communities, families affected by incarceration
and/or violence, and terans.Some focus groups were conducted in languages other than English,
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including Spanish, Chinese, and Vietnantelease see Appendix D for more details on the community
engagemenprocessand qualitative data approach

2022 CHNA: A Snapshot in Time during the COVID-19 Pandemic

The COVH29 pandemic has beaanimportantand evolvindgackdropto the 2022 Boston CHNAnd

thus shapes how the COVIB pandemic has affected priority areas identified in the 2019 CBiébpite
access to vaccinationg@inning in late 2020 and early 2021, there have been multiple increases in case
rates linked with the onset of the Delta and Omicron variants. The dOdhdemic is marked by
significantthangesand inequitiesn health, the economy, and theorkforce Given the unprecedented
nature of the COVHD9 pandemicitiis critical now, more than ever, tmderstand communitpeeds,
experiences, and opportunities for the future.

We also recognize how the pandemic has shaped this prosegartff he BBRFSSseparate COVID

19 Health Equit$purveywas conducted by the Boston Public Health Commission to better understand
experiences among residents who have been most impacted by the pandemic. This survey of a random
sample of over 1,650 residentsnmultiple languages was conducted in December 2020/January 2021 and
examined issues related to job loss, food insecurity, access to services, mental health, as welts COVID
risk perceptions, vaccination, and information sources.

Additionally, the CAQW-19 pandemic affected the data collection methods as most of the focus groups
and interviews occurred by telephone or video conference. Not surprisingly, the-CIDpdBdemic

came up quite a bit during the discussigrsut less about the disease itsedhd more about how the
pandemic has highlighted lois¢anding and existing inequities that have been pervasive in Boston and
the U.SFor these reasons, findings should be understood as capturing a shapshot in an unprecedented
moment in time.

COMMUNITHEALTH IMPLEMENTATION PLAN (CHIP)

In the Fall of 2022, along with BWFH Leadership, the CHNA Collaborative and the BWFH Community

9y Al 3ASYSyild YR ! ROAaA2NE /2YYAGGHSST .2Cl1Qa /2YYdzyA
complete a CHIP to guide our efforfdraproving the key health problems and social factors identified by

the CHNAFigure 5)The CHIP will be ay@ar plan to inform shared resources, support policy change and
sponsor communitpased programs to improve the health of our residents, especially those most in
YSSRd 2KAES (GKAA LI Iy gdpéciic workywill also Ye a.sha@d effGit thgtS A I K 6 2
is driven by community partnership with the Collaborative.

Figure 5. Community Health Needs Assessment and Community Health Improvement Plan Process
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While the data sources used in this CHNA are highly credible, there are some important limitations and
considerations that are important to keep in mind. Qualitative discussions use small sample sizes and
nonrrandom sampling methods, the latter of whiclamsimportant approach to incorporating the
perspectives of communities who were underrepresented in previous processes. Moreover, due to the
ongoing COVHD9 pandemicCollaborative members conducted the majority of interviews and focus
group discussionemotely, which may have affected participatpboth in terms of who is able to

participate remotely and the information elicited in remote discussions.

Secondary data may have a time lag and apply different ways of measuring variable such as
neighborhads. Additionally, BBRFSS data from are the most recent data available regarding
the experiences, health behaviors, and-sgfforted health and health care patterns among Boston
residents. Given the need to aggregate data across years to Ipattexrhs across neighborhoods and
population groups, data from the 20P®19 period overlap with data reported in the 2019 community
health needs assessmefhinally, COVHDO data provide a snapshot in one moment in time in the

ongoing pandemic and are@trepresentative of the entire pandemic.
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BOSTOROPULATIONRACE, ETHNICITY, AND LANGUAGE

2302y Qa LRLMA I GA2Yy Aa AYyONBRAOfE& RADGSNES Ay
language use. While the racial and ethnstribution across Boston has remained similar
since the 2019 CHNA, the racial and ethnic composition is changing across neighborhoods.

Race and Ethnic Diversity

Historic disinvestment in communities of cadoe the root causes oécial inequities in the social
determinants of health Racial and ethnicgialth and health care inequitiese persistentand are among
the leading public health challenges of ourdiffor example, people of color experienced a
disproportionate burden of COVVI@-relatedincome loss¢casesanddeaths whereas White residents
appeared to weather the COVID pandemic with fewer social, economic, and health &dsts.
Understanding the racial, ethnic, and language profiles of Boston residents pomvitext to data
about health status and the structural, discriminatory, and social factors that contribute to health
inequities.

Focus group participants and key infamts discussed the racial diversity of residents across Boston as a
unique strength, highlighting Black/African American, African, Latino, Cape Verdean, Haitian, Asian, and
other Caribbean communities in the Boston area. According to Census esfifaate4),approximately

3 in 5(60.0%Boston residents identify @gople of colorMattapan, Hyde Park, Dorchester, and Roxbury
are home to the largest proportion Bbstonresidents who identify as Bladkast BostgrRoxbury, Hyde

Park, and 2 NI K $Z1818E2 525 zip codeBave the largest percent of residents who identify as
Lating whileFenway and Allston/Bright@re home to the largest proportion of Asian residents

Table 1. Racial and Ethnic Distribution, by Boston and Neighborhood, 2020

Asian Black Latino White Two or
More Races

Boston 9.7% 25.2% 19.8% 44.5% 5.3%
Allston/Brighton 19.3% 4.9% 11.1% 59.0% 4.2%
Back Bay 12.7% 3.5% 7.4% 71.9% 3.7%
Charlestown 8.6% 5.2% 10.9% 71.3% 3.5%
OD;’{;E‘;Ster (02121, 11.4% 33.5% 23.7% 17.7% 9.5%
OD;’{;Z‘;Ster (02122, 8.6% 39.5% 15.5% 29.1% 5.3%
East Boston 4.5% 3.3% 50.4% 36.6% 3.6%
Fenway 24.1% 6.6% 9.0% 55.0% 3.6%

Mattapan 1.0% 68.3% 21.0% 2.5% 5.6%

Roxbury 11.0% 35.7% 27.3% 19.4% 5.0%
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Asian Black Latino White Two or

More Races
South Boston 5.1% 4.2% 10.4% 76.6% 2.9%
South End 15.6% 12.6% 14.7% 52.4% 3.9%

DATA SOURCE: U.S. Census, Decennial Census of Population and Housing, 2020

NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtalyaniorth E
West End; South Endcludes South End and Chinatown; Latino includes residents who identify as Latino regardless of raeecatebaies
may include residents who identify as Latitieerefore, the percentages may not add up to 100%

Language and Immigrant Communities

A theme across several interviews and focus groups

was that immigrant communities in the Baistarea are

hardworking, familyand communityoriented, willing aL GKA Y1 W |
to help others, eager to contribute socially and neighborhoods] are great for
economically, and passionate about local issues and . .

issues in their home countries. Several key informants new immigrants. When you

and focus group participants obsedvthat first come to the United States
undocumented immigrants experienced additional @2dz YSSR KSf LI FNRY

barriers to housing, health insurance, and accessing
resources and assistance programs, which they
perceived were based on legal status and fear of
deportation.

- Focus group participant

Key informants and focus group participants noted many languages spoken among residents, including
Cantonese, Mandarin, Russian, Spanish, Haitian Creole, Cape Verdean Creole, and indigenous languages.
Some residents described free English classes as artamiresource for residents for whom English is

not their first language-dowever, dnguage barrierstillemerged as an important issue affecting

immigrant communities.

COMMUNITY ASSETS AND STRENGTHS

Residents described tlirecommunitesas deeply connected, resilient, committed to solving
problems, andcomprised ofseveralsupportivecommunity-basedorganizations

Understanding the strengths of community members and community resources and services helps to
identify the assets that cdye drawn upon to promote community health and address any existing gaps.
When asked about community strengthssidents discussed a strong sense of community among
residentsgspecially those who have livechgighborhoods for years. They describedrtheighbors as
supporting each otheevenwhen they themselves havlienited resources-ocus group participants
describedheir neighborsasd NB a &ridé BF a 2 dedsd Ghdledaifficult circumstancesey

informants and focus group participants talkebout their communities as being vibrant, full of rich
cultural traditions, having a strong history of activism and art, intelligent, innovative, and committed to
solving problems.
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Focus group participants and key informants
discussedhe breadth d communitybased
institutions and servicebat they knew of,

especially thoséocused on early childhood, Ad¢cKS O2YY dZ)/ Al f

youth, young men of color, food security, . .
housing, mental health, health care, caregiver for food distributions, to work

support, workforce development, and the together as a community to support
LGBTQIA+ populatioResource sharing and the community with food access.

collaboration among a network of community There is always more to dout this
based organizationsas also discussext a

strength. Residents described other community is a way that we haV,e improved an )
strengths, including engaged elected officials, adzLJLZ2 N SR S| OK 2 UF
educational opportunities and the school - Focus group participant

system, gren space (e.g., parksjcessible
libraries, andeasy access tihe transportation
system.

OVERALL HEALTH AND MORTALITY

Top of mind health concerns for focus group and interview participants were mental health,
substance use, heart disease, diabetesthasa, and obesity, all of which they perceived as
being harder to tackle during the pandemi®eanwhile, COVIEL9 was the leading cause of
death for Black, Latino, and Asian residents in Boston in 2020.

Community Perceptions of Health

Mental health, substance use, heart disease, diabetes, asthma, and obesdtynost frequently brought

up as health concerns during interviews and focus group discussions. Key informants and focus group
participants also described a high case rate of GO¥fr immigrans andcommunities of color (e.qg.,
Haitian, Cape Verdean, Latino) and for residents of color arddge workers who were not able to

work from home

Other health concerns discussed by community leaders and residents included cancer, dementia,

't T KSAYSNRASY 280S2LRNRaA&aY 2Nl f KSIEGKY . f1F01 62Y
pulmonary disease (COPB)me key informants and focus group participamgerscored howpre-

existing conditionkaveworsened during the COVID pandemic, icluding chronic conditions thate

difficult to manage, conditions that have remained undiagnosed, and chronic conditions linked with

trauma. Youth and LGBTQIA+ focus group participants described sleep as critical to promoting health and
identified stresand anxiety as barriers to living a healthy lifestyle and getting adequate sleep. Several

focus group participants, particularly youth and residents in Chinatown, cited environmental quality as

being linked with health, including air pollution, poor Vation, smoke from tobacco and marijuana use,

and lack of cleanliness in the neighborhood.

Several focus group participants described physical activity, including going for a walk, playing sports, and
working out, as important for feeling good, relievétigss, and overall healtRocus group participants
explained thaturing the COVHD9 pandemic thefravenot beenable to do as much physical activity

andhave beemuite sedentary. As one participant mentionéd, S2 LJX S KIF @gS y2&G 0SSy |0
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COVILx kids and adults have put on so much weggume have become obese. | am woraieout the
kidsci KS@ R2y Qi 3 SFocuS yfcigiparkcipantd ditkddie impotidnce of and need for
green space (e.g., parks, access to walking paths) to enable residents to spend tiraesaigisiind to
be physically active in an affordable way. Several focus group

participants noted the importance of clean neighborhoods, , )

including air quality and trash. LGBTQIA+ focus group participant ot seems like almost
also described a need for gyms that are more welogrta every family has high

LGBTQIA+ residents. blood pressure, high

Additional data on health issues such as asthma, birth outcomes, OK2t Ssaus _N_‘E t
and physical activity can be found in Appendix F. -Focus group participant

Overall Mortality

In 2020, COVHDO was the leading cause of death for Black, Latino, andrAsidants in Boston,

whereas cancer was the leading cause of death for White resid@@atite 2)Additional leading causes of

death were accidents and chronic diseases, such as cancer, heart disease, and cerebrovascular diseases.
In the 2019 Boston CHN#gncer was the leading cause of death across each of the largest racial and
ethnic groups in Boston.

Table 2. Leading Causes of Mortality, by Boston and Race/Ethnicity, Age-Adjusted Rate per 100,000
Residents, 2020

Boston Latino
COVID-19 COVID-19 COVID-19 COVID-19 Cancer
1 138.4 95.1 238.1 143.5 117.6

Cancer Cancer
117.4 92.8
Cancer Cancer COVID-19
166.7 78.8 103.5

Cerebrovascular

Accidents Diseases Accidents Accidents Accidents
53.7 29 ot 82.7 59.5 53.2
Chronic Lower
Cerebrovascular . Cerebrovascular . .
. Accidents . Diabetes Respiratory
Diseases 1717 Diseases 27.4 Diseases
27.4 ’ 52.8 :

24.7
DATASOURCE: Massachusetts Department of Public Health, Boston Resident Deaths, 2020
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESPlease be advised that 202022 data are preliminary and subject to change. Raw prelipidata may be incomplete or inaccurate,
have not been fully verified, and revisions are likely to occur following the production of these datda$bachusett®epartment of Public
Health strongly cautions users regarding the accuracy of statistichlsasabased on preliminary data and particularly with regard to small
numbers of eventsDagge(t) denotes whereates are based on 20 or fewer deaths and may be unstable

h¥ y23Ss GKS OFyOSNJ Y2NIFtAGe NIXGS F2NJ SIOK 27
than that reported in the 2019 community health needs assessment. During this same period, the heart
disease mortality ratappeared to increase amgBlack residents, decrease for Asian and White

residents, and remained relatively stable for Latino residents. Since the 2019 community health needs
assessment, the acciderglated mortality rate increased for Black and Latino residents, remained

12



relatively stable for White residents, and emerged as a leading cause of death for Asian residents. The
rate of mortality due to cerebrovascular disease increased for Black residents, remained stable for Asian
residents, and did not emerge as the top five can$esortality for Latino and White residents, likely due

to COVIEL9 becoming a leading cause of death in 2020. The diakedtged mortality rate remained

stable for Latino residents since the 2019 community health needs asses@tsauld be noted tht

changes in mortality rates over time were not tested for statistically significant differences.)

Premature mortality refers to deaths among persons under 65 years offagperemature mortality rate
in 20202021 was highest among Black and Latinalesss(Figured). Of note, the premature mortality
rate for Black residents is more than double the premature mortality rate for White residents.

Accidents was the leading cause of premature mortality among all race/ethnicities in Boston except for
Asian esidents, who experienced cancer as the leading cause of prematurg( death

Table3). COVIEL9 was the second leading cause of premature mortality among Latino residents,
underscoring the impact of the pandemic among this commuXdtably, homicide is the fifth leading
cawse of death in Black and Latino communities and the homicide mortality rate for Black residents
exceeds the cancer mortality rate for White residents.

Figure 6. Premature Mortality Rate, by Boston and Race/Ethnicity, Age-Adjusted Rate per 100,000
Residents, 2020-2021 Combined

Boston 217.0
Asian 80.9*
Black 383.3*
Latino 215.0*
White 176.7

DATASOURCHBoston Public Health Commission, Boston resident de20#()-2021 Combined

DATAANALY SI8ostonPublicHealthCommissionResearctand EvaluationOffice

NOTESremature deaths are defined as deaths at anagger 65 yearsBars with pattern indicate reference group for its specific category;
Please be advised that 202022 data are preliminary and subject to change. Raw preliminary data may be incomplete or inaccurate, have not
been fully verified, and resions are likely to occur following the production of these data. The Department of Public Health strongly cautions
users regarding the accuracy of statistical analyses based on preliminary data and particularly with regard to smallafievbers

Asteisk (*) denotes where estimate was significantly different compared to reference group within specific category (p <0.05)

Table3. Leading Causes of Premature Mortglly Boston andrace/Ethnicity Age-Adjusted Ratger
100,000 Resident2020

Boston Asian Black Latino White
Accidents Cancer Accidents Accidents Accidents
1 48.0 28.77 77.0 56.7 46.5

Cancer Accidents COVID-19 Cancer
2 31.1 12.97 33.3 25.7

13



Cancer Cancer
53.7 23.2
COVID-19 Suicide COVID-19 COVID-19
17.8 6.17 34.1 8.9

Homicide Homicide Homicide
7.5 30.6 8.8"

DATA SOURQ#assachusetts Department of Public Health, Boston Resident Deaths, 2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Premature deaths are defined as deaths at an age under 65ngéfisient number ofecords for analysi®r Asian resident$lease

be advised that 2022022 data are preliminary and subject to change. Raw preliminary data may be incomplete or inaccurate, have not been
fully verified, and revisions are likely to occur following the piiiin of these data. Thilassachusett®epartment of Public Health strongly
cautions users regarding the accuracy of statistical analyses based on preliminary data and particularly with regardumberallof events
Dagger(t) denotes whereates arebased on 20 or fewer deaths and may be unstable

FINANCIASTABILITAND MOBILITY

Community leaders and residentBscussed howhe COVIBEL9 pandemic has worsened
already existingincome inequalities and the level and severity of poverty for lovcome
resdents across Boston.

Financial stability and mobilityncludingincome, jobs, employment, education, and workforce training
wasa priority area in th019BostonCHNACHIPRIncome, work, and education are powerful social
determinants of healthJobs that pay a living wage enable workers to lineighborhoods that promote
health €.g., built environments thgaromote physical activity and resident engagembatter acces$o
affordablehealthy food$ andprovide income and benefits to accéssalth caret In contrast,
unemployment, underemploymerdndjob instabilitymake it difficult to afford housing, goods and
services that are linked with healtlind health careand also contribute to stressful life circumstances
that affect multiple aspects of health.

Income and Poverty

In the 2019 Boston CHNA, poverty and economic
instability emerged as key areas of concern among daée Kdzaol y R K
_resmlents anql therg were sybstantlal differences in can pay the rent and food,
income and financial security across Boston

neighborhoods and by race and ethnicity. cIo'Fhi_ng, everythi_ng-_lt is.reallj
difficult now, this situation
Likepastreports focus group participants and key dKIF G Aa -KFocusLiS y A y =

informantsengaged in the 2022 Boston CHilé&cribed
financial stability as critically important for heakhy
informant interviewees and focus group participants
shared thathe COVIEL9 pandemic has worsened
income inequbties and the level and severity of poverty for-dmaome residents across Boston
According tdhe COVIBEL9 Health Equitysurvey income loss during the pandemic has disproportionately
affected residents of color and leimcome residentsdescribed in wre detail belowKey informants and
focus group participants noted that lamcome communities in Boston generally include residents of
color, immigrants, people with disabilities, LGBTQIA+ residents, and older adults on fixed incomes.

group participant

14



Focus group participants and key informants noted that low
/ \ wage work and minimum wage is not enough for many

families to survive in Boston, and that many residents are
Ke y t hemé& having to work multiplgobs to make ends meeseveral

| Nt darerravlii e | interviewees and focus group participants discussed that
while income loss has affected many people, they were most
concerned about those residents who were already struggling
|l 1 nked Wi ¢ before the pandemig this includalow-income communities,

residents of color and in particular immigrants, people with
19 pal de disabilities, and residents with a criminal recdildey

\ / described the cost of living as high and rising, including
escalating housing and food costs while wages have not
increased. As one participantnotédC2 2 R LINA OS&a KI @S 32y S dzLJ I 20 6K

From April 2021 to April 2022, food prices increased an estimated®9.4%.

Sme key informantsoted thatneighborhoods that have historically exieced disinvestment
continue toexperience greater challengesgmwth and development, and small businesses in low
income communities have been hit hard by the C&¥@IpandemicSome elected officials described
insufficient access to capital and finedinstability as barriers to community developmé&me key
informantsperceivedhat limited fundingg and competition for thidimited fundingg contributesto
someorganizations not collaborating to provide acdesgsources.

f \ As shown ifrigure 7over 4 in 1Bostonadults(43.7%Yeportedthat
11% of they had experienced loss of incomduring the COVHR9 pandemic.

Residents who identified as Black or Latino were most affected by

income loss, witlabout62.3% of Latino respondents indicating that they

in Hyde Park had income loss during the pandemic and nearly half of Black residents
U.S. Census Bureau, American commune | TEPOItING income losdvore than half of adults 364 years of age,
Survev. 201020 J adults with lower incomes, and adults with at least one child in theehom

reported income loss during the panden¢hen looking at income loss
by occupational status, a higher proportion diitis whowere out of workor retired reported income
loss during the pandemic, compared to employed adults.
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Figure 7. Percent Adults Reporting Experiencing an Income Loss During the COVID-19 Pandemic, by
Boston and Selected Indicators, December 2020-January 2021

Boston IS 43.7%

Asian I 45.3%
Black G 49.9%*
Latino == 62.3%"
Other e 48.9%
White ¥iz77 33.1%

18-34 years old GG 39.9%
35-64 years old IS 51.6%"
65+ years old %7777  32.5%

Less than $25,000 63.8%*
$25,000-$50,000 52.8%*
More than $50,000 32.1%

Out of work NNEEEEEEEENES  81.1%
Retired [INNEG 56.1%"
Other NS 29.3%

Employed %7777  36.1%

At least one child in home GGG 57.1%
No children in home #7777  38.6%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@He@@MEquitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting their household had experienced a loss of employment income sineE9CGoMibed;
Bars wih pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantlytdiffiengared to
reference group within specific category (p <0.05); Error bars show 95% confidence interval

Food Insecurity
Struggling to make ends meet is directly linked with struggling

to put food on the tableFood insecurity, namely bamieto AC2f 1 3 F NB & i NJdz3 :
accessing healthy, affordable food emerged as a key priority .-

issue across many interviews and focus groepsd [f_OOd] aﬁordab”lty'

insecurity patterns indicate that a greater proportion of Inflation on goods has Qeel
residentsreport experiencing food insecurity since the I a i NR y 2PFO0U® | f D¢
COVIEL9 pandemic. group participant
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/ \ Prepandemic20152019 BRFSdata show that
about17.8% of Boston residents were identified as
M_A has 5%6 food insecure; in that the food they purchasedn out
I N CTI eiaos before they had money to buy mofseeFigure22in
( 2 02&)2 1 Appendix F)Many residents reported being food
. insecure during the pandemi&ccording to the COUD
t he hiimghread | 19Health Equitsurveywhile20.8% of Boston
t he C OUnNtsr y residents were considered fo@usecure during the
pandemic, about 43% of Latino residents were food
h a insecure, as well as 326 of Black residen(Eigure 8)
ri s eS360% b |y nc The prevalence of food insecuntiasalso higher
among adults who had a child at hoswmpared to

COV-1L 9 be gc adults without children

Feeding America COVID Hunger Projections, reported by Greater
Boston Food Bank021

Figure 8. Percent Adults Reporting Food Purchased Did Not Last and Did Not Have Money to Get More
During the COVID-19 Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston 20.8%

Asian 9.8%

Black 32.6%*
Latino 43.3%*
Other 33.8%
White 6.5%

Less than $25,000 48.6%*
$25,000-$50,000 26.9%"*
More than $50,000 6.2%

At least one child in home 36.59%"
No children in home 14.0%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sy<i@ie@i@\VHquiturvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with petn indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Community leaders and residsrdiscussed that healthy foalavailable, but naiccessible to lower

income residentsAs noted by a focus group participaintz S f A@S Ay | F22R RSaASNI o
26y (2 FAYR KSIfi(iKe F22R® ¢KS r5MmeaddNBathy baiN®d Ay o
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G26ya GKFG FITNB Y2NB FFFtdsSyidod L FSSt o6FRtfte F2N (K
healthier food €

Participantsalso talked about how the cost of foimrising, contributing to growing levels of food
insecurity as residents struggled to afford food, let alone healthy Asooine focus group participant
mentioned,d ! 00S&aa G2 KSIfiKe FT22R Aa OKFIffSyaiay3a o6SOl dz
family, it gets very complicated. Healthy fodd 8 NB O2yy SOG SR ( 2Several keSderitsi K & 2
underscoredhat many lowincome residentBavenot beenable to eat healthy foods during the COVID

19 pandemic due to financial constraints and some residesush as older adultsface barriers to

safely accessing food due to concern about virus transmission.

Many residents are accessing food assistaficeording to the COWI® Health Equitysurvey about
23.1% of Boston adults reported using food assistance services during thelS@¥hdemig¢Figure 9,
compared to 16.1% reported ppandemic Approximately30% of Latind40.4%)and Black39.3%)
aduts reported using food assistance services during the CTMBNdemic, compared Q% of
White adults Additionally, 38.0% @fdults with children in the home reported using food assistance
during the COVHD9 pandemic, compared to 17.3% of adults hibnot have children in the home.

Figure 9. Percent Adults Reporting Utilizing Food Assistance Services During the COVID-19 Pandemic,
by Boston and Selected Indicators, December 2020-January 2021

Boston 23.1%

Asian 15.9%
Black 39.3%*
Latino 40.4%
Other 47.3%"

White 7.9%

At least one child in home 38.09%*

No children in home 17.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sy<i@ide@i@\VHquitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Food assistarservicesnclude food banks, food stampar other sources; Bars with pattern indicate reference group for its specific
category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specifioydateg06); Error
bars show 95% confidence interval
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Employment

Employment provides income, benefits, and economic stability, which is important for h&/ilille. pre
pandemic Boston enjoyed a low unemployment rate, unemployment was hilghvexg that timein
Roxbury, Dorchester, Fenway, and MattaseeFigure26in Appendix F)

A key pattern that emerged from inteews and focus

groups wasignificant job loss linked with the COMI® , x & & 2 oo 2
pandemicSimilar to the rest of the countrnhe greater o 1‘ as § UKF d « u ,

Boston metropolitan area fluctuatettamatically in LIS2 LX S | LI e WwX6 P
unemployment rate during the pandemixccording to [to] a lot of places and am not

the Bureau of Labor Siah 4 G A Oa X GKS . 23 AAPSYy 220ad LG al @
unemployment rate was 16.0% during the early stages p Z A ~ .c w

of the pandemic in April 2020 ahds dropped to 3.7% Fyu S RZ 9 0 dzd )\ T oe 2
nearly two years later in February 2022ditionally, as Fyez2yS e2dz g2y Qlu
of December 2021, an estimated 56,900 workers in O2 y & A REoblUB drob

Massachusm?s_ have left the labor forcehis pattern is participant
not reflected incurrentunemployment rate$.

Employment Challenges

Even withmore opportunities availabléycus group and interview participants observed swhe

residents are still struggling to find jobs after losing work during the €@\iandemicResidents

explained thatt has been more difficult for residents of color, immigrants, people with tiiges)iand

residents with a criminal record to find and secure stable fatrsexampleinterviewees discussed the

barrier ofbeing flagged for a criminal recoddt S2 L)X S OFy KIF @S | / hwL F2NJ G4KS
[them] forthe restof th&lB f AFS | yR OF y LINBI@Sigiant facks§ryup FNR Y 0 SA y 3
participants discussed the challenges of being undocumented, as one resident meitiangd, & 2 dz R2 y Qi
have a social [security numbe&¥]2 dz O} y Qi 38 05 R y E@@@adk@Easot the (i

importanceof needing to know someone at the place of employntemven be considered for a job.

Elected officials and focus group participants cited lack of access to workforce development training as a
concern As ondocus group participant commentedl, L 8 ¥ &2dz R2y Qi KIF @S (GKS NI
O2yaARSNBR® ¢ KSNBE $lacépRricipants deScrivedekidBrietingidis@infidativg in

hiring, citing thatBlack men and those with disalig seem to be the least likely to be hired for some

positions Some yoth focus group participants observed that collégeoo expensive and expressed

interest in more resources to pursue career options that do not require a college degree.

Employment and the COVI1B Pandemic

Residents also discussiaeir employment challenges during the height of the pandemic. They recalled
how unemployment applications were a major burden, and many working undocumented immigrants
who are paid informally &e not able to apply for or access payroll protection or CQ¥ielief funds.
Focus group participants and key informants mentioned thatlage workers, especially immigrants,
worked in higkrisk job settings with limited personal protective equipm@&RE)As shown ifrigure 10
nearly half- 45.5%- of Boston residents indicated that they worked outside of theineduring the
COVIEL9 pandemic.
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On the positive sidepme participants in focus groups and interviawsntioned a growth in the ity
to work remotely, which they described as helpful for residents who experience transportation barriers
and persons with complex health issues.

Figure 10. Percent Adults Reporting Working Outside of the Home During the COVID-19 Pandemic, by
Boston and Selected Indicators, December 2020-January 2021

Boston 45.5%
Asian 52.0%
Black 43.4%
Latino 41.7%
Other 39.0%
White 47.6%
At least one child in home 50.1%
No children in home 44.0%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Systeiie@D¥ZHpitySurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting they worked at least part of the time at a workplace outside of home sinceélb&3CO
pandemic began; Percentage does not include adults who did not work for payBdraliyvith pattern indicate reference group for its specific
category;No significant differencesompared to reference grogwithin specific categaeswere observe (p>0.05) Error bars show 95%
confidence interval

Education ) o

Education is an important issteBoston residents aLT ez2dz KI gS |y

Iandda criticgﬂact%r aEctin@egth.Communi;)./ld and they are Constantly out

eaders and residentfiscussed how many childrer, A x A X _ “ .4 A .
strugglein schoal especially during the pandemic. SallsOARtte A Y UuKS ¢
Based on the COMI Health Equity Survesbout asthma doctors should educate

14.5% ofBostonadults with children reported that parents and tell them about

they had unmet educational needs for cteld or NBaz2dzNDSa f A 41 § =

teens during the COVD® pandemigsee Appendix “ A J “

F for data tables sotheyv2 Yy QU 3ISuU AY UNE

truancy and ensure the child has
Focus group and interview participants discussec AdzLILI2Z NI KA S Kegs"; K SNB
that remgte learning and the COVID pandemic informantinterview
was particularihardfor youthwho already face
disproportionate challenges in schdolthe2021-
2022 school yeaB0.1% of Boston Public School studentse identified as Limited English Proficient
(LEP) or English Language Learners (ELL) and 8&#yob students were considered economically
disadvantagedparticipating in one or more staedministered programs oN&P, TAFDC, DCF, or
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MassHealth)interview and focus group participants discussed the need for glieastment to meet
the social, emotional, and academic needs of these children and youth. In particular, participants
discussed their insufficient accassearly childhood education, the need for more after school programs,
support for enrolling children in school with proper educational plans in place, school dropout, health and
economic barriers that affect school attendance, and the need for aduisliEnizisses for residents for
whom English is not their primary languagem the 2020 to 2021 academic school yBai-12"
grade Massachusetts student enrolimeetlined by 37,396 students.

HOUSING

As in previous assessmenhousingaffordability is a dominant concern among Boston
residents and leaderand hasonly been exacerbateduring the pandemic.

Housing includinghousingaffordability, quality,
homelessness, homeownership, gentrification, and
displacement was a priority area identified in ti2919
community health needs assessment and community
health improvement plarHousing is typically the largest
household expensand, for homeowners, housing can
be an important source of wealth!! For lowincome
residents, housing instability, the stress of unaffordabliz
housing costs, and poor housing quality increase the risk
of adverse health outcomé$Housing concerns in the
city have been pervasive for yeareesentiment has not
changed, and many resideritave beereven more
concerned about being able to afford where they live
during the COVHD9 pandemic.

BWFH’s priority neighborhoods

30% of homeowners in Hyde

G9OSNE &SI N
They stopped during the
pandemig but | was told that

K

they are going to raise it again.
O ynagine Row much they ari
32Ay3 02 NFXAasS AGd

20KSNJ LJX I OSa
0 KSNBoé
-Focus group participant

Housing Affordability
/ \ Prepandemic, an estimated 6.7% of Boston
More than 40% of renters in BBRFSadultrespondentsn 20152019
reported moving in the pashreeyears due to
housing affordability. Reports of moving due to

costs duringhe pandemic, especially given
fluctuations in employmentn the COVI29
Park are Health EquitySurvey more than 4 in 10
( 28% i n B o ¢ respondentgeported that they have had
trouble paying their rent or mortgage during the

0 SOI c

are housing costs were highest for residents in
: Dorchester, Allston/Brighton, and Mattapan
0
( 49% 1n ) H y de F (Figure 11 In discussionsesidents and leaders
46% 1 N BOSt | wereeven more concerned about high housing

*U.S. Census Bureau, American Community Survey, 2016-20: COVIEL9 pandemic with higheproportions
\ / reported among Latino, Asian and Black adults,
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and adults with children in the honfEigure 12

Figure 11. Percent Adults Reporting Moving in Past Three Years Because They Could No Longer Afford
Their Home, by Boston and Neighborhood, 2015, 2017, and 2019 Combined

10.3%
9.6% 8 20,
9.2% 0 * 9.0% 5.6%]2.5% 70 19
6.7% 0 l-f/o 5.4% 0 271 7.6% 75% 5 2% 5100 4.1% 2*1/0
. >
& PSP P TS S FES S S
P Q¢ A S P R DN NN N
Q & o g @ SNPGRS RO
o N N/ < S o &
¥ & ¢
X X
& &
& &
L P

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Asterisk (*) denotes where hbigrhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

Figure 12. Percent Adults Reporting Having Trouble Paying Their Rent or Mortgage During the COVID-
19 Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston 41.5%
Asian 52.1%"
Black 49.9%*
Latino 71.2%"
Other 55.8%
White 24.8%

At least one child in home [IINNENEGTES 54.7%"
No children in home %/7/777/77/77  36.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sy<i@ide@i@\VHquitpurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commisssmaréh and Evaluation Office

NOTESData show percentage of adults reportititat it was somewhat or very difficult to pay the full amount of their rent or mortgage now;
Bars with pattern indicate reference group for its specific category; Asteriskiftitele where estimate was significantly different compared to

reference group within specific category (p <0.05); Error bars show 95% confidence interval

Key informants and focus group participantglerscored thahigh housing costs affect lemwcome
residents, residents of color, older adults, undocumented immigrants, immigrants more broadly, and
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people with disabilities. When discussing a lack of affordable housing, several residents in focus groups
described a &ckdrop of gentrification and overdevelopment as a contributor to housing displacement for
low-income residents. Some residents also discussed racism around unfair housing prices, language
barriers to accessing housing, and discrimination in acceptahoaisihg vouchers by landlordsd

among those previously incarceratégbcus group participants discussed high and rising rent, rising costs
of housing and property taxes, and prioritizing paying rent over other Rgalthoting factors such as

food and plysical activity.

Housing Instability and Transiency

Participants discussed how thersection between housing assistance and housing instability was a
tenuous one. Some focus group participants noted that many landlonmst gharticipate in rental
assistance programs offered by the government, and they are concerned thatental assistance
programs instituted during the COVIDB pandemic are coming to an end.

However, eme residents also discussed the paradox of qualifying feintmme housingssistance,
observing that the income threshold for affordable housing means that if residents earn higher wages,
they stand to lose their housing voucher, yet they cannot afford housing at the markétddittonally,
some key informantsbserved thatvhile there were several policies enacted during the pandemic that
aimed to help tenants stay in their hom@sg., rent control, eviction moratoriupthe increases in

housing costs and limited availability of affordable housing were still major challenges.

Residentsshared thatack of affordable housing contributes to experiences of homelessness and housing
instability, overcrowded housing, and housing displaceneah of which are linked with poor mental
health outcomes® Some interview and focus group participants noteat fieople experiencing
homelessness include families and residents who were evicted from their homes and observed that
people experiencing homelessness often criminalized.

Housing Conditions, Overcrowding, and COVID-19
Focus groumand interview participantdiscussedhowthe COVIEL9 pandemi@ffected housing
instability,homelessnessandincreasinglyesidents moving in withthers due to income loss, which

contributesto overcrowded housing. Residents noted that C&l9IBases often affect several household
members, which they linkeld multiple generations living in household and people working multiple jobs
outside of the home. They noted thaistdifficult to isaite or
/ \ guarantine from family members due to dense living conditions.
[V Participants discussed thdttese conditionsgspecially during
11% or mor_e of COVID lockdown, also contribute to worsening mental hetdth.
households in all one focus group participant commenteiyhen folks lost thiejobs
BWFH 2 years ago, they were suddenlx crammed in houses, which affected
physical health and mental wellS A y' 3 ® ¢

neighborhoods are

Another critical aspect to housing infrastructure, especially during
q . the pandemids access to InternetAs discussed in the Access to
(hlghESt in Servees sectioninternet access became a critical household
Hyde Park: 13%) resource during the COVID pandemic given the dependence on
remote work, education, and health care for many populations.
Q‘"s”s“”""””‘””"“"°°"""“““““”°“°“’2°y While about 9 in 10 Boston adults reported havirigrnet access
at home during the COMI® pandemic, it is notable that a smaller
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percent of Latino adults reportddternet access at home compared to White adults (86.0% and 96.2%,
respectivelyjFigurel3).

Figure 13. Percent Adults Reporting Having Internet Access at Home During the COVID-19 Pandemic,
by Boston and Selected Indicators, December 2020-January 2021

Boston 92.5%
Asian 100.09%¢
Black 88.9%
Latino 86.09%*
Other 85.8%
White 96.2%
At least one child in home 94 .5%
No children in home 91.6%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor S8yatiieanc@O VD9 Health Equitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes wherte esissignificantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

TRAUMA, RACISM AND COMMUNITY SAFETY

Trauma, racismand community violence issues were discussed by many and how the effects
2F GKS&S GNYdzyha STFFSOG rff FawLsSoda 2F || LISN&

Trauma, Racism, and Discrimination

Traumaand relatedssuesvere discussed among a

numberof residents and leaders in assessment

conversationsSeveral participants described how “The trauma also perpetuates
racismand discriminatioraffectsthe mental welbeing these issues, and the environme

of residents of colgrciting the role of intergenerational also perpetuates these issues al

trauma, such as the history of slavery; stereotypes that : :
RSO € dz2S LIS2 L) § @iva iowy enarony SyStemically the services that w

histories and cultural practices people of color. R2 )/ Qu S LIS N1JS U dz
Several participants mentioned systemic racism and issues. So that is why racism is a
white supremacy as affecting multiple opportunities and publio KSI f d Key ONNM & A 2

facets of life, including jobs, housing, safety, and

educational opportunities. informantinterview
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As shown ifrigured, 6.4% ofBBRFSrespondentsn 2015-2019indicatedthat they have been

threatened at least a few times a month due to discrimination. This is significantly greater among Black

and Latino residents (9.5% and 8,28¢pectively)These numbers increase dramatically for residents
who indicated they have bedhreatened at least onca yearbecause of discrimination, with B%o of all
Boston residents reporting thisee Appendik for data tables

Figure 14. Percent Adults Reporting Being Threatened At Least a Few Times a Month Due to
Discrimination, by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 6.4%
Asian 5.0%
Black 9.59%*
Latino 8.2%*
Other 9.1%
White 4.4%
Less than HS graduate 9.9%*
HS graduate 6.9%
Some college or more 5.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Resedtvhalaation Office

NOTESData show percentage of adults reporting being threatened or harassed due to discrimination a few times a month, atdeast onc
week, or almost every day; Bars with pattern indicate reference group for its specific catégtrisk (*) denotes where estimate was
significantly different compared to reference group within specific category (p <0.05); Error bars show 95% confiderate interv

For race/ethnicitypf the 201 respondents classified as Other, Héispanic 23% identifiecas American Indian/Alaskan Native. The remainder
are either multirace or some other race.

Focus group and interview participants also discudsetiminationspecificallyagainst LGBT&*
communities, particularly transphobia, as an important drivenexiital health issues affecting LGBHQ
communities. Participants also noted that LGIBF @esidents of color experience stress related to
discriminatory experiences that target multiple aspects of their identities.

Community Violence and Interactions with the Police

GCommunityviolence and interactions with the police are public health issuestmatibute to trauma
andaffect physical and mental healteighborhoodsafety concernsere a discussion topic among
focus group and interew participants. According to 202819BBRFSdata, 14.4% of Boston residents
perceived their neighborhoods as unsafe, \li highest percentage of residents from Dorchester (all
Zip codes), Mattapan, and Roxbury indicating concerns about neighbaaieby Figure 1%. Many
focus group and interview participanmtsterated these sentiments and also discussed that they were
concerned about decrease in neighborhood safety, particulantgund ganepffiliated violence, during
the pandemic.
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Figure 15. Percent Adults Reporting Their Neighborhood Unsafe, by Boston and Neighborhood, 2017
and 2019 Combined

34;3% 29.5% 29.3%
* *
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17.2%
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reportingnsidering their neighborhood to be unsafe from crifhy denotes where data are not
presented due to insufficient sample size; Asterisk (*) denotes where neighborhood estimate was significantly differenéddomibe rest of
Boston (p < 0.05); Error ashow 95% confidence interval

Some focus group and interview participants also discusseddteased neighborhood conversations
about the relationship between the community and police. Whidg saw an increase in greater

dialogue around police vigieetowards communities of colocommunity leaders and residentsted

that greater strides still needed to be made. According to 20%BBRFSdata,about 300% of Black
adults in Boston anti4.6% of Latino adults reported ever feeling like they were stopped by police due to
their race or ethnicity, compared to just 2.3% of White adBitpure).

26



Figure 16. Percent Adults Reporting Ever Feeling They Were Stopped by Police Due to Race or Ethnic
Background, by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 12.0%
Asian 6.8%"
Black 30.09%*
Latino 14.6%"
Other 32.3%"

White 2.3%

Less than HS graduate 16.9%"
HS graduate 14.9%*
Some college or more 10.2%

DATA SOURCE: Boston Public Health Commission, Besiawioral Risk Factor Surveillance System, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Data show percentage of adults repogirey feeling they were stopped by the police just besmof their race or ethnic background
Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was signifftenetly dompared to
reference group within specific category (p <0.05); Error bars showc8Bfilence interval

For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder
are either multirace or some other race.

MENTAL HEALTH AND SUBSTANCE USE

Community leadersnd residents described stress, depression, and anxiety asofemind
concerns among all populations, but some groups were cited as being disproportionately
impactedc such as youth, lowncome households, caregivers, elders, and people of color.

Behavioral health, including mental health and substance use, was another priority area identified in the
2019 Boston community health needs assessment and improvement plan. Behavioral health is an
overarching term for the connection between behaviorslaif§i2 Lt SQ& YSy G+t FyR LK@ aa

The mental health of caregivers is one of many potential sources of childhood traumal&béubf

Boston residents reported having lived with a caregiver with mental illness as(&ighitd 17)About 1
in 5 adults in Jamaica PlaandRoslindale.
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Figure 17. Percent Adults Reporting Having Lived with a Caregiver with Mental lliness as a Child (ACE),
by Boston and Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public H&adthmission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting that they have ever lived witirenp or caregiver who was depressed, mentally ill, or
suicidal;Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.0Byr&rror
show 95% confidence interval

Veterans in focus groups discussed gicaimatic stress disorder as an issue pervasive in their

community, while people with disabilities in focus groups noted how they experience mental health
issues and trauma linked with their disability, such asibgllinterview and focus group participants

noted that these concerns have all increased during the pandemic. Additional traumatic stressors
identified by key informants and focus group participants include community violence, domestic violence
(especiallyduring the pandemic and the challenges of staying home when in an abusive relationship),
grief from loss of loved ones during the COYApandemic, and poverty.

Mental Health, Depression, and Suicide
/T h e S i G j\f Mental health overall was a key issue-pamdemicand rot
surprisingly, the impact of the pandemic only heightened that
concern.According to the COD Health Equitysurvey
was during the COVHD9 pandemic 16.8% of Boston adults reported
experiencing persistent sadnesdefined as feeling down,
under sco depressed, or hopeless more than half of the days in the
i n neiant § previous 2 week@~igure). Overall 21.9% of Boston adults
stakehol reported feeling persistent anxiety during the pandegnic
having felt nervous, anxious, or on edge for more than half of

k conver Sy the days in the past 2 wee@&gure).
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Severafocus group and intervieparticpants
discussed how the COVIDB pandemic worsened w Everything iS simterwoven.
mental health issues, including: social isolation, fear

about contracting the virus, feeling overwhelmed by [There are] alot of young

constant and changing information about the people with significant
pandemic, and uncertainty about what the depression and anxiety, but
pandemic blds In several discussions, participants O SONS 8 F f &2

also attributed the COVAI® pandemic to . . .
worsening the high levels of stress that many-low of PTSD, |mpI|cat|ons related
income families already experiendéey also noted trauma, poverty, and neglect.
that the resources that facilitate community - Key informaninterview
connections, such as-personmeeting spaceand

community centershave beerclosedat timesdue

to COVIEL9 safety measures, and these closures hamper community building e$famts. also noted
that the COVIEL9 pandemic contributeto trauma for older adults, whisavelost many friends and
family during the pandemic.

Figure 18. Percent Adults Reporting Persistent Sadness During the COVID-19 Pandemic, by Boston and
Selected Indicators, December 2020-January 2021

Boston 16.8%

Asian 6.9%
Black 12.4%

Latino 27.3%
Other 11.4%

White 17.0%

At least one child in home 17.1%
No children in home 16.8%

DATA SOURCE: Boston Public Health Commission, BostoroiifRisk Factor Surveillance System, CQ9IBealth Equitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Persistent sadness is defined as feeling down, depressed or hopetess than half of the days within the past 2 weeks; Bars with
pattern indicate reference group for its specific categdtg;significant differencesompared to reference growgwithin specific categaes

were observed (p>0.05Frror bars show 95% cordidce interval
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Figure 19. Percent Adults Reporting Persistent Anxiety During the COVID-19 Pandemic, by Boston and
Selected Indicators, December 2020-January 2021

Boston 21.9%
Asian 10.49%*
Black 17.1%
Latino 24.7%
Other 16.4%
White 24.5%
At least one child in home 20.3%
No children in home 22.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sysi@ide@i@\VHEquitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Persistentxdaty is defined as feeling nervous, anxious or on the edge for more than half of the days within the past 2 weeks; Bars
with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significandgitdifierpaed to
reference group within specific category (p <0.05); Error bars show 95% confidence interval

Prior to the pandemic, mental health among youth was a conBegpandemi¢about13.9% of Boston
high school students reported having had suicidal thaglctording t®0152019 data from the&/RBS
About 29.26 of LGBTI@+students reported having had suicidal thoughiased on the YRESgure).

Focus group and interview participants discussed that they were especially concerned about mental
health worsening among youth during the pandenimuthfocus group membersited insufftient sleep,
family issues, unhealthy relationships, the stress of school, busy schedules that make it difficult to
practice selcare, peer pressure, and unhealthy coping mechanisms as factors that affect their mental
health.

Several interviews and foggroup discussions emphasized the impact of the CEjandemion

children and youth, including the disruption of their routines and trauma, despair, adverse childhood
experiences, overcrowded housing, and addiction. Youth described being exposed entoonments

at home during staat-home phase of the COVID pandemic. The wedbeing of adults who support

youth also emerged as a concern, including caregiverhad®takercare of others during the COVID

19 pandemic antlavenot have the opportnity to also care for themselves and teachers and school staff
who respond to behavioral health issues in school settings.
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Figure 20. Percent Boston Public High School Students Reporting Having Suicidal Thoughts, by Boston
and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 13.9%
Asian 15.0%
Black 13.6%
Latino 13.6%
Other 22.4%
White 12.2%
LGBTQ 29.2%*
Heterosexual/non-transgender 9.9%

DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 220392017, an
combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTEBars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was signifitenetly d
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Behavioral and Mental Health Care Access and Barriers to Care

Based on th€OVIBL9 Health Equitysurvey9.9% of Boston adults reported delaying mental health care
due to the pandemi¢see Appendix for data table} andabout 71%reporteddelayngmental health

care specifically because of c(fEigure).

Participants discussed several barrieradoessnental health care. On the supply aretthnd side,
community leaders and residentsinterviews and focus groupbserved a limited number of mental

health providers in the community and in school settings, long wait lists, and few mental health services
for children. One provider noted that behavioral health referrals were at the highest level that they could
recall Financial barriers to mental health catentified by key informants and focus group participants
included bureaucratic barriers, such as needing a referral from a primary care provider, and limited
mental health options for losincome communities. Serad focus group participants described a lack of
culturally appropriate and linguistically congruent care forifmeme residents, residents of color, and
LGBTQIAresidents Some focus group participants discussed stigma surrounding mental health care,
particularly for immigrant communities, communities of color, and ydgtone resident noted idey
GKAY1 FalAy3a F2NIKStLI Aa  gSIlySaaz y2a | adNBy3
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Figure 21. Percent Adults Reporting Not Seeking Mental Health Care Due to Cost During the COVID-19
Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston 7.1%
Asian 7.0%
Black 3.9%
Latino 9.7%
Other 5.9%
White 7.8%
18-34 years old 10.5%
35-64 years old 4.8%
65+ years old 3.5%
Less than $25,000 10.3%
$25,000-$50,000 9.0%
More than $50,000 4.4%
At least one child in home 5.0%
No children in home 7.9%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@rHe@@MEquitpurvey December
2020- January 2021

DATA ANALYSIS: Bostonliedtealth Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting there was a time when they needed to see a mental health professional but could not

because of cost since March 1, 20B@ys with pattern indicate reference group for its specific categ¥oysignificant differencesompared to
reference groupwithin specific categaeswere observed (p>0.05Error bars show 95% confidence interval
substance use was less commonly discussed as a/ ; \
health concern in recent focus groups and intervie From -2020 T
perhaps because residents largely discussed how I N
COVIEL9 pandemic worsened inequities in the :
social determinants of healthlowever mortality MA . decl in _e d
datacontinues toindicate thatoverdose deathare resi den rhostallty W
an important health issue. In the 2019 community rates for Black and Latino
health needs assessment, unintentional opioid . .
residents increased
dramatically, espec

overdoses accounted for the majority of deaths du
\ mal es * /

to accidents in 2016 heunintentional opioid
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Substance Use
While substance use emerged as a key concern
among Boston residents prior to the pandemic,

overdose mortality rate for Black and Latino
residents exceedkthat for White residents 2020
2021 (Figure56in Appendix FAdditionally, the
unintentional opioid overdose death rate among
Black residentaas 507 per 100,000 residents




20202021 whereas it was 21pkr 100,000 residents in 2016. The difference was resshstark for
Latino and White residents over this time perfddble 4)

Table 4:

Confirmed Opioid-Related Overdose Death Rates, All Intents, by Race and Hispanic Ethnicity

2014
60

40

Age-adjusted Rates per 100,000

DN 2

White non-Hispanic

M
NN NN

=
]
&
@

2015 M 2016 I 2017 M 2018 M 2019 I 2020

Black non-Hispanic Hispanic V/Paci

*MA Department of Public Healtthttps://www.mass.gov/doc/opioigrelated-overdosedeathsdemographicanay-2021/download

Some focus group participants discussed substance use concernsninoliglise of drugs, overusing
prescriptions and ovehe-counter medicines, and smoking nicotine and marijuana. Residents discussed

substance use concerns as particularly affecting LGBTQIA+ residents and youth, and described substance

/ Almost 33% of Boston\

adults 18-34 years old and
over 25% of adults 35-64
years old reported
increased drinking during
the COVID-19 pandemic,
compared to 11.8% of

adults 65+ years old

use as a coping meahiam for dealing with stresSeveral
participants perceived that substance use was increasing,
particularly among Cape Verdean, Asian, and Viethamese
communitiesAs one participant described,L. O y
remember as a child how it was; it was a ckise
community. When drugs started being introduced to [our]
community, the children dropping out of school, it started
G2 OKIy3aSoe

According tahe COVIEL9 Health Equitysurveyabout
27.8% ofBoston adults reported increased drinking habits
during theCOVIEL9 pandemicKigure). Amost1 in 3

adults 1834 years of age armer 1 in 4of adults 3564
years of age reported increased drinking during the
COVIEL9 pandemic, compared thl.8% ofdults 65

years of ager over
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Figure 22. Percent Adults Reporting Increased Drinking Habits During the COVID-19 Pandemic, by
Boston and Selected Indicators, December 2020-January 2021

Boston 27.8%
Asian 11.09%
Black 16.8%
Latino 28.3%
Other 35.4%
White 32.9%

18-34 years old EG—_—__— 31.7%
35-64 years old IES  26.4%
65+ years old %%  11.8%

Less than $25,000 32.3%
$25,000-$50,000 10.09%
More than $50,000 30.5%
At least one child in home 29.7%
No children in home 27.4%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@He@@MEquitpurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission;dRes@h Evaluation Office

NOTES: Increased drinking hakstdefined asncreasedveekly alcohol intake or started drinking and did not before since March 1, 2020; Bars
with pattern indicate reference group for its specific category; Asterisiiéiptes where estimate was significantly different compared to
reference group within specific category (p <0.05); Error bars show 95% confidence interval

ACCESTGSERVICES

Residents and@ommunity kaders continued to cite numerous barriers to accessing childcare,
social services, and health care includiogst, transportation, language barriers, limited
internet, discrimination and systemic racisnmmigration/documentation status,limited
culturally appropriate servicesandthe difficulties in navigating the complex social service
and healthcare systems.

Accessinghildcare social services, and heatthrewas identified as a prominent theme and priority area
in the previous community health needs assessment and improvement plan. Some aspees®f
limitations came up in nearly every conversation in this recent process, and many issues were
exacerbated ding the pandemic.

Accessing Childcare Services

Prepandemic, Boston residents identified economic and access barriers to affording childcare, and in
recent focus groups and interviews childcare emerged as a growing need due to thelZ@afiDemic.
While focus group participants and key informants described several comrbaséy organizatiorthat
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provide services for historically marginalized groups, they also observed rising and acute social and
economic needs among a growing segment ofifmeme esidents Affordable, quality childcare was
difficult to find before the pandemic, but wittdl NXBuyipiiedi@ablevork schedulesunforeseen
childcareclosings, anthe need for many parents to work outside the hofireding care for young
children was ean more challenginduring the pandemidccording to the COWD® Health Equity
Surveyabout 50.1% of adults with at least one child at home indicated that they worked outside the
home during the COVAI® pandemicdeeAppendid- for data tables In the same surve$4.3% of

Boston adults repoetd that children in their households experienced unmet childcare needs during the
pandemic Eigure).

Figure 23. Percent Adults with Children Reporting Having Unmet Childcare Needs During the COVID-19
Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston 14.3%
Asian 13.5%
Black 12.2%
Latino 19.8%
Other 30.8%
White 7.1%
At least one child in home 14.3%

No children in home NA

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor SurveillanCO©8ifEie Health Equitgurvey December
2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESNA denotes where data are natvailable because only respondents who indicated having at least one asleinpiin the household
were asked this questiofars with pattern indicate reference group for its specific categeoysignificant differencesompared to reference
groups within specific categeeswere observed (p>0.05Error bars show 95% confideriogerval

Some focus group participants and key informants discussed how some shalarist been

adequately challenged academically or able to reach their full potential during their schooling during the
COVIEL9 pandemic. Focus group participants &ay informants also discussed significant and growing
social and emotional needs for children and teens since the onset of the pandemic, particuarly low
income children and youth. Barriers to early childhood education cited by residents include tloé costs
early childhood education, restrictions on vouchers for subsidized childcare doctowe families,

limited availability of early childhood education centers, and limited understanding of the benefits of
early childhood education.

Accessing Social and Other Services
Focus group and interview participants discussed additional challenges of accessing the range of social
and other services that might be available. These barriers indindézt transportation, difficulty
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navigating application processdimited Internet for completing applicatiorsd lack of eligibility due to
immigration/documentation status.

A number of participants across conversations dilstussed systeimracism, racial injustice, and
discrimination agterwoven intoU.Ssocial, economic, educational, and health systems. Many
discussed how our current systems are set up to perpetuate current inequities. Others talked about
facing discrimination theselves, in storesestaurants, employment, or housingrom20152019
BBRFSdata, about 284% of Boston residents reported receiving poor service at restaurants or stores in
day-to-day life due to their race or ethnicitlyigure). About 456% of Black adults reported experiencing
poor servicewhile ¥.6% of Latino adults andt3%6 of Asian adults indicated having #xperience

Figure 24. Percent Adults Reporting Receiving Poor Service Due to Their Race/Ethnicity, by Boston and
Selected Indicators, 2015, 2017, and 2019 Combined

Boston 28.4%
Asian 34.7%"
Black 45.5%*
Latino 37.6%*
Other 47.0%
White 14.9%

18-24 years old [  34.4%
25-44 years old IS  29.0%
45-64 years old GGG  28.1%"

65+ yearsold %7777 19.1%

Female |IIIIEEGEGEE 20.6%
Male ZZZzZ777/;i2¢ 27.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral RiSkifvadtance System, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting receiving poorer service than other people at restaurants or storeidalalife due to
race/ethnicity; Bars with pattern indicate reference group for its specific catedmterisk (*) denotes where estimate was significantly
different compared to reference group within specific category (p <0.05); Error bars show 95%muomfitterval

Accessing Health Care Services
Althoughabout95.8% of Boston residents have health insurance Aggmndix For detailed daty focus
group and interview participants cited numerous barriers to accessing health care services in general and

especially during the pandemic.
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Barriers to Health Care

Keyinformants and focus group participaims2022
cited some very similar barriers to accessing health
care as they did in the previous community health

“Due to my language batrriers,

needs assessmerfecent focus group participast was not able to express my
noted thatincomerelated barriers to accessing care health concerns and had a har
were common andncludel income restrictions for time to communicate with

qualifying for MassHealth, a lack of insurance benefits  ~ = “ A
linked with employment, unaffordable eaf-pocket R2 002 NER u 2 ) 354

and surprise medical expenses not covered by health Focus group participant
insurance, the high cost of medications (partiduléor

people with chronic ilinesses), atim challenge of

finding a job that providessurance benefitfarticipants alsdiscussedlistrust towards health care

systems and health providers, concern about undocumented legal status, difficulty navigating the health
care system, lack of cultural sensitivity among providers, long waits for medical appointments,
transportation barriers, rad difficulty securing a medical appointment.

Residents shared thinguage barriers and limited culturally relevant care make it difficult to navigate
and access health care and social services and to follow treatment plans for residents for whstnisEngli
not their first languageThis was particularly salient in conversations with Cape Verdean Creole speakers.

BarriersSpecific td?eople with Disabilitiesnd Older Adults

Some participants described limited staffing and support for home healtlagareoncern, particularly

for older adults and residents with disabilitiBsrticipants with disabilities described several barriers to

health care, including: lack of accessible equipment (e.g., exam tables, scales, assistance with wheelchair
transfers) communication barriers (e.g., interpretation), the need for support in completing forms,

limited training among providers in treating patients with a range of disabilities, denial of access to care
(e.g., psychological services, rehabilitation, nursimyds) for people with developmental disabilities,

limited information about available resources or services needed, and lack of laliatrlet service.

Participantsalsodescribed a growth in telehealth visits. They noted that conducting assessments and
developing treatment plans can be difficult during telehealth visits and that telehealth visits can be a
barrier for older adults, immigrants, and persons with disabillesticipants noted that some patients
prefer inperson visits and cited several barriers to using telehealth, including technological resources,
support, and training needed.

HealthCare Access Specific to the COMPandemic

Residents described how racial/ethnic inequities in health care access and social facimsatttat

health care accesssuch as transportation aridternet accesg have been magnified by the CO\I®
pandemicSomeresidentsnoted thatpatients who ret on family support for interpretation during visits
havelost this support due to COVID policies that limit visits to the patient only. Some key informants
and focus group participants discussed how residents with chronic health conditions and those wi
undiagnosed conditiortsave beeraffected by delayed health care and ongoing lack of a medical home.

Transportation was also mentioned by survey participants andidesldo thechallengsin accessing
healthcare. Some focus group participants noteat public transportation is limited for accessing
services locally as well as for accessing specialtyFoarenmigrant communities, participants described
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immigration status (e.g., undocumented vs. documented status) as a significant barrier tm@ccessi
healthcare. Key informants spoke of fear in undocumented or mixed status families which prevented
residents from seeking care. Furthiae need for increased linguistic capacity in the healthcare and

social service landscape was also a common themagmualitative conversation§he importance of
culturally sensitive approaches to care were also discussed among multiple focus group and interviews.
For example, some focus group participants spoke of cultural and gender norms of notlseaiicgre
unless things are bad.

Gettingtested for COVH29 had its own set of challeng&spondents of the COVIB Health Equity
Surveycited a number of barriers to getting tested for COY8CHaving a referral or symptonts qualfy
for a test finding a clinic that offered COVID testing, the length of time that it takes to get tested, and
long wait times to receive COVID test results were the leading barriers to-T3X€Hling among Boston
residentsn December 2020/January 20FHidure). Howeveraccording to the COWID® Health Equity
Surveymore thanonein five Boston residents also citéssues such as transportation, getting tiafeof
work, and cost of a test as barriers to getting a COVIIntBstcember 2020anuary 2021Appendix-

has the breakdown of data by race/ethnicity and age for each of these barriers.

Figure 25. Percent Adults Reporting Barriers to COVID-19 Testing, by Specific Barriers, by Boston and
Selected Indicators, 2020-2021

Having a Referral or Symptoms which Qualify Fen

Testing 43.9%
Finding a Clinic Offering a Test 43.2%
Time to Get Tested 42.0%
Long Wait Time for Test ResultS 37.9%
Transportation 27.5%
Getting Time Off From Work 22.2%
Doctor Not Offering Test 21.5%
Cost of Test 19.8%
Arranging Childcare 12.1%
Not Having a Personal Doctor 12.0%
Other Factors 24.1%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sysi@ide@i@\VHEquiturvey December

2020- January 2021

DATA ANALYSIS: Boston Piidialth Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate wastlyigiififecent
compared to reference group within specific category (p <0BBQr bars show 95% confidence interval
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Residentsexplained thaat multiple pointsduring the pandemicCOVIEL9 information was not clear
enough and residents for whom English was not their first language encountered language barriers to
accessing changing and tireensitive COVHDO information. Lack of access to technology also emerged
as a barrier to OVID19 information, particularly for older adults who relied on family and friends to use
technological devices to sign up for COGl3Desources or access CO¥fDinformation. Residents also
described rampant misinformation about COYfD

Food and Pysical Activity Access

Focus group and interview participants expressed concern about limited healthy food options in lower
income neighborhoods across the city. The higher cost of fresh produce and lack of time for healthy food
preparation were identifieds barriers to healthy eating.

Some residents in focus groups described a prevalence of convenient stofastémald restaurants in
low-income communities, which many linked to the rise of obesity and diabetes.

As shown ifrigure26, the neighborhoods of Jamaica Plain, West Roxbury and Hyde Park are
characterized by sizable geographic areas with limited access to grocery stores.

Figure 26. Access to Food Retailers, by Type and Neighborhood, 2019
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CHRONIC DISEASE AND HEALTHY LIVING

DATA SOURCE: Courtesy of

The prevalence of chronic disease in the priority area neighborhoods of Brigham and

22YSyQa
for our residents.
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O2yiArydsSa G2 68 I ¢

Chronic disease is prevalent in Boston and amavigHpriority neighborhoods. As one BCCC focus
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cited health coniions during BCCC interviews and focus group discus§loese perceptions are not
surprisingWhile the prevalence of reported diabetes across Boston was 9% iq220T3 there were
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significant differences in the distribution of diabetes acrosptmilation. Compared to their

counterparts, a significantly higher proportion of adults who identified as Black (15%), Latino (12%), older
(>50 years; 1§23%), Boston Housing Authority residents (18%), renters receiving rental assistance (17%),
adults witha high school education or less {18%) and immigrants who have resided in the U.S. for

more than 10 years (14%) reported a diabetes diagnosis (Rigure

Figure 27. Percent Adults Reporting Diabetes Diagnosis, by Boston and Selected Indicators, 2013, 2015
and 2017

Boston 8.5%
Asian 4.4%
) 15.09%
Latino 12.09%
4.8%
NA
35-49 years 2.2%
16.1%
65+ years 23.3%"
BHA resident m=— 17.7%

. —— 17.3%
Renter, no assistancemmmmm= - 6.6%¢

6.7%
Home owner zzzzss 7.9%
Less than HS graduate 18.3%
11.9%
Some college or more 5.5%
10 years or less in U.Se 4.098
_ 14.4%
Bornin U.S. 7.6%
Less than $25,000 15.19%
9.2%
$50,000 or more 4.2%
Out of Work == 10.5%
= ]15.59%

Employed #zzzz 4.9%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015 and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicagdference group for its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Additionally, two of the BWFH priority nelighhoods, Hyde Park (10.7%) and Roslindale (9.3%), were
higher than the Boston overall rate of 8.5% (Fi@®e

Figure 28. Percent Adults Reporting Diabetes Diagnosis, by Boston and Priority Neighborhood, 2013,
2015 and 2017
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10.70%

BOSTON HYDE PARK JAMAICA PLAIN* ROSLINDALE WEST ROXBURY

DATA SOURCE: Boskarblic Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015 and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTEAsterisk (*) denotes where neighborhood estimate was signifigatifferent compared to the rest of Boston (p < 0.05)

Hyde Parladults are more likelgnd have higher ratdhan Boston adult$or all chronic disease and
health outcomegTable 5)The prevalence of chronic disease, in particular cardiovascular dikaaded
to Mass General Brigham making cardiovascular disease a -syiskeriority, with the goal of reducing
racial and ethnic inequities in cardiovascular disease outcomes and improve life expectancy.

Table 5. Chronic Disease and Health Outcomes in Boston and by BWFH Priority Neighborhood, 2019

Percent of adults: Boston Hyde Park Jamaica Plain Roslindale West Roxbur
Diagnosed with .

- A 4 A A% 0 0, 0, 0
BAl6SisSa yaTa 11% 7% 9% 8%
With high o 0 0 0
OK2f S50 81 H 032 28% 25% 27% 30%
With high blood 0 o 0 o
LINE & & dzNE H 032 30% 22% 25% 27%
With coronary hea .. 0 0 0 0
BASS) 58 nsos 6% 4% 5% 6%
2 A0K Fadl mm: 12% 10% 11% 10%
2 AGK / ht! 2 6% 4% 5% 5%
2 K2 | NB i HO% 28% 22% 24% 21%
Who have had a .

7 A S 0 0, 0, 0,
AGNR{ S (o7 4% 2% 3% 3%

DATA SOURCE: CDC PLACES Project, 2019 (acc&ssmyMap .
NOTE: Percentagesarenotagel j ust ed.

Likepatterns for diabetes diagnoses and hospitalizations, the diabetes mortality rate for Black (41 deaths
per 10,000 residents) and Latino resits (29 deaths per 10,000 residents) residents was significantly
higher than that for White residents (17 deaths per 10,000 residents) irg2016 (Figure9). The

diabetes mortality rate among Asian residents (9 deaths per 10,000 residents) wasaleaflthiat for

White residents (17 deaths per 10,00 residents) during the same period.
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Figure 29. Diabetes Mortality Rate, by Boston and Race/Ethnicity, Age-Adjusted Rate per 100,000
Residents, 2016—-2017 Combined
40.7
*
28.7

24.0
9.1 17.4

Boston Asian Black Latino White

DATASOURCBoston Public HealtBommission, Boston resident deaths, 262617combined

DATAANALY SI8ostonPublicHealthCommissionResearctand EvaluatiorOffice

NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimateficastlyigififerent
compared to reference group within specific category (p <0.05)

Heart Disease and Stroke

In 20132017, one quarter (25%) of Boston adults reported being diagnosed with hypertension. A
significantly higher proportion of adults who ideietif as Black (38%), Latino (26%), aged 3%512%),

aged 5@65 (40%), 65 and older (65%), residents living in Boston Housing Authority units (39%), renters
on rental assistance (37%) and immigrants living in the U.S. for more than ten years (35%)bejmyted
diagnosed with hypertension or high blood pressure, compared to their counterparts. Additionally, there
was a consistent socioeconomic gradient in the prevalence of hypertension: a significantly higher percent
of adults with less than a high schodleation (42%), a high school education (28%), incomes <$25,000
(34%), incomes $25,06849,999 (27%), out of work (27%) and other employment statuses (38%)
reported a hypertension diagnosis compared with their counterparts of higher socioeconomic status. A
significantly lower percent of adults who identified as Asian (16%), renters without assistance (19%),
residents with other housing arrangements (19%), immigrants living in the U.S. for less than ten years
(10%) and LGBT (19%) reported a hypertensionakéywhen compared to the comparison group
(Figure30).
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Figure 30. Percent Adults Reporting Hypertension, by Boston and Selected Indicators, 2013, 2015 and
2017 Combined

Boston s 24.7%

Asian mmmm= = 15.5%"
White wzzess 19.7%

18-34 years #% ' 5.0%
35-49 years = 11.5%
50-65 years mImmmS———————=  39.9%
65+ years IIIENNNNNE ¢ 64.7%

BHA resident m—= 38.5%*
Renter, rental assistancen—= 37.0%"
Renter, no assistanccmmmmmm:  19.0%"
Other housing arrangementmmmmmm=  18.9%"
Home owner sz 28.1%

Less than HS graduate 42.1%"
HS graduate 28.4%"
Some college or more 20.0%
10 years or less in U.St 9.5%
More than 10 years in U.S: 34.7%
ornin U.S. 24.9%
LGBTQ 18.9%"
Heterosexual/non-transgender 25.3%

Less than $25,000 = - 33.694
$25,000-$49,999 mmmmmn= - 27.09%
$50,000 or more #zzzzzzs 18.2%

Employed zzzzzzzz 17.7%
Out of Work =  27.0%
Other = 38.4%

DATA SOURCE: Boston Public Health Commission, Bestavioral Risk Factor Surveillance System, 2013, 2015 and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESBars with pattern indicate reference group for its specific category; Asterisk (*) denotes edtamate was significantly different
compared to reference group within specific category (p <0BBRr bars show 95% confidence interval

As shown ifrigure 31 Hyde Park shows rates equal to Boston, and Roslindale and West Roxbury show
rateshigher than Boston in adult hypertension.
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Figure 31. Percent Adults Reporting Hypertension, by Boston and Priority Neighborhood, 2013, 2015
and 2017 Combined

28.30%

27.70%

24.70%

20.30%

BOSTON HYDE PARK JAMAICA PLAIN* ROSLINDALE WEST ROXBURY

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factoc88ysi#tam 2013, 2015 and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTEAsterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)

As shown iTable6, from young adulthood to §®4 years of age, the heart disease mortality rate was
highest for Black adults. More specifically, among adu{f34lgears of age and 8%9 years of age, the

heart disease mortality rate for Black adults was statistihagher than the mortality rate for White

adults. For adults 65 years of age and older, the heart disease mortality rate for Asian, Black and Latino
adults was significantly lower than that for White residents.

Table 6. Heart Disease Mortality Rate in Boston, by Race/Ethnicity by Age, Age-Specific Rate per
100,000 Residents, 2016—2017 Combined

Asian Black Latino White
18-34 years NA 10.0¢ 2.5 1.4
3549 years 6.9 47.5 20.9 29.9
50-64 years 32.3 144.9 79.8 135.2
65+ years 398.% 771.5 480.9 1,155.0

DATA SOURCE: Boston Public Health Commission, Boston resident deat#) P0dfnbined
DATAANALY SI8ostonPublicHealthCommissionResearctand EvaluationOffice
NOTES: Asterisk (*) denotes where estimate sigsificantly different compared to White (reference group in each age category) (p <0.05)

The prevalence of stroke among Black adults (5%) was more than twice the prevalence among White
adults (2%), a difference that was statistically significant. Aicggrly higher proportion of adults with
incomes <$25,000 (6%) or $25,3$09,999 (2%), residents of Boston Housing Authority units (6%),
renters with rental assistance (7%) and residents with less than a high school education (5%) reported a
diagnosis bstroke relative to residents with higher socioeconomic status (F3gre
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Figure 32. Percent Adults Reporting Having Ever Had a Stroke, by Boston and Selected Indicators, 2017
Boston = 2.8%

Black == NA
Latino == 2.5%*
Asian 0.0%
White #z: 2.1%

BHA resident 6.0%
Renter, rental assistanceiiiil 7.2%
Renter, no assistancell= ' 1.9%
Other housing arrangement NA
Home Owner ##% -+ 2.4%

Less than HS graduate 5.4%
HS graduate 4.3%
Some college or more 1.8%

LGBTQ = 1.1%
Heterosexual/non-transgender##2 + 2.9%

Less than $25,000 == 6.1%*
$25,000-$49,999 = 1 2.2%*
$50,000 or more %4 1.2%

Out of Work = NA
Other IS  5.9%
Employed %% 1.3%

DATA SOURCE: Boston Public Health Commission, Besiawvioral Risk Factor Surveillance System, 2013, 2015 and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
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compaed to that of Boston and significantly higher in Hyde Park (RBgure

Figure 33. Heart Disease Mortality Rate in Boston, by Neighborhood, Age-Specific Rate per 100,000
Residents, 2016—2017 Combined

168.5
131.4 137 137.4 133.4

BOSTON HYDE PARK™* JAMAICA PLAIN ROSLINDALE WEST ROXBURY

DATA SOURCE: Boston Public Health Commissioon Besilent deaths, 201&2017combined
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DATAANALY SI8ostonPublicHealthCommissionResearctand EvaluatiorOffice

NOTES: Asterisk (*) denotes where estimate was significantly different compared to White (reference group in each agg (gat€yos) NA
denotes where data are not presented due to insufficient sample size; Bars with pattern indicate reference group foifitscapegory;
Asterisk (*) denotes where estimate was significantly different compared to reference group within speeifiorggp <0.05); Error bars show
95% confidence interval

The rate of hospitalizations due to stroke was 55% and 41% higher than the Boston average (22
hospitalizations per 10,000 residents) in Hyde Park (34 hospitalizations per 10,000 residentskeFhe stro

related hospitalization rate was significantly higher than the Boston average in the neighborhood of Hyde

Park.

Healthy Living and Environmental Health

Environmental Health Concerns and Experiences

Boston CHNA survey respondents noted a number of different environmental health concerns and
whether they experienced any of these concerns at home, work or school. Among all the issues listed,
outdoor noise pollution from vehicles (39.8%), outdoor aiupoh from vehicles (38.9%) and dangerous

GNI FFAO b6opdc20 6SNB (KS (2L GKNBS OAGSR SYyg@ANRYY

(Table7). Additionally, 289% of respondents cited extreme outdoor heat or cold, mold/mildew or

water leaks, bug and/or rodent infestation and more severe storms as top environmental health concerns

at home.

At work, the top three concerns were similar buaidifferent order: dangerous traffic was the most
OAGSR SY@ANRYYSyidlf KSIftGK O2yOSNY gAGK omMdmE:
dangerous traffic, outdoor air pollution from vehicles, inadequate heating or cooling and outd@or nois
pollution from vehicles were the top concerns reported.

Table 7. Percent Boston CHNA Survey Respondents Reporting Environmental Health Concerns at
Home, Work or School, 2019

Home Work School
Tobacco smoke (N=1,627) 17.3% 15.0% 9.3%
Mold/mildew or water leaks (N=1,627) 24.4% 12.1% 8.8%
Inadequate heating and/or cooling (N=1,600) 21.3% 14.0% 14.4%
Bug and/or rodent infestation (N=1,611) 23.8% 13.9% 10.7%
Lead in paint, leadr other contaminants in 0 0 0
drinking water (N=2,404) 7.9% 4.3% 7:2%
Poor indoor air quality (N=1,621) 19.2% 16.3% 9.0%
No or not working smoke detectors (N=1,563 9.3% 3.1% 3.2%
El)\lu:t(iogzr;;mse pollution from vehicles 39.8% 21.6% 13.9%
Outdoor air pollution from vehicles (N=1,629) 38.9% 26.2% 15.0%
Dangerous traffic (N=1,639) 35.6% 31.4% 16.6%
Industry, toxic waste, pesticides, etc. (N=1,55 8.9% 8.7% 5.5%
,(Al\llrffré;(;)alrplane noise or vibrations 20.1% 6.0% 5 0%
More severe storms (N=1,576) 22.8% 13.8% 7.5%
Extreme outdoor heat or cold (N=1,586) 29.3% 19.6% 12.7%
Neighborhood flooding (N=1,559) 14.1% 7.6% 4.0%
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DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: respondents able to choose more than one

By priority neighborhood (Talb83, outdoor air pollution from vehicles was the number one
environmental concern for Hyde Park, Jamaica Plain and Roslindale, with West Roxbury naming
dangerous traffic.

Table 8. Percent Boston CHNA Survey Respondents Reporting Environmental Health Concerns at
Home, by Priority Neighborhood 2019

Jamaica Plain

Hyde Park (N=51) (N=109) Roslindale (N=81) West Roxbury (N=71)

Outdoor air pollution Outdoor air pollution Outdoor air pollution

) ) ) Dangerous traffic
from vehicles from vehicles from vehicles 9

Outdoor noisepollution  Outdoor noise pollution
from vehicles from vehicles

Outdoor noise pollution
from vehicles

Dangerous traffic

Outdoor noise pollution Outdoor air pollution
from vehicles from vehicles

Bug and/or rodent Mold/mildew or water  Mold/mildew or water
infestation leaks leaks

Dangerous traffic Dangerous traffic

DATA SOURCE: Boston CHNA Community Survey,

At school (Tabl®), ourresidentsnamed bug/rodent infestation as the top concern in Hyde Park. In
Jamaica Plain, dangerous traffic Wasnumber one concern. Dangerous traffic was in the top five for all
neighborhoods, Inadequateeating/cooling was the main concern in Roslindale. It was also in the top five
for all the other neighborhoods. Outdoor noise from vehicles was the majoerooim West Roxbury.

Table 9. Percent Boston CHNA Survey Respondents Reporting Environmental Health Concerns at
School, by Priority Neighborhood of Respondent Residence, 2019
Jamaica Plain West Roxbury
Hyde Park (N=51) (N=109) Roslindale (N=81) (N=70)
Bug and/or rodent Outdoornoisepollution
infestation from vehicles

Dangerous traffic

Outdoor noise pollution
from vehicles

Outdoor air pollution
from vehicles

Dangerous traffic

Lead in paint, lead or
other contaminants in Dangerous traffic
drinking water

Outdoor noise
pollution from vehicles
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. Outdoor air pollution Outdoor air pollution
Dangerous traffic ) .
from vehicles from vehicles

DATA SOURCE: Boston CHNA Community Survey, 2019

MASS GENERAL BRIGHAM SYSHIBERITIES

Mass General Brigham Community Health leads the Mass General Brigham sysiden
commitment to improve the health and weleing of residents in underesourced
communities in our priority neighborhoods most impacted health inequities.

Context and Priorities

MassDSY SN} f . NRAIKFYQa O2YYAlUYSyid (G2 GKS O2YYdzyraide A
at dismantling racism and other forms of inequity through a comprehensive range of approaches

involving our health care delivery systend @emmunity health initiatives.

2 KAfS y20 NBIdZANBR G2 O2yRdzO4G F /1 b! dzy RSNJ OdzNNBy
critical importance of systemvide, populatiodevel approaches resulted in our decision to have every

hospital conduct 2022 CHNA. Having all our hospitals on the same-ilgaecycle will prove invaluable

in our efforts to eliminate health inequities by identifying systeide priorities that require systetavel

efforts.

In addition to the priorities each hospital idifies that are unique to its communities, the Mass General
Brigham system identified two systdavel priorities: cardiometabolic disease and substance use
disorder. These priorities emerged from a review of hoslgit@l data and prevalent trends in lba
statistics. Our efforts within these priorities will aim to reduce racial and ethnic disparities in outcomes,
with the goal of improving life expectancy.

Key Findings

In a national study of deaths during the first wave of the CO¥andemic (March to December 2020),
researcherexplored noRCOVID deaths amkcess deaths, defined as the difference between the
number of observed and number of expected deaths.

Nationally, norCOVID deaths disproportionately affected Black, American Indian/Alaska Native, and
Latino persons (A. and B.) (Graphic 1)

Moreover,when looking aéxcessleaths, the inequities worsened (C. and D.). The greatest disparities
are seen for heart disease and diabetes. Inequities also exist for all cancer deaths but not excess cancer
deaths.

1*Sheilet al. Racial and Ethnic Disparities in Excess Deaths During thel@®%demic, March to December 2020. Annals of Internal
Medicine, Vol 174 No. 12. December 2021. 16839
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MGBGraphic 1: Figure 3, Racial and Ethigpdities in Excess Deaths During the CQVYIPandemic, March to
December 2020, Annals of Internal Medicine

Figure 3. Age-standardized non-COVID-19 cause-specific deaths per 100000 persons in the United States in March to December
2020 among males (A) and females (B) and age-standardized non-COVID-19 excess cause-specific deaths per 100000 persons
among males (C) and females (D), by race/ethnicity.
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Al/AN = American Indian/Alaska Native.

Massachusetts mortality data for 2019 reveal that heart disease and unintentional injuries, which
includes drug overdoses, account for them®l and third highest causes of death. As shown in Graphic
2, the highest number of deaths among individuals from birth to age 44 were the result of unintentional
injuries. However, among those 45 years of age and older, heart disease accounts féretteohig

second highest cause of death across age group.

MGBGraphic 2: Table 6: Top Ten Leading Underlying Causes of Death by Age, MA 2019
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Tahle 6. Top Ten Leading Underlying Causes of Death by Age, Massachusetts: 2018

Age Groups (number of deaths)
Rank <1 year 1-14 years | 15-24 years ‘ 25-44 years | 45-64 years | 65-74 years | 75-84 years | 85+ years All
Short gastation Uninfenticnal Unintentional unintenuonal ear Lisease
1 and LEW (57) | Injuries? (20) | Injuries® (185) | Injuries® (131g) | ©Ancer(2781) | Cancer(3446) | Cancer (3430) (5622) SR
Gongenftal Heart Disease [l Heart Disease | Hean Disease Heart Disease
2 mall‘otrﬁrg?tmns Cancer (17) Suicide (B7) Cancer (241) I (1585) I (1786) (2581) Cancer (2641) (11779)
. . Chranic Lowar | Cheonic Lower
Congenital Unintentional Unintentional
3 SID&F (21) Homicide (43) Sulcide (202) - . | Respiratory Respiratory Stroke (1260) 3
malform () Injuries® (1138) Disease® (632) | Disease® (893) Injuries” (4084)
_— " o . . Chronic Lower
Complications Heart Diseasa Chranic liver Unintentional Alzheimer's
4 of placenta (19) | Cherinfect{8} |  Cancer (27} (193) disease (383) || Injuries® (340) | SUORE(B2D) | pence (1128) n::::?l?mwg
Pregnancy . Chronic Lower Chronic Lower
5 Complications | Homicide (g f§ Heat g'“‘a“"“ Homicide (77) Respiratory Stroke (331) U‘.‘"“""m‘; Respiratory |  Stroke (2463)
(13) ) Dissase® (250) isease (415) | piceaces (941)
Respiratory c:g-:;::i Injuries of Chronic liver Unintentional | Unintentional Alzheimer's
8 distress (8) signs and ”mﬁg"';“d dsease (5z) | DiEbetes (312} | Disbetes (300) || \iiasd (381) || Injuries? (708) | Disease (1662)
symptoms* (7) @
Bacterial sepsis | Inf & I:':aﬁn&q Influaniz 5
7 p” in ;:“'5?'; - “Eﬁ; (a) | Disbetes ) ﬁnu ;;:;gﬁ;f Suicide (281) | Nephritis (221) | Diabetes (358) Pnﬂ;:}c;niﬂ Diabetes (1386}
{
(37)
Mecrotizing . Influenza & Septicemia . .
8 STieolS ) Suicide (3) Preumons (4 | Diebetes (29) Stroke (212) e Nephitis (339) | Mephritis (553) | Nephritis (1280)
T-gdefined
. - - - ’ Influenza &
] Circulatory conditions-signs . Chranic livar Parkinsons .
System (5} Septicemia (2) and symptoms? Stroke (28) Septicemia (171) disease (180 {285) Diabetes (381) NFIUZT':)H“
)
T-defined
Chronic Lower Ingurias of Influenza & Influenza & conditans-
10 :11mfgw&e} . 'Lﬂt’stz} Respiratory Undatermined Mephrites (150) Prneumonia Preumonia signs and s::::;}mh
¥po P Diseasa® (2) Intent? (26) (178) (276) symptoms®
(355)
o 285 106 389 2,646 9,417 5,974 13570 22,303 58,660

Nole: Ranking based on number of deaths. The number of deaths is shown in parentheses.

1, LEW: Low bithweight, 2. SIDS: Sudden Infant Death Syndrome. 3, Injuries are subdivided info 4 separate categories by intent: unintentional, homicide, suicide, and injuries of undetermined inent
(deaths where investigation has not determined whether injurses. were accidental or purposely inflicted). 4. lll-Defined Conditions: Incledes IC0-10 codes RO0-R99. 5 The lite of this cause of death has
changed between ICD-10 and IKCD-9. Chronic Lower Respiratory Desease (ICD-10 tike) coresponds bo Chranic Obstructive Pulmonary Disease (COPD) (ICD-5 title)

Among Boston residents in 2020, heart disease was the second leading causes of death for all residents
after COVIEL9, and the leading cause of death among Black and White residents. Excluding COVID,
accidents, which include drug overdose, were the tleiadihg cause of death among all residents, and

the leading cause of death for Latino residents (THble
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TablelO. Leading Causes of Mortality, by Boston and Race/EthnicibpAdiggeied Rate per 100,000 Residents,
2020

Boston Latino
COVIEL9 COVIBEL9 COVIBEL9 COVIEL9 Cancer
1 138.4 95.1 238.1 143.5 117.6
Cancer Cancer Accidents
2 117.4 92.8 59.5
Cancer COVIEL9
3 166.7 103.5
Accidents ce rg?;g;z:gular Accidents Cancer Accidents
4 53.7 22 on 82.7 78.8 53.2
Cerebrovascular . Cerebrovascular
) Accidents .
Diseases 17.1% Diseases
27.4 ’ 52.8

5

DATASOURCE: Massachusetts Department of Public Health, Boston Resident DeatB# TR2INALY SIS: Boston Public Health Commission,
Research and Evaluation Office

From 2016 to 2020, opioictlated overdose deaths in Massachusetts declined for \iésidents. In
contrast, the mortality rates for Latino and Black residents increased dramatically, this was especially
prevalent among males (Graphic 2 and 3).

Graphic2: Massachusetts Opicidelated Deaths, All

Confirmed Opioid-Related Overdose Death Rates, All Intents, by Race and Hispanic Ethnicity

2014 M 2015 M 2016 M 2017 M 2018 W 2019 M 2020
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Data Source: MA Department of Public Hedlitttps://www.mass.gov/doc/opioidelatedoverdosedeathsdemographicsnay-2021/download
Graphic3: Massachusetts Opicidelated Deaths, Males
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Confirmed Opioid-Related Overdose Death Rates, All Intents, by Race and Hispanic Ethnicity
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In addition to this quantitative data, results from a Community Séadvyinistered a convenience

sampleo#94. 23 G2y NBaARSyida FTNRY WIydz NE (42 al NOK 2F H.
O2yRAGAZ2YAaé YR a&{ dz a il y ésongvie fopfageasithitRospitdlsSsholdlJA 2 A R

focus to help make communities healthier.

Focus Areas
As Mass General Brighagievelos and implements programming and suppadttat willreduce

disparities in health outcomes for the two system priorities,eforts willfocus on the highest need

communities across our hospital priority neighborho®ds.will also continue to support locally
identified priorities at the hospital level.

l haa! bL¢, Q{ SHGEESTHANS FARSTHE FUTURE

Interview andfocus group participants shared numerous ideas for collective acfanthe
future includingaddressing systemic racismtrengthening collaborationjmproving

economicdevelopment,and housingjmproving access to behavioral health and health care

servies, promoting youth development, and creating a healthier environment.

20 dZNDS® FRYAYAAGSNBR o6& . NAIKEY | yteGenarfBosmmal Cl dzf 1 ySNI | 28 LIA G €
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Deepen Partnerships with Local Communities and Collaborate to Promote Health Equity
While soménterviewees described effective

collaborationhappening throughout the citghey

discussed several barriers to collaboratibhese

challenges includedecentralized partnerships and "[There is opportunity] for closer
competition for funding among local nqnofit collaborative work in the cithere
organizations, which tlyenoted undermines is achallenge and advantage of
relationship building. Several interviewees called for . . R

creating and strengtheningartnerships that create having so many different institution:

and implement longerm strategic plans to promote that are working in the same or

community health and developing and deepening 2OSNI F LILAY I gKBA IKO 2

longterm relationships betweenitg of Boston
agencies (e.g., schools, housing, public health),
hospitals, and smaller communitpased
organizations. To accomplish these goals, key
informants recommended centering the voices of
affected residents in planning and implementation processagaging community builders and

community organizers, funding communritgsed initiatives to implement strategies to address health
inequities, and creating centralized mechanisms to share information and resources with residents. Key
informants also reanmended disseminating CHNAs and CHIPs in modes that improve access to the
general public and center resident voices.

informant interview

Focus on Dismantling Systemic Racism

LYGSNIBASG LI NGAOALNI yiaQ NBO2YYSYyRI{GAZ2Y A -based | RRNB a
reparations funds for neighborhoods such as Roxbury, in which hospital campuses are based and which

also experience persistent health inequities and developing land trusts that can serve as community

spaces. Another recommendation pertained to providogioual education (e.g., Equity, Diversity, and

Inclusion training) for institutions and people who work with people of color anthtmme

communities to improve understanding of and build capacity to address systemic racism and implicit bias.
One keyriformant recommended that schools, businesses;prafit organizationsgovernmental, and

health care sectors participate in this training.

Create Opportunities that Foster Economic

Stability and Mobility

Recommendations for improving empiognt "Economic justice goes along with
opportunities included partnering with small health. To have a healthy

businesses to recruit and hire local residents and = 4w p ~ ~ .
pay workers a living wage, fostering work 02YY dZy' Adez U KSNbQa

environments that are inclusive of LGBTQIA+ healthyeconomic activity because i
communities, and addressing discrimination in takes psychological, mental,
hiring and work enylranents. Addiltlonal emotional, good way of being for a
recommendations included creating . ) ) ,
opportunities for immigrant health professionals business to function effectivabye
who trained and practiced in their home country Key informant interview

to work in the local health care system,
improving job training opportunities designed tc
facilitate econorit mobility for youth and adults,
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and bringing hospitals and communritgised organizations together to create health careers training
programs for youth.

Strategies to address growing income inequities, as recommended by key informants and interview
participants, included containing rising costs, taxing wealthy households and corporations, ensuring
residents have life insurance, and forgiving student I0Ainde several key informants noted that there
are several social and economic resources available to support Boston residents, key informants and
focus group participants emphasized the importance of connecting residents with these resources and
servicesRecommendations for supporting immigrants include creating pathways for immigrants to
complete any credentialing needed to enable them to work locally, supporting immigrants seeking
asylum, and increasing voluntdesised programs to support immigrant conmmties. Improving

resources and services for veterans and LGBTQIA+ communities also emerged as recommendations.

Improve Housing Affordability

I 2YYdzy A& f SI R Seddn@endayioRs fad B ambtiRhgusidg@ffordability and stability
pertained b improving the availability of leimncome housingncreasing access to affordable housing
through programs such as rent control and rental assistameteusing vacant buildings as homeless
shelters. Another set of recommendatidns participantgpertained to investing in homeownership
models for lowincome residents, including asset building programs such atoremtn programs for
affordable housing and housing loans for-iaaome residents. Institutionally, one recommendation
pertained to ensuring tit development projects include credits that are returned to the community to
improve housing access and quality.

Improve Access to and Quality of Behavioral Health Care
RecommendationBy interview and focus group
participantsto improve access to meritaealth

care included making therapy accessible to low .
income communities and in the primary language oWe need more mental health

of patients;strengtheningmental health care in services that are not rooted in th

community health centers; improving access to white dominant culturebut that
mental health for youth; and increasing awareness are rooted in people's cultural

about and addressing stigma around mental health A w A A <A .
9 51 $ E LIS NA-KgynSamant

services. In terms of improving quality of mental
health care, recommendations includedreasing interview

culturally congruent care for residents of color and

LGBTQIA+ communities; providing peepeer

and group therapy models; and incorporating art therapy to engage youth in mental health care. Other
recommendations included providing alistofyfmg £ KSF f § K NB&az2dz2NOSa GKIFG A&
primary languagdraining canmunity-based stakeholders to respond to mental health crises; and

addressing substance use and addiction through mental health care.

Strengthen Health Care Policies and Improve Health Care Access and Quality

Toimprove health care coverage and access, key informants and focus group participants recommended
supporting residents in enrolling in MassHealth and other programs fanémme residents such as

food and cash aid benefits; lowering health insurance yatesiding access to a wider range of

affordable health plans; compensating spouses as personal care assistants under MassHealth; and
covering personal protective equipment through health insurance.
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Interview and focus group participants also discutisedmportance ofmproving access to preventive

andspecialty care (e.g., audiology, ophthalmology, podiatry) and collaborating with grassroots

organizations when designing efforts to improve health care adResglents also cited the need to

make heak O NB Y2 NB | 00SaaArofS o0& LINPOGARAY3I OFNB Ay L
care is available at times that are feasible for residents who work multiple jobs, addressing transportation
barriers to accessing health ca®o improve providdd a Sy aA G A @A Ge G2 LI GASyGaqQ vy
recommended recruiting more bilingual providers and providers of coteflext underserved patient

populations more closelyraining providers to better serve people of color,-lneome residents, and

peoplewith disabilities; and ensuring provideedate tothe communities they serve.

A recommendation related to the social determinants of health and health care access included providing
wrap-around services by addressing multiple health care needsgegentive care, vaccines).

Relatedlykey informants and focus group participasiggestedonnecting residents with community

based resources in clinic or other commuitiised (e.g., churches, schools, YMCA) settings located in
low-income communitiesral communities of color. Key informants and focus group participants
recommended using this local, centralized setting to connect patients with community resources,
leverage medicdkgal partnerships to improve residents' access to legal supports, cterdare for

seniors, support the transition from pediatric to adult care, and improve care and support for people with
disabilities. One key informant recommended building the capacity of community health workers or other
peerto-peer models to support sidents in havigating social and health care systems and to build
resident awareness of health issues.

Promote Child and Youth Development

Key informants and focus group participants recommersgedraktrategies to promote child and youth
developmentln the school context, recommendations included providing more funding for schools and
creating programs where school nurses provide hygiene kits for students. Another set of
recommendations pertained to creating more commudbidged spaces for youth, suasfully staffed

libraries and community centers, which could provide support with academics, opportunities to be active,
workforce development opportunities, connect residents to resources, and bring longstanding and new
residents together. Another recommendation incldagfirming LGBTQIA+ youBupporting caregivers

and lowincome families also emerged as a recommendation, including improving parent supports to
access resources and services and navigate educational and criminal justice systems.

Create a Healthier Built and Physical Environment

Having a healthidsuilt and physicatnvironmentc built environmentgreen space, and air quafityvas
important to focus group and interview participants, and they admadrakuggestions for the future.
Residents describeti¢ importance of improving air quality, providing families with air filters, cleaning up
vandalism and trash, improving transportation, and providing affordiatielnet access and improving
digital literacy for lovincome residents and older adults. Fogusup participants described

opportunities for promoting physical activity, such as creating affordable access to gyms, yoga,
meditation, and community walks and bike rides. Recommendations for improving access to healthy and
affordable food included brging healthy food to neighborhoods that lack access to healthy, affordable
food; improving school lunches to offer healthy, fresh food; and providing nutrition education to
LGBTQIA+ communities.

56



PRIORITIES FOR COLLABORATIVE ACTION

NA IKI Y Iy Rulkhe? MoSpifadsed acollaborative planning process to identify
and reaffirm the priorities in which we will work with residents and across all sectors in the
community to address.

Identified and Reaffirmed Priorities for Brigham and Women’s Faulkner Hospital and the Collaborative

The prioritization process was centered on the data from this 2022 CHNA and the current CHIP which has
five main priority area¢four for the collaborativednd an overarching central focus of achieving racial

and ethnic health equity

1: Housing
Focus on affordability, quality, homelessness, ownership and displacement

2: Financial Security and Mobility

Focusonjobs, employment, income, education, and workforce training

3: Behavioral Health
Focus on mental health and substance use

4: Accessing Services
Focus on healthcar&ransportation language, healthy and nutritious fo@hd social services

5: Chronic Disease and Healthy Living (*specific to BWrH)
Focus orcardiometabolic disease, fitness and wellness for all

Criteria for Prioritization

.NAIAKEY FyR 2 2YSy QarheCblidbbratiyeSinied tRugeldsyistentic, dngadged
approach informed by data to confirm the larger priority areas and prioritize the specific strategies for
focus in future planning and implementation efforts. dll®wing criteria were used to help participants
identify priority strategies from the current CHIP.

Burden:How much does this issue affect health in Boston?

Equity:Will addressing this issue substantially benefit those most in need?

Impact:Can workng on this issue achieve both shtetm and longterm change?

Feasibilityis it possible to address this issue given infrastructure, capacity, and political will?
Collaboration/Engagementre there existing groups across sectors willing to work togetie
this issue? Is there an opportunity for engaging these groups?

Data:Do we have data to support this objective and strategy?

To I

To T Do P>

Prioritization Process
The prioritization process was midtepped and aimed to be inclusive, participatory, and datardrive
During MayJune 2022, several steps were taken to confirm the larger priority areas and identify the
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prioritized strategies for the upcoming planning process. A total of 62 participants were part of the
prioritization process, and activities includéé following

T

Three separate 9finute virtual listening sessions were conducted in late May and early June. In
each of these sessions, Collaborative members presented key findings ateddliginemes from
thiscurrent CHNAo provide context for prioritization. Following the data presentation, listening
session participants (n=15) were asked to complete an online survey to select priority strategies.

Based on low participation during the scheduled listening sessiorsyrirey and a preecorded
data presentation were sent to all registered participants who did not attend. The survey was open
for an additional 24ours, and an additional 5 respondents completed the prioritization survey.

To increase participation ihe process, Collaborative members attended a Union Capital Boston
(UCB) meeting on 6/7/22 to gather additional feedback. 42 community members participated in a
breakout session that included a brief data presentation and dialogue about the prioritization
process. These participants discussed which areas most resonated with them and provided feedback
on which strategies to prioritize.

Feedback from this session was incorporated with the earlier survey responses, and these results
were posted on the CollabNJ G A S Qa ¢ S o &Arabis, Capy Vemlga@hinesy 3 dzl 3 S a
traditional¢ Cantonese, Chinese simplifieMandarin, Haitian Creole, Portuguese, Russian, Somali,
Spanish, and Viethamege)gather additionatommunity input prior to the late June plang

sessionThe feedback form was shared with the Collaborative Steering Committee for distribution to
communities via email.

These discussions reaffirmed these four priority ifElae crosutting and overarching focus of the
planning process witbntinue tobe aroundAchieving Racial and Ethnic Health Eqaitggnizing that
institutional racism and structural inequities are what drive the health disparities we see around race,
ethnicity, and language in the city for nearly all issues.

A 2022CHIP will be finalized in Fall 2@82the Collaborative and thexdapted and expande€dr BWFH
specific neighborhoods and needs.

NEIGHBORHOOD PROFILES

The following section presents ofpage summaries by neighborhood of key social, economic ealfihh
indicators included in this report.
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Comparison

Boston to the Rest
Hyde Parm2136* Hyde Park Overall of Boston*
Demographics
Population count estimate (2033017) 33,084 669,158 --
% population under 18 years (204830 1 7 ) t 23.6% 16.3% H
%population 65 years and over (20480 1 7 ) T 13.1% 11.0% H
% population foreign born (2082 0 1 7 ) T 30.0% 28.3% S
Employment, Education and Financial Insecurity
% population 16 years and over unemployed (2218 1 7 ) T 8.4% 7.3% S
% population 25 yea@nd over with less than a high school diploma (2218 1 7 12.9% 13.9% S
% individuals living below poverty level (26230 1 7 ) T 12.4% 20.5% L
% adultgeporting food purchased did not last and did not have money to get
more (2012, 20195, 201?) Y9 18.3% 21.3% S
Housing
% renteroccupied housing units (2033 0 1 7 ) T 46.8% 64.7% L
% households where housing costs are 30% or more of household income for,
renters (20132 017 ) t ° 50.3% 52.1% S
% housing units experiencing overcrowding (2® 1 7 ) t 3.7% 3.1% S
Access to Services
;/%ig;ﬂtsreporting having a personal doctor or health care provider (2013, 2014 89.1% 80.1% H
% adults reporting could not afford to see a doctor (2013, 2015, 2017) 10.8% 10.0% S
% adultgreporting could not afford dental care (2017) 11.5% 17.%% L
Substance Use and Mental Health
% adults reporting binge drinking (2013, 2015, 2017) 22.5% 24.6% S
% adultgreporting cigarette smoking (2013, 2015, 2017) 15.8% 16.9% S
% adults reporting persistent sadness (2013, 2015, 2017) 14.4% 12.3% S
% adults reporting persistent anxiety (2013, 2015, 2017) 23.1% 21.3% S
Suicide rate per 100,000 resider{2012-2016) 7.0 6.7 S
Violence and Trauma
Nonfatal firearm related ED visit rate per 100,000 residents (2D0B7) 16.4 16.4 S
Homicide by firearms rate per 100,000 residents (22D116) 6.8 3.8 S
% adultsreporting experiencing violence in lifetime (2013 ,2015, 2017) 9.6% 13.0% L
% adults reporting having lived with adults who physically abused each other ¢
child (201\0,,|02015(‘?j 2017)g PSEE 150% | 1696 S
Chronic Conditions
% adultgeporting overweight or obesity (2013, 2015, 2017) 64.8% 56.8% H
% adults reporting diabetes diagnosis (2013, 2015, 2017) 10.7% 8.5% S
Overall cancer mortality rate per 100,000 residents (2218.7) 205.7 160.0 H
Heart disease mortality rate p&00,000 residents (2032017) 168.5 131.4 H
% adults reporting hypertension (2013, 2015, 2017) 24.7% 24.7% S
% adults reporting current asthma (2013, 2015, 2017) 11.4% 11.2% S
Asthma ED visit (children under 18 years) rate per 10,000 resi(@hit&-2017) 199.6 191.5 S
Maternal and Child Health
% mothers reporting smoking during pregnancy (221017) 1.8% 2.0% S
% low birthweight births (2017) 12.4% 8.7% S
% childrerunder 6 years screened with elevated blood levels (2015) 2.6% 2.3% -
Sexual Health and Infectious Disease
HIV/AIDS prevalence rate per 100,000 residents (2016) 821.2 855.8 S
Environmental Health
% adultgeporting secondhand smoke exposure in the home (2013, 2015, 201 10.0% 12.5% S
Mortality
Premature mortality rate per 100,000 residents (262@16) 233.3 200.1 S
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Comparison

. . Jamaica Boston to the Rest
Jamaica Pla] 02130* Plain Overall | of Boston*
Demographics
Population count estimate (2033017) 39,435 669,158 --
% population under 18 years (204830 1 7 ) t 15.5% 16.3% S
% population 65 years and over (26230 1 7 ) 12.3% 11.0% H
% population foreign born (2082 0 1 7 ) T 21.8% 28.3% L
Employment, Education and Financial Insecurity
% population 16 years and over unemployed (2218 1 7 ) T 4.7% 7.3% L
% population 25 years and over with less than a high school diploma-20L3 7 7.8% 13.9% L
% individuals living below povergvel (20132 0 1 7 ) T 16.0% 20.5% L
% adults reporting food purchased did not last and did not have money to get
more (2013? 20159, 20175) e 12.8% 21.3% L
Housing
% renteroccupied housing units (2033 0 1 7 ) T 53.6% 64.7% L
% households where housiegsts are 30% or more of household income for
renters (20132 017 ) t i 57.6% 52.1% H
% housing units experiencing overcrowding (2® 1 7 ) t 1.7% 3.1% L
Access to Services
;/%ig;ﬂtsreporting having a personal doctor or health care provider (2013, 2014 84.3% 80.1% s
% adults reporting could not afford to see a doctor (2013, 2015, 2017) 6.8% 10.0% L
% adultgreporting could not afford dental care (2017) 14.8% 17.%% S
Substance Use and Mental Health
% adults reporting binge drinking (2013, 2015, 2017) 24.9% 24.6% S
% adultgreporting cigarette smoking (2013, 2015, 2017) 12.7% 16.9% L
% adults reporting persistent sadness (2013, 2015, 2017) 10.9% 12.3% S
% adults reporting persistent anxiety (2013, 2015, 2017) 20.7% 21.3% S
Suicide rate per 100,000 resider{2012-2016) 8.9 6.7 S
Violence and Trauma
Nonfatal firearm related ED visit rate per 100,000 residents (2D0B7) 12.0 16.4 L
Homicide by firearms rate per 100,000 residents (22D116) NA 3.8 -
% adultsreporting experiencing violence in lifetime (2013 ,2015, 2017) 17.1% 13.0% S
% adults reporting having lived with adults who physically abused each other ¢
child (201\0,,|02015(‘?j 2017)g PSEE 14.7% | 1696 S
Chronic Conditions
% adultgeporting overweight or obesity (2013, 2015, 2017) 50.4% 56.8% L
% adults reporting diabetes diagnosis (2013, 2015, 2017) 5.2% 8.5% L
Overall cancer mortality rate per 100,000 residents (2218.7) 141.8 160.0 S
Heart disease mortality rate p&00,000 residents (2032017) 137.0 131.4 S
% adults reporting hypertension (2013, 2015, 2017) 20.3% 24.7% L
% adults reporting current asthma (2013, 2015, 2017) 11.6% 11.2% S
Asthma ED visit (children under 18 years) rate per 10,000 resi(@hit&-2017) 146.1 191.5 L
Maternal and Child Health
% mothers reporting smoking during pregnancy (221017) 0.8% 2.0% L
% low birthweight births (2017) 8.3% 8.7% S
% childrerunder 6 years screened with elevated blood levels (2015) 2.6% 2.3% -
Sexual Health and Infectious Disease
HIV/AIDS prevalence rate per 100,000 residents (2016) 962.4 855.8 H
Environmental Health
% adultgeporting secondhand smoke exposure in the home (2013, 2015, 201 9.8% 12.5% S
Mortality
Premature mortality rate per 100,000 residents (262@16) 159.9 200.1 L
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Comparison

. Boston to the Rest
ROSIlndalwz 131* Roslindale Overall of Boston*
Demographics
Population count estimate (2033017) 32,819 669,158 --
% population under 18 years (204830 1 7 ) t 21.1% 16.3% H
% population 65 years and over (26230 1 7 ) 12.2% 11.0% H
% population foreign born (2082 0 1 7 ) T 26.9% 28.3% S
Employment, Education and Financial Insecurity
% population 16 years and over unemployed (2218 1 7 ) T 5.1% 7.3% L
% population 25 years and over with less than a high school diploma-20L3 7 9.5% 13.9% L
% individuals living below povergvel (20132 0 1 7 ) T 11.8% 20.5% L
% adults reporting food purchased did not last and did not have money to get
more (2013? 20159, 20175) e 15.7% 21.3% L
Housing
% renteroccupied housing units (2033 0 1 7 ) T 44.5% 64.7% L
% households where housiegsts are 30% or more of household income for
renters (20132 017 ) t i 61.9% 52.1% H
% housing units experiencing overcrowding (2® 1 7 ) t 3.4% 3.1% S
Access to Services
;/%ig;ﬂtsreporting having a personal doctor or health care provider (2013, 2014 84.1% 80.1% s
% adults reporting could not afford to see a doctor (2013, 2015, 2017) 8.8% 10.0% S
% adultgreporting could not afford dental care (2017) 14.6% 17.%% S
Substance Use and Mental Health
% adults reporting binge drinking (2013, 2015, 2017) 24.0% 24.6% S
% adultgreporting cigarette smoking (2013, 2015, 2017) 10.4% 16.9% L
% adults reporting persistent sadness (2013, 2015, 2017) 12.4% 12.3% S
% adults reporting persistent anxiety (2013, 2015, 2017) 20.4% 21.3% S
Suicide rate per 100,000 resider{2012-2016) 5.0 6.7 S
Violence and Trauma
Nonfatal firearm related ED visit rate per 100,000 residents (2D0B7) 12.4 16.4 S
Homicide by firearms rate per 100,000 residents (22D116) 5.5 3.8 -
% adultsreporting experiencing violence in lifetime (2013 ,2015, 2017) 12.5% 13.0% S
% adults reporting having lived with adults who physically abused each other ¢
child (201\0,,|02015(‘?j 2017)g PSEE 14.5% | 1696 S
Chronic Conditions
% adultgeporting overweight or obesity (2013, 2015, 2017) 62.8% 56.8% H
% adults reporting diabetes diagnosis (2013, 2015, 2017) 9.3% 8.5% S
Overall cancer mortality rate per 100,000 residents (2218.7) 157.8 160.0 S
Heart disease mortality rate p&00,000 residents (2032017) 137.4 131.4 S
% adults reporting hypertension (2013, 2015, 2017) 27.7% 24.7% S
% adults reporting current asthma (2013, 2015, 2017) 7.7% 11.2% L
Asthma ED visit (children under 18 years) rate per 10,000 resi(@hit&-2017) 141.6 191.5 L
Maternal and Child Health
% mothers reporting smoking during pregnancy (221017) 1.5% 2.0% S
% low birthweight births (2017) 8.7% 8.7% S
% childrerunder 6 years screened with elevated blood levels (2015) 2.5% 2.3% -
Sexual Health and Infectious Disease
HIV/AIDS prevalence rate per 100,000 residents (2016) 697.2 855.8 L
Environmental Health
% adultgeporting secondhand smoke exposure in the home (2013, 2015, 201 9.5% 12.5% S
Mortality
Premature mortality rate per 100,000 residents (262@16) 155.5 200.1 L
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Comparison

West Boston to the Rest
West ROXbUI‘)OZlSZ* Roxbury Overall of Boston*
Demographics
Population count estimate (2033017) 28,505 669,158 --
% population under 18 years (204830 1 7 ) t 20.4% 16.3% H
% population 65 years and over (26230 1 7 ) 18.7% 11.0% H
% population foreign born (2082 0 1 7 ) T 18.1% 28.3% L
Employment, Education and Financial Insecurity
% population 16 years and over unemployed (2218 1 7 ) T 4.9% 7.3% L
% population 25 years and over with less than a high school diploma-20L3 7 7.5% 13.9% L
% individuals living below povergvel (20132 0 1 7 ) T 6.4% 20.5% L
% adults reporting food purchased did not last and did not have money to get
more (2013? 20159, 20175) o8 9.7% 21.3% L
Housing
% renteroccupied housing units (2033 0 1 7 ) T 26.9% 64.7% L
% households where housiegsts are 30% or more of household income for
renters (20132 017 ) t i 52.7% 52.1% S
% housing units experiencing overcrowding (2® 1 7 ) t NA 3.1% -
Access to Services
;/%ig;ﬂtsreporting having a personal doctor or health care provider (2013, 2014 92.3% 80.1% H
% adults reporting could not afford to see a doctor (2013, 2015, 2017) 4.7% 10.0% L
% adultgreporting could not afford dental care (2017) NA 17.%% -
Substance Use and Mental Health
% adults reporting binge drinking (2013, 2015, 2017) 21.4% 24.6% S
% adultgreporting cigarette smoking (2013, 2015, 2017) 10.0% 16.9% L
% adults reporting persistent sadness (2013, 2015, 2017) 8.1% 12.3% L
% adults reporting persistent anxiety (2013, 2015, 2017) 17.8% 21.3% S
Suicide rate per 100,000 resider{2012-2016) 4.9 6.7 S
Violence and Trauma
Nonfatal firearm related ED visit rate per 100,000 residents (2D0B7) NA 16.4 -
Homicide by firearms rate per 100,000 residents (22D116) NA 3.8 -
% adultsreporting experiencing violence in lifetime (2013 ,2015, 2017) 8.1% 13.0% L
% adults reporting having lived with adults who physically abused each other ¢
child (201\0,,|02015(‘?j 2017)g PSEE 9.7% | 16.9% L
Chronic Conditions
% adultgeporting overweight or obesity (2013, 2015, 2017) 63.6% 56.8% H
% adults reporting diabetes diagnosis (2013, 2015, 2017) 7.5% 8.5% S
Overall cancer mortality rate per 100,000 residents (2218.7) 163.5 160.0 S
Heart disease mortality rate p&00,000 residents (2032017) 133.4 131.4 S
% adults reporting hypertension (2013, 2015, 2017) 28.3% 24.7% S
% adults reporting current asthma (2013, 2015, 2017) 11.9% 11.2% S
Asthma ED visit (children under 18 years) rate per 10,000 resi(@hit&-2017) 48.1 191.5 L
Maternal and Child Health
% mothers reporting smoking during pregnancy (221017) 0.6% 2.0% L
% low birthweight births (2017) 3.8% 8.7% L
% childrerunder 6 years screened with elevated blood levels (2015) 0.9% 2.3% -
Sexual Health and Infectious Disease
HIV/AIDS prevalence rate per 100,000 residents (2016) 329.2 855.8 L
Environmental Health
% adultgeporting secondhand smoke exposure in the home (2013, 2015, 201 5.6% 12.5% L
Mortality
Premature mortality rate per 100,000 residents (262@16) 142.8 200.1 L
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*NOTES FOR ALL NEIGHBORHOOD PROFILES: *Rest of Boston refers to the combined estimate/rate for all other 14 Bostats neighborho
excluding the indicated nei ghbor ho o tNAderotedNwhérggdath areshppresdedduetmp ar i son t o E
insufficient sample sizéi indicates the estimate/rate is significantly higher than the rest of Bodtamdicates the estimate/rate is significantly

lower than the rest of Bostors; indicates the estimate/rate is statistically similar to the rest oftBogi.e., no statistically significant

difference); Statistical testing was not conducted for population count estimatk% children under 6 years screened with elevated blood

levels

APPENDIX ATRUCTURE TGHEBBOSTON CHMMIFCOLLABORATIVE

The Boson CHNACHIP Collaborative (the Collaborative) is a group of Boston community residents,
communitybased organizations, community development corporations, health centers, the hospitals,
and the Boston Public Health Commission. This group has come tdgediohieve sustainable positive
change in the health of the city by collaborating with communities, sharing knowledge, aligning
resources, and addressing root causes of health inequities. One of the fundamental approaches for this
work is to conduct a ecomunity health needs assessment so efforts are informed by data and community
members themselve§Vhile community health assessment and planning have beerstanding

endeavors among organizations across the city, the Collaborative aims to levenagendlgpordinate

efforts and resources across miditiS OG 2 NJ A4 { SK2f RSNER Ay . 2adG2y o a2NB
structure and engagement can be found in the Methods section of this report, Appendcasd at
http://www.bostonchna.org/

The/ 2t f 1 62 NI (A @S 9aframawdkiq (ndgdale ehghigergeht RoSmprove the

O2YYdzyAllég Qa KSlntliddésd ¢ KA a & NHzOG dzNB

1 Steering Committee comprisngof 19 members representing hospitals, health centers, Boston
Public Health Commission, a public health organization focused on community, community
development corporations, and community representatives. Its rolepiotade strategic direction
and ovesight of the process (See Apperior list of Steering Committee members).

f Operations Committeecomprisng of the Steering Committee e O K ANBR YR GKS [/ 2ttt o
Coordinator. This Committee resolves operational issues requiring immediates actio

1 Work groupg comprisngof Steering Committee members ageneral membership. The two Work
Groups for the CHNA provided input and assistance on implementing aqi8deeappendix Br
members)For the Boston CHNA, these two Work Groups were

o Community Engagement/Primary Data Work Gipimgludng 24 members representing a
range of organizations, including hospitals, health centers, local public health, community
development, and communifyasS R 2 NHBI yAT FiA2yad ¢KS 22N] DNERc
guidance on the approach to community engagement, input on primary data collections
methods, and support with logistics for primary data collection

0 Secondary Data Work Grogmcluding 16 membenepresenting a range of organizations,
AyOf dzZRAY3 K2aLAGlItay KSIFHtGK OSyYyGdSNaAXI yR 20
provide guidance on secondary data approach and indicators and foster connections with key
networks and groups to provide eglant data.
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o Additional Work GroupsAdditionally, the Collaborative has comprised work groups for the
planning and implementation of the Community Health Improvement Plan (CHIP). This
includes a work group to prepare for the 2022 CHIP process and fdugmeops that are
focused on overseeing and implementing the strategies of the 2019 CHIP (one per priority
area: behavioral health, financial security and mobility, housing, and access to services)

1 General membershigdtends events, shares informatiomdaparticipates in work group®ver400
peoplet NB Sy 3 3SR Ay O2YYdzyAOlF A2y 6AGK

APPENDIX B. STEERING COMMINIE®ORK GROMEMBERS

Boston CHNA-CHIP Collaborative
Steering Committee Membership

Organization Name

Massachusetts League of Community Health Cente

Mary Ellen Mcintyre (cehair)

iKS

DanaFarber Cancer Institute

Magnolia Contreras (eohair)

Black Boston COUD® Coalition Louis Elisa
Community Resident Ricky Guerra
Madison ParlDevelopment Corporation Leslie Reid
Mattapan Food and Fitness Coalition Vivien Morris

Urban Edge

Emilio Dorcely

Beth Israel Deaconess Medical Center

Nancy Kasen

Boston Children’s Hospi

Shari Nethersole, MD

Boston Medical Center

Thea James, MD

Brigham & Women's Hospi

Michelle Keenan

Brigham & Women’'s Faul k

Tracy Mangini Sylven

East Boston Neighborhood Community Health Cent

Hollis Graham

Harbor Health Services

Amanda Mastrangelo

Massachusetts General Hospital

LeslieAldrich

Mass Eye and Ear

Tavinder Phull

Tufts Medical Center

Sherry Dong

Boston Public Health Commission

Catherine Fine
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Community Engagement (Primary Data) Work Group Membership

Boston CHNA-CHIP Collaborative

Organization Name

Beth IsraeDeaconess Medical Center

Robert Torres (cahair)

Jamaica Plain Neighborhood Development Corporat

Ricky Guerra (cohair)

Mattapan Food and Fitness Coalition

Vivian Morris

Beth Israel Deaconess Medical Center

Danelle Marable

BostonChi | dren’ s Hospital

Ayesha Cammaerts

Boston Children’s Hospi

Carolyn King

Brigham & Women’s Hospi

Sarah Ingerman

Brigham & Women’s Hospi

Madison Louis

DanaFarber Cancer Institute

Magnolia Contreras

East Boston Neighborhood Commurtitgalth Center

Joanna Cataldo

East Boston Neighborhood Community Health Cent

Alexis Davis

East Boston Neighborhood Community Health Cent

Gloria DeVine

East Boston Neighborhood Community Health Cent

Joanne Suarez

East Boston Neighborhood Commurtitgalth Center

Carly Wellington

Mass General Brigham

Tavinder Phull

Massachusetts General Hospital

Leslie Aldrich

Massachusetts General Hospital

Kelly Washburn

Massachusetts League of Community Health Cente

Mary Ellen Mclintyre

Tufts MedicalCenter

Lisa Hy

Tufts Medical Center

Karen Peterson

Tufts Medical Center

Danchen Xu

Boston Public Health Commission

Catherine Fine

Boston Public Health Commission

Trinese Polk

City of Boston Health and Human Services

Krystal Garcia
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Mass General Brigham

Secondary Data Work Group Membership
Boston CHNA-CHIP Collaborative

Organization Name

Trang Hickman (eohair)

Boston Public Health Commission

Johnna Murphy (cehair)

Boston Children’s Hospi

Ayesha Cammaerts

BostonChi | dr en’

s Hospital

Carolyn King

Brigham & Women’s Hospi

Sarah Ingerman

Brigham & Women

s Hospi

Madison Louis

Brigham & Women’s Hospi

RonAsia Rouse

DanaFarber Cancer Institute

Magnolia Contreras

Harbor Health Services

AmandaMastrangelo

Mass General Brigham

Tanner Parente

Mass General Brigham

Tavinder Phull

Massachusetts General Hospital

Nikki Reyes

Tufts Medical Center

Sherry Dong

Tufts Medical Center

Karen Peterson

Boston Public Health Commission

Catherine Fine

City of Boston Health and Human Services

Krystal Garcia
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APPENDIX ONGOINGPARTNERND COMMUNITENGAGEMEMND THE
COLLABORATIMEOCESS

Ongoing Partner and Community Engagement

Community health improvement efforts can only be accomplished through ongoing and meaningful
engagement of community members and partners across a multitude of sddtoragh the work group
structure, open community meetings, email dissemination, anddbenetwork of partner8righam

FYR 22YSyQa Cl dihelCglidhddativeaimlidietigade a tanfy®of sectors in the community.
The Steering Committee of the Collaborative includes local public health, hospitals, community
development, health cdars, and numerous community organizations. Each Steering Committee
member is a champion, engaging a wide network of organizations and residents. Each Collaborative work
group comprises dozens of members across sectors to advance their charge. Whee mkepdited

within the activities of the work groups, work groupctirs make a concerted effort to engage those
involved in that area

The community engagement process was cawigdn accordance with the Massachusetts Department

2T t dzo f Canmurity Bngadge@ent Standards for Community Health Planning Guideline,

consistent with state law, Determination of Need (DoN) Regulation found at 105 CMR 100.000 as well as
¢CKS ! dGd2NySe DSYSNItQa / 2 YPfaiyHbspitdls. T téntiakdd & DdzA RSt A
establish procedures for defining the community, required stakeholders, and process steps and

requirements.

Through email communications, virtual angb@rson meetingand listening sessions rioy the
Collaborative, antheetings vig G SSNA y 3 / 2 Y Yol sirgtBresYeSyY oSpkak Gdmmunity
BenefitAdvisory Committees), community membkase been and will be continuously engagetthis
process from assessment to planning to implementation

This includes inting broad resident and stakeholder participation in the CHIP Working Groups for each
priority area. These CHIP working groups meet monthlyrapbthly throughout the CHIP

implementation periocind are led by two GGhairs who manage and oversee thesetimgs. The CHIP
Working Group G€hairs also update and present to the larger Collaborative Steering Committee at least
threetimes annually and meet as a graiptimes annually to explore and discuss synergies and-cross
collaboration in key CHIP implentation objectives.

g GKS /7 2tf1F 02N GAGSQa | yydzZ f O2Chiikzgyrdvidedupdat&€s3ai A y 3 =
the larger community and move into breakout sessions to strategize, strengthen and update CHIP
working group activities and objeets, and to recruit new members to the CHIP Working Groups.

Communicating about the Assessment Findings

As mentioned in theriorities for Collaborative Action section in this report, the CHNA findings were
shared with community members in four different listening sessions inltasy 2022. During these
sessionsCollaborative members presented on the assessment findingsnadjel in a discussion with
community members on what resonated with them and whbege are gap$o inform asystematic
prioritization proces$or planningin total, 62 community members participated in this process.

hyOS (KA& NBLER2NI Aa FAYIFES AG2¢gAG6GKSOSNRIBKLOSRIFR &
Faulkner Hosgditf Q&  @n8 @anardnduScement with the link to the report will be emailed out to the
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Collaborative mailing list, nearly 400 people that comprise of residents and community organization staff
from across sectors including housing, transportation, ecandeielopment, public health, healthcare,
and the faith community.

Continuous Updating and Revising of the Assessment

Review of dat#s a critical part of the planning and implementation process. The Collaborative has data
sharing agreements with the 8on Public Health Commission and strong relationships with institutions
and organizations across the city. Thies#itutions are part of the Community Health Improvement
Planning (CHIP) implementation work groups. During tlvege groupmeetings, data from the specific
priority areaswill be continuously examined to ensure that strategies are appropriate for and aligned to
GKS O2YYdzyAilieQa ySSRao

In the past cyclehe ongoing CHIP implementation work groups (one per priority area) used the 2019
CHNA data to develop their initial list of strategies. In 2020 and on, they continually worked with the
Boston Public Health Commission and commtbaged organizations to bect and synthesize new

data, particularly with a focus on how the COY8pandemic exacerbated inequities and identified areas
of urgent need.For exampleduring the process, retime data indicated that many residents were

facing a loss of incomedreased risk of eviction, and loss of childcare during the pandemic. This guided
the CHIP implementation work groups so that they could nimbly adjust to current circumstances: the
Financial Security and Mobility group focused more on employretated s$rategies, the Housing work
group focused more on eviction issues, and the Access to Services ramped up their strategies addressing
childcare needs. This was only made possible via the broaeseigm of partnerships within each work
group. These issumeas were identified as critical for further review during the ZDBRIAprocess

In addition to carrying forward the foregoing processes into the next cycle, the Collaborative plans to hold
annual community meetings in order to provide updates to theraunity on CHIP progress and

objectives, and to gain additional input and recommendations from Community Members on current and
future activity within each working group. The Collaborative has held annual community meetings each
year, with the exceptionf@021 when virtually all Collaborative members shifted to responding to a
significant surge in community transmission of C&¥IBnd increased hospitalizations.

As new data and community input is generated and synthesized through these prateskedso be

reviewed at least annually for the purposes of identifying any potential enhancements or additions to the
CHNA.

68



APPENDIB TECHNICAL NOTHSCHNAQUANTITATIVND QUALITATIVE
METHODS ANDATA

Quantitative Data — Secondary Data

Howlndicators and Data Sources were ldentified

TheSecondary Data Work Groogmbers identified the goals of the secondary data as: 1) to examine
inequities by population group specifically among those with disproportionate burden and 2) to dig
deeply into aeas of need most exacerbated by the CEMI[Pandemic.

The Secondary Data Work Group was instrumental in developing and providing feedback on list of data
indicators, identifying potential data sources, and making connections to those sources. THargecon
data work group began their work of reviewing the indicator list from the 2019 CHNA. These indicators
were identified through multiple methodsl) review of existing, validated indicators for social,

economic, and health issues; 2) multiple discusswith a 30 person secondary data work group to
brainstorm gaps in the initial list: and 3) review and refinement of the longer indicator list among the
work group and work group ahairs to prioritize those indicators that were available, focused on
upgream issues, could be tracked over time, and where there were significant inequities.

The 2022 CHNA process started with this 2019 list and then further refined and prioritized for this report.
The secondary data work group engaged in multiple distissand prioritized indicators: that aligned

with the 2019 priority areas; that COVID had a disproportionate impact on, and/or where there were

the greatest inequities by race/ethnicity, neighborhood, or other characteristics.

Secondary Data Sources

Numerous data sources were reviewed and included in the 2022 CHNA. Secondary data sources included
U.S. Census/American Community Survey, vital statistics (birth/death records), hospital case mix data,
Bureau of Labor Statistics, Boston Behavioral Riskr FRagteeillance Survey (BBRFSS), BBRFSSLEOVID
Health Equity Survey, Youth Risk Behavior Survey (YRBS), and the Massachusetts Department of Public
Health Bureau of Substance Addiction Services treatment data.

Analyses
All secondary data on birth and deaecords, BBRFSS, YRBS, and Acute Hospital Case Mix were analyzed

by the Research and Evaluation Office of the Boston Public Health Commission. Other data were analyzed

by the organizations cited in the data source. Analyses were conducted for fregugect=ntages) and

rates (per 100,000 residents), where applicable. Confidence intervals (or error bars in the figures) were
calculated for survey data from the ACS and surveillance systems, such as the BBRFSS and YRBS. Statistical
significance testing tsub-groups was conducted at p<0.05.

Secondary datevere included in the main body of the CHNA report that were most relevant to the
themes that emerged in the focus groups and interviews, that aligned with the CHIP priority areas, that
QOVID19 had aisproportionate impact on, and where there were the most significant inequities by
race/ethnicity, neighborhood, or other characteristics
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Qualitative Data — Focus Groups and Interviews

How Populations and Interviewees were Identified

The Community Engagement Work Group identified one of its main goals as ensuring that diverse and
historically underrepresented community voices are lifted throughout the @HHIR process using an
equity framework. To that end, the Community Engagemenrk ymup conducted a thorough review of
the 2019 CHNA and identified areas where there were gaps in representation. Concerted efforts were
made in the 2022 process to ensure that those voices were included (e.g., expanded engagement with
residentsof China2 6y | YR . 2a02yQa [/ KAyYySasS 02YYdzyAlGe oo

Additionally, each hospital involved their Community Benefit Advisory Committee (CBAC) in the process
as well, which included engagement of stakeholders at the neighborhood level across a range of sectors.
The list ® population segments for focus groups and stakeholders were vetted through each CBAC and
additional ideas were brainstormed where there were gaps. CBACs were also asked to identify
neighborhoods and population segments most impacted by COM&g., esntial workers).

Focus group discussions were conducted with those who have been disproportionately burdened by
social, economic, and health challenges including: youth and adolescents, older adults, persons with
disabilities, lowresourcedndividuals and families, LGBTQI+ populations, racially/ethnically diverse
populations anfbr limited-English speakers (e.g., African American, Latino, Haitian, Cape Verdean,
Vietnamese, Chinese), immigrant and asylee communities, families affectedrbgratean and/or
violence, and veterans. Key informant interviews were conducted with asewifsn of sectors to

identify areas of action and perspectives on the community. These interviewees included leaders and
staff from public health, health cafeehavioral health, the faith community, immigrant services, housing
organizations, economic development, community development, racial justice organizations, social
service organizations, education, community coalitions, the business community, chidtars, c

elected government offices, and others.

Discussion Guides and Process

Members of theCommunity Engagement Work Group and their partrers2 8 1 2y / KA f RNBy Qa
John Snow Inc. on behalféth Israel Medical Centand New England Bagti Hospital, Massachusetts
DSYSNIf 1 2aLRAGFEEZ . NAIKIFY |yR 2 2Y Gatkn@Hospal LA G =
Tufts Medical CenteEast Boston Neighborhood Health Center, EASTIE Coalition at East Boston
Neighborhood Center, Soccer without @ens, Veronica Robles Cultural Center, and Maverick Landing
Community Servicesconducted the focus groups and intervieMembers of the community

engagement work group divvied up key informant interviews and focus groups that they conducted using
a consstent guide which focused @ommunityneeds and strengths and particularly whasipects of

life were most impacted by the pandemigach organizatioarganized their own discussions and made

slight variations to the guide where appropriate.

Qualitative data were from 62 key informant community leaders across a range of sectors and 29 focus
groups with309 community residents. The selection process for both the qualitative and quantitative

RIGF 6SNB 3FdzZARSR o0& (GKS /2tfl1 02N iA0SQa aKkNBR gl
Analysis

Each organization that conducted the focus groups and interingvedly synthesized thelata they

collected. The organizations summarized key themes into a consistent template that iddietfidhck
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from the discussions ahe communitystrengths, impact of COVID, priority health issues, factors that
promote community health, barriers to &khy living, specific findings among the four priority areas
(housing, financial security and mobility, behavioral health, and accessing services), and proposed ideas
and recommendations for the futurEindings under each of thesgre summarized, alongith

notations among which sytopulations they mapped to. Additionalllge template provided space for
organizationgo pull out illustrative quotes.

These summaries were submitted to Health Resources in Action (HRiAprafiigrublic health

organkation, that helped support the analysis and development of the CHNA report. HRIiA analyzed the
gualitative summariew identifycommon themes across population groups as well as unique challenges

and perspectives identified by populations and sectors, avitemphasis on diving deep into the root

causes of inequitie§requency and intensity were kiagtorsused for extracting main themesd sub

themea z | & ¢Sttt a AdGa FfAIYYSYyd gAGK GKS [/ 2ffl 02N

Asset Mapping and Community Resources

Leading up to the 2022 G4, most of the CHIP work groups (one per priority area: behavioral health,
access to services, housing, and financial stability & mobility) developed a comprehensive resources list to
identify where therevere current resources and where there were gaps. This information guided which
strategies were prioritized, how they were implemented, and which partners needed to be involved in

the discussions. This information then informed the 2029ACHAdditionallyin the 2022 CNA, 62 key

informant community leadelig interviewsand 309 community residents in 29 focus growpsre asked

about what they saw as the strengths and assets in their community. This feedback was synthesized in
this report.
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APPENDIR KEY INFORMANT INTERVIEYRERANIZATIONS

Alice Taylor Housing

Black Ministerial Alliance TenPoint

Boston Center for Independent Living

Boston City Couail

Boston Higher Education Resource Center
Boston Housindwuthority

Boston Police Community Liaison

Boston Police Department

Boston Public Health Commission

Boston Public Schools

Boston Senior Home Care

Boston Women’s Fund
Boys & Girls Club of Boston

Brigham and Women’s Hospital
Cape VerdeaAssociation of Boston

Cape Verdean Community Leader

Community Servings

Dimock Center

East Boston Neighborhood Health Center
East Boston Social Centers

Ecumenical Social Action Committee Boston
Family Nurturing Center

Fenway Health

Friends othe Boston Public Library

Greater Boston Parents, Families, and Friends of Lesbians and Gays
Haitian Americans United

Haitian Community Leader

Health Leads Boston

Hyde Park Community Physicians

Italian Home for Children

Jamaica Plain Neighborhood\¢opment Corporation
Local Initiatives Support Corporation

Madison Park Development Corporation
Madison Park High School

Maria Sanchez House

Massachusetts Affordable Housing Alliance
Massachusetts Association of Community Developn@arporations
Massachusetts General Hospital Asylum Clinic
Massachusetts Office on Disability
Massachusetts State Legislature

Maverick Landing Community Services
Metropolitan Area Planning Council

Mission Hill Health Movement
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Mission Hill Link

Mission Hill Main Streets

Mission Hill Neighborhood Housing Services

Mission Main

NAACP

Parker Hill Fenway

Partners for Youth with Disabilities

Roxbury Main Streets

Roxbury Tenants of Harvard

Sociedad Latina

South Cove Community Health Center

Ted Goes Home

Tobin Community Center

YMCA Hyde Park
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APPENDIK ADDITIONAL DATA TABLES

The main CHNA repdudcused on including data that were most relevant to the themes that emerged in
the focus groups and interviews, that aligned with@#P priority areas, thaO¥1DB19 had a
disproportionate impact orandwhere there were thenost significaninequities by race/ethnicity,
neighborhood, or other characteristicéppendix F includes additional data to complement what is
presented in the body of the report.

Community Health
Premature Mortality

Figure 2. Premature Mortality Rate, by Boston and Neighborhood, Age-Adjusted Rate per 100,000
Residents, 2020-2021 Combined
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DATASOURCHBoston Public Health Commission, Boston resident de2#()2021Combined

DATAANALY SIBostonPublicHealthCommissionResearctand EvaluationOffice

NOTESremature deaths are defined as deaths at ae agder 65 years?lease be advised that 202022 data are preliminary and subject to
change. Raw preliminary data may be incomplete or inaccurate, have not been fully verified, and revisions are likelfdtowdogrthe

production of these data. Thdassachusett®epartment of Public Health strongly cautions users regarding the accuracy of statistical analyses
based on preliminary data and particularly with regard to small numbers of evistisrisk (*) denotes where neighborhood estimate was
signifcantly different compared to the rest of Boston (p < 0.05)
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Asthma
Figure 3. Percent Adults Reporting Having Asthma, by Boston and Selected Indicators, 2015, 2017, and

2019 Combined

Boston 10.8%

Asian 5.1%

Black 13.8%*
Latino 12.69%
White 9.4%

BHA resident 17.0%*
Rental, rental assistancée 21.8%"
Renter, no assistance 9.3%
Other housing arrangement 14.5%"
Home owner 8.5%

DATA SOURCE: Boston Public H&adthmission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, and 2019 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicate reference group for its specific category; lAgtedsnotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respondents classified as Other;Htispanic, 23% identified @smerican Indian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 4. Percent Boston Public High School Students Reporting Having Asthma, by Boston and
Selected Indicators, 2015, 2017, and 2019 Combined

Boston 27.9%
Asian 30.1%
Black 28.2%
Latino 27.8%
Other 28.3%
White 23.1%
LGBTQ 33.1%*
Heterosexual/non-transgender 26.6%

DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 220392017, an

combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTE: Bars with patteiindicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respdents classified as Other, nétispanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 5. Percent Adults Reporting Having Asthma, by Boston and Neighborhood, 2015, 2017, and
2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, ancdi2019 combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Asterisk (*) Wletes where estimate was significantly different compared to reference group within specific category (p <0.05); Error
bars show 95% confidence interval

Figure 6. Asthma-Related Hospital Patient Encounter Rate, by Boston and Neighborhood, Age-
Adjusted Rate per 10,000 Residents, 2020
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospltal[zdabases, 2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTEHospital patient encounters (HPESs) include both emergency department visits and hospitalizations; Asterisk (*) denotes where
neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)

76



Figure 7. Asthma-Related Hospital Patient Encounter Rate, by Boston and Selected Indicators, Age-
Adjusted Rate per 10,000 Residents, 2020

Boston 51.1
Asian 7.5¢
Black 100.2
Latino 41 .4*
White 13.6

Under 18 years old GGG 75.9¢
18+ years old 7777777777 42.4

DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute HospltallZdabases, 2020

DATA ANALY SBoston Public Health Commission, Research and Evaluation Office

NOTE: Hospital patient encounters (HPEs) include both emergency department visits and hospitalizations. Bars with patenefacence
group for its specific category; Asterisk (*) dégs where estimate was significantly different compared to reference group within specific
category (p <0.05)

Figure 8. Asthma Hospital Patient Encounters (Adults Over 18 Years), by Boston and Neighborhood,
Rate per 10,000 Residents, 2020
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTE Hospital patient encounters (HPES) include bmtrergency department visits and hospitalizatipAsterisk (*) denotes where
neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)
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Figure 9. Asthma Hospital Patient Encounters (Adults Over 18 Years), by Boston and Race/Ethnicity,
Rate per 10,000 Residents, 2020

Boston 42.4

Asian . 8.0¢

Black

126.0¢

Latino

White % 15.7

DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020

DATA ANALYSIS: Boston Public Health Commission, Researchiaiib & vaffice

NOTIS Hospital patient encounters (HPEs) include both emergency department visits and hospitatiZegterisk (*) denotes where estimate
was significantly different compared to reference group within specific category (p <0.05)

49.9°

Figure 10. Asthma Hospital Patient Encounters (Children Under 18 Years), by Boston and
Neighborhood, Rate per 10,000 Residents, 2020
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Zi@@bases,

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTIES Hospital patient encounters (HPEs) include both emergency department visits and hospitatiZetierisk (*) denotes where
neighborhood estimate wasignificantly different compared to the rest of Boston (p < 0.05)
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Figure 11. Asthma Hospital Patient Encounters (Children Under 18 Years), by Boston and
Race/Ethnicity, Rate per 10,000 Residents, 2020

Boston 74.8

Asian 20.6

Black 129.0¢

Latino

white 77, 219

DATA SOURCE: Massachugettster for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTIS Hospital patient encounters (HPEs) include both emergency department visits andatipafins Asterisk (*) denotes where estimate
was significantly different compared to reference group within specific category (p <0.05)

79.0¢

Figure 12. Asthma Emergency Department Visits (Adults Over 18 Years), by Boston and Neighborhood,
Rate per 10,000 Residents, 2020
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESAsterisk (3 denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)
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Figure 13. Asthma Emergency Department Visits (Adults Over 18 Years), by Boston and Race/Ethnicity,
Rate per 10,000 Residents, 2020

Boston _ 36.7

Asian . 6.1*

.
White % 12.1

DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESAsterisk (*) denotes where estimate was signafitly different compared to reference group within specific category (p <0.05)

Figure 14. Asthma Emergency Department Visits (Children Under 18 Years), by Boston and
Neighborhood, Rate per 10,000 Residents, 2020
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DATA SOURCE: $8achusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESAsterisk (*) denotes where neighborhood estimate was significantly differempared to the rest of Boston (p < 0.05)
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Figure 15. Asthma Emergency Department Visits (Children Under 18 Years), by Boston and
Race/Ethnicity, Rate per 10,000 Residents, 2020

Boston

70.0

Asian - 19.2

Black 122.7

Latino

White 7777 25.2

DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2020
DATA ANALYSIS: BosPublic Health Commission, Research and Evaluation Office
NOTESAsterisk (*) denotes where estimate was significantly different compared to reference group within specific category)(p <0.05

74.3

Birth Outcomes

Figure 16. Percent Low Birthweight Births, by Boston and Neighborhood, 2019
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DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Live Births, 2019

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Low birthweight is defd as weighing less than 5 pounds, 8 ounces; Asterisk (*) denotes where neighborhood estimate was
significantly different compared to the rest of Boston (p < 0.05)
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Figure 17. Percent Low Birthweight Births, by Boston and Race/Ethnicity, 2019

Boston [ 7%

Asian [N s.4%

Black [N 12 9%
Latino [ 9.4+
White 77 6.4%

DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Live Births, 2019

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Low birthught is defined as weighing less than 5 pounds, 8 ounces; Bars with pattern indicate reference group for its specific
category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specifig/ ¢ate@od5)

Figure 18. Percent Preterm Births, by Boston and Neighborhood, 2019
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DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Live Births, 2019

DATA ANALYSIS: Boston Public Health Commission, Resedfehlanton Office
NOTES: Preterm birth is defined as being born before 37 weeks of geskitisignificant differences between neighborhood estimates

compared tathe rest of Bostorwere observed (p>0.05)
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Figure 19. Percent Preterm Births, by Boston and Race/Ethnicity, 2019

Boston 10.0%
Asian 8.8%
Black 12.89%"
Latino 10.2%*
White 7.8%

DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Live Births, 2019

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Preterm birth is defined asngeborn before 37 weeks of gestation; Bars with pattern indicate reference group for its specific category;

Asterisk (*) denotes where estimate was significantly different compared to reference group within specific category)(p <0.05

Figure 20. Infant Mortality Rate, by Boston and Neighborhood, Rate per 1,000 Live Births, 2017-2019
Combined
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DATA SOURCE: Massachusetts Department of Public Health, Boston Resident Live Bi264920&hbined

DATA ANALYSIS: BodRublic Health Commission, Research and Evaluation Office
NOTES: Infant mortality is defined as the death of an infant before 1 year of age; NA denotes where rates are not shomsuftiei¢nt

sample size; Asterisk (*) denotes where neighborhood edémaeas significantly different compared to the rest of Boston (p < 0.05)
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Figure 21. Infant Mortality Rate, by Boston and Race/Ethnicity, Rate per 1,000 Live Births, 2017-2019
Combined

Boston 4.4
Asian 2.4
Black 8.7*
Latino 4.3*
White 2.2

DATA SOURCE: Massachusetts Departméhildic Health, Boston Resident Live Births, 22079 Combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Infant mortality is defined as the death of an infant before 1 year of age; Bars with pattern indicateeejeoup for its specific
category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specifig/ ¢ate§od5)

Financial Security and Mobility

Figure 22. Percent Adults Reporting Food Purchased Did Not Last and Did Not Have Money to Get
More, by Boston and Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd®2019 Comb
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Data show percentage of adults reporting it was sometimes or often true that the foatl ld&t and they did not have money to get
more; Asterisk (*) denotes whemeighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars show
95% confidence interval
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Figure 23. Percent Adults Reporting Food Purchased Did Not Last and Did Not Have Money to Get
More, by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston S 17.8%

Asian IlES 9.5%

Black [ 28.3%
Latino S 34.7%F
other S 30.0%"
White 7777 7.8%

At least one child in home IS~ 23.0%
No children in home 7/77777//77  15.6%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, ResehEvaluation Office

NOTES: Data show percentage of adults reporting it wameneysaogetet i mes or
more; Bars with pattern indicate reference group for its specific category; Asterisk @)edewhere estimate was significantly different

compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as Ameridadian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 24. Percent Adults Reporting Feeling Hungry But Did Not Eat Because Could Not Afford Food, by
Boston and Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Bostonliedtealth Commission, Research and Evaluation Office

NOTES: Data show percentage of adults reporting it was sometimes or often true in the past 12 months they remained rausgrytssc

could not afford food; Asterisk (*) denotes where neighborhoodreate was significantly different compared to the rest of Boston (p < 0.05);

Error bars show 95% confidence interval
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Figure 25. Percent Adults Reporting Feeling Hungry But Did Not Eat Because Could Not Afford Food, by
Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston [ 10.0%

Asian = 5.2%

Black S 15.7%

Latino S 20.8%
other [ 21.6%

White 77/ 3.9%

At least one child in home|JJJlE 10.6%

No children in home 777/ 9.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Resedtvialaation Office
NOTES: Data show percentage of adults reporting it was sometimes or often true in the past 12 months they remained rausgryHssc

could not afford food; Bars with pattern indicate reference group for its specific category; Astedeétes where estimate was significantly
different compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as Anican Indian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 26. Percent Population 16 Years and Over Unemployed, by Boston and Neighborhood, 2015-
2019
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DATA SOURCE: U.S. Census, Amé&@aamunity Survey-¥ear Estimates, 2012019
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Figure 27. Percent Adults Reporting Having Transportation Difficulties in Past Year, by Boston and
Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Czsiomj Boston Behavioral Risk Factor Surveillance System, 2015, 2017, and 2019 Combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESData show percentage of adults reporting to that transportation difficulties taye them from medical appointments, meetings,
work, or from getting things needed for daily living in the past 12 morakgerisk (*) denotes where neighborhood estimate was significantly

different compared to the rest of Boston (p < 0.05); Error baosws85% confidence interval

Figure 28. Percent Adults Reporting Having Transportation Difficulties in Past Year, by Boston and
Selected Indicators, 2015, 2017, and 2019 Combined

Boston 11.9%
Asian 11.1%
Black 11.8%
Latino 17.7%"
Other 21.3%"
White 9.3%

At least one child in homellllEE  10.6%
No children in home 7777777  12.4%

DATA SOURCE: Boston Public Health Commissiom Bestavioral Risk Factor Surveillance System, 2015, 2017, and 2019 Combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTEData show percentage of adults reporting to that transportation difficulties have kept them finedical appointments, meetings,
work, or from getting things needed for daily living in the past 12 morAkgerisk (*) denotes where neighborhood estimate was significantly

different compared to the rest of Boston (p < 0.05); Error bars showcebftdence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 29. Percent Adults with Children Reporting Having Unmet Education Needs for Children or
Teens in Household During the COVID-19 Pandemic, by Boston and Selected Indicators, December

2020-January 2021

Boston 14.5%
Asian 5.4%
Black 15.6%
Latino 14.5%
Other 64.29%"*
White 7.0%
At least one child in home 14.5%

No children in home NA

DATA SOURCE: Boston Publidthi€ommission, Boston Behavioral Risk Factor Surveillance System;X0M4alth Equiturvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: NA denotes where data are not availablaussconly respondents who indicated having at least one child present in the household

were asked this question; Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes tivhate ess
significantly different comparetb reference group within specific category (p <0.05); Error bars show 95% confidence interval
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Housing

Figure 30. Percent Adults Reporting Moving in Past Three Years Because They Could No Longer Afford
Their Home, by Boston and Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and E@ffication
NOTES: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston;(Erdd.Da)s

show 95% confidence interval

Figure 31. Percent Adults Reporting Moving in Past Three Years Because They Could No Longer Afford
Their Home, by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 6.7%
Asian 6.2%
Black 7.2%
Latino 10.2%*
Other 9.3%
White 5.4%

18-24 years old == ' 6.7%*

25-44 years old lllIE © 8.3%*

45-64 years old = - 6.3%"*
65+ years old %% ' 2.8%

At least one child in homellE ' 6.1%
No children in home ##%%  7.0%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA AKLYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate wastlyiglififarent

compared to reference group within speciiategory (p <0.05); Error bars show 95% confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 32. Percent Adults Reporting Living in Their Zip Code for Less Than One Year, by Boston and
Selected Indicators, 2015, 2017, and 2019 Combined

Boston 9.7%
Asian 18.2%"
Black 6.0%*
Latino 6.7%"*
Other 7.5%
White 11.7%
At least one child in home 7.0%*
No children in home 10.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral RiSkifvadtance System, 2015, 2017, and 2019 Combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting they have lived in their zip code for less than one year in a row, excluding sitngess
living on a college or university camp@srs with pattern indicate reference group for its specific category; Ast@gjislenotes where estimate
was significantly different compared to reference group within specific category (p <0.05); Error bars show 95% confatgate in

Behavioral Health

Figure 33. Percent Adults Reporting Being Threatened At Least Once a Year Due to Discrimination, by
Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 17.3%
Asian 15.6%
Black 19.3%
Latino 18.6%
Other 28.9%*
White 15.8%
Less than HS graduate 17.9%
HS graduate 16.1%
Some college or more 17.6%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA ANALYSISsBm Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting being threatened or harassed due to discrimination a few times a year, a feménths a
at least once a week, or almost every gBwrs with pttern indicate reference group for its specific category; Asterisk (*) denotes where
estimate was significantly different compared to reference group within specific category (p <0.05); Error bars show i@&¥cednterval
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Figure 34. Percent Adults Reporting Their Neighborhood Unsafe, by Boston and Selected Indicators,
2015, 2017, and 2019 Combined

Boston 14.4%

Asian 5.9%

Black 26.8%*
Latino 22 4% 318
Other 05+
White 6.2%

BHA resident 34.8%*
Renter, rental assistance 30.2%"*
Renter, no assistance 13.3%"
Other housing arrangement 17.2%"
Home owner 8.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESData show percentage of adults reporting considering their neighborhood to be unsafe from Barseyith pattern indicate reference
group for its specificategory; Asterisk (*) denotes where estimate was significantly different compared to reference group within specific

category (p <0.05); Error bars show 95% confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispanic23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 35. Percent Adults Reporting Experiencing Violence in Adult Lifetime, by Boston and
Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESData show percentage of adsltvho reported to have experienced any physical or sexual violence since turning 18 yeasseisk
(*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Errors&@5%hmonfidence

interval
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Figure 36. Percent Adults Reporting Experiencing Violence in Lifetime, by Boston and Race/Ethnicity,
2015, 2017, and 2019 Combined

Boston 13.7%
Asian 4.3%*
Black 14.1%
Latino 13.9%
Other 24.1%*
White 14.4%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillarg@1 Sy2@ti, and 2019 Combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESData show percentage of adults who reported to have experienced any physical or sexual violence since turning 18 Baesswitl;
pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly differenedaimpeference

group within specific category (p <0.05); Error bars show 95% confidence interval
Forrace/ethnicity, of the 201 respondents classified as Other-H@panic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 37. Percent Adults Reporting Having Lived with a Caregiver with Mental lliness as a Child (ACE),
by Boston and Selected Indicators, 2015, 2017, 2019 Combined

Boston 18.0%
Asian 7.1%*
Black 12.6%*
Latino 15.4%"
Other 17.6%
White 23.7%
Less than $25,000 16.3%*
$25,000-$49,999 16.6%"
$50,000 or more 20.4%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA ANALYS Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting that they have ever lived with a parent or caregiver who was depressed, mantally ill
suicidal;Bars with pattern indicate reference gmdor its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respondents classified ase®tnonHispanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 38. Percent Adults Reporting Having Lived with a Caregiver with Substance Misuse as a Child
(ACE), by Boston and Neighborhood, 2015, 2017, and 2019 Combined

, 2097201 19.2 20.3%
184021 %%, 0% 4 ©0.1% 7, 3%10 19 19. Sﬁg 1047“{18.5% ¢ 400 19.6917.3%

N\ Q % R NG
& P S & & & & S S ® &
%Oé' &\Q\oo,& 'b\b% Q,(:}'O Qq/'\r)/ Q,‘/'\r)’ %OL} (<®°$ bQ'Q ,(J'bQ\ ,é,Q \\<\6 o:\‘o 0('} O % 0_\\9
N N N Y SO R CHE IO N
\'OQ (\,(\ r\:\' r\:\' \% ’b((\ 00 &@c)
¥ NN > °
v & &
o G
< <
o*é\ o‘é\
Q Q

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reportiritat they have ever lived with a parent or caregiver who was a problem drinker or alcoholic,
or who used illegal street drugs or abused prescription medicatiasterisk (*) denotes where neighborhood estimate was significantly
different compared to the rst of Boston (p < 0.05); Error bars show 95% confidence interval

Figure 39. Percent Adults Reporting Having Lived with a Caregiver with Substance Misuse as a Child
(ACE), by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 18.4%
Asian 4 5%*
Black 16.49%"
Latino 15.8%"*
Other 26.8%
White 22.2%
Less than $25,000 18.3%
$25,000-$49,999 17.6%
$50,000 or more 19.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reporting that they have ever lived with a parent or caregiver who was a problem drickéobc al
or who used illegal street drugs or abused prescription medicati®ags with pattern indicate reference group for itesfic category; Asterisk
(*) denotes where estimate was significantly different compared to reference group within specific category (p <0.05grEsbow 95%

confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Higmanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 40. Percent Adults Reporting Having Lived with Adults who Physically Abused Each Other as a
Child (ACE), by Boston and Neighborhood, 2015, 2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evalfigation Of
NOTESData show percentage of adults reporting that their parents or the adults in their home ever slapped, hit, kicked, punbbatieach
other up;Asterisk (*) denotes where neighborhood estimate was significantly different compared to thef l@sston (p < 0.05); Error bars

show 95% confidence interval

Figure 41. Percent Adults Reporting Having Lived with Adults who Physically Abused Each Other as a
Child (ACE), by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 18.1%
Asian 19.9%
Black 19.0%
Latino 21.9%"
Other 22.0%
White 16.2%
Less than $25,000 23.0%
$25,000-$49,999 18.8%
$50,000 or more 15.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of alis reporting that their parents or the adults in their home ever slapped, hit, kicked, punched, or beat each
other up;Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was signifftenethy d
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder

are eithermulti-race or some other race.
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Figure 42. Percent Adults Reporting Persistent Sadness, by Boston and Neighborhood, 2015, 2017, and
2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Fadtorc88ystem, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Persistent sadness is defined as feeling sad, blue, or depressed for more than 15 days within the past 30sla$;dsttes
where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars show 98¥cednfetval
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Figure 43. Percent Adults Reporting Persistent Sadness, by Boston and Selected Indicators, 2015, 2017,
and 2019 Combined

Boston IS 12.9%

Asian 10.6%

Black S 14.0%

Latino S 16.3%

Other IS 21.8%
White 777777777  10.9%

18-24 years old NGNS 11.8%

25-44 years old S 12.2%

45-64 years old I 15.3%
65+ years old 277777777277  121%

Female IS 143%
Male 77 11.3%

Less than $25,000 20.8%
$25,000-$49,999 11.49%
$50,000 or more 7.7%

At least one child in home IS 9.9%
No children in home 77777777777 14.1%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaleation Offi
NOTES: Persistent sadness is defined as feeling sad, blue, or depressed for more than 15 days within the past 30 dhysatBars w

indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly difienpated to reference group

within specific category (p <0.05); Error bars show 95% confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder

are eithermulti-race or some other race.
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Figure 44. Percent Adults Reporting Persistent Anxiety, by Boston and Neighborhood, 2015, 2017, and
2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Feitlorcg@usystem, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Persisteanxiety is defined as feeling worried, tense, or anxious for more than 15 days within the past 3Bataysijth pattern
indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different campeferénce group
within specific category (p <0.05); Error bars show 95% confidence interval

Figure 45. Percent Adults Reporting Persistent Anxiety, by Boston and Selected Indicators, 2015, 2017,

and 2019 Combined

Boston NS 22.8%

Asian 17.1%

Black IS 20.6%*

Latino NS 245%

Other I 29.3%
White i — 23.9%

Less than $25,000 28.5%6*
$25,000-$49,999 21.0%
$50,000 or more 20.1%

At least one child in home IS 20.7%
No children in home /I 23.T%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Persisteaxiety is defined as feeling worried, tense, or anxious for more than 15 days within the past 30 days; Bars with pattern
indicate reference group for its spific category; Asterisk (*) denotes where estimate was significantly different compared to reference group
within specific category (p <0.05); Error bars show 95% confidence interval

For race/ethnicity, of the 201 respondents classified as Other;Higuanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 46. Percent Boston Public High School Students Reporting Having Had a Suicidal Plan, by Boston
and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 11.5%

Asian 10.9%

Black 11.0%

Latino 12.4%

Other 14.5%"
White 8.8%
LGBTQ 23.2%"

Heterosexual/non-transgender 8.6%

DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 220392017, an
combined

DATA ANALYSIS: Boston Public Health Commission, Resedtvialaation Office
NOTE: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate wasthigfiff@nt

compared to reference group within specific category (p <0.05); Error bars show 95% confidenas int

Figure 47. Percent Boston Public High School Students Reporting Attempting Suicide, by Boston and
Selected Indicators, 2015, 2017, and 2019 Combined

Boston 8.3%
Asian 6.5%
Black 7.5%
Latino 9.9%*
Other 17.3%*
White 4.0%
LGBTQ 19.6%"*
Heterosexual/non-transgender 5.3%

DATA SOURCE: Centers for Disease Control and Prevention andmidito8chools, Youth Risk Behavior Survey, 2015, 2017, and 2019

combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotessthmeate was significantly different

compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval
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Figure 48. Suicide Rate, by Boston and Race/Ethnicity, Age-Adjusted Rate per 100,000 Residents,
2020-2021 Combined

Boston 4.5
Asian 5.2t
Black 3.91
Latino 2.67
White 5.8

DATASOURCHBassachusett®epartmentof PublicHealth, Bostonesidentdeaths, 20262021 combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESPlease be advised that 202022 data are eliminary and subject to change. Raw preliminary data may be incomplete or inaccurate,
have not been fully verified, and revisions are likely to occur following the production of these datda$bachusett®epartment of Public
Health strongly cautiongsers regarding the accuracy of statistical analyses based on preliminary data and particularly with regard to small
numbers of eventsDagge(t) denotes whereates are based on 20 or fewer deaths and may be unstaldesignificant differences between

estimatescompared tothe reference groupvere observed (p>0.05)

Figure 49. Percent Adults Reporting Receiving Treatment for Depression in the Past Year, by Boston
and Selected Indicators, 2015, 2017, and 2019 Combined

Boston 18.6%

Asian 7.49%
Black 14.99%

Latino 20.3%
Other 17.5%
White 21.7%
At least one child in home 15.59%
No children in home 20.1%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andi2019 Combine

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference grimujits specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval
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Figure 50. Percent Adults Reporting They Did Not Seek Mental Health Care Due to Cost in Past Year, by
Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston IS 8.9%

Asian = 4.0%

Black == 8.6%

Latino == 9.3%

Other IlE— 14.4%
White 7777777 — 9.3%

18-24 years old N — 10.3%"
25-44 years old G 11.29%*
45-64 years old IS 7.196*

65+ yearsold %%  3.9%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 9@dméitea01

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentage of adults reportitigere was a time in the past 12 months when they would have seen a therapist, psychologist,
or psychiatrist but did ot because of cosBars with pattern indicate reference group for its specific category; Asterisk (*) denotes where
estimate was significantly different compared to reference group within specific category (p <0.05); Error bars show iglg¥ceanterva

For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.

Figure 51. Percent Adults Reporting Delaying Mental Health Care Due to COVID-19 Concerns During
the COVID-19 Pandemic, by Boston and Selected Indicators, December 2020-January 2021

Boston HEE  9.9%

Asian [ 7.7%

Black === 11.9%
Latino INE——— 16.7%
Other &  1.7%

White #ZZzz: —7.4%

18-34 years old I— 11.9%
35-64 years old GG 8.5%

65+ years old %% 8.1%
Less than $25,000 13.7%
$25,000-$50,000 6.5%
More than $50,000 8.1%

At least one child in home e 12.1%
No children in home Z&#5%  9.2%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factorc8uysiitm, COVUID Health Equitpurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
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NOTES: Data show percentage of adults reporting to have avoided seeing a therapist or healthcarienqabfessnental health services due
to concerns about COVAD® since March 1, 2020; Percentage does not include adults reporting their appointments were canceled fdfchem;
significant differencesompared to reference growgwithin specific categaeswere observed (p>0.05Error bars show 95% confidence

interval

Figure 52. Percent Adults Reporting Still Delaying Mental Health Care due to COVID-19 Concerns, by
Boston and Selected Indicators, December 2020-January 2021

Boston 7.8%
Asian 7.5%
Black 8.3%

Latino 8.1%
Other 5.7%
White 6.9%

18-34 years old [l 9.6%

35-64 years old e 6.7%

65+ years old %7 5.7%
Less than $25,000 9.5%
$25,000-$50,000 8.6%
More than $50,000 5.9%

At least one child in home [l 9.6%
No children in home %777 7.0%

DATA SURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Syst@thHeE&WI B quitpurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Still delaying mental health care is defined as currently postponing or cancelling mental health services; Baesnwiitdipate
reference group for its specific categoN® significant differencesompared to reference grogwithin specificcategoieswere observed

(p>0.05) Error bars show 95% confidence interval
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Figure 53. Opioid Overdose-Related Hospital Patient Encounter Rate, by Boston and Neighborhood,
Age-Adjusted Rate per 10,000 Residents, 2020
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DATASOURE:Massachusetts Center for Health Information and Analysiste Hospital Caddix Database<2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESAsterisk (*) denotes where neighborhood estimate wagificantly different compared to the rest of Boston (p < Q.B¥ase note,
opioid overdose hospital patient encounter levels are substantially impacted by patients identifying as homeless withiaksid@odes
reflectingcorresponding homeless shelter zip cod@&$e people experiencing homelessness impact on neighborhood overdose rates varies
considerably with specific neighborhoods (e.g., South End) experiencing substantially higher rates as a result

Figure 54. Opioid Overdose-Related Hospital Patient Encounter Rate, by Boston and Race/Ethnicity,
Age-Adjusted Rate per 10,000 Residents, 2020

Boston 15.0
Asian = NA
Black 20.4*
Latino 15.2
White 16.7

DATASOURCHassachusetts Center for Health Information and Analysiste Hospital Caddix Databasg, 2020

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESBars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was signifiterety d
compared to reference groupithin specific category (p <0.03A denotes where data are not presented due to insufficient sample size
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Figure 55. Unintentional Opioid Overdose Mortality Rate, by Boston and Neighborhood, Age-Adjusted
Rate per 100,000 Residents, 2020-2021 Combined
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DATASOURCHmMassachusett®epartmentof PublicHealth, Bostorresidentdeaths, 2022021 combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESPlease be advised that 202022 data are preliminary and subject to change. Raw preliminary data may be incomplete or inaccurate,
have not been fully verified, and revisions are likely to occur following the production of these datda$bachusett®epartment of Public
Health strondy cautions users regarding the accuracy of statistical analyses based on preliminary data and particularly with regdird to sm
numbers of eventsDagge(t) denotes whereates are based on 20 or fewer deaths and may be unstalsierisk (*) denotes whe

neighborhood estimate was significantly different compared to the rest of Boston (p < PI8&%e note, opioid overdose hospital patient
encounter levels are substantially impacted by patients identifying as homeless with residential zip codésgefteotsponding homeless
shelter zip codesThe people experiencing homelessness impact on neighborhood overdose rates varies considerably with specific
neighborhoods (e.g., South End) experiencing substantially higher rates as a result
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Figure 56. Unintentional Opioid Overdose Mortality Rate, by Boston and Race/Ethnicity, Age-Adjusted
Rate per 100,000 Residents, 2020-2021 Combined

Boston 32.7
Asian 4.5*
Black 50.7*
Latino 43.3*
White 31.0

DATASOURCHBassachusett®epartmentof PublicHealth, Bostonresidentdeaths, 20262021 combined

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESPlease be advised that 202022 data are preliminary and subject to change. Raw preliminary data may be incomplete or inaccurate,
have not been fully verifiedind revisions are likely to occur following the production of these dataMassachusett®epartment of Public
Health strongly cautions users regarding the accuracy of statistical analyses based on preliminary data and particutzghrevtthsmall

numbers of eventsBars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly
different compared to reference group within specific category (p <0.05)

Figure 57. Unique Substance Use Treatment Admission Rate, by Boston and Neighborhood, Age-
Adjusted Rate per 10,000 Residents, 2020-2021 Combined

396.1
*
180.4
051 40.1 60.4 90-5 70.1 705 45 8[36.7[47.9| 883 [;] * 768 35
83.0 % % * * * * . N N * ) % *.
__—---—_—-_.-
Q N N Q& N = Q N\ & Q 4 Q> A
S & &P o RO AN AR ,b’b.bq} PRSI
F G & & D P @ e &N S
A\ & V&N RS
A Ay & &
D AEIAN
a}@ (;@/
X ¥
k(; «(/
SRV

DATA SOURCE: Massachusetts Department of Public Hieakthu of Substance Abuse Servi@@202021 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESAsterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)
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Figure 58. Unique Substance Use Treatment Admission Rate, by Boston and Race/Ethnicity, Age-
Adjusted Rate per 10,000 Residents, 2020-2021 Combined

Boston | 53 0

Asian  NA

s pr
Latino I ¢ 3
White Y, 1015

DATA SOURCE: Massachusetts Department of Public Hiathu of Substance Abuse Sersj@920-2021 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESAsterisk (*) denotes where estimate was significantly different compared to reference group within specific category)(iN#0.05

denoteswhere data are not presented due to insufficient sample size

Access to Services

Figure 59. Percent Adults Reporting Receiving Poor Service At Least a Few Times a Month Due to
Race/Ethnicity, by Boston and Selected Indicators, 2015, 2017, and 2019 Combined

Boston IS 13.2%

Asian = 14.1%*

Back IS 224%
Latino = 20.09%"
Other e 21.19%"
White 244/ 5.8%

18-24 years old [N 20.0%*
25-44 years old IS 13.5%"
45-64 yearsold S~ 11.2%

65+ years old %7277  7.2%

Female IIIEIEGEG@GgGG 12.3%
Male %775 13.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show peragtage of adults reporting receiving poorer service than other people at restaurants or storestin-day life due to
race/ethnicity a few times a month, at least once a week, or almost everyBiag with pattern indicate reference group for its specif

category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specifio/qate@dd5); Error

bars show 95% confidence interval
For race/ethnicity, of the 201 respondents classified as Other;Hispant, 23% identified as American Indian/Alaskan Native. The remainder

are either multirace or some other race.
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Figure 60. Percent Adults Reporting Having Health Insurance, by Boston and Neighborhood, 2015,
2017, and 2019 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, andd2019 Combine
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentages of adults who reported that they have some kind of health care coverage, including health insegpaide, pr
plans such as HMOs, or government plans such as Megdissterisk (*) denotes where neighborhood estimate was significaliffigrent
compared to the rest of Boston (p < 0.05); Error bars show 95% confidence interval

Figure 61. Percent Adults Reporting Having Health Insurance, by Boston and Race/Ethnicity, 2015,
2017, and 2019 Combined

soston | 55 5%

psion [ o 1
siock [ o 3
Laino. | 5o+

oner I o
whie Y, 9%

DATA SOURCHEsBN Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2015, 2017, and 2019 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTESData show percentages of adults who reported that thaydrsome kind of health care coverage, including health insurance, prepaid
plans such as HMOs, or government plans such as MegRare with pattern indicate reference group for its specific category; Asterisk (*)
denotes where estimate was significandifferent compared to reference group within specific category (p <0.05); Error bars show 95%
confidence interval

For race/ethnicity, of the 201 respondents classified as Other;Hispanic, 23% identified as American Indian/Alaskan Native. The remainder
are either multirace or some other race.
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Figure 62. Percent Adults Reporting Getting Time Off from Work as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston S 22.2%

Asian ES—— 33.3%
Black s 15.5%
Latino [N 34.1%

Other NA

White 77777 20.1%

18-34 years old [ 30.7%
35-64 years old [IINIGIGGES 21.09%

65+ yearsold 7 1.8%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Syst@me@i@\VHEquitBurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with petn indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence Mfedexiotes where data are not

presented due to insufficient sample size

Figure 63. Percent Adults Reporting Doctor Not Offering Test as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston S 21.5%

Asian 10.5%

Black s 16.1%
Latino il 23.1%

Other

White 777777 23.0%

37.2%

18-34 years old [ 18.6%
35-64 years old [IININGEGEs 21.7%
65+vyearsold i 30.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydt@de@@MEquitpurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicate reference group for its specific caté¢gmsjgnificant differencesompared to reference growgwithin
specific categoeswere observed (p>0.05Error bars show 95% confidence interval
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Figure 64. Percent Adults Reporting Arranging Childcare as Barrier to COVID-19 Testing, by Boston and
Selected Indicators, December 2020-January 2021

Boston 12.1%
Asian 6.4%
Black 5.8%
Latino 26.8%
Other 35.0%
White 7.8%

18-34 years old [ 11.2%

35-64 years old s 16.6%
65+ yearsold% + 2.1%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Systeiie@D¥ZHpitySurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate westlgigiffiecent

compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Figure 65. Percent Adults Reporting Not Having a Personal Doctor as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston 12.0%
Asian 14.5%
Black 11.9%
Latino 18.2%
Other 35.1%
White 9.4%

18-34 years old [ 11.3%
35-64 years old [ 13.0%
65+ years old 7/, 11.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sysi@ide@i@\VHEquiturvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health CommissieardReand Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific catégmsjgnificant differencesompared to reference grogwithin

specific categaeswere observed (p>0.05Error bars show 95% confideniogerval
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Figure 66. Percent Adults Reporting Having a Referral or Symptoms which Qualify For Testing as
Barrier to COVID-19 Testing, by Boston and Selected Indicators, December 2020-January 2021

Boston [NINNNNNNES  43.9%

Asian NSNS 48.9%
Black NNESSSS 33.9%
Latino - NS 36.3%

Other

White 77— 49.6%

35.1%

18-34 years old | 57.3%
35-64 years old GGG 37.3%
65+yearsold Z777z;;/7; 23.4%

DATA SOURCE: Boston Public H&zdimmission, Boston Behavioral Risk Factor Surveillance System;1@Mé#lth Equitpurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicate reference groupt$ospecific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Figure 67. Percent Adults Reporting Getting to Test Location/Transportation as Barrier to COVID-19
Testing, by Boston and Selected Indicators, December 2020-January 2021

Boston [NNNESS  27.5%

Asian SN 37.7%
Black NSNS 33.3%
Latino ESENNS 36.9%

Other 22.7%

White 7777/ 23.0%

18-34 years old | 40.5%
35-64 years old [N 14.3%"
65+yearsold 777777777777 28.8%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@He@@\MEquitpurvey December

2020- January 2021

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars wiffattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different
compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval
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Figure 68. Percent Adults Reporting Cost of Test as Barrier to COVID-19 Testing, by Boston and
Selected Indicators, December 2020-January 2021

Boston IS 19.8%

Asian lEE— 31.0%
Black s 18.1%
Latino [ 13.9%

Other s 16.2%

White 77777777 22.2%
18-34 years old [N 27.0%

35-64 yearsold e 12.6%
65+ years old %777/ 19.8%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Syst@ie@i@EHitySurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific category; No significant differences compared to geteneswithin

specific categories were observed (p>0.05); Error bars show 95% confidence interval

Figure 69. Percent Adults Reporting Finding a Clinic Offering a Test as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston [NNNES - 43.2%

Asian NS 38.3%
Black NS 38.5%
Latino G 23.9%

Other | 0.8%

White. I, 54.6%

18-34 years old NG G 44.1%
35-64 years old [ NNEGEGEENNE 41.7%
65+vyearsold 77777777777z 45.1%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydt@de@@MEquitpurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with petn indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly different

compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval
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Figure 70. Percent Adults Reporting Long Wait Time for Test Results as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston [NNNNES  37.9%

Asian NS 47.0%
Black [ 28.6%
Latino NS 40.0%

Other I 19.2%

White /777 39.9%

18-34 years old NG 41.1%
35-64 years old [ IIIIGIINNGS  36.4%
65+ years old /777777777 32.0%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillar€®@\Etemiealth Equiturvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific catégmsjgnificant differencesompared to eference groupwithin

specific categaeswere observed (p>0.05Error bars show 95% confidence interval

Figure 71. Percent Adults Reporting Time it Takes to Get Tested as Barrier to COVID-19 Testing, by
Boston and Selected Indicators, December 2020-January 2021

Boston [NNNNNES - 42.0%

Asian NSNS 51.4%
Black [N 42.3%
Latino NS 46.1%

Other & 3.50%

White %% 39.5%

18-34 years old [ G 55.19%
35-64 years old [ IIIGGIINGS  35.2%
65+ yearsold /77 23.4%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydt@de@@MEquitpurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

111



NOTES: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate wastlgiglififezent
compared toreference group within specific category (p <0.05); Error bars show 95% confidence interval

Figure72. Percent Adults Reporting Other Factors as Batni€@OVIBEL9 Testing, by Boston and
Selected Indicatorfecember 202danuan2021

Boston S 24.1%

Asian s 20.0%
Black i 20.7%
Latino [l 23.3%

Other NA

White 77777 25 7%

18-34 years old [l 17.7%
35-64 years old [ NGNS 31.0%
65+ years old 77777777 22.5%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance Sydi@He@@\MEquitpurvey December

2020- January 2021
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTESNA denotes where data are not presented due to insufficient sample 8aes with pattern indicate reference group for its specific

category;No significant differencesompared to reference growgwithin specific categaeswere observed (p>0.05Errorbars show 95%
confidence interval
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