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EXECUTIVE SUMMARY

Background

The Boston CHNA-CHIP Collaborative is a new initiative created by a number of stakeholders 1
community organizations, health centers, = community development corporations,  hospitals , and
the Boston Public Health Commission . It aims to undertake the first large -scale collaborative
city -wide Community Health Needs Assessment (CHNA) and Community Health Improvement
Planning (CHIP) process.

The goals of the CHNA are to:

< Systematically identify the health -related needs, strengths, and resources of a community to
inform future planning

< Understand the current health status of Boston overall and its sub -populations within their
social context , and

< Meet regulatory requirements for a number of institutions, organizations, and agencies
(e.g., IRS requirements for non -profit hospitals, PHAB for health departments).

To support this effort, t he Collaborative hired Health Resources in Action (HRiA), ano  n-profit
public health organization, as a consultant partner to provide strategic guidance and facilitation
of the process, collect and analyze data, and develop the report deliverables.

Approach and Methods

This CHNA focuses on the social
determinants of health using a health
equity lens. The influences of race, iCs cultural angd envip,
ethnicity, income, and geography on
health patterns are often intertwined.

In the United States, social, economic,
and political processes ascribe so cial
status based on race and ethnicity,
which may influence opportunities for
educational and occupational
advancement and housing options, two

Social Determinants of Health Framework

Living and working

/ conditions \.

Unemployment

Work

environment Water and

sanitation

Education
Health

care
services

Agriculture ;
and food factors
production

factors that profoundly affect health. Housing
Institutional racism, economic World Health  Organization, Commission on the Social Determinants of

H H H E e Health, Towards a Conceptual Framework for Analysis and Action on the
lnequa“ty’ dlscrlmlnatory pOllCIGS, Social Determinants of Hepalth, 2005. Y

and historical oppression of specific
groups are many of the root factors
that drive the health inequities we see in the U.S. today.
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The CHNA used a participatory, collaborative approach that engaged the community through
different avenues. Over 100 Collabora tive members representing health care , public health,
education, community development, social service, and community  -based organizations
provided input throughout the CHNA process  and played an integral role in data collection
efforts. Data collection eff orts were focused on engaging hard -to-reach populations who are not
typically engaged in these processes or represented in the secondary data.

Existing data were drawn from national, state, and city sources, such as the U.S. Census,
Massachusetts Departmen t of Public Health, and Boston Public Health Commission, including
datasets such as the Boston Behavioral Risk Factor Surveillance System (BBRFSS). For new data
collection, over 91 organizations and 2,500 individuals were engaged in a CHNA community
survey (N=2,404) administered online and in  -person in seven languages, 13 focus groups with
community residents (N=104), and 45 interviews with organlzatlonal and community leaders to

v = A s W -
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Like all data gathering efforts, there are limitations to the CHNA data. Secondary data have a
time lag, and various sources may use different definitions for similar topics. Data may be
aggregated across time, geographies, or population groups to provid e large enough sample
sizes. More granular analysis for specific neighborhoods or ethnic groups within larger
racial/ethnic categories is not possible. Primary data such as the survey and focus groups use a
convenience sample which may not be representativ e of the larger population.

Population Characteristics

Who lives in Boston?

Boston is a young, diverse city that continues to experience population and economic
growth that varies by neighborhood and race/ethnicity. Despite an economic upturn in
recent years, residents experience disparities in employment and financial security™
particularly residents of color and those with lower levels of education * resulting in
greater economic inequality.

Racial, Ethnic, Cultural, and Language Diversity

Understanding the racial, ethnic, cultural and language profiles of Boston helps to provide

context for health status and the structural, discriminatory, and social factors that contribute to
health inequities. Boston is a diverse city with 23% of residents identifying as Black, nearly
20% identifying as Latino, and nearly 10% identifying as Asian. Boston also has a large
immigrant community. One -third of Boston residents speak a language other than English at
home, the most prevalent language being Spanish. Diversity among younger residents is greater
than among older residents, and population composition by neighborhood varies substantially.
Black residents comprise a larger portion of the population in Mattapan , Dorchester, Roxbury,
and Hyde Park; Latino resident s comprise over half the population in East Boston and
experienced the largest population growth of all racial and ethnic groups; the South End,
Fenway, and Allston/Brighton have the highest proportion o f Asian residents.
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Education

Education affects health in multiple ways  because it increases economic and social resources .
Education was seen by Boston CHNA survey respondents as a key component of a healthy
community (45% of survey respondents reporte d access to good education as an important
factor that defines a healthy community) . While statistics point to a well -educated community
(48% of Boston adults have a college degree or more), there are substantial differences across
racial and ethnic groups , whereas a high er proportion o f White and Asian adult s have college
degrees or more (70% and 57%, respectively), while one in five Black and Latino adult s do. It
was noted that current school -age children have multiple needs that affect their educational
achievement. Echoing comments shared in focus groups and interviews, data from Boston

Public Schools show that over three -quarters of students are deemed high needs (76%) , defined
as either being low income, economically disadvantaged, beinga  current or former English
Language Learner, or having a disability.

- IvVUAG WAGUE &A1 U 1 UUA ¢CiAg OCWA &CE ucCl
heart of all of it: people have no time because they are working four jobs to get the same
salarythe] hEUO ¢gC ¢cUg &ECYy CAU °“o6Ci,: Me JC
euceulU A1 U gC NCE=+ ‘. BambEnag Oteryidwed UA C

Employment and Workforce

Employment can confer income, benefits, and economic stability ¢ factors that promote health.

Boston, like much of the rest of the nation, has experienced an economic upturn in recent years.

Yy sasws’ "pAapy A AyouyapCiuoya adeaudoflLebdr/Statistics y© 00 p ¢
however, when examining unemployment data over the past several years, which can be

analyzed by neighborhood and other subgroups , data show that , compared to Boston overall,
unemployment rates have been significantly higher in Rox  bury, Dorchester, Fenway, and

Mattapan , primarily communities of color that experience disproportionate economic

challenges. " pAapy A (0d8ao6Aa 6uy 0¢aeamnm ddudatiodseaoys; tiesed + 060 0 & =+
sectors have experienced substantial employment gain s over the past 15 years, while

manufacturing and utilities have experienced substantial decreases. Focus group participants

discussed the challenges of securing a job including the importance and barrier of meeting

education requirements/credentials fora  new job, job application processes moving online,

limited technology skills, and having a criminal record.

Income and Financial Security

Income is a powerful social determinant of health that influences where people live and their
ability to access resour ces which affect s health and well -being. Across all indicators of income
and financial security, there are substantial differences across Boston neighborhoods and racial

and ethnic groups. The median household income in Boston is $62,021  but ranges from $27,964
in Dorchester to $170,152in South Boston. In four communities 1 Dorchester, Fenway, Roxbury
and the South End 1 approximately 25% -37% of residents live below the federal poverty level .
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Percent Boston CHNA Survey Respondents Reporting Having Troubleith Finances, by Type of Finances, 2019

saving money (N=1,810) [ GGG c6.5%
Paying credit card bills (N=1,722) | HIEG:;G 22.2%
Buying groceries (N=1,832) [ 22.9%
Paying your monthly utilities (N=1,762) | NG 21.7%
Paying your rent/mortgage (N=1,755) [l 10.5%
Paying medical bills (N=1,749) Il 10.3%
Paying for transportation (N=1,836) [l 16.7%
Paying for medication (N=1,773) |l 14.6%
Paying for child care (N=1,542) i} 10.8%

DATA SOURCE: Boston CHNA Community Survey, 2019
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Median household income is highest for ~White residents ($98,317) and lowest for Latino
residents ($36,998); median value of total assets and net wealth for White residents far

exceeds that for any other racial/ethnic group. Poverty and economic instability were key

themes in focus groups and interviews, with parti cipants sharing the challenges of meeting

basic needs and the negative effects this has on personal health.  As shown in the graph on the
right, CHNA survey results indicate that a substantial number of respondents face challenges

saving money, paying their mortgages, utility, credit card and medical bills, buying groceries

and paying for childcare . These challenges are experienced by a higher proportion of non  -White
respondents and those without a college degree

Food Insecurity

Food insecurity is directly  linked to financial insecurity. Being able to afford food for their
family was a concern shared by many CHNA participants . According to the BBRFSS, t he
proportion of Boston adults experiencing food insecurity has declined from 2010 to 2017 (25%
compared to 17%); however, food insecurity experiences varied across sub -groups, with Latino
(39%) , Black (35%) , and foreign -born (26-27%) residents being more likely to experience food
insecurity .

- IMry WNCE=+i Ag geéEUU o6CIl E Ankddevev need tb feddAnk kidi J
AAO ¢ é-AlgocUs group pdrticipant
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Social and Physical Environment

What is thecommunity context for Boston residents?

Boston has several strengths it can leverage to address community health, including
proximity to and abundance of health care services, diversity and multiculturism, a

strong network of collaborative social service organlzatlons and engaged and

T CAAUT gUO EUEi OUAgE: KCWUI UE" +CEgCA+E U
economic burden on residents; housing development and the resulting gentrification is
changing the social and physical environment* including access to green space and
community cohesion™ which is disparately affecting seniors, non- English speakers, and
residents of certain neighborhoods.

Housing

Where people live is integral to their daily lives, health, and well -being. The high and rising
cost of housing in Boston was a main theme that emerged in ~ focus group and interview
discussions ; these p erceptions are mirrored inthe  statistics: from 2011 to 2016 , median single -
family house prices increased by 48% in Boston overall , according to the U.S. Census American
Community Survey .

Percent Housing Units Where 30% or More of Income Spent on Monthly Housing Costs by Housing Tenbse
Boston and Race/Ethnicity, 2017

® Owner with Mortgage H Renter
58.6%
58.1% 48.2% * 56.3% 41.4%

50.6% 37.2%

41.2% 25 4% =
B 8§ I I I I I I

Boston Asian Black Latino White

DATA SOURCE: U.S. Census, American Community Survey 1 -Year Estimates, 2017
NOTE: Asterisk (*) denotes race/ethnicity estimate was significantly different compared to the Boston estimate (p < 0.05)

Focus group and interview participants reported thath ~ ousing costs comprise a large and ever -
increasing portion of household budgets , leaving few resources for other needs such as  health
care, medicine, or nutritious food.  The majority of housing units across Boston are r enter -
occupied (65%), and renter household s spend an average of $1,445 per month on housing. More
than half of those in renter -occupied units are housing cost -burdened, meaning they spend
more than 30% of their income on housing. A significantly higher pro portion of households in
East Boston (59%) , Fenway (59%) , Roslindale (62%), and South Boston (60%) are cost-
burdened than those in other neighborhoods; additionally, as shown in the graph, Black home
owner (48%) and renter household s (59%) are significantl y more likely to spend 30% or more
of their income on housing, compared to Boston  owner (32%) and renter households (51%)
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overall . Additional pressures include gentrification, long wait lists for housing assistance,
overcrowding, poor housing quality,  and for some, housing discrimination.

In 2018, there were an estimated 6,188 residents counted as experiencing homelessness in
Boston, according to the U.S. Department of Housing and Urban Development, Continuums of
Care Report. Nearly one-third of homeless h ouseholds included at least one child. Key
informants in the field noted that those with mental iliness or substance use, LGBTQ youth and
seniors, immigrants, those with criminal records, single mothers, and residents who have
experienced trauma as being especially vulnerable to becoming homeless

Transportation

Transportation connects people with and between where they live, learn, play, and work.

Though many focus group participants perceived improvements in transportation in recent

years, others expressed concerns about cost, timeliness, and accessibility of public

transportation , especially for the elderly, those with limited English proficiency, and residents

of neighborhoods with limited access to transportation.  According to the American Community
Survey, slightly over one-third of Boston residents use a personal vehicle to get to work  (39%) ,
and another one-third use public transportation (34%). On average, Bostonians spend abou t
11% of household income on transportation -related expenses , according to the Bureau of Labor
Statistics. Focus group participants cited ¢ hallenges with public transit and transportation
programs ¢ including reliability, navigating the system, overcrowdin g, and the need to schedule
in advance ¢ making it difficult to keep appointments

their language. They may not understand announcements about delays @mergencies,

- I _CEg ° EUEi OUAgE, EUuJ CA ehluail gEAAEecC
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Green Space and the Built Environment

Slightly over 8% of land in Boston is comprised of parks, playgrounds, and athletic fields and
about 7% is parkways, res ervations, and beaches. While Boston is considered a very walkable
city by national standards , focus group members and interviewees shared that the built
environment varies across neighborhoods. Those from Allston/Brighton, Chinatown, and
Dorchester percei ved insufficient green space across their neighborhoods, which they

attributed to the growth in new housing developments.

Social Environment

Focus group and interview participants identified examples of strong social networks in Boston,
citing cohesion ac ross different immigrant groups and among others who share similar racial,
cultural, linguistic and religious backgrounds. Two -thirds of CHNA community survey
respondents believed that people in their neighborhoods help each other and three -quarters
perceived that they and their neighbors want the same thing for their neighborhoods. Survey
respondents also indicated strong civic engagement, as evidenced by high levels of self -reported
involvement in community organizations and voting. At the same time, focu s group participants
also mentioned a decline in community social ties, brought on by lack of time and generational
differences ;g6 y 8 a0 0daopy +0A OGou6CoAd 0+0y60606 a+bo
Roxbury, East Boston , and Dorchester. CHNA ¢ ommunity survey results and conversations in
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focus groups indicate that subtle and overt discrimination is an issue in Boston, particularly for
immigrants and non -English speakers, LGBTQ residents, and older residents and youth,
substance users, and the ho meless.

My | 0cAEOUDEE Co gel TeAAciAc =ATU C= gel
Il CyyhAigd éUEU: sUCéuU ucCC+i Ag Chg e&eCE
variety of services is incredible. We hope to keep that richness within the comm A i ¢ J

« Focus group participant

Community Assets

Understanding the resources and services available in a community 1 as well as their
distribution 1 helps to elucidate the assets that can be drawn upon to address community health,
as well as any gaps that might exist. Boston has numerous strengths according to focus group
participants, interviewees, and CHNA community survey respondents. Neighborhoods were
60A0aAPRA060 OAUBEAYOCOoAPOAANAAdYAaABd0 OAGAAAS0 O0w0agbaAc
Sixty -eight percent of community survey respondents identified racial and cultural diversity as

a top strength of their community. Activism and resiliency are other notable characteristics of
Bostonians. Proximity and abundance of health care was also a k ey strength. Across the city,
there are 22 hospitals and 33 health center access sites . Community survey respondents
identified proximity to medical services as the top strength of their communities, with 69% of
respondents identifying this a top strength. Other assets include services and supports for
students at Boston Public Schools, and positive strides in the city for LGBTQ residents,

including within the school system through Gay Straight Alliances. Finally, the social services
network in Boston was p erceived to be large, strong, and collaborative, although some
suggested more could be done to enhance cooperation across institutions and reduce
duplication.

Community Health Issues

What is the health status of Boston residents?

Health-related concerns that were identified as most pressing among CHNA
participants were housing, substance use and mental health community violence, the
environment (including air quality and effects of climate change), and chronic conditions
and their related risk factors such as obesity. The disparities seen in these issues mirror
the historical patterns of structural, economic, and racial inequities experienced for
generations across the city and the U.S.
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Community Perceptions of Health

viii

Percent Boston CHNA SurveyRespondents Reporting Top Most Important Concerns in Their Community or
Neighborhood That Affect Their Community's Health (N=2,053), 2019

Housing quality or affordability
Alcohol/drug abuse

Mental health

Community violence
Environment

Obesity

Homelessness

Smoking

Poverty

Diabetes

Employment/job opportunities

Elder/aging health issues

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: The figure above only presents the concerns that over 20% of
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survey respondents selected

Understanding a 6 A g 6 pescéptions of health is a critical step in the CHNA process, providing

insights into

addressing health conditions. As seen in the graph on the right, t

lived experiences, including key health concerns and facilitators and barriers to

he top community health

concerns among Boston CHNA survey respondents were housing quality or affordability (51%)
and alcohol /drug abuse (49%), followed by mental health (42%) and community violence
(31%) ; these were also top concerns by neighborhood, race/ethnicity, age group, gender, and
sexual orientation, with the addition of chronic diseases and related behaviors as well as the

environment.

However, there were some notable differences in responses by race/ethnicity and a

ge. Asian

respondents were more likely to identify smoking (37%) and elder/aging health issues (32%),
Black respondents were more likely to identify diabetes (35%), Latino respondents were more

likely to identify obesity (37%), and White respondents were m

ore likely to identify the

environmental health issues (e.g., air quality, traffic, climate change) (39%) as one of their top

five community health concerns

Overall Morbidity and Mortality

Cancer (all types combined) and heart disease are the leading cau

ses of death in Boston. For

cancer, Black (175.3 deaths per 100,000 residents) and White residents (173.1 deaths per
100,000 residents) experience higher rates of death compared to Latino (109.4 deaths per

100,000 residents) and Asian residents (127.0 deat

hs per 100,000 residents). Similar

racial/ethnic patterns are seen with heart disease mortality. Accidents are the third leading

cause of death among all racial/ethnic groups

- except for Asian residents, where the third

leading cause of death was cerebrov ascular disease (i.e., stroke). In 2016, u nintentional opioid

overdoses accounted for 69% of all

accidental deaths . Since 2011, the death rate due to

accidents has nearly doubled from 28.9 deaths to 54.6 deaths per 100,000 residents in 2016.
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Cancer, accidents, and heart disease are also the leading causes of premature mortality (death
before age 65); notably, accidents have surpassed heart disease as the second leading cause of
premature death.

Leading Causes of Mortality in Boston, by Race/Ethnicity, Agé\djusted Rate per 100,000 Residents, 2012016

Combined
Population
Rank as
Cause of Asian Black Latino White
Mortality
Cancer Cancer Cancer Cancer
(127.0) (175.3) (109.4) (173.1)
2 Heart Disease Heart Disease Heart Disease Heart Disease
(64.6) (133.9) (87.8) (149.3)
3 CereDkg(;\;izcsular Accidents Accidents Accidents
(21.5) (38.3) (41.6) (56.5)
Cerebrovascular . Chronic Lower
. Diabetes . .
4 Diseases (25.1) Respiratory Diseases
(39.9) ' (32.7)
Hypertension/ Renal . Cerebrovascular Cerebrovascular
. Diabetes . .
5 Disease (38.6) Diseases Diseases
(16.1) ’ (20.2) (26.6)

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts Death Files, 2014 -2016 Combined
DATA ANALYSIS: Boston Public  Health Commission, Research and Evaluation Office

Obesity, Nutrition, and Physical Activity

Obesity is the second leading cause of preventable death in the United States and increases the
likelihood of chronic conditions among adults and children. Concerns related to obesity were
frequently discussed among focus group and interview participants . More than half of Boston
adults (57%) and one -third of Boston Public high school students (33%) reported being
overweight or obese; Black and Latino adults (68% for both groups) and high school students
(36% and 37%, respectively) were more likely to be overweight or obese than White adults

(51%) or students (23%). The prevalence of obesity and overweight also follows a
socioeconomic gradient ; residents who are rente rs, have lower levels of education, and lower
income were more likely to be obese or overweight compared to their counterparts

As shown below, a t the neighborhood level, the percent of adults in Mattapan , Hyde Park,
Dorchester , West Roxbury, East Boston, and Roslindale who were obese or overweight was
significantly higher than the prevalence of obesity for the rest of Boston.
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Percent Adults Reporting Obesity or Overweight, by Boston and Neighborhood, 2013, 2015, and 2017 Combined
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DATA SOURCE: Boston P ublic Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

Focus group and interview participants described healthy eating and physical activity as ways
to prevent obesity but cited challenges affording and accessing healthy food and recreational
opportunities in their community due to their income and limited community resources.

Chronic Disease

Although chronic diseases are among the most common and  costly health problems, they are

also among the most preventable through changes in behavior such as reduced use of tobacco

and alcohol and improved diet and physical activity. In 2013-2017, one-quarter (25%) of Boston
adults reported being diagnosed with  hypertension, one of the most significant risk factors for

heart disease and stroke. However, among focus group and interview participants, d  iabetes was
frequently mentioned as a community concern that impact s both adults and children , followed
by pediatri ¢ asthma. While there is a low prevalence of diabetes and asthma in Boston (9% and

11% respectively), there were significant differences across the population. Black and Latino
residents have a higher prevalence of diabetes and experience higher diabetes  -related
hospitalization and death rates than White residents.

Similar to diabetes, there were disparities in the distribution of asthma across the population
including by race/ethnicity, socioeconomic status, and neighborhood . Black and Latino adults
and children experience significantly higher asthma  -related emergency department visits
compared to White adults and children, as seen below in the graph of pediatric asthma

emergency department visits.  Participants shared that young children living in poverty are
disproportional ly affected by pediatric asthma as a result of poor environmental factors and/or
poor living conditions including exposure to air pollutants, rodents, mold, and tobacco smoke.
Also disproportionately affected by diabetes  and asthma are residents of Roxbury and
Dorchester, who experience diagnose s and hospitalization s at significantly higher rates than
residents in the rest of Boston .
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Pediatric Asthma Emergency Department Visit Rate, by Boston and Race/Ethnicity by Age, Adgpecific Rateper
10,000 Residents, 201&017 Combined

m Boston mAsian mBlack mLatino # White

510.2
343.5 * 348.9 342.9
e e 321-644.I - 2105 a9 1444
43 731 * 89.0 4l 828 965, " ", V5
— R - R .— EE -_6- R
0-2 years 3-5 years 6-12 years 13-17 years
DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined

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

NOTES: Sample sizes for Asianinthe 0 -2years, 6 -12years,and13 -ne CO6daA da6 O saAs dy6 adad6A A-pAd6 6 syadaya
with pattern indicate reference group within each age category; Asterisk (*) denotes where estimate was significantly di fferent compared

to reference group within each specific age category (p <0.05)

Mental Health

Mental and physical health are intricately connected , and mental illness is among one of the
leading causes of disability in the United States. = Mental health is sues were described as a
priority concern across almost all focus group and interviews, and often discussed in

connection with trauma. Stress, anxiety, and depression were the most frequently -cited
challenges among Boston residents, especially those who identify as LGBTQ, low-income
residents, seniors, children, immigrants, and communities of color.

Percent Boston Public High School Students Reporting Persistent Sadness, by Boston and Selected Indicators,
2013, 2015, and 2017 Combined

Boston I 30.1%
Asian I 24.1%
Black HaeE - 30.1%

Latino IENNENE  32.1%
White SSEEEEEEEEE 28.1%

Female IINNNE  36.8%
Male SSSSSSSSE 23.3%

LGBTQ = 48.4%*
Heterosexual/non-transgenderssasmmmmmsy 27.1%

DATA SOURCE: Center s for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, and 2017

combined

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

NOTE: Students were asked in the past 12 months if they felt sad or hopeless every day for 2 weeks or more; Bars with pattern indicate
reference group for its specific category; Asterisk (*) denotes where estimate was significantly different compared to refere nce group
within specific category (p <0.05); Error bars show 95% confidence interval

Surveillance and survey data indicate that anxiety and depression are somewhat common
across Boston residents, with  one in eight Boston adults reporting persistent sadness (12%) and
one in five reporting that they  felt persistent anxiety (21%).
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Furthermore, the proportion reporting persistent anxiety has increased over time ; a higher
proportion of females (24%) , lower income individuals (28%) , younger (24%) , LGBTQ (33%) ,
and unemployed residents (33%) reported persistent anxiety than their counterparts

Concern for mental health issues among children and youthw  as also a prominent theme in

focus groups and interviews and this is validated through quantitative data: as shown on the
right, about one -third of Boston pub lic high school students reported feeling persistent sadness
the rate is even significantly higher among female student s and students who identify as

LGBTQ. While statistics indicate that the proportion of people receiving treatment for

depression has gro wn, barriers such as stigma, cultural and  lingustic differences, and lack of
sufficient providers constrain access to services for many. Access to mental health services,
especially to providers that understand different cultures and languages, was cited a sa
challenge by several interviewee and focus group participants.

Substance Use

Substance use was considered a priority health issue in many focus group and interview
discussions. Participants mentioned a variety of substances including marijuana, prescription
drug use, and opioids as being among the most concerning. Co-occurring ment al health and
substance use issues were frequently discussed among key informants, as well as the
interrelationship between trauma, mental health, and substance use. Smoking among adults

and youth, as well as e -cigarette and marijuana use among youth, have  significantly decreased
in Boston; however, there are significant differences by population groups. Notably, LGBTQ

adults and youth are more likely to use tobacco (22% and 12%, respectively), e -cigarettes (18%
of LGBTQ youth), and marijuana (34% and 39%, respectively), compared to heterosexual/non -
transgender adults and youth.

Approximately one -quarter of Boston adult s reported engaging in binge drinking behavior,
although LGBTQ adults were significantly more likely than heterosexual/non -transgender
adults (24.0% ) and males (29.8%) were significantly more likely than females (19.8%) to

report this. For alcohol -related hospitalizations, White residents had the highest rates of

hospital patient encounters for alcohol poisonin g, while Black residents had the highest rates of
hospital patient encounters for alcohol dependence/abuse.

The rate of opioid overdose deaths in Boston has significantly increased since 2013 and was
highest among Latino residents (50.5 deaths per 100,000 residents), followed by White
residents (45.1 deaths per 100,000 residents) in 2016.
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Unintentional Opioid Overdose Mortality Rate, by Boston and Race/Ethnicity, Agé@djusted Rate per 100,000
Residents 12 Years and Over, 2012016

a=@u= B0OSION ==t= Black Latino =a= White
50.5
40.6 45.1
-_----—-l
31.4 e 35.4

2013 2014 2015 2016

DATA SOURCE: Massachusetts Department of Public Health, Boston resident deaths, 2013 -2016

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

.l 4%3° 38uy06 Apéd Bpa "0600 Oy6 ,0ad@yp O6pa Aswe By6 aswé 0ad O awnforyé asadoA Axp
Asian due to insufficient sample size; Dashed line indicates reference group for statistical testing done for 2016 data; Asteris k (*) denotes

where estimate was significantly different compared to reference group for 2016 data (p <0.05) ; Change over time was  statistically

significant for Boston (increase over time), Latino (increase over time), and White (increase over time)

The majority of focus group  participants and key informants who discussed substance use as a
concern identified opioids as a persistenti ssue in Boston . They noted that there were several
barriers to treatment and recovery services, including cost, availability of different options, and
limited cultural and language competencies of providers to treat immigrant communities.

Violence and Traama

Violence and trauma are important public health issues  affecting physical and mental health
and were frequent concerns reported by focus group and interview participants . Many focus
group participants expressed concern about personal safety in their co mmunities, noting that
they saw communities of color and children as being disproportionately affected
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Percent Boston CHNA Survey Respondents Reporting Considering Their Neighborhood Unsafe or Extremely
Unsafe, by All Respondents and Selected Indicators2019 (n=1,920)

All Respondents (N=1,920 ) N °5.0%

Asian (N=280) I 16.8%
Black (N=412) I 39.8%
Latino (N=432) N 36.6%
White (N=668) Il 10.9%

Other/Two or more (N=89) IIEINGNGEGEE 27.0%

Under 18 years (N=187) GGG 27.3%
18-24 years (N=129) I 26.4%
25-44 years (N=674) I 27.8%
45-64 years (N=445) N 22.7%

65+ years (N=196)ll 10.7%

Female (N=1,229) I 25.6%
Male (N=376) I 18.9%
Non-binary/transgender (N=26) Il 19.2%

HS graduate or less (N=452) 26.3%
Some college/certificate program (N=302) 39.1%
College graduate or more (N=831) 17.1%
Heterosexual/non-transgender (N=1,277) 24.4%
LGBTQ (N=228) 19.3%

Parent of child under 18 (N=500 I N 32.0%
Not parent of child under 18 (N=1,137 N 21.1%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: Chi -square analyses were conducted and there were statistically significant differences within the following groups (p <0.05):
race/ethnicity, age, gender identity,  educational attainment, and parent status

Similarly , one quarter of respondents to the CHNA community survey described their
neighborhoods as unsafe or extremely unsafe; Black and Latino respondents were more likely
than other respondents to describe their ~ communities this way (40% and 37%, respectively).
Intimate partner violence was also mentioned in focus groups and interviews, with women of
color and non -English speaking immigrants identified as particularly vulnerable populations.
Populations varied on their experience of violence overall. According to the BBRFSS,
respondents who identified as female, 35 -49 years of age, 50 -65 years of age, residents of the
Boston Housing Authority, renters or tenants receiving housing assistance, and LGBTQ -
identified r espondents were significantly more likely than their counterparts to report
experiencing violence in their lifetime.

Exposure of children and youth to unhealthy relationships and violence (adverse childhood
experiences) is also of concern: nearly one in  five Boston adults (19%) reported experiencing at
least one adverse childhood experience such as living with a caregiver with mental health
concerns or who was a problem drinker, having parents who were physical violent towards

each other, or living with a  caregiver who had been in prison. Focus group and interview
participants noted that trauma from community violence, poverty, and, more recently, fear of
deportation and family separation, are growing issues of concern.
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Maternal and Child Health

Quantita tive data indicate that the overall birth rate in Boston has significantly declined for

women 15-44 years old since 2011 to 41.6 births per 1,000 female residents in 2017. However,
current birth rates are significantly different by neighborhood compared to the rest of Boston;
female residents in Hyde Park, Charlestown, Roslindale, Mattapan, East Boston, Dorchester,

and West Roxbury had significantly higher birth rates. Rates of infants with | ow birthweight
and preterm births 1 both important risk factors for  infants 1 are less than 10% and have
generally remained steady from 2011 to 2017; however, rates for both are significantly higher
among Black (13% and 12%, respectively) and Latino mothers (9% and 11%, respectively) .
Access to prenatal care has improved ove rtime, and currently more than eight in ten mothers
in Boston receive adequate or adequate plus prenatal care (83%) . However, Asian, Black, and
Latino mothers are significantly less likely than White mothers to receive adequate or adequate
plus prenatal ¢ are (84%, 76%, 79%, and 89% respectively) . CHNA participants tended to
discuss maternal and child health in the context of economic s and parenting concerns.
Childcare was frequently discussed, with expensive or inconvenient childcare, long waitlists,
and lack of summer childcare as primary issues . Difficulty paying for childcare was also an
issue for respondents to the Boston CHNA community survey  (11% of survey respondents
reporting having trouble paying for childcare)
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Sexual Health

Sexually transmitted infections (STIs) remain a public health problem in the United States,
despite the fact that they are preventable.  While sexual health was not a prominent theme
discussed across focus groups or interviews; the Youth Risk Behavioral Survey provides helpful
insights into sexual behaviors among youth, such as cond om use, to inform STI prevention
strategies. This is particularly important given that young adults experienced the highest rates

of chlamydia ( 1,737.8 cases per 100,000 residents) . Boston has experienced a significant
increase in cases of chlamydia and go norrhea over time with disparities by neighborhood, age,
and sex. While the incidence of HIV among Boston residents has decreased over time,

disparities persist by neighborhood, race/ethnicity, age, and sex.

Environmental Health

A healthy environmentis important for a high quality of life and good health. = Boston CHNA
survey respondents cited their top environmental health concerns as: outdoor noise pollution

from vehicles, outdoor air pollution from vehicles, and dangerous traffic. Overall, these top

three concerns were similar across neighborhoods, except  for East Boston which cited airport
noise as a top concern. Air pollution and quality was a concern discussed in focus groups in
Chinatown and East Boston where residents perceived that lower  -income neighborhoods were
more vulnerable to pollutants and litt  er due to proximity to highways, airports, and train

stations. BBRFSS data show secondhand smoke exposure was significantly higher among Boston
residents of color and lower socioeconomic status .
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Multiple key informants explained how more extreme weather, heat, and rising seas from
climate change are increasing health problems, particularly for mental health, respiratory,
cardiovascular and vector -borne disease. Boston emergency department utilization rates and
costs for climate -driven health issues are expected to rise in the future . Community health and
resilience efforts can reduce such threats and costs, and help the city prepare for Climate Ready
Boston's estimate that 7% of our land will experience frequent storm water flooding by 2050.

Health Care Access and Utilization

Access to comprehensive, quality health care services is important for promoting and

maintaining health, preventing and managing disease, and reducing the chance of premature
death. Boston is a city with many health care resources and  a high proportion of residents have
health insurance. Focus group participants, interviewees, and Boston CHNA survey respondents
all indicated satisfaction with health care in their community. Residents most commonly obtain
health care from a private doct p a4~ A p 6 publiz Bealth éinicicommunity health center, and
BBRFSS results show that approximately eight in ten respondents have at least one person as
their personal doctor.

Percent Boston CHNA Survey Respondents Reporting Factors That Made It Hbar for Them to Get Health Care
Services They Needed in Past Two Years (N=1,014), 2019

Long wait for an appointment ||| N NG 43.6%
Lack of evening or weekend servicd Sl I 38.0%

Cost of care || 33.7%
Lack of transportation [l 18.9%
Office not accepting new patientSJill 18.2%
Lack of providers who accept my insurandiiiiij 15.0%
Unfriendly doctors, providers, or office staffjjij 12.9%
52y Qi KIF@S KSIHfGK AyadZiiiiyio®e i Kl G 02 3SNEH
Don't know what types of services are availabjiil] 11.1%

P'FNIAR G2 a1l ldzSadAr2 108 GFf1 G2 R2O0i(

Afraid if | take the time off to get care, I'll lose my jojiilj 10.1%
| have no regular source of health carfil] 8.8%
Felt discriminated againstjij 7.0%
Language problems/could not communicatl] 4.1%
Instruction/directions are not in my languagq 2.5%
Health information is not kept confidential] 1.9%

DATA SOURCE: Boston CHNA Community Survey, 2019
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According to focus group members, interviewees, and community survey respondents, several
barriers to acc essing health care in Boston exist. The most common barriers mentioned by
interviewees and focus group participants included underinsurance; language and immigration
status; navigation and care coordination challenges; transportation; and lack of culturall y-
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sensitive approaches to care. As seen in the graph, for CHNA community survey respondents,
long wait times for appointments and lack of evening or weekend services were the top two
factors that made it difficult for them to access health care (44% and 38 % of survey
respondents, respectively). Cost of care, especially dental care, was also cited as a challenge for
some Boston residents.

-CyyhAigJ+E 271 Ei CA AAO feeCEghAi gi UE
Participants in interview and focus group discussions were asked for their suggestions for
addressing identified needs and their vision for the future. Suggestions included the following:

< Employment and Workforce - Reduce employment barriers by addressing minimum
education requirements to be more inclusive of those with valuable | ived experience;
subsidizing the cost of childcare so low -income parents can work towards upward mobility
through education and job training; and increasing youth employment opportunities

< Education - Focus resources on early childhood education; increase  social supports in public
schools; train educators on trauma -informed approaches to recognize trauma symptoms and
respond accordingly; use restorative justice approaches to discipline and behavior issues;
and address chronic absenteeism by bolstering wrap  around services .

< Food Insecurity - Increase opportunities to access healthy and affordable food through:
Aandy o6dauesyd O0yo6 oOpuuAywsaC 66a606yA? o6daibda-
strengthening initiatives that address food access from a clinical perspective, where
practitioners can prescribe services and are reimbursed as part of Accountable Care
Organizations.

< Housing - Mitigate the negative impacts of gentrification and displacement by creating more
opportunities for home ownership in non  -White communities to build generational wealth;
and pushing for long -term renewable leases for nonprofits and social services agencies that
are being strained by rising  operating costs. Further leverage the partnerships between
housing and health care for more place -based services.

< Transportation - Focus on transportation equity in lower income communities that tend to
have longer commuting times; reduce traffic by investing in speedy bus lanes; continue
making the city more bikeable; and explore fee structures for ride share programs to
generate revenue for operational costs at the local level.

< Chronic Disease - Focus on prevention strategies and chronic disease management 1
particularly to prevent diabetes  and obesity; and increase more affordable gym and healthy
food options .

< Mental Health - Invest in more mental health supports in public schools; reduce cultural
stigma around mental health services, and recruit clinicians who reflect the diversity of
Boston.

< Substance Use - Focus on prevention efforts, especially related to marijuana use and
prescription drug use among adolescents.

< Violence and Trauma - Restore trust among government, police, and health  care institutions
by strengthening community linkages and improving community cohesion.

< Maternal and Child Health - Provide more supports to learn positive parenting skills ; and
subsidize the cost of childcare for low -income families, especially for single -headed
households.
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< Environmental Health - Address environmental health concerns in a systemic way and in
partnership across sectors and disciplines, especially as new deve lopments increase across
the cit y; and invest in a centralized data repository to track environmental health data
< Health Care Access - Increase supports for navigating the complex health system and
delivering culturally -sensitive care and linguistically ap propriate services to diverse groups.
3 Greater collaboration and information or data sharing to better serve patients and
clients, especially related to the roll out of ~ Accountable Care Organizations (ACOs).
3 Pursuing multi -year funding that allow organiza tions to respond to crisis and
opportunities, and to build internal and external capacity.

Key Themes and Conclusions

Overarching themes that emerged from this synthesis that cut across multiple topic areas
include the following:

< Health disparities acro  ss most issues show similar patterns by racial/ethnic group and
socioeconomic status, and mirror the historical inequities brought about by
generations of institutional racism, structural barriers, and discriminatory policies.
Whether differences in cancer mortality or asthma prevalence ¢ or unemployment rates and
housing instability ¢ similar patterns can be seen in the data, with communities of color,
immigrant communities, lower income individuals, and residents of low resourced
neighborhoods, among othe rs, experiencing a disproportionate burden across nearly all
areas. Although current data sources are not currently designed to be able to examine
intersecting identities more deeply, this disproportionate burden is likely even worse when
considering inter sectionality 1 that is, the complex, cumulative way in which the effects of
multiple forms of discrimination (such as racism, sexism, and classism) combine, overlap,
or intersect, especially in the experiences of marginalized groups. These issues are
dynamic ally intertwined and reflect the cumulative and current challenges residents face
resulting from historical and structural inequities across multiple systems.

< With a current population of nearly 670,000 residents, Boston has experienced 1 andis
expected to continue to experience 1 population growth across every neighborhood in
the city, though growth rates across neighborhoods vary. Overall, Boston is a young city,
with about one-third of residents under the age of 2 5, that continues to experience
population g rowth. The greatest increases in population have occurred in Roxbury, South
Boston, Hyde Park, East Boston, and Charlestown.

< Boston is a richly diverse city in terms of racial, ethnic, and linguistic population

groups, though data show this diversity is no t similar across neighborhoods. "pAapy-

large immigrant and non -English speaking communities were identified as facing unique
challenges related to social and economic factors as well as navigating the health care
system. The wide -ranging diversity of Bos ton residents presents challenges when delivering
health and social services that aim to meet the multitude of needs across the city.
Additionally, CHNA community survey results and conversations in focus groups indicated
that subtle and overt discriminati  on is an issue in Boston, particularly for immigrants and
non-English speakers, LGBTQ residents, youth and older residents, substance users and the
homeless.

< Although unemployment rates are low and there is economic opportunity for many
residents across t he city, there are substantial differences in financial security across
neighborhoods and racial and ethnic groups. The median household income in Boston is

p>14
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$62,021 but ranges from $27,964 in Dorchester to $170,152in South Boston. In four
communities 1 Dorchester, Fenway, Roxbury, and the South End 1 approximately 25 -37% of
residents live below the federal poverty level. Focus group and interview participants
discussed the role poverty plays in exacerbating health challenges, particularly among
vulnerable gro ups. Quantitative data show that risk  -related behaviors and health outcomes
generally continue to have inverse relationships with socioeconomic factors.

< Housing affordability and its implications emerged as a key theme that arose across
secondary data, the community survey, and focus groups and interviews. Of all social
determinants identified as imperative to health and well -being, housing stability emerged as
a top priority among participants. More than half of those in renter -occupied units across
the city are housing cost -burdened, meaning they spend more than 30% of their income on
housing. Residents frequently discussed issues of gentrification, long wait lists for Section 8
housing, housing discrimination, overcrowding, and poor hou  sing quality as consequences
of a tight and expensive housing market.

< The impact of chronic diseases and their risk factors 1 especially diabetes, obesity, and
pediatric asthma 1 emerged as a priority concern among residents. Residents of color, as
well as r esidents who live in Roxbury and Dorchester are disproportionately affected by
chronic diseases. Assessment participants frequently discussed a number of social
determinants that presented challenges to the prevention and management of these chronic
condit ions. In addition to poverty and high housing costs that force individuals to prioritize
their spending, a lack of affordable recreational programming and access to nutritious food
were described as barriers to health and well  -being. Lower income neighborh oods were
described as having fewer affordable gyms, grocery stores, and fast food and convenience
stores compared to affluent areas.

< Behavioral health, specifically mental health and substance use among young people
are growing concerns among community r esidents; opioids, prescription medication,
and marijuana use were reported as most concerning. Co-occurring mental health and
substance use issues were frequently discussed, as well as the interrelationship between
trauma, mental health, and substance use . Quantitative data show that one in five Boston
residents report persistent anxiety and this proportion has increased over time. The rate of
opioid overdose deaths in Boston has also significantly increased, particularly among
Latinos. Specific population groups are disparately affected by mental health and substance
use, especially residents who are younger, LGBTQ, lower income, and of communities of

color.

< Violence -based trauma was identified as a major factor of negative community health
outcomes, and there is a need for more trauma -informed approaches to care,
particularly for children and communities of color. One in four Boston CHNA community

survey respondents described their neighborhoods as unsafe or extremely unsafe, with
Black and Latino respondents more likely to describe their communities this way. Apart
from community violence and intimate partner violence, assessment participants identified
poverty, and more recently, the fear of deportation and family separation, as a growing
issue. Exposure of children and youth to unhealthy relationships and violence (adverse
childhood experiences) is also of concern: nearly one in five Boston adults reported
experiencing one adverse experience over their lifetime.

< Environmental health risk factors are a particular concern in relation to air quality,
effects of climate change, and the built environment. Poor environmental health quality
has the greatest impact on low -income communities. Issues such as noise and air pollution
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and dangerous tra ffic were prominent concerns among survey respondents. Indoor air

guality is also an issue, and more than one in ten Boston adults on the BBRFSS reported
exposure to secondhand smoke, with Asian, Black, and Latino residents all significantly

more likely th an White residents to report exposure. The effects of climate change were also
noted, with flooding being one of the most significant issues. Boston emergency department

utilization rates and costs for climate  -driven health issues are expected to rise int he future .

#0oluoaod 0+0yo6d yapuodooaspyA 06Adglidoad a+da ey
frequent stormwater flooding by 2050.

< Boston has many health care and social service assets that can be leveraged, but access
to those services is a challenge  for some residents.  Proximity of health care services and
education institutions, diversity and multiculturalism, and engaged residents were noted as
key strengths among Bostonians that can be leveraged in future planning. Barriers to care
were multifacet ed and included underinsurance, language and immigration status,

navigation and care coordination challenges, transportation, and lack of culturally -sensitive
approaches to care.
< Strengthening partnerships and infrastructure for collaborative data gatherin g and

sharing can facilitate greater coordination and identify specific population groups

most in need. Undertaking this collaborative CHNA demonstrated that organizations can
leverage their strengths and resources for collaborative assessment and planning . However,
as extensive as the data gathering was for this effort, it also identified current limitations.

Large datasets are not necessarily available on some population groups such as residents

who speak specific languages or on particular topics such as  child health ages 0 -14 years
old. As the Collaborative engages in further planning, there is opportunity ahead to

strengthen the relationships, practices, and infrastructure to address these data limitations.

In the future, potentially more granular analy ses by neighborhood, topic, or population

group can be conducted to help tailor strategies for action.

Priorities for Collaborative Action

During May -June 2019, an engagement process was undertaken through an online survey, small
group discussions with res idents and organizational staff across the city, and a large inclusive
prioritization meeting to identify the priorities for collaborative action. The final priorities

selected were:

< Housing (including affordability, quality, homelessness, ownership, gent rification, and
displacement)
< Financial Security and Maobility (including jobs, employment, income, education, and

workforce training)
< Behavioral Health  (including mental health and substance use)
< Accessing Services (including health care, childcare and soc ial services)

The cross-cutting and overarching focus of the planning process will be around  Achieving
Racial and Ethnic Health Equity recognizing 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.

From June-September 2019, the Boston CHNA -CHIP Collaborative, in conjunction with key
stakeholders and community residents, will develop a community health improvement plan that



2019 Community Health Needs Assssment XXi

outlines next steps to address the prioritized health needs from the CHNA. The CHIP
development process will commence with a full  -day planning session in late June 2019 to
develop the initial output for the goals, 0 bjectives, and strategies within each priority area.
Further refinement and development of the CHIP will occur during the summer 2019, with a
final CHIP report and Year 1 Action Planning to be completed by September 2019.



2019 Community Health Needs Assssment 1

¢
(/«0@ Boston CHNA-CHIP Collaborative
A

2019 COMMUNITY HEALTH NEEDS ASSESSMENT

Background

Overview of Boston CHNACHIP Collaborative

The Boston CHNA-CHIP Collaborative is a new initiative created by a number of stakeholders 1
community organizations, health centers, = community development corporations,  hospitals , and
the Boston Public Health Commission . It aims to undertake the first large -scale collaborative
city -wide Community Health Needs Assessment (CHNA) and Co mmunity Health Improvement
Planning (CHIP) process. While community health assessment and planning have been long -
standing endeavors among individual organizations across the city , the Boston CHNA -CHIP
Collaborative intends to leverage, align, and coordinate efforts and resources across multi -
sector stakeholders in Boston.

I:.—l I Learn more about the Collaborativeat http://www.bostonchna.org/

Prior to launching the first joint community health needs assessment and planning process, the
Collaborative undertook an eight -month planning process to define its scope (mission, vision,
values, etc.), identify needs for stakeholder representation to out reach to other collaborative
partners, define roles and relationships among collaborative partners, establish a

recommended governance structure, design an organizational structure, and outline a budget
and member contributions.

The Collaborative - Rision is a healthy Boston with strong communities, connected residents and
organizations, coordinated initiatives, and where every individual has an equitable opportunity

to live a healthy life. Our mission is to achieve sustainable positive change in the health  of
Boston by collaborating with communities, sharing knowledge, aligning resources, and

addressing root causes of health inequities. The Collaborative - foals are to achieve this
mission by engaging with the community to:

< Conduct a joint, participatory co mmunity health needs assessment (CHNA) for Boston every
three years discussing the social, economic, and health needs and assets in the community.

< Develop a collaborative community health improvement plan (CHIP) for Boston to address
issues identified as t op priority and identify opportunities for shared investment.

Boston CHNACHIP Collaborative 2
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< Implement efforts together where aligned and track individual organizational activities
related to those aligned efforts.

< Monitor and evaluate CHIP strategies for progress and impact to continuo usly inform
implementation.

< Communicate about the process and results to organizational leadership, stakeholders, and
the public throughout the assessment, planning, and implementation time period.

The work of the Collaborative is guided by the following shared values:

9&0 Equity

0‘$ Focus on inequities that affect health with an emphasis on race and ethnicity
ALY

Inclusion
Engage diverse communities and respect diverse viewpoints

Data driven

Be systematic in our process and employ evidence-informed 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, community  -centered change

What is a Community Health Needs Assessment and Community Health Improvement
Plan?

This report presents findings from the joint Community Health Needs Assessment (CHNA) ,
which was conducted September 2018¢ June 2019, and will inform discussions and priority
areas for the upcoming CHIP. Figure 1 provides an overview of the CHNA -CHIP process.

A CHNA identifies health -related needs, strengths, and resources of a community  through
systematic, comprehensive data collection and analysis . A Community Health Improvement

Plan (CHIP) is the response to needs identified in the CHNA. The CHIP process involves creating
a detailed, evidence -based improvement plan to address the prioritized needs of the

community . The Boston CHIP, to be completed by September 2019, will be a three -year plan to
identify strategies for action, leverage  shared resources, and support policy change to improve
the health of Boston residents, especially those most  in need.
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Figure 1L Community Health Needs Assessment and Community Health Improvement Plan Process
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SOURCE: Association for Community Health Improvement, 2017. Community Health Assessment Toolkit. Accessed

at www.healthycommunities.org/assesstoolkit

Purpose and Scopeof the 2019 Community Health Needs Assessment

In 2018 -2019, the Boston CHNA -CHIP Collaborative undertook a city -wide Community Health
Needs Assessment to:

< Systematically identify the health -related needs, strengths, and resources of a community to
inform future planning

< Understand the current healt h status of Boston overall and its sub -populations within their
social context , and

< Meet regulatory requirements for a number of institutions, organizations, and agencies
(e.g., IRS requirements for non -profit hospitals, PHAB for health departments).

Boston CHNAHIP Collaborative P4
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Definition of Community Served

The 2019 Boston CHNA focused on the geographic area of the City of Boston (Figure 2). While
Boston is a city of neighborhoods, CHNA data are p  resented for Boston overall and by different
sub-populations where appropriate and available. This includes by neighborhood but also by
race/ethnicity, gender, LGBTQ status, income, and other defining characteristics.

Figure 2. Map of Boston Neighborhoods
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The map above delineates the neighborhood boundaries used in this report. Neighborhoods can

be identified in several ways. In this report, consistent with the Health of Boston 2016 -2017, zip
codes are used to identify neighborhood boundaries since this inf ~ ormation is collected with

health data, and it allows us to standardize data to rates using population estimates which can
change over time.

The zip codes used in this report for identifying neighborhoods are those currently used by the
United States Post al Service (USPS). USPS zip codes are not based on geography, demographics,
or population size; they are collections of mail delivery routes that are defined at the

convenience of the U.S. Postal Service and may change from time to time. Data from the U.S.

Boston CHNAHIP Collaborative b4
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Census Bureau comes in the form of Zip Code Tabulation Areas (ZCTAs), generalized areal
representations of USPS zip code service areas. ZCTA is a trademark of the U.S. Census Bureau
whereas ZIP Code is a trademark of the U.S. Postal Service.

With this app roach, some neighborhoods are combined to provide a larger area for analysis.
Please note that the zip code neighborhood definitions used in this report may differ from those
used by other organizations and agencies.
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METHODS

The following section details h ow data for the CHNA were compiled and analyzed, as well as
the broader lens used to guide this process.

Social Determinants of Health Framework

Upstream Approaches toHealth

Having a healthy population is about more than delivering quality health care to residents.
Where a person lives, learns, works, and play s all have an enormous impact on health.  Health is

~ ~ A N Y A 7
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employment status , quality of housing stoc k, and economic policies. Figure 3 provides a visual
representation of these relationships, = demonstrating how individual lifestyle factors, which are
closest to health o utcomes, are influenced by more upstream factors such as employment status
and educational opportunities

Figure 3. Social Determinants of Health Framework
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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.

The data to which we have access is often a snapshot in time,  but the people represented by
that data have lived their lives in ways that are con  strained and enabled by economic
circumstances, social context, and government policies . To this end, much of this report is
dedicated to discussing the social, economic, and community context in which Boston residents
live. Throughout the report, there ar e descriptions at the beginning of each section discussing

C+¢ 3+0A06 oAAAOA S6ad6 guypasadya dy6 +pC a+-6C 5606004

As such, we hope to understand the current health status of Boston residents  and the multitude
of factors that influence health  to enable the identification of  priorities for community health
planning, existing strengths and assets upon which to build, and areas for further collaboration

and coordination.

Boston CHNAHIP Collaborative P4
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Health Equity Lens

When compared to many cities a cross the country, Boston is a healthy city, with numerous
successes to celebrate. However, this is not uniformly the case for all neighborhoods or
population groups in Boston, and specific groups consistently experience poor health outcomes.
Barriers to t he opportunities to live a healthy life may be disproportionately concentrated

among certain populations, such as communities of color, low  -income populations, homeless
persons, persons with disabilities, and the lesbian, gay, bisexual, transgender , and queer
(LGBTQ) community.

The influences of race, ethnicity, income, and geography on health patterns are often
intertwined. In the United States, social, economic, and political processes ascribe social status
based on race and ethnicity, which may influen  ce opportunities for educational and
occupational advancement and housing options, two factors that profoundly affect health.
Institutional racism, economic inequality, discriminatory policies, and historical oppression of
specific groups are a few of the factors that drive health inequities in the U.S.

In the present report, we describe health patterns for Boston overall and areas of need for
particular population groups. Understanding factors that contribute to health patterns for these
populations ca n facilitate the identification of data  -informed and evidence -based strategies to
provide all residents with the opportunity to live a healthy life.

Approach and Community Engagement Process

Collaborative and Work Group Structure

The CHNA aimed to engag e agencies, organizations, and residents in Boston through different
avenuesv ! A 6006Ad0apgnoo6 AOOpCT &A+0 #puOGonpadawagd A
making framework for this work.

Steering Committee

Comprises of 19 members representing hospitak, health centers, Boston Public Health Commission, a public
health organization focused on community, community development corporations, and community
representatives. Its role is to provide strategic direction and oversight of the process (SeeAPPENDIXA for list
of Steering Committee members).

Operations Committee

Comprises of Steering Committeecol é Af EE AAO ¢ é CoordiGaion Ahis Cemingtéeredolves
operational issues requiring immediate actions.
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Work groups

Comprises of general membership. The two Work Groups for the CHNA were open to anyone who was intereste
in being involved. They provided input and assistare on implementing activities. For the Boston CHNA, these
two Work Groups were:

Secondary Data Work Group Community Engagement Work Group
Secondary Data Work Grougf included 32 included 54 members representing a range of
members representing a range of organizations, organizations, including hospitals, health centers,
including hospitals, health centers, local public local public health, education, community
health, and community- based organizations, development, social services, and community based
AyCAc CgeUEE: ¢éU pCE+ G CEcAAikAgi CAE® Ay CAc¢ Cgel
provide guidance on secondary d&a approach and charge is to provide guidance on the approach to
indicators and foster connections with key community engagement, input on primary data
networks and groups to provide relevant data (See collections methods, and support with logistics for
APPENDIXB for list of members). primary data collection (See APPENDIX Hor list of

members).

General Membership
Attends events, shares information, and participates in work groups.

The Collaborative hired Health Resources in Action (HRiA), a non  -profit public health
organization, as a consultant partner to provide strategic guidance and facilitation of the
process, collect and analyze data, and develop the report deliverables.

Work Groups,Engagement, and Outreach

As noted, two work groups 1 the Community Engagement Work Group and Secondary Data Work
Group1i provided input and support throughout the CHNA process. The Community Engagement
group identified the g oals of the community engagement process as 1) to ensure that diverse
community voices are represented throughout the CHNA  -CHIP process; and 2) to involve
community members and stakeholders in the dev  elopment and implementation of the CHNA -
CHIP process to achieve shared ownership of the process and product.

During the CHNA process, the Community Engagement Work Group was instrumental in
developing the goals and methods for the primary data and the comm unity engagement
approach for the CHNA, identifying topics to explore for data collection and population groups

that were highest priority, reaching out to community groups and residents for engagement,
providing feedback on the survey instrument and focus group and interview guides, and pilot -
testing the survey instrument.  Members met seven times in a series of virtual and in ~ -person
meetings over eight months and were also engaged by email and telephone between meetings

to provide feedback throughout the p  rocess.

In addition to providing guidance and input on methods , members played an integral role in
data collection efforts. Work group members volunteered to conduct interviews, recruit for
focus groups, facilitate focus groups, promote surveys through so cial media and their networks,
and administer surveys to respondents . As part of this effort, orientation sessions were offered

to work group member volunteers to provide an overview of data collection protocols, including
logistics, roles, and best practi ces.

Boston CHNAHIP Collaborative “Q{{
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The Secondary Data Work Group  members identified the goals of the secondary dataas: 1 ) to
examine inequities by population group: by race/ethnicity, gender, age, sexual orientation,
socioeconomic status (SES), etc.; 2) to provide a baseline for comm unity health level data to
track over time; and 3) to present trends to identify emerging issues or whether there have

been changes over time for issues of concern. The Secondary Data Work group approach to the
secondary data focused on diving delve deeply into topic areas identified from previous
assessments and frame the discussion around the social determinants of health.

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.

Members met six times in a series of virtual and in ~ -person meetings over eight months and

were also engaged by email and telephone between meetings to provide feedback throughout

the process. The Secondary Data Work Group and Community Engagement Work Group met

collaboratively in October 2018 to ensure alignment across methods, and again in late April

2019 for a large -group synthesis of preliminary data. This April 2019 three -+pAa .%$06a06 $oC.
meeting p rovided an opportunity to  reflect on preliminary data by topic area and

collaboratively interpret preliminary data in the form of data placements to inform the draft

CHNA report.

Methods: Review of Existing Secondary Data

Secondary data are data that have already been collected for another purpose. Examining
secondary data helps us to understand trends, provide a baseline, and identify differences by
sub-groups. It also helps in guiding where primary data collection can dive deeper or fill i n
gaps. While the secondary data for this CHNA cover a wide range of issues, there is a particular
focus to dive more deeply into areas already identified in previous assessments (e.g., housing,
transportation, income, employment, education, mental health, substance, chronic conditions
and their risk factors, violence and trauma, and access to services) as well as frame the
discussion comprehensively around the social determinants of health.

Data Sources

Secondary data for this CHNA were from a variety o f sources, including the Boston Behavioral

Risk Factor Surveillance Survey (BBRFSS) Youth Risk Behavior Survey (YRBS), U.S. Census

American Community Survey (ACS), vital records, Acute Hospital Case Mix  Database from the
Center for Health Information and  Analysis, and a number of other agencies and organizations.

Please see Appendix C for more technical notes about the most frequently common datasets

cited in this report.

Analyses

All secondary data on birth and death records, 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 are presented

as frequencies (percentages) and rates throughout the  report. Data from the ACS and

surveillance systems, such as the BBRFSS and YRBS, are presented with confidence intervals (or

error bars in the figures), where possible. When statistical significance testing was conducted,

itis noted in figuresorintext .3y 060@6podaaC: C+o6y a+6 Cpad .Apgodyodo
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connotes statistical significance (p<0.05). Additional information on confidence intervals and
significance testing can be found in the Reporting Notes in this section.

Limitations

Each data source for the secondary data has its own set of limitations. Overall, for the data in
this report it should be noted that d  ifferent data sources use different ways of measuring
similar variables (e.qg., different questions to identify race/ethnicity; different boundaries for
neighborhoods). There may be a time lag for many data sources from the time of data collection
to data availability. Some data are not available by specific population groups or at a more
granular geographic level due to small sub -sample sizes. In some cases, data from multiple
years may have been aggregated to allow for data estimates at a more granular level or among
specific groups.

It should also be noted that for the datasets used, it is not always possible to examine data in a
more granular way. For example, data are examined by race/ethnicity and by neighborhood,

but the sample sizes are not large enough to look at data by race/ethnicity within neighborhood

in many cases. Additionally, while data are examined by major catego ries of races and
ethnicities (e.g., White, Black, Latino, Asian), it is not possible for many of these data sources to
examine data of sub -population groups within these categories (e.g., Chinese descent,

Vietnamese descent). Please contact the Boston Pub lic Health Commission Research and
Evaluation Office for further consideration of custom health data analysis of specific Boston

resident sub -population groups.

Methods: Primary Data Collection

Primary data are new data collected specifically for the pur  pose of the CHNA. Goals of the
Boston CHNA primary data were:1)to 6 60 a6 6066y 0C @syap yopyado A y6ao0d
experiences, challenges, and facilitators around certain issues; and 2) to fill in gaps on specific

topic areas or population groups where lim  ited data were available. Primary data were

collected using three different methods for the Boston CHNA: a community survey, focus

groups, and key informant interviews.

Boston CHNACommunity Survey

A community survey was developed and administered  over six weeks in February -March 2019.
The survey focused on a range issues related to the social determinants of health, community
perceptions, and access to care and was developed with extensive input from the Community
Engagement Work Group and guided by exi sting validated questions from the field or used in
other studies . The survey was pilot -tested in late January 2019, and the final instrument was
launched in February 1,2019 with wider dissemination starting the following week . The survey
was administered on-line and via hard copy in seven languages (English, Spanish, Portuguese,
Haitian Creole, Chinese, Vietnamese, and Arabic). Extensive outreach was conducted by
Collaborative members to disseminate the survey via social media, institutional e -newsletters ,
e-mails to large networks, waiting rooms, 13 Boston Public Library neighborhood branches,
community events, and large apartment buildings. Over 35 organizations assisted with survey
dissemination ( See APPENDIX Dfor list of organizations). Additionally, Healthy Community
Champions (an initiative of grassroots ambassadors) conducted targeted survey administration

in specific neighborhoods.
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The final sample of the C HNA Community Survey comprises 2,404 respondents who were
Boston residents. Table 1 provides the breakdown of those respondents by  self-identified
neighborhood of residence and compares the percent distribution of that neighborhood in
Boston.

Tablel Boston CHNA Survey Respondents Distribution by Neighborhood Compared to % of Population in Boston

# of Survey Respondents % of Survey % of Po'pglatio'n 1n
Neighborhood (N=2,404) Respondents + CEg CA_
Allston/Brighton 243 10.1% 9.5%
Back Bay 36 1.5% 8.4%
Beacon Hill 24 1.0% ~
Charlestown 93 3.9% 2.8%
Chinatown 71 3.0% ~
Dorchester 535 22.3% 21.6%
Downtown 15 0.6% ~
East Boston 199 8.3% 7.0%
Fenway 80 3.3% 8.2%
Hyde Park 101 4.2% 5.0%
Jamaica Plain 203 8.4% 5.9%
Mattapan 102 4.2% 4.4%
Mission Hill 18 0.8% ~
North End 10 0.4% ~
Roslindale 157 6.5% 4.9%
Roxbury 185 7.7% 6.6%
South Boston 85 3.5% 6.0%
South End 120 5.0% 5.2%
West End 30 1.3% ~
West Roxbury 97 4.0% 4.3%
T$1 41 3/ 52#%° 5v3v #0yAAA' | (i0agYed Estivalesi P0AY 217 3Aago6C h

.l 4%° &pa ! #3 6048 yoeo+fipa+ppoA Co aoCommissienyusing ZGTAs; BapkBayfingludés Béck Bap, Beaddd 0 & +
Hill, Downtown, North End, and West End; South End includes South End and Chinatown; Roxbury includes Roxbury and Mission Hil |

Additional data on survey respondent characteristics such as age, educ ation, primary language,
gender identity, and other demographic characteristics can be found in APPENDIX E

Analyses

Frequencies were calculated for each survey ques tion. Not all respondents answered every

guestion; therefore, denominators in analyses reflect the number of total responses for each

question and varied by question. Additionally, denominators excluded respondents who
Ab000&a066 .yaoosoa wydp Cvp &pACANAMWpPY A a+da ddd
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(i.e., questions that asked respondents to check all that apply), the denominator was out of the
total number of respondents who selected at least one response option for the question.

Stratified analyses were conducted for select questions by  specific sub-groups that had large
enough sample sizes. Responses by neighborhood are presented for neighborhoods that had 100
or more respondents to the survey. Chinatown respondents (n=71) were also included i n
neighborhood -level analyses because secondary data combine Chinatown and South End
together in analyses, and thus neighborhood -specific data for Chinatown are not found
elsewhere. Sub-group analyses by primary language spoken are also presented in the re port;
these sub-groups represent respondents who either completed the survey in the specific
language or indicated on the survey that it was a primary language that they spoke at home.

Limitations

While strong efforts were made  to conduct outreach acrosst he City with a deeper dive within
neighborhoods and population groups who experience disproportionate health burden, the
community survey used a convenience sample. Because a convenience sample is a type of non -
probability sampling, there is potential sele  ction bias in who participated or was asked to
participate in the survey. Due to this, results cannot necessarily be generalized to the larger
population. Additionally, some sub -group analyses consist of very small sub -sample sizes, these
sub-group analyse s are still presented in the report for population groups where data are

limited from other sources (e.g., Haitian Creole speakers, non -binary and transgender
individuals, etc.); however, given the small sub  -sample sizes and convenience sampling
methodolog vy, results should be interpreted with caution.

Focus Groups and Key Informant Interviews
Focus Groups

Thirteen focus groups were conducted with specific populations of interest: 12 focus groups
conducted specifically for the collaborative CHNA and one additional focus group conducted by
work group members who submitted notes for the CHNA. Focus groups were 90 -minute semi -
structured conversations with approximately 8 -12 participants per group and aimed to delve
660y0C woyap opiuiuAy s i Cnddpportinidies rthe Aitura. &gouds Froups werd
conducted with the following population groups, including residents of specific neighborhoods

< Female low -wage workers (e.g. housekeepers, child care workers, hotel service workers,
etc.)

< Male low -wage wo rkers (e.g. janitorial staff, construction, etc.)

Seniors (ages 65+) with complex, challenging issues (e.g. homebound, medical

complications)

Residents who are housing insecure (no permanent address or close to eviction)

Latino residents in East Boston (in Spanish)

LGBTQ youth and young adults at risk of being homeless

Immigrant parents of school age children (5 -18 years)

Survivors of violenc e; mothers who have been impacted by violence

Parents who live in public housing in Dorchester

Chinese residents living in Chinatown (in Chinese)

Haitian residents living in Mattapan (in Haitian Creole)

Residents in active substance use recovery

Additio nal focus group with notes provided: Chinese residents living in Chinatown

N
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A total of 104 community residents participated in focus groups, representing 1 3 neighborhoods
across the city. Nearly half of focus group participants identified as Black or Africa n American
(45%), a third of participants identified as Hispanic or Latino (34%), and 10% identified as

White. The majority of participants identified as female (57%), 36% identified as male, and 7%
identified as transgender or genderqueer.  Additional data on focus group participant
characteristics can be found in Appendix F.  Fifteen community and social service organizations
located throughout Boston assisted with recruiting participants and/or hosting focus groups
(See APPENDIX Gfor list of organizations).

Key Informant Interviews

A total of 4 5 key informant interviews were completed, six of which were additional interviews
submitted by work group  volunteers. Interviews were  45-60-minute semi-structured
discussions that engaged institutional, organizational, and community leaders and front -line
Aaooodo ooapAA AooapaAv $BAOAAAgpyA 060¢yapadd gyaodagsil
needs and opportunities for future alignment, coordination, and expansion of services,

initiatives, and policies. Sectors represented in these interviews included: public health, health
care, housing and homelessness, transportation, community development, faith, educa tion,
public safety, environmental justice, government, workforce development, social services, food
insecurity, business organizational staff that work with specific population such as youth,

seniors, disabled, LGBTQ, and immigrants. See APPENDIX H for a list of key informant
interviewees.

Analyses

The collected qualitative information was coded using NVivo qualitative data analysis software

and then analyzed thematically by data analys ts for main categories and sub -themes. Analysts
identified key themes that emerged across all groups and interviews as well as the unique

issues that were noted for specific populations. Throughout the qualitative findings included in
this report ,theterm . ydaaoooydyaA.- oA AAdSG ap aod6606a ap opoAA
participants. Unique issues that emerged among a group of participants are specified as such

(e.g., Spanish -speaking focus group participants, etc.). Frequency and intensity of dis cussions
on a specific topic were key indicators used for extracting main themes. While neighborhood
differences are noted where appropriate, analyses emphasized findings common across Boston.
Selected paraphrased quotes 1 without personal identifying inform ation 1 are presented in the
narrative of this report to further illustrate points within topic areas.

Limitations

There were multiple moderators for the focus groups 1 particularly for non -English language
groups 1 and interviews were conducted by  both HRIA and work group members. Therefore,
there is likely variation in how interview and focus group protocols were interpreted and
implemented . Focus groups also ranged in size and varied in group dynamics. Additionally,
while focus groups and interviews provide va  luable insights and importantin  -depth context,
due to their small sample size and non -random sampling methods, results are not necessarily
generalizable.
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Reporting Notes

Confidence Intervals

For Boston Behavioral Risk Factor Surveillance Survey data, whi  ch represents a sample of
residents, many graphs provide 95% confidence intervals to give a sense of how accurate the
result is considered as a measurement for the entire population (i.e., how much sampling error
exists for a given percentage or point esti  mate). Smaller confidence intervals indicate less
sampling error and greater data precision than larger confidence intervals. Error bars are used
in the graphs to show the confidence intervals , indicating the range in which we believe the
true value of the population lies.

Testing for Significant Difference

Tests for statistical significance were conducted to compare different data points by sub -groups
or over time. The tests for statistical s  ignificance were conducted either against a reference

group (e.g., Asian, Latino, and Black residents compared to White residents), against the Boston
average or for a neighborhood against the rest of Boston (Boston overall minus the population

of that spe cific neighborhood), comparing the difference in distribution of responses to

guestion categories among sup -populations, or examining differences in time points. If there is

a statistically significant difference between groups or data points, where the p <0.05, then this
indicates that there is less than a 5% chance that there is no difference between the data

points, providing stronger evidence that any differences we see are not just due to chance.

In this report, tests for significance are noted in t he table or graph notes, while the narrative

AA6A &a+6 CpaoA .Agdoywsdeoodya.- pa .AsodywsdosodyaacC.

differences when testing has been completed.

Terminology

Numerous terms are used throughout the report for different population groups. For

race/ethnicity, the terms White, Black, Latino, and Asian are used for brevity in graphs and
narrative. Since Latino is considered an ethnicity, when the terms White, Black, and Asian are
used, this indicates residents identifying as White, Black, or Asian who do not also identify as
Latino. For the terms used for different racial/ethnic groups, Asian refers to individuals in the
data that , if asked for more specific designat ions, self-identified as Asian Indian, Cambodian,
Chinese, Filipino, Japanese, Korean, Vietnamese or of other Asian descent. Black refers to
individuals in the data that self  -identified as African American, Barbadian, Cape Verdean,
Ethiopian, Haitian, Jama ican, Nigerian, Somali , or other sub -Saharan African descent . Latino
refers to individuals in the data that self  -identified as Mexican or Mexican American,
Salvadoran, Puerto Rican, Dominican, Cuban, Colombian, Guatemalan, Honduran , or other
Central or Sou th American descent. White refers to individuals in the data that self -identified as
European, Middle Eastern, or North African descent.

The term LGBTQ is used in the report to refer to individuals that self-identified as lesbian, gay,
bisexual, transgende r, or queer.
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POPULATION CHARACTERISTIC®HO LIVES IN
BOSTON?

Population Overview

Why is This Important?

The population profile of a community, including density, patterns of growth and age

distribution, are important factors that inform our AyooaAadyoeyod pd & OpuUUAY B
health care needs. A neighborhood in which many aging baby boomers reside, for example, will

have different health challenges and needs than one populated predominantly by college

students or young families.

Key FAndings in This Section

With a current population of nearly 670,000 residents, Boston has experienced 1 andis
expected to continue to experience 1 population growth. Growth rates across neighborhoods

vary. Roxbury, South Boston, Hyde Park, East Boston, and Ch arlestown, for example, have all
experienced double digit increases in population over the past five years, while Fenway and the
South End have seen far more modest growth. Overall, the city is a young one, with about one-
third of residents under age 24. T here is substantial variation in age profiles across
neighborhoods however: Dorchester, Hyde Park, Mattapan, and Roslindale have the highest
proportion of residents under age 18 , while Back Bay and West Roxbury have the highest
proportion over age 65.

Population Count and Characteristics

The most current figures from the 2013 -2017 American Community Survey show that Boston

has 669,158 residents ( Table 2), a population t hat has grown 8% in the last several years.

l 00padeoyd ap a+06 "pAapy O0O0Gdyysyod dyo6 $6go60apyuoya !¢
projected to continually grow at that rate 1 to 723,500 people by 2030. ! In the last several

years, the population of the city  has increased in all neighborhoods. While the population

increase citywide has been about 8%, population increases in Roxbury, South Boston, Hyde

Park East Boston, and Charlestown were more than double digits, ranging from almost 11% -

17%, from 2008 -2012 to 2013-2017.

Table2. Total Population, by Boston and Neighborhood, 2008012 and 20:2017

% population change

2008-2012 20132017 2012 to 2017
Boston 619,662 669,158 8.0%
Allston/Brighton 61,159 63,270 3.5%
Back Bay 51,735 55,635 7.5%
Charlestown 17,052 18,901 10.8%

Boston CHNAHIP Collaborative PR
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% population change

2008-2012 20132017 2012 to 2017

Dorchester (02121, 02125) 58,797 63,733 8.4%
Dorchester (02122, 02124) 75,304 79,717 5.9%
East Boston 41,680 46,655 11.9%
Fenway 52,897 54,267 2.6%
Hyde Park 29,219 33,084 13.2%
Jamaica Plain 36,866 39,435 7.0%
Mattapan 27,335 29,141 6.6%
Roslindale 30,370 32,819 8.1%
Roxbury 37,454 43,871 17.1%
South Boston 34,452 39,866 15.7%
South End 34,395 34,777 1.1%
West Roxbury 27,163 28,505 4.9%

DATA SOURCE: U.S. Census, American  Community Survey 5 -Year Estimates, 2008 -2012 and 2013 -2017

NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,

and West End; South End includes South End and Chinatown; Boston pop ulation count includes some areas that are not covered by

neighborhood definitions per ZCTAs

"pAadpy A YypyAGSAepy aodyaoAdyaA & asdyoo po 060 o6apAy
across neighborhoods. Hyde Park, Dorchester, East Boston, Mattapan , Roslindale, and West

Roxbury have the largest population proportions (over 20%) of children under 18 years old

(Figure 4). Fenway has a smaller percentage of children,  but nearly six in ten of its population

is 18-24 years old. West Roxbury is the neighborhood with largest distribution of older

residents 65+ years old at 18.7%. (See APPENDIX | for further granular breakdowns of the

under 18 year old and 65+ year old categories within each neighborhood.)
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Figure 4. Age Distribution, by Boston and Neighborhood, 20:2017

m Under 18 years m 18-24 years m 25-44 years m 45-64 years m 65+ years

Back Bay
Fenway
Hyde Park
Rovbury
west Roxoury RGN 2 = TR

DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown

Racial, Ethnic, Cultural, and Language Diversity

Why is This Important?

The United States is becoming increasingly diverse racially and ethnically. The nation is

yapuboaosoo ap o eipdiucp ade & Qi g yAppaoeeidoCGi C i White gnénelatnggy 6 oy C
residents will be the largest racial and ethnic group, but will constitute less than half of the

population. 2 At the same time, disparities in health and health care access across different

racial and ethnic groups are persistent challenges. People of color experie nce poorer health

outcomes and greater barriers to accessing health care compared to whites and have lower

utilization of health care resources.® Understanding the racial, ethnic, cultural and language

profiles of Boston residents helps to provide context to data about health status and the

structural, discriminatory, and social factors that contribute to health inequities.

Boston CHNAHIP Collaborative | %
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Key Findings in This Section

Boston is a diverse city with 23% of residents identifying as Black, nearly 20% identifying as
Latino, an d nearly 10% identifying as Asian. Boston has a large immigrant community, with
most immigrants in the city  having been born in the Caribbean or Asia.  One-third of residents
speak a language other than English at home, the most prevalent language being Spa  nish.
Diversity among younger residents is greater than among older residents, and at the
neighborhood level, diversity varies substantially. Black residents comprise a larger portion of

the population in Roxbury, Hyde Park, and Dorchester and Mattapan , while Latino resident s
comprise over half the population of East Boston; the South End, Fenway, and Allston/Brighton
have the highest proportion of Asian residents in the city. Between 2012 and 2017, Latino
resident s experienced the largest population growth  of all racial and ethnic groups.

I Boston Language Diversity
Nearly 4 in 10 Boston residents speak a language other than English at home.

Racial andEthnic Composition

Focus group and interview participants engaged in the assessment described their communities

as richly diverse, mentioning wide racial, cultural, and linguistic diversity. As one key

informant interviewee noted, .- A0 A 0A0&aAad0BAl oA pyd po "pAapy A
OpyyooaespyA dy6 nawooddA Focasigluppartcigagts, ppartcalarly dhosed Cv -
from non -English groups 1 identified diversity as a strength of their communities, but also noted

that new communities faced barriers with social and economic factors as well as navigating the

health care system. These themes are discussed at greater length in other sections of this

report.

- _huagiThaghEAai Ey i E CAU Ceae +CEgCA+E EgEL
in an organic way~ From a key informant interviewee

Data show that Boston is a diverse city, but population composition by race and ethnicity varies

by neighborhoods ( Table 3). While more than one in five Boston residents (22.7%) identify as

Black, in neighborhoods such as Roxbury, Hyde Park, and Dorchester the percentage is 40  -50%,

while Black residents comprise 77.2% of the population of Mattapan. Nearly 20% of the Boston
YybyAOGDdAGBPY BO00YyaodwdA OA ,dapyp CoOsdeceheyéepopdpeod Aal
population is Latino. Additionally, C+g06 " pAapy A pagdbadad ypyAlGdaspy
several years, Latino residents experienced a growth of 20.1% (See APPENDIX | for data over

time). ! Agdy a6Aps6o6yaA daodo yosaaC way pd "pAapy A ypyA
South End (which also includes Chinatown here), and approximately 18% of both Fenwa y and
l00Aapys"agd+apy A YypyAlGdAGpPY AV

2
? 3
&%
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Table3. Racial and Ethnic Distribution, by Boston and Neighborhood, 2013017

Asian Black Latino White Other
Boston 9.4% 22.7% 19.4% 44.9% 3.6%
Allston/Brighton 17.7% 4.9% 11.7% 61.7% 8.6%
Back Bay 10.6% 4.1% 6.8% 76.1% 2.4%
Charlestown 7.2% 5.8% 11.8% 73.2% 2.0%
Dorchester (02121, 02125) 6.7% 44.8% 24.6% 17.5% 6.5%
Dorchester (02122, 02124) 9.9% 49.0% 14.8% 21.6% 4.7%
East Boston 3.8% 2.6% 57.4% 32.6% 3.7%
Fenway 18.3% 5.6% 12.9% 60.0% 3.2%
Hyde Park 2.1% 42.2% 27.1% 25.1% 3.4%
Jamaica Plain 6.7% 10.6% 21.8% 56.8% 4.0%
Mattapan NA 77.2% 15.0% 4.2% 2.8%
Roslindale 2.2% 21.4% 24.5% 48.9% 3.0%
Roxbury 8.3% 40.8% 27.3% 20.0% 3.7%
South Boston 4.8% 5.9% 10.2% 77.5% 1.6%
South End 23.0% 11.7% 16.6% 45.8% 2.8%
West Roxbury 6.7% 5.6% 7.9% 77.8% 2.0%
DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North End,
and West End; South End includes South End and Chinatown; Latino includes residents who identify as Latino regardless of race and racial
categories include residents who do not identify as Latino; Other includes Ameri can Indian and Alaska Native, Native Hawaiian and Other

Pacific Islander, Some other race, and Two or more races; NA denotes where data not presented due to insufficient sample size

The Boston Public School (BPS) system is even more diverse than the city o verall. Of the 52,665
students in BPS in 2018, nearly 42% identify as Latino and 32% as Black. Table 4 presents
student enrollment data for BPS by race/ethnicity over ti me. Trend data provided APPENDIX |
indicate that distribution by race/ethnicity has been similar since 2014.

Table4. Numberof Boston Public School Enrolled Students and Percent, by Race/Ethnicity, 2012018

2014 2015 2016 2017 2018

Total 54,300 54,312 53,530 53,263 52,665

Asian 8.6% 8.5% 8.7% 8.8% 9.0%

Black 34.5% 33.6% 32.4% 31.8% 31.5%

Latino 40.4% 40.9% 41.5% 41.8% 41.9%

White 13.6% 13.8% 14.2% 14.2% 14.2%

Other 11.5% 11.7% 11.9% 12.2% 12.4%
DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Trends - DART, 2014 -2018
NOTE: Other includes Native American, Native Hawaiian or Pacific Islander, and Multi -race
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Language Diversity

Boston is a city of many languages. Nearly 38% of residents speak a language other than

English at home ( Figure 5), and those figures are significantly higher for East Boston,

Dorchester (zip codes 02121, 02125), Roxbury, Hyde Park, and the South End (which includes

Chinatown) compared to Boston overall. Given this diversity, many indicators from the Boston

#(.! AAagdoC o0ad yapagwddood 0oaoda oy a+oA aoypaa AcC y:
diversity was considered a major strength of the city, according to focus group participants,

especially those who were non -English speakers. Several participants discussed belonging to

.tight -0 y gcaltural groups where residents could speak freely in their native language. For

6cdUy06° pyod O6pOAA SapAy y 0 & & g Therg deyniany Thiese  # + gydapcCy
speaking residents [in Chinatown],andi a - A 63dAC dpa Apuodpyd C+p udsyacC
herev. 3gliog0dadC’ oy %OAad "pAaps+0ph§oo0§dadocdpigofad 063
3ydysA+ +06a6 oyo6 ) U 6adoaododAl &= d BonErgdshfoaudgjoups 6 Oy U ¢
parti cipants reported that for the most part, they were able to access some community

resources in their native language; however, they also reported experiencing much longer wait

aolu6A b pba a-+=a A6 Ada a@00 Al do nbtﬁs@zak&rfglkinx;’néb[S/Lé;ualt‘y]éNﬁitl]lé-z yoo
+pbAaA odpa ayé Apoosdld AbagoodAv.
Figure 5. Percent Population 5 Years and Over Who Speak a Language Other Than English, by Boston and
Neighborhood, 20132017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown; Asterisk (*) denotes where the neighborhood estimate is significantly
different compared to the Boston estimate (p<0.05) ; Error bars show 95% confidence interval

Spanish, French/Haitian Creole/Cajun, other Indo  -European languages (e.g., Portuguese,
Italian), and Chine se are the most commonly spoken languages in Boston other than English.
Table 5 indicates which languages are most common in specific neighborhoods among non -
English sp eakers. APPENDIX | provides additional data on languages spoken in Boston.
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Table5.Most Common Language Other Than English Spoken and PerceRopulation 5 Years and Over Who Speak
the Language, by Neighborhood, 2022017

Most Common Language Spoken Percent

Allston/Brighton Chinese (inclu. Mandarin, Cantonese) 9.3%
Back Bay Chinese (inclu. Mandarin, Cantonese) 5.8%
Charlestown Spanish 10.2%
Dorchester (02121, 02125) Spanish 21.6%
Dorchester (02122, 02124) Spanish 12.5%
East Boston Spanish 55.2%
Fenway Spanish 10.4%
Hyde Park Spanish 22.6%
Jamaica Plain Spanish 18.8%
Mattapan French, Haitian Creole, or Cajun 18.2%
Roslindale Spanish 21.5%
Roxbury Spanish 25.3%
South Boston Spanish 8.9%
South End Chinese (inclu. Mandarin, Cantonese) 16.5%
West Roxbury Spanish 5.4%
DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017

NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North End,
and West End; South End includes South End and Chinatown

APPENDIX | includes additional data on the linguistic diversity of Boston Public School
students.

Immigration

Key informant interviewees and focus group participants  described a robust immigrant

community in Boston. Shared ¢ ultural beliefs and values such as hard work and devotion to

byo A 6d8ugaC C6ad 60Ad0agiod o Aby padtiGipantsd.Fer Axarpple, & + 6 A0
guUlgdoadyad a6AgooyaA o aHaiians-workhad §nd gre vAry active ouf

community gives a great contribution in the work force and professional. They move the economy
dpbacCdad dyo6 0 a odintendeweksinotéphatimmigrants also face substantial

challenges in accessing various systems in the U.S. due to language and c ultural differences.

Health care and social service p roviders shared that the diversity of immigrant and refugee

groups in the community creates challenges for services to reach everyone effectively.

Further, s everal focus group participants also noted th  at the city is home to a number of
undocumented residents; undocumented residents were described as facing substantial barriers
to accessing health and other services, and were particularly vulnerable in the current political

Boston CHNACHIP Collaborative 2



2019 Community Health Needs Assssment 22

climate. One key informant sha a 6 6With immigration policy , [residents] worry that applying
for government benefits will impact their legal status. Some people are not willing to apply
8y Cu p ®devocus group participant who identified as undocumented described obstacles in

amost6g6aC 60006a pd VDHPYLUAODoUA-ADoYWdY & 606a a-= zyoA
6oa0A CpA & fioaaoa AABU@AC pd (@60 ROOBAAG ) 6py- &
A0OAaGBAC CpA 009y 34 0b§oAAOBRMHEaME WA IS PIydyE .84 0 ayé
' A 5pO0OAA 6apAy OY6 syacaasdC yoaiaoosyodyaA ypaoos "

While over 28% of Boston residents were born outside the United States, that figure is
significantly higher in neighborhoods such as  East Boston, Dorchester, and Mattapan ( Figure
6). Those born outside the United States were most likely to come from the Caribbean (29.1%

of foreign -born residents) and Asia (26.0% of foreign -born residents) (See APPENDIX | for
additional data).

Figure 6. Percent Foreign Born Population, ky Boston and Neighborhood, 2012017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown; Asterisk denotes where the neighborhood estimate is significantly diffe rent
compared to the Boston estimate (p<0.05) ; Error bars show 95% confidence interval

Immigration and citizenship status have been  themes both in the national policy dialogue and

in focus group discussions with immigrant communities in Boston. Data indicate that 14.5% of

Boston residents are naturalized residents, while 9.0% are documented foreign -born residents

and 5.5% are undocume nted foreign -born residents (See APPENDIX I). In qualitative

discussions, participants mentioned the need for outreach and services to undocumented

aoAgoo6yaAv 4+0 -0Cpa A /06068006 Opa )ulghdriddyad ! 0gdy 0
immigration advice clinics to residents of Boston. Between 2015 and 2017, there were a total of

1,356 clinics held, with about 19 attendees per clinic. Of these clinics, nearl y half of the cases

(48%) have focused on family -based immigration issues, by the far the biggest focus area of the

clinics (See APPENDIX I).
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Education

Why is This Important?

Education affects health in multiple ways. Individuals of lower educational attainment

generally have less favorable health profiles compared to their counterparts with greater
educational attainment. * Most directly, education increases economic and social resources.  °
Those with higher levels of education are less likely to experience unemployment and economic
hardship and have more social connections than those with lower levels. Those with lower

levels of education are more likely to be engaged in jobs that are lower paying or unstable, lack
employer -provided health insurance benefits, or that are more risky or unsafe. Research has
also found that adults with higher educational levels have higher le vels of health literacy,
causing them to better comprehend medical instructions, understand medications, and advocate
for themselves with health providers than their counterparts with lower educational

attainment. ° Inequities in educational funding and  unequal access to key educational resources,
including skilled teachers and quality curriculum, are concentrated in low -income communities
and communities of color and are interconnected with the unequitable and discriminatory

housing and neighborhood polices these same communities experience. ’

Key Findings in This Section

Education was viewed by Boston CHNA survey respondents as a key component of a healthy
community. While statistics pointto a well ~ -educated community (nearly half of Boston adults
have a college degree or more), there are substantial differences across racial and ethnic

group s, with a high proportion of White and Asian adults with college degrees or more and far
fewer Black and Latino adults. Over a quarter of Latino adults in Boston do not have a high
school diploma. Echoing comments shared in focus groups and interviews, dat a from the Boston
Public Schools show that over three -quarters of students are deemed high needs, defined as
either being low income, economically disadvantaged, being a current or former English
Language Learner, or having a disability. Differences in edu  cational quality and resources
across Boston neighborhoods was an issue raised by many focus group participants and
interviewees , and were concerns within the same communities experiencing economic,

housing, and employment challenges as well.

- 1 W & U Admes tp kids in elementary [school], one of the bigger challenges becomes
eUUOi A¢ 0i+U JCh ééArU gC uhl + Chg gC c¢U¢
tour and make informed choices you are not guaranteed a slot at the school. The @d
the children get, the more challengingitiseei AOi A¢ e hAai gJ -UIGHT A
informant interviewee

Educational Attainment

Among residents engaged in CHNA data collection, education was an important factor to them.

As discussed later in this report, when Boston CHNA Survey respondents were asked what

660psyo6A o .+0600a+C opuuAywsalC. " 066A0O0aAmMAplstolR0A &+0 U}
provided with 45% it as an important defining characteristic of their ideal healthy community.

Similarly, focus group participants connected educational attainment with health outcomes in

their communities and perceived that increasing opp  ortunities for educational achievement

2
¥3
&%
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ultimately leads to healthier communities. A few key informants described education in Boston
as a strength, mentioning a rich history of public education and increased efforts for structural
commitments to supportst A6 6y 4 ° AemhAtprialnéeds.

Overall, Boston is a highly educated city with nearly half of adults (48.2%) ages 25 years old or
older holding a college degree or more. However, there are stark differences by race/ethnicity
and by neighborhood. Nearly s even in ten White residents hold a college degree, while only two
in ten Black and Latino residents do ( Figure 7). Nearly six in ten Asian residents hold a college
degree. With 26.1%, Latino adult residents are most likely to not have a high school diploma.

Only 4% of White adult residents do not hold a high school diploma, while the figure is 18%
among Asian adult residents and 15% among Black residents.

By neighborhood, East Boston, Roxbury, Dorchester, and the South End have a significantly
greater proportion of residents who do not have a high school diploma compared to Boston
overall ( Figure 8). Data on other educational attainment categories by neighborhood can be
found in APPENDIX I.

Figure 7. Educational Attainment for Population 25 Years and Over, by Boston and Race/Ethnicity, 2017

m Less than HS diplomm HS graduatem Some college/ Associate's degrm=Bachelor's degree or mor

20.2% 20.5%

48.2%
56.8%

18.3% 32.1%

11.6%

33.9%

13.7% 12.4%
0)
12.0% ' 070

Boston Asian Black Latino White

DATA SOURCE: U.S. Census, American Community Survey 1 -Year Est imates, 2017
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Figure 8. Percent Population 25 Years and Over with Less Than High School Diploma, by Boston and Neighborhood,
20132017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborh oods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North End,
and West End; South End includes South End and Chinatown; Asterisk (*) denotes neighborhood estimate was significantly differ ent
compared tot he Boston estimate (p < 0.05); Error bars show 95% confidence interval

School- Age Students

Addressing the educational needs of specific population groups was an issue discussed in

several focus groups and interviews. Children with special needs, undocumented students, and
those who have experienced trauma were identified as groups that needed more support in and
outside of the classroom. For example, parents in Chinatown discussed challenges receiving

A

adequate special education resources. Oneshar 6 6 Myugé yO006O0A Ayo60600+ &d+0ad0yC-

one hour per week with the speech therapist and | requested increased services but was denled I
CoA+ a+06 Ao+ppl Vapawd6doo6 Upaod Vahéendsoyssingsthatedigs® Ay 0

addresstrauma,on 6 U6 C @y 6 p a u Wy rieed Rarlpidevéntions that have wrap around
Abagoeod Upood0aA? Cbo yﬁ‘é 6yO60a00Ad0 OpAYAdOUBY D"
ogyadagdyaspyA 0a UAGAGYOO (06306 0AV.

As such, the student population in Boston  Public Schools is diverse in their needs. Figure 9
shows that 32 .1% of BPS students are considered English Language Learners, defined as a
student whose first language is a language o ther than English and who is unable to perform
ordinary classroom work in English , 20.3% are students with disabilities, and 56.5% are
considered economically disadvantaged. Altogether, 76.2% of BPS students are deemed high
needs, as either being low incom e, economically disadvantaged, being a current or former
English Language Learner, or having a disability.
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Figure 9. Percent Boston Public SchoolStudents Enrolled, by Selected SubPopulations, 2019
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48.3% 56.5%
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First Language not English Language Students With High Needs Economically
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DATA SOURCE: Massachusetts De partment of Elementary and Secondary Education, School and District Profiles, Selected Populations, 2019

NOTES: Years represent school years (e.g., 2014 represents school year 2013 -2014); First Language not English indicates the percent of

enrollment whose  first language is a language other than English; English Learners indicates the percent of enroliment who are English
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programs: the Supplemental Nutrition Assistance Program (SNAP), the Transitional Assistance for Families with Dependen t Children
(TAFDC), the Department of Children and Families' (DCF) foster care program, and MassHealth (Medicaid); High needs is defined as
students designated as either low income (prior to School Year 2015), economically disadvantaged (starting in School Year 2015), or ELL,

or former ELL, or a student with disabilities

Chronic absenteeism 1 defined as students who are absent 10% or more of their total number of
student days of membership in a school 1 was a concern among parents and those in the
educational f ield . Key informant interviewees in the field discussed how chronic absenteeism is

of particular concern among children from families who are homeless or with parents who have
substance use disorders or co-occurring mental health issues. One interviewee sh 6 a 6 &ids are
missing a lot of academic time and school days because they are placed in shelters and then
transported somewhere else; kids are sometimes commuting an hour and a half each way to
school..v Interviewees indicated that children who have experienced trauma are more likely to

miss school or become disengaged when they are in school. There were suggestions for more
trainings that focus on trauma -informed approaches to teaching.

. I +Ui Ac -igfdndel iin dducation means knowing what to look for [trauma
symptoms] and being able to respond accordingly. Because your response as a provider
CE A gUAT&UE TAA UigéeUE yA+U CE -IHkyA+ &c
informant interviewee

Figure 10 presents data from BPS on students who are chronically absent. About one  -quarter
(25.5%) of all BPS students from the 2017 -2018 school year were identified as  chronically
absent. The proportion is over 30% for students who are economically disadvantaged, have a
disability, or who identify as Latino or American Indian.
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Figure 10 Percent Boston Public School StudentsChronically Absent,2018

All Students IIIIINEGEGENEEN °5.5%

Female 24.3%
Male 26.5%

English Language Learncilliil 26.8%
Economically Disadvantagediliiie 31.1%
High Needs I, 28.9%
Students with Disabilities I 34.6%

American Indian or Alaskan NativElls 34.2%
Asian N 10.5%
Black I 26.5%
Latino I 30.9%
Native Hawaiian or Pacific Islandefiiiiii 25.3%
White N 16.2%
Multi-race N 24.8%

DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Student Attendance , 2018
NOTES: Years represent school years (e.g., 2014 represents school year 2013 -2014); Chronically absent is defined as students who were
absent 10% or more of their total number of student days of membership in a school; Economically disadvantaged is determined based on
a student's participation in one or more of the following state -administered programs: the Supplemental Nutrition Assistance Program
(SNAP), the Transitional Assistance for Families with Dependent Children (TAFDC), the Department of Children and Families' (D CF) foster
care program, and MassHealth (Medicaid); High needs is defined as students designated as ei ther low income (prior to School Year 2015),
economically disadvantaged (starting in School Year 2015), or ELL, or former ELL, or a student with disabilities

Approximately three -quarters (76.6%) of students who started high school in 2013 -2014
completed it in four years, graduating in 2018 ( Figure 11). This graduation rate falls in the

middle of other similarly -sized cities; 4 -year graduation rates in Washington DC and S an
Francisco were 68.5% and 84.4%, respectively, in the same year. Figure 11also shows the four -
year graduation rates across different sub  -populations of students. Data on drop -out rates
among the same sub -populations can be found in  APPENDIX |, along with data on standardized
test proficiency results by grade within BPS.
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Figure 11Graduation RateAmong Boston Public High School Students, 2018
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-income groups include all students who were reported in those categories at least

who graduate with a regular hi
indicates the percent of enrollment who meet

reduced price lun

English language learners, Special Education, and Low

once in high school. Students can be counted in more than one group

Educational quality was brought up among many focus

and Secondary Education, School and District Profiles, Cohort 2018 Graduation

-2014); Graduation Rate indicates the percentage of students

-income

-income: 1) the student is eligible for free or

group and interview participants and

discussed within the frame of educational equity. Participants believed that students in lower
income neighborhoods were not necessarily receiving the same quality education as those in
more affluent neighborhoods within Boston. Parents in focus groups in Allston/Brighton and in

Dorchester held the perception that public schools did not invest in schoo Is equitably across
neighborhoods. / y & ! 0 0A&apy V dwwadtpetter Adudtiodfor my daughter. The scores
at our schools are very low compared to other neighborhoods Vv Some parents discussed lottery
systems that made it challenging to access neigh borhood schools that were perceived to be of

higher caliber. One key informant explained, . 7+08y 4 OpU6A &p [schod]Aoney
bd a+0 fAevoda 0+-0000y60A AOOPpUBA G0O000BYOG (GBUO

GpaaocaC: oyo6 oo CpA ad6 o006 &ap apAa oyo6 (doud o
school. The older the children get, the more challenging itis 6 6y 6 sy 6 AA30BAC 066

Key informant interviewees who work with families or who were in the educational field
expressed the need for smaller class sizes, more social emotional supports, teachers that reflect
the diversity of the community, and more venues to discuss health and wellness. One key
gydpaiudya AAWeénkedtdnoréase teachers and counselors and decrease class sizes.
There is an opportunity to formalize more social support positions within Boston Public Schools

to address [child] mental healthonanon -6 p gy 6 fildalditibny several discussed the
importance of early childhood education and supports. Key informants also expressed the

2
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desire for cultural immersion experiences. One shared, ., 76 y6606 ap Ad6, Nnagyoday
opportunities for children around art and cultural experiences. Helping childr en think about
0AOaAad oyAglOO O0yO6 pAaAgb6d a+6 6000606UwLO UGOYAV.

Employment and Workforce

Why is This Important?

Americans spend more than half their waking lives at work. 8 Employment can confer income,
benefits, and economic stability, among other factors t hat promote health. Well -paying jobs
enable workers to live in healthier neighborhoods, afford nutritious food, and pay health care -
related expenses. ° By contrast, unemployment, underemployment, and job instability not only
make it more difficult to purc  hase goods and services that enhance health, but also have been
shown to contribute to stress -related health conditions and poorer mental health. ~ 1°

- IM.1 U EgEhgguUO g€ cUg A o6Ci: M &AL
requirementsareatd JAJE A 1 AT éUUCE+ E OU¢EUU"
Ceaea ¢ é Urom A fpcus group participant

U yCE
EC ¢

Key Findings in this Section

Boston, like much of the rest of the nation, has experienced an economic upturn in recent years.

)y saaws "pAidpy A AyouyoapCudoya asdaoe COA eévay B800p:
However, when examining unemployment data over the past several year s, which can be

analyzed by neighborhood and other subgroups , data show that unemployment rates have been

significantly higher in Roxbury, Dorchester, Fenway, and Mattapan compared to Boston overall.

In focus groups and interviews, those with lower educati on or fewer skills (especially in

technology), immigrants, and those with a criminal record additionally were reported to

60¢cyoagoyod o6uyapCuodoya 0+8000y060AvVthé'Heaklidarg asll 0640606 Aa
education sectors; these sectors have experien ced substantial employment gains over the past

15 years, while manufacturing and utilities have experienced decreases. Numerous Boston

CHNA survey respondents reported feeling underemployed, wanting higher pay, or desiring

greater job satisfaction. Focus g roup members and interviewees described challenges in getting

a secure job, specifically around meeting educational credential requirements, navigating

online job application systems, and dealing with CORI criminal background checks.

Employment Rate and hdustry

Overall, Boston residents have been experiencing low levels of unemployment in the last

several years. However, i n focus group and interview discussions, there were differing views

about employment and economic prospects in the city of Boston. Se  veral key informant

interviewees talked about the economic vitality in the city, citing a strong local economy and

thriving small businesses. However, many residents across several focus groups discussed the

challenges for workers, especially those with lo  wer educational levels or skills, in securing

well -paying jobs, remarking on the stark divides in class between Boston residents. One

interviewee shared, . 76 +dg0d6 fA6O0pU6 &a+6 aCp o0wawbdA po6 "pAadpyvV
is right in your face;wher 6 CpA +3036 Aafndy O0000AO6YO0O ago+a Ay d06c¢

;o

Opyoép 60go0Gpyidya aeo+a yBebedal facys grdud partiéipadsyfroors A ( p AAO
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Dorchester, East Boston, Mattapan, Chinatown, and Allston/Brighton described working

multiple low -wage jobs and the stressors that come from a lack of job security. One Dorchester

residentshared, . ) +d836 a+aod66 UpAA dyo6 Aadagldld Uoud6 006AA &+dy
Immigrant communities, single -parent households, residents with a criminal re  cord, and

parents of children with special needs were described as especially vulnerable to unstable

employment situations.

In 2018, Boston had an unemployment rate of 3.0% according to the U.S. Bureau of Labor
Statistics (BLS). However, 2018 BLS data are not able to be examined by different
neighborhoods or population groups. Data from the 2013  -2017 aggregated American
Community Survey from the U.S. Census shows that 7.3% of Boston residents were not
employed over this five -year period, yet that figure wa s significantly higher for the
neighborhoods of Roxbury, Dorchester, Fenway, and Mattapan ( Figure 12). Additional
unemployment data by race/ethnicity can be found in APPENDIX 1.

Figure 12 Percent Population 16 Years and Over Unemployed, by Boston and Neighborhood, 2@03.7

11.2%9.6% 10.7% 9.7% 12.6%
73%43%43%39% Y a5y # 8.4% 47% °510/ o AT% 7,196 4.9%
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown ; Asterisk (*) denotes neighborhood estimate was s ignificantly different
compared to the Boston estimate (p < 0.05); Error bars show 95% confidence interval

According to 2015 Census data analyzed by BPDA, Boston has almost 13,000 payroll jobs per

sguare mile, a job density similar to San Francisco, New Yo  rk City, and Washington, DC. 1!

"pAapy A 08av6Aa ouyapCoaA haalihbcaré and eddcation indlysties,y 0y 0 6 p ¢
which account for 14 of the top 20 largest employers in the city. The top five largest employers

in the city are Massachusetts Gener 80 ( pAygad0° "agodo+d0u dy6 7pudy A (
30+pp0A° "pAadpy 5ysagdaAgalC: dyo6 "pAapy #+wo06ad6y A

This mirrors the industries in which Boston residents are employed. According to the American
Community Survey, nearly one -third of Boston residents 16 years or older are employed in
education, health care, or social assistance industries ( Figure 13). The next most common
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industry for Boston residents is professional, scientific, and management; administrative, and
waste management services (industry categories are pre  -defined by the U.S. Census).

Figure 13 Percent Population 16 Years and Over Employed by Industry, Bgston, 20132017

Educational services, and health care and social assist_ 31.2%

Professional, scientific, and management, and administratj
and waste management servic

Arts, entertainment, and recreation, and accommodati

and food services

Finance and insurance, and real estate and rental ' 9.0%
leasing

Retail trade . 8.1%

17.0%

10.7%

Other services, except public administrati(l 4.6%
Manufacturing I 4.4%

Public administrationl 4.1%

Transportation and warehousing, and utilitiel 3.5%
Construction I 3.4%

Information I 2.4%

Wholesale tradeI 1.5%

Agriculture, forestry, fishing and hunting, and minind.1%

DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTES: Data are arranged in descending order; industry categories are defined by the U.S. Census

According to the BPDA, health care and social assistance, accommodation and food services, and
arts, entertainment, and recreation were the industries that had the largest percentage gains in
employment over the past 15 years, while manufacturing and utilities had the largest

percentage decreases in employment. 2 Production and transportation jobs are concentrated in
zip codes in East Boston, South Boston Waterfront, South Boston, and the Back Bay, while
consumer services jobs are concentrated in the West End/Beacon Hill, Downtown, South Boston
Waterfront, Back Ba y, and Fenway/Kenmore. Business services jobs are concentrated in Back
Bay, Downtown, and the South Boston Waterfront. Education and health care jobs are

concentrated in Roxbury, Fenway/Kenmore, Back Bay, and the West End.

Employment Challenges and Satisfaction

Two main themes emerged from the data collection with Boston residents: employment
satisfaction and challenges in securing a competitive job. Numerous Boston CHNA Community
Survey respondents reported feeling underemployed, wanting higher pay, or des iring greater
job satisfaction. Nearly 30% of Boston CHNA survey respondents indicated that they felt they
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had more training and experience than was required to perform their current job, and another
18% indicated this was possibly true (see  APPENDIX I). Of the 978 CHNA survey respondents
who answered that they were looking for a new job, the most commonly cited reason for

looking was higher pay (33.4% ) followed by job satisfaction (21.3%), and more opportunities
for advancement (11.2%) ( Figure 14).

Figure 14 Percent Boston CHNA SurveyRrespondents Looking for New Job Reporting Primary Reason for Looking
for a New Job (N=978), 2019

Higher pay | NENREGEGEGGGEGEGEGEGE 33.4%
Job satisfaction ||| Gz 21.3%
More opportunities for advancement [l 11.2%
Other [l 7.3%

More flexible schedule [} 4.9%
Better hours ] 4.2%
Closer to home [} 4.2%
Better training and educational opportunities. 4.1%
Want more hours/full-time position [ 3.3%
Better benefits [Jj 3.3%

Want a permanent position [l 3.0%

DATA SOURCE: Boston CHNA Community Survey, 2019 . B ) B

] 4%3¢ $8406 8aadyo6066 sy O60AOOYO6BYO baodda’ 00a006yasdco o000 AND by A oycodd ABPOA a6 Ay by
Focus group participants, however, were more likely to discuss the challenges of securing a job

rather than job satisfaction itself. These challenges, discussed in more detail below, included

meeting educational requirements, changing hir  ing processes, having appropriate technology

skills, and having a criminal record.

Educational Requirements and Training

Many focus group participants discussed how formal educational requirements for a job are a
significant initial barrier. As one residen  t from Dorchester summarized, . ) agd A&3aAd6600606
job. I have more than a decade of experience, but the minimum requirements are always a

C

idgo+060pa- A 666a606° Ap a+38a 6o AAAL (Several pakticiatsipls® pa &0 y
remarked t hat many employers do not take into account work or life experience as comparable

to educational requirements. As one example focus group participant shared, L)y "pAAdpy " UA
having the credentials they want is difficult. You may have half of the education credentials, 10

CodsaA po Cpau 6¢ydapdyod” dyo6 GpaA pd 0eb606 6¢y06a@o)

.....

060 0¢EYy6agoy O 06 Sedehal parpcipgnts distussed how the high cost of college and

other educational opportunities was inacces sible to them, especially if they were working,

single parents. One focus group participant explained, .00pyao6 Coya ap o6yago+ a-
dy 060A0daopy nAadA +pC 08y CpA Coa+pAad AAYyYybpbaa, 3ayodil
kids, howtoget &p Cpau? +pC 8ao6 Co6 06ada AAYyYpPAOGO &p 606a oY
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In addition to access to degree programs or positions that recognized life and work experience,

focus group and interview participants identified the need for more trade schools and job

centers that can help residents gain skills and training to  create pathways beyond entry -level

positions. Focus group participants from the South End specifically mentioned carpentry,

electrical work, machine training, and small business training as especially valuabl e.

Participants also stressed that it is imperative that training opportunities are accessible to

working parents, taking in to consideration issues like childcare, time, and cost. One

interviewee summarized, . 4+6ad6° - A 8 yo60606 6pa o0 letosingléhealleda +d33 daod
households who can help provide morework -0 g 86 A0 0y o006 V-

Hiring Processes and Navigating Technology

Challenges navigating technology and dealing with new hiring processes were also identified as

a concern for residents in Dorchester and  among senior focus group participants. For example,

focus group participants in Dorchester explained that the hiring process has drastically changed

over the last 10 years in that nearly all applications are now submitted online. One participant

A + 8 a 6t'é hard to get job now because everything is online. When you do the online

application, you're trying to answer the question to the best of your ability, but you have to think

bAdAg606 a+0 fipé AO0OAADG CoO6 o8ad6 Cawgaiaidigernedsivheleh AAZ O L
you can meet someone and give a good first impression. - Another participant agreed and added,

) Ui 8 CphyooadAl yo6aApy o0 Paricipaptdiftbeselgipdpdexpangd oy &+ 0
that there are many incorrect assumptionsabo Aa a6 Apgo6oyaA - odnsawesaC ap ydac
$pao+6Aada yoaodya Na évargbodd i omplterditardted Not everyone has a

resume online and that really knocks you down. You just want someone to see that you're a good

person and hard work er, but you can't do that because there's no face to face correspondence

8y Cu p Similarly, focus group participants who were seniors explained that technology is

often a hinderance to remaining competitive in the work force. One shared, . Opa yydo 60G66a
not how to use their cellphone properly. Some classes have been given to help seniors with
aoo+ypapoCv 4+-6a6 yoo6o0A ap fAo6 GiUpad pd a+oa AOOOAAD
+pC ap AAbG gav.

Criminal Record

Having a criminal record also makes it difficult to secure employment, shared focus group and

interview participants. Focus group participants who identified as homeless described

challenges finding employment because of past criminal charges. One shared, .9pA y60606 ap
0

remember that CORI ! is going to limit you in everything ~ 636y 86 Cp A.[Empldyersfda A6 000
A3C a+06C 00 60a ndoa ap CpA. Keyidornadtddescribéd e neddAd &+ 6 C
for more support from employers for this population. /| yo oyadagod Cobherdi§la ooy 060

need for more flexible employment policies so that people who have criminal records can have
real opportunities to work and turn their lives around. When they are closed off from these
positive opportunities, that s A C+6y &a+6C o6p 6Aaa+o6a o6pCy+eo00 oy 066

1 CORI stands for Criminal Offender Record Information and is a record of all criminal court appearances
in Massachusetts for a particular individual, including arrests, convictions, dismissals, and serious
violations.
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Youth Employment Challenges

Focus group participants, especially parents, also discussed the importance of encouraging

youth employment, both for young people to learn important skills and to focus their time on

positive activities. However, while there are a number of youth workforce programs in the city,

many youth s find it challenging to get a job. When talking about the limited humber of

employment opportunities for young people, one parent from Dorchester shared, . 9p A y606¢6 ap
know somebody who knows somebody just for a kid to get a job. Then they have to resort to the

streets because they don't have [anything] else to do." Key informant interviewees explained

that it is imperative thatthes 6 pyypadAyosagoA ogyolAO6Dd oSépoyAA py A&

AGgO0O0A. O0pud oOpuyAadada yVapoadiuuesyd ' VapdooAAsgpydld op
interviewee shared, .We [in Boston] are one of the leading markets for technology -enabled

industries, and we have young people who do not have access to computer and internet service in

their homes. They do everything on their phones but that does not help them fully participate in

a+06 00 pRjupherCitwvas noted that transportation poses a challenge f or young people to

access employment opportunities, so it is important that jobs are available within their

0
L

communities or can offset transportation barriers. One interviewee shared, .4ad0yAypadsashpy
major issue that impacts our work. The amount of tim e it takes to get anywhere does not help
kids with after school jobs. Kids ride two buses and a train and then walk for a 2 -hour

A 7 oA =

ouyaopCuoya 6¢yodasoyood -

Income and Financial Security

Why is This Important?

Income is a powerful social determinant of hea  Ith. At an individual level, income influences
where people live, their ability to access higher education and skills training, and their access

to resources to help them cope with stressors, all of which affect health and well -being. Income
also shapes access to health -promoting resources such as healthy food, health care, and
technological advances (e.g., new medical treatments).  * Compared to their higher income
counterparts, low -income individuals have higher rates of smoking, obesity, and physical
inactivity; more limited access to healthy foods, opportunities for physical activity, and healthy
environments; higher rates of physi  cal limitations, heart disease, diabetes, stroke, and other
chronic conditions; and more limited access to health care.  * At a community level, regardless
of individual level of income, low community wealth often correlates with more limited
educational an d job opportunities, greater community violence, environmental pollution and
disinvestment in essential infrastructure and resources. 15 While income, education, and
employment are all associated with health outcomes in slightly different ways, many of the

same population groups 1 communities of color, women, immigrants, and others 1 experience
the compounded challenges and structural inequities across the myriad of systems related to
economic advancement and upward mobility.

I The city median household incomes $62,021 but ranges by neighborhoodfrom
Dorchester with the lowest median income at $27,964 to South Boston with the highest
at $170,152.

2
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Key Findings in this Section

Across all indicators of income and financial security, there are substantial differ ences across
Boston neighborhoods and racial and ethnic groups , that are similarly patterned as other social,
economic, and health inequities . The median household income in Boston is $62,021, but the
spread between the community with the lowest median hou sehold income (Dorchester,
$27,964) and the highest (South Boston, $170,152) is substantial. In four communities 1
Dorchester, Fenway, Roxbury and the South End 1 approximately 25 -35% of residents live
below the federal poverty level. Median household income i s highest for White resident s and
lowest for Latino resident s. Median value of total assets and net wealth for White residents far
exceeds that for any other racial/ethnic group. Poverty and economic instability were key
themes in focus groups and intervie ws, with participants sharing the challenges of meeting
basic needs and the negative effects this has on personal health. Community survey results
indicate that a substantial number of respondents face challenges paying their mortgages,

utility, credit car d and medical bills, buying groceries , and paying for childcare . These
challenges are experienced by a higher proportion of non  -White respondents compared to
White respondents, and those without a college degree compared to those who do have a
college degr ee or more.

Household Income andPoverty

Financial insecurity was reported as a concern in the majority of focus groups and interviews,

with participants indicating that it was one of the root causes of stress in their lives, and

reporting challenges meeting basic needs such as food, shelter, and medical care. Focus group

participants across geographies often attributed these financial stressors to stagnant salaries,

higher costs of living, and difficulty balancing multiple low -wage jobs. One interviewee

A Al U 0 a o Redldvages.have been going down for low income peo ple [for decades]. This is at

the heart of all of it: people have no time because they are working  four jobs to get the same

AsosaC a+-o6C AAOGG6G ap 606a o6apu pyod . oupn, v Y6 CpA 003y
the downtime are fundamental, an d people have less of it. Some people have to work 70 hours to

Udud O0yoOA UdOAV.

Census estimates reflect this theme of the burden of limited income affecting many households
across Boston. In 2013 -2017, one-quarter of Boston households had incomes <$25,000 (27%)
and one in seven households earned between $25,000 and <$50,000 (16%), an d yet one -third
of Boston households earned $100,000 or more  (Figure 15). The neighborhoods of
Allston/Brighton and East Boston most closely resembled the socioeconomic profile across
Boston. Roxbury (44%), Fenway (40%), Dorchester (02121, 02125; 36%), and the South End
(31%) had the highest proportion of households with incomes below $25,000.
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Figure 15 Household Income Distribution, by Bostonand Neighborhood, 20132017

m Less than $25K m $25K to less than $50Km $50K to less than $75Km $75K to less than $100Km $100K or more

Dorchester (02121, 02125 19.1%
porchester (02122, 02124 I BN 25.5%
East Boston 24.5%
Z52%
Hyde Park 28.3%
Jamaica Plain 41.0%
2075
Roslindale 35.4%
South End % 40.7%

DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; Sou th End includes South End and Chinatown

As described below, both the average and median household incomes are important examine.
These numbers should be close if there is not much variation or unequal extremes in a group.

While the average (or mean) of as etting is often examined, the median provides the mid  -point,
where 50% of the sample is above that number and 50% is below. Figure 16 represents on the
map those neighb orhoods whose median income was significantly lower (light blue) or

significantly higher (dark blue) than Boston overall.

More detailed data on the specific median and average incomes by neighborhood can be found
in APPENDIX I.

These data indicate that the average household income was highest in Back Bay (02110;
$256,500) and South Boston (02210; $212,297) in 2013 -2017. The 02121 neighborhood in
Dorchester had the lowest average ($45,874) and median ($27,964) household income over this
period, with the average household income in Dorchester being 82% lower than that in Back

Bay. The 02119 and 02120 neighborhoods in Roxbury both were among the lowest average
($49,233 and $51,456) and median ($30,663 and $32,243) household incomes, respectively.
There are notable differences between the average and median household incomes in zip codes
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that comprise the South End, where the average income is 83%  -286% higher than the me dian

income, depending on the zip code.

Figure 16 Median Household Income (in U.S. Dollars), by Zip Code, 2QA®RL7

/

for Boston overall was
$62,021

I I Median household income

/4

[ Lower than Boston overall
[ Similar to Boston overall
I Higher than Boston overall

N
‘ 0 2 4 Miles
| | |
DATA SOURCE: U.S. Census, American ~ Community Survey 5 -Year Estimates, 2013 -2017
NOTE: . , pCo6a a+d8y "pAadpy pbadaddd- osy6o0d0ad6A &a+0 0Adgudad oA Apodyedosodywm0o0C apcCoa a-=+
indicates the estimate is statistically similar to the Boston estimate (i.e., yp AddacAdsod00C Apgdyosdosodya 60060606ad6yoo”?
bagoadal. eyo6wsodadA a+6 0Aadgidad oA ApgoyosdopsodyaalC +g6+06a a+dy a+060 "pAadpy O6AdgUdEC

Reflecting patterns of residential segregation that underlie inequities in household income
across Boston neighb orhoods, there were significant racial/ethnic differences in median
household income relative to the average for Boston  (Figure 17). White households ($98,317)
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reported incomes that were 47% higher than the city average ($66,758). Asian ($47,048), Black
($39,344), and Latino ($36,998) households earned significantly less than the average across
Boston. Notably, while White households r  eported incomes that were approximately $30,000
above the city average, Latino and Black households brought home incomes that were $30,000
below the median income across Boston.

Figure 17 Median Household Income, by Boston and Ra&/Ethnicity, 2017

$98,317
$47,048 *
*
$66,758 $39,344 $36,998

?/. * *

_ N N N

Boston Asian Black Latino White
DATA SOURCE: U.S. Census, American Community Survey 1 -Year Estimates, 2017
NOTE: Asterisk (*) denotes race/ethnicity estimate was significantly different compared to the Boston estimate (p < 0.05); Error bars

show 95% confidence interv al

Given high cost of living in Boston and the low federal poverty line, those who fall below the

poverty level are at the extreme end of financial insecurity. The federal poverty line changes by
housing size; for a household of one, the 2019 federal pover ty line is an annual income of
$12,490; for a household of four, it is $25,750.  Figure 18 indicates that one in five Boston
residents (20.5%) meet this criterion for th e 2013-2017 aggregate American Community Survey
data, although this situation varies by neighborhoods. The percent of residents living below the
federal poverty level was highest in Fenway (36.7%) and Roxbury (34.4%) in 2013 -2017,
followed by Dorchester (0 2121, 02125; 28.4%), and the South End (24.6%). West Roxbury
(6.4%) had the lowest proportion of residents living below the federal poverty level in 2013 -
2017.

The percentage of the population living in poverty also differs significantly by race/ethnicity
Using just 2017 data, Asian residents, at nearly 31%, and Latino residents, at nearly 28%, are
significantly more likely to be in poverty than Boston residents overall. White residents are
significantly less likely, at nearly 11% (  Figure 19).
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Figure 18 Percent Population Living Below Poverty Level, by Boston and Neighborhood, 2043017
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DATA SOURCE: U.S. Census, American Community Survey 5-Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown ; Asterisk (*) denotes neighborhood estimat e was significantly different
compared to the Boston estimate (p < 0.05); Error bars show 95% confidence interval

Figure 19 Percent Individuals Below Poverty Level, by Boston and Race/Ethnicity, 2017

30.9%
N 27.6%
0 0

18.7% 19.9% 10.9%

_ il N

__ -

Boston Asian Black Latino White
DATA SOURCE: U.S. Census, A merican Community Survey 1 -Year Estimates, 2017
NOTE: Asterisk (*) denotes race/ethnicity estimate was significantly different compared to the Boston estimate (p < 0.05); Error bars
show 95% confidence interval
Patterns of poverty at the family level largely mirror patterns for individuals in poverty. Data
on Boston families living below the federal poverty line can be found in APPENDIX I. Given

"pAadpy A +t@6+ O0pAad pb 0g4aey are gl sbpve the poverdy fine is dlsb &
important. APPENDIX | also includes data on individuals with incomes at 200% below the
poverty line by neigh borhood.

Income Inequality and theWealth Gap

yyopuod syoAAdGwsaC pod & opuiuAywsalC oA 06¢6y60a06 a
gyopud AadaAA OA Co600 O8A pybdbpadoa 0606060600aA &a+od
status. Studies have discussed that increases in income inequality could affect the availability of
goods and services, the enforcement of laws banning unsafe consumer products, the benefits

and costs of higher education, the social bonds among relatives and neighbors, or the
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distribution of political influence . The Gini Index is a common measure used to identify the

level of income inequality in a given population, ranging from O (generally reflecting income

equality) to 1 (generally indicating highest levels of income inequa lity). As shown in Figure 20,
the Gini Index ranged from a low of 0.42 (02210 zip code in South Boston and 02163 zip code in
Allston/Brighton) to a high of 0.67 (02111 zip code in the South End). Income inequality was

also higher in Back Bay (02110; 0.64) and Fenway (02115 and 02215 zip codes; 0.60 -0.61). See
APPENDIX | for additional detail.

Figure 20. Gini Index, by Zip Code, 202817

I Gini index for Boston overall /
was 0.5425

[ Lower than Boston overall
[ Similar to Boston overall
Il Higher than Boston overall

N
‘ 0 2 4 Miles
\ | |

DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017

NOTE: The Gini Index is a summary measure of income inequality. The Gini coefficient incorporates the detailed shares data into a single

statistic, which summarizes the dispersion of income across the entire income distribution. The Gini coefficient ranges from 0, indicating
perfect equality (where everyone receives an equal sh are), to 1, perfect inequality (where only one recipient or group of recipients

receives all the income). The Gini is based on the difference between the Lorenz curve (the observed cumulative income distri bution) and
the notion of a perfectly equal income distributon ;. , pCbéa &+d8y "pAadpy badbadial. oyoéwsodadA

"pbAapy 6Aagudadc? .3glig0da ap bAapy padaddld- sy6g083a06A a+06 O0Aaudidicaly oA
significant differe y 606”? . (gpb6+6a a<+0y "pAapy pagbdaddad gy6o08a06A a+06 0Adgidado gA A
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Numerous participants across focus groups perceived that there is growing economic inequality

in communities of color compared to their White counter parts. People noted the gentrification

of neighborhoods and rising cost of living was having a disproportionate impact on lower

income families and communities of color. As one key informant interviewee described ,» 1 0pa
of our minority families in Roxbury ~ and Dorchester can never make it into the middle class. Our
00lo0o0OA 0ab6 Nooyd YAA+06 pAa ap 0oagoA Go00b
oowacC OApAaAOOAV.

apoa:

Q1

Data on wealth were not available for the City of Boston, but studies have look ed at the wealth
of the Boston Metropolitan Statistical Area (MSA) which is comprised of Massachusetts

Counties of Norfolk County, Plymouth County, Suffolk County, Middlesex County, Essex County
and New Hampshire Counties of Rockingham County, NH and Straf  ford County, NH. In a
Federal Reserve Bank of Boston 2015 report which focused on examining wealth  disparities
between residents who identify as  White, U.S. born Black, Caribbean Black, Cape Verdean,
Puerto Rican, and Dominican, the median value of total assets for White residents in the Boston
Metropolitan Statistical Area ($2 56,500) far exceeded the assets reported for any racial/ethnic
minority group in 2014  (Figure 21). Among residents of color , the highest household assets
were reported among non -Caribbean Hispanic residents ($15,000), followed by residents who
identified as Caribbean Black ($12,000). Of note, Cape Verdean ($0) and Black/African

American residents ($700) had the lowest reported household as  sets in 2014. Data on net
worth, which can be found in  APPENDIX |, show similar patterns. These patterns reflect themes
in focus groups and intervie ws suggesting that residents of color across Boston are struggling

to make ends meet, let alone get ahead financially.

Figure 21 Median Value of Total Assets Reported to be Held by Househol¢is U.S. Dollars) by Boston
Metropolitan Statistical Area, 2014

$256,500

-

$700

White Caribbean U.S. Black  Cape Dominican Puerto Rican Other NEC
Black Verdean Hispanic

DATA SOURCE: Duke University, National Asset Scorecard for Communities of Color (NASCC), Boston NASCC survey, as analyzed and

reported by Mufioz, A. P. et al, Federal Reserve Bank of Boston, The Color of Wealth in Boston (2015) , 2014

NOTES: Boston Metropolitan Statistical Area includes the following Massachusetts counties: Essex County, Middlesex County, No rfolk

County, and Suffolk County, and Rockingham County, New Hampshire and Strafford County, New Hampshire; Asterisk denotes where the

difference in the percentage of nonwhites as compared with the percentage of white households was statistically significant a t the 95%

06360?” 4+6 .ypa 60A6C+06a06 O00B8AAEB@BOG6. ~ . %#" 00a066paC oy o0 AdhisAudifdcasedo6 a6 Ay by 60y &/~
U.S. born Black, Caribbean Black, Cape Verdean, Puerto Rican, and Dominican differences and did not report data on other raci al/ethnic

groups, such as Asian or Native American/American Indian residents.
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Challenges ofFinancial Insecurity

Financial insecurity was a major theme across many focus groups. Participants talked about the

challenges of making ends meet. As one participant noted, . %gdy 0 aoéya o6p6A AV o
month,gd - A & Gpa C+06y CpAa Imparicplar dartmipantythlked abautp Coy 6 V -
challenges with being stuck in  low -wage jobs, with little room for advancement, and how that

made it difficult to maintain a good quality of life. For example, in East B oston and Dorchester,

parents spoke of working hourly wage jobs that were inconsistent and unstable. One resident

from Dorchester illustrated her challenge in being in a low wage job without much autonomy or

flexibility inschedule ,. ) "4 &8 Agyo@oafipé-d@ WWRNA a+d6a ) ooy a C
dyyasoov "Aad Adegiald a+o6C Ao0+0606A006 U0 dpa +pAaA ) 00y
Uouo6 a+o6 A+gdaAv 4+6C yooUu 8yo0 o—pbAAé‘eW@)eué@rcﬁJméa +p £
participan ts who identified as low -wage mentioned that raising the minimum wage in

Massachusetts is a step in the right direction to financial stability; however, more is needed to

help working poor and lower middle  -class families.

Across most groups, participants spoke of having to live paycheck to paycheck and being unable

to save any additional income for emergencies. Onelow -gy O p (i 6 V 0 a 0 yifiereAre I6t5 0 6

of financial needs here in East Boston. People are working 2 or 3 jobs, and even if you live simply,

CpAa AdaosaC fadbdauA 0agdy Vv Rebidedtaviho arelin tijepowdr diddie dlassi py 6 C v -
also described struggles to maintaining financial stability, mentioning limited resources to help

families attain upward mobility. One focus group participant from the South End shared,

. People working are making too much to get food stamps 1 but not enough to feed their family.

4+6 UBOO60O O00O0AA oA AzaAdoodnsyo? CpA ad6 ndou ap AAac

According to key informants and non -English focus group participants, residents who were

undocumented and new immigrants were  especially vulnerable to financial instability between

no documentation, limited power, and the desire to support their families in their country of

birth. One undocumented residen & A + & &hé j@roblem is that people have social security

numbers-0p&AA pd yopyaoe C+p O6py & +0abdb yoyoaAv lyoé 60y
a+0C uypC CpA o006y & adbypaa a<oéuv ) 606a yd@06 o0sé ‘
someoned 0 A 6 - AA facasdup participant in Mattapan echoed this sentiment, sharing, .76
are unable to support each other, and we should be trying to invest in ourselves, but we still need

ap Adyo aaoyAooa upyoeC ap (d0oaes ,0g06aC upya+,6 v-

. I EAY i Gi UBwetnsiddle iAderik are trylng to get out of the grey area but are
Eghil +: Mae geéuUJ ¢Ug A EAIi EU AAO AeAAT U
informant interviewee - From a key informant interviewee

Multiple focus group participants also6 6 Adagno6 C+d8a @A UGyp@enadA @ &a+0
minor increase in income can cause a swift and total loss of benefits that are often more than

the financial raise. One interviewee explained, ./ y 6 feg6é pAAASONO Odpa a+pAd
effect As [residents] start to increase their income, their benefits drop off. Navigating that is a

0+00006y0606 dyo6 &+06aod - A Fdcusghdphesidedtdwho ideatified sisdowad + & & Vv -

income echoed this sentiment, with some describing experiences of losing health insurance or

other benefits as a result of picking up even a few extra hours of work a week. One Mattapan

residentshared, . ) o6p&a s 6¢&aads +pAaA d8a uC upid dyo6 -0AA(06dC
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UC yo00A o6pa Caddolberefdtsivingalsd aodricern as it related to childcare, with
byo oyadaawo Parentswidoaery td Work.n order to provide for their families is often a
+3a6 O0+pwod Opa upa+roaA C+p yo6066 ap oAU a+o6uAbd
receivey 6 pa 6p ) B0y o6 0 =Thidsedidentovas edhped by foaud groug p a 0 |
ydaaovooyoyaA C+p Co6ad Up agedpaid$40 alayznd the YMCA Bharded o v
U6 oié& o0 06C dopa 0+p0000adVv )a A guUypaAVAgfi 06 6P
These forms of financial insecurity that emerged in focus groups and interviews echo estimates

from the Federal Reserve indicating neighborhood variation in  delinquent payments and poor
credit scores. Approximately one in five residents in Roxbury (22 %), Mattapan (21%), and
Dorchester (18%) were delinquent in a payment in 2017, similar to the average across Boston
(19%) that same year (Figure 22). (It should be note d that the neighborhood definitions used
for the Federal Reserve study are slightly different than the definitions used throughout the

rest of this report.)

Figure 22. Percent Population Delinquent in Payment, by Boston and Neighdrhoods, 2017

21% 22%
19%

18%

17%
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13% 12%
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DATA SOURCE: Federal Reserve Bank of New York (FRBNY) Consumer Credit Panel/Equifax, as cited in Federal Reserve Bank of Bost on,
The Concentration of Financial Disadvantage: Debt Condition and Credit Report Data in Massachusetts Cities and Boston Neighborhoods

(2018), 2017Q2
NOTE: Neighborhoods are defined per Boston Planning & Development Authority definitions
(http://www.bostonplans.org/getattachm ent/d09af00c  -2268 -437b -9e40 -fd06d0cd20a2 )

While data on average credit scores can be found in  APPENDIX |, Figure 23 presents data by
neighborhood on the percent of the population with subprime credit scores. Th e proportion of
residents with subprime credit scores ranged from a low of 8% in Beacon Hill to a high of 51%

in Roxbury. The neighborhoods of Roxbury (51%), Mattapan (48%), Dorchester (43%), and

Hyde Park (38%) had the highest proportion of residents with subprime credit scores.
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Figure 23. Percent Population with Subprime Credit Score (< 660), by Boston and Neighborhoods, 2017
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DATA SOURCE: Federal Reserve Bank of New York (FRBNY) Consumer Credit Panel/Equifax, as cited in Federa | Reserve Bank of Boston,
The Concentration of Financial Disadvantage: Debt Condition and Credit Report Data in Massachusetts Cities and Boston Neighbo rhoods
(2018), 2017Q2
NOTE: Neighborhoods are defined per Boston Planning & Development Authority definit ions
(http://www.bostonplans.org/getattachment/d09af00c -2268 -437b -9e40 -fd06d0cd20a2 )
Boston CHNA survey respondents were asked whether they had troubles financial ly in several

different areas. As shown in  Figure 24, the most common form of financial insecurity reported
among Boston CHNA survey respondents was saving money (57%). One quarter of respondents
reported challenges in paying credit card bills (24%) or purchasing groceries (23%). One in

five respondents ind icated trouble paying utilities (22%), rent/mortgage (20%), and medical
bills (19%).

Figure 24. Percent Boston CHNA Survey Respondents Reporting Having Trouble with Finances, by Type of
Finances, 2019

saving money (N=1,810 | N NGEGGEEEEEEEEEEEEE -6.5%
Paying credit card bills (N=1,72Z NG 24.2%
Buying groceries (N=1,832 | I IEGGG 22.9%
Paying your monthly utilities (N=1,76 2| | [ lNGN 21.7%
Paying your rent/mortgage (N=1,755| NG 19.5%
Paying medical bills (N=1, 745 I 190.3%
Paying for transportation (N=1,836 I 16.7%
Paying for medication (N=1,773 | ]I 14.6%
Paying for child care (N=1,542Jji] 10.8%

DATA SOURCE: Boston CHNA Co mmunity Survey, 2019
./ 4%3° 006a0060yad606 0000A08aepyA 6p yphpad eyouA60 adAypyoodoyaA C+p Ad60060EOO
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While more than half (57%) of Boston CHNA survey respondents reported having trouble

saving money, there was significant variation in reports of having trouble saving money across
racial/ethnic groups, age groups, gender identity, educational attainment, and parent status
(Figure 25). The prevalen ce of barriers to saving money was highest among respondents with
some college/certificate program education (75%), Black respondents (67%), Latino

respondents (66%), parents of children <18 years of age (64%), and multi -racial (63%)
respondents. APPENDIX | includes additional analyses of the survey questions on financial

troubles.

Figure 25. Percent Boston CHNA Survey Responénts Reporting Having Troublewith Saving Money, by Al
Respondents and Selected Indicators, 2019

All Respondents (N=1,810 I 56.5%

Asian (N=252) I 34.9%

Black (N=392) I 67.1%

Latino (N=395) N 66.1%

White (N=649) NG 51.3%
Other/Two or more (N=84) NG 63.1%

Under 18 years (N=163 )l 38.0%
18-24 years (N=132) I 58.3%
25-44 years (N=696) IIINNEGNNNNNNNEN 61.8%
45-64 years (N=431) I 56.2%
65+ years (N=175) I 46.3%

Female (N=1,219) INEEGEEEEN 5S3.9%
Male (N=349) NG /5.6%
Non-binary/transgender (N=27) NN 63.0%

HS graduate or less (N=416) 50.2%
Some college/certificate program (N=323) 75.2%
College graduate or more (N=822) 52.3%

Heterosexual/non-transgender (N=1,247) N 55.6%
LGBTQ (N=229) N 62.0%

Parent of child under 18 (N=509 | NG 6Z.2%
Not parent of child under 18 (N=1,103 N 52.6%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: Chi -square analyses were conducted and there were statistically significant differences within the fol lowing groups (p < 0.05):

race/ethnicity, age, gender identity, educational attainment, and parent status

Receipt of assistance from an organization is an important indicator of financial insecurity.

This indicates the challenge of living paycheck to paych  eck and not being unable to save money
for emergencies, a common theme that emerged in focus groups and interviews. When asked
about their receipt of assistance from an organization or program in the past year, 16.1% of

Boston CHNA survey respondents repor ted receiving food assistance (Figure 26). Nearly one in
ten respondents (9.8%) indicated receipt of housing assistance, and around 7% reported

receiving transportation -, medication -, and utility -related assistance.

Boston CHNAHIP Collaborative | P4



2019 Community Health Needs Assssment 46

Figure 26. Percent Boston CHNA Survey Respondents Reporting Receiving Assistance from Organization or
Program in Past 12 Months, by Type of Assistance (n=1,773), 2019

Have not received assistance/N /A EGTNKGKGTTEEGEGEGEGEGEGEGEGE 23.5%
Food | 16.1%
Housing [l 9.8%

Transportation [l 7.8%
Medications [Jij 7.5%
utility Bills [l 7.1%
Education [} 5.4%
Childcare [} 3.4%
Job search or training [} 3.4%
Translation/interpretation J] 2.3%
Care for elder or disabledl} 2.3%
Legal Issues]] 2.1%
Immigration issues | 1.0%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTES: Multiple responses were allowed; therefore, percentages may not add up to 100%; Percentage calculations do not include

aoAypyooyaA C+p AoGodoads6 .yaodo6a ypa ap dyACoéasopy & uaypcC-

Food Insecurity

Why is This Important?

Food insecurity 1 not having reliable access to a sufficient qua ntity of affordable, nutritious
food1 is directly related to  financial insecurity. Few Americans meet nutritional guidelines, as
indicated by daily consumption of fruit and vegetables. " Inadequate financial resources and
limited access to healthy, affordable food contribute to these patterns. 1819 Food insecurity has
substantial negative effects on health: research has shown that people experiencing food
insecurity have lower nutritional intakes, increased rates of mental health problems and
depression, higher rates of diabetes and hypertension, and worse oral health. 20

- IMry WCE+i Ag geéEUU 6CIE AAO M T AA 1T AEUGI]
AAO ¢ é-AgrenEakéygnformant interviewee

Key Findings in This Section

The expense and accessibility of healthy food was a key area of concern shared by focus group
participants and interviewees. While more affluent neighborhoods were described as having
substantial acce ss to healthy food, lower income neighborhoods , most commonly communities
of color, were described as having few grocery stores and a prevalence of fast food and
convenience stores. The proportion of Boston adults experiencing food insecurity has declined
from 2010 to 2017; however, 17% of residents still experience food insecurity. Black, Latino,
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and foreign -born residents are far more likely to report being food insecure than White or U.S. -
born residents. Nearly 20% of Boston residents receive benefits fr  om the Supplementation
Nutrition Assistance Program (SNAP). In focus groups, f ood assistance programs were

described as filling a critical gap for those facing difficulty accessing food . Enhancing food
access through expansion of community gardens, food pr  escription programs, and hours and
selections at food pantries was suggested.

Experiences with Food Insecurity

Key informant interviews and low  -income focus group participants across neighborhoods

discussed the challenge of not having enough money to affo  rd food. As one focus group

participant remarked, . ) -0 Cpaugyoé &a+aod6é uUpAaA dyo6 ) 08y fnaaodd
yooo ap 08660 uUC Teg@idys6pNAIFOAimBra A6 A+0 00a0606Aa
in Boston, the cost of food was stil | challenging for many. As one key informant explained, 2

Gpba po6 yopyao Ayoyoé upyoC py o6pp6 o06a06a AdasglogasdA ¢
Focus group participants echoed this sentiment and described having to eat canned or

processed food that contain high levels of sodium and low  -nutritional value because they felt

like that was what they could afford.

Focus group and interview participants identified seniors and children as being especially

vulnerable to being food insecure. Key inform  ants who worked with seniors described mobility

and mental health issues that compounded challenges for them to access healthy food. One key

gy dpaidya Many Seaidssaie homebound and food delivery is one of their only contacts

with the outside worl 6 vThose who worked with children explained that food insecurity

giydo0aA 6 0+p806 A AaadAA 063060A° odngooaC ap yoC oda:
absences.

Quantitative data indicate that  over one in five Boston residents reported being food insecure,

in that it was sometimes or often true that the food they have purchased did not last and they

did not have money to get more. Experiences with food insecurity varied by population group
(Figure 27). In aggregated 2013, 2015, and 2017 BBRFSS data, Latino (39.1%) and Black

(34.5%) residents were significantly more likely than White residents (10.7%) to report bei ng
food insecure as were foreign -born residents compared to U.S. born residents. Food insecurity
data by neighborhood, which can be found in  APPENDIX [, indicate that Mattapan, Roxbury,
Dorchester, and East Boston had a significantly higher percentage of residents than the rest of
Boston who reported being food insecure.

2
¥3
&%
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Figure 27. Percent Adults ReportingFood Purchased Did Mt Last and Did Not Have Money to Get Mqtey Boston
and Selected Indicators, 2013, 2015 and 2017 Combined

Boston IIEEEENNNE 21.3%

Asian 11.0%

Black 34.5%"
Latino 39.19%"
White 10.7%

Female NS 22.7%"
Male ZEZEZZZZ7% 19.8%

18-34 years 22.8%
35-49 years 20.3%
50-64 years 24.8%
65+ years 15.7%
BHA resident I—— 46.0%"
Renter, rental assistancc—— 49.5%*

Renter, no assistanccllll= - 23.2%¢
Other housing arrangement = 23.1%"
Home owner ZZ2 7.2%

Less than HS graduate 44. 7%
HS graduate 28.1%"
Some college or more 14.6%

10 years or less in U. S 25.7%"
More than 10 years in U.SNES - 27.3%
Bornin U.S. 18.7%

Heterosexual/non-transgenderzZzzzzzzzz723 " 21.3%
LGBTQ === 21.2%

Less than $25,000 44 2%
$25,000-$49,999 22.3%*
$50,000 or more 6.0%
Out of Work I 41.6%*

Other IS = 25.8%¢
Employed 16.7%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d

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

.l 4%3°¢ $838 A+pC yobaodbyaccoe pds OO6A0EA adypadgys oad COA ApioadocidA emaneptd a6y aaA0
get more; 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); Error bars show 95% confidence interval

The 2019 Boston CHNA Community Survey asked a similar  food insecurity question to Boston
residents. Among this sample, one -third of respondents indicated that in the past 12 months
they felt it was sometimes or often true that they worried that their food would run out before

they had money to buy more ( Figure 28). Examining data by primary language spoken, nearly
two -thirds of the survey respondents (63.2%) who spoke Haitian Creole reported being food
insecure, although it should be noted that the sub  -sample only included 54 respondents. More
than half of Spanis h-speaking survey respondents (51.8%) reported feeling food insecure.
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Figure 28. Percent Boston CHNA Survey Respondents Reporting@hat It Was Sometimes or Often Tru€hat They
Worried That Their Food Would Run Out Before They Gtaney to Buy More in Past 12 Monthisy All Respondents
and Primary Language Spoken2019

63.0%
4139 51.8%
. 0
32.6% 31.6% 31.2%
. 12.5%
All Chinese English Haitian Creole Portuguese Spanish Vietnamese
Respondents  (N=128) (N=1,680) (N=54) (N=46) (N=342) (N=77)
(N=1,983)

DATA SOURCE: Boston CHNA Community Survey, 2019
.l 4%3° 1A6Aaepy CBA Chadodéc .)y &a=-6 00Aa ws Upya+A° +836 ChA QpPLaabmo iALsaApADPAA &
and respondents were asked to select one of the following response options: often true, sometimes true, never true, and prefe r not to

dyACda® 006ao0dyadoo o0000A00aspYyA 6p ypbad eyoGA66 adAypyooyaA C+p Ao60Go60ad66 .yaodoa

Being on Medicaid is another indicator of financial insecurity and another potential risk factor
for food insecurity. Food insecurity questions are now being asked of MassHealth patients in
the new Accountable Care Organizations (ACOS) in the city. Among MassHealth patients
screened in primary care settings in the Partners Health care System and Boston Medical
Center, 33% indicated that in the past 12 months, they were worried they would run out of food
before they had money to buy more as well as that the food they had bought did not last and
they did not have money to buy more ( Table 6 and Table 7).

Table6.Boston MassHealth Patients from Partners Health care and Boston Medical CentelScreened for Social
Needs andWorried Their Food Would Ru®utin the Past 12 Months

Total Screened # Worried Food Would Run Out %Worried Food Would Run Out
7,848 2,605 33%

DATA SOURCE: Social Needs Screening Data, Partners Health care and Boston Medical Center (BMC), 2018

NOTES: Analyses only among MassHealth ACO primary care patients and Boston residents

Positive screen for patients who indicated it was often or sometimes true that within the past 12 months, they worried whether food would
run out before they had money to buy more.

Table7. BostonMassHealth Patients from Partners Health care and Boston Medical CenteiScreened for Social
NeedsWho Ran Out of Fooih the Past 12 Months

Total Screened # Ran Out of Food %Ran Out of Food
7,863 2,616 33%

DATA SOURCE: Social Needs Screening Data, Partners Health care and Boston Medical Center (BMC), 2018

NOTES: Analyses only among MassHealth ACO primary care patients and Boston residents

Positive screen for patients who indicated it was often or sometimest rue 4+904 Cpd+poy a4+06 yOoAa ws Upya+A:
00A8 dy6 a+06C 6w6y - a +8a0 upyoC ap o66a upaov
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Additional food insecurity data on the percentage of Boston residents who reported feeling
hungry but did not eat because they could not affor  d food, by selected characteristics and by
neighborhood, can be found in  APPENDIX I.
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Use and Perceptions of Food Assistance and Access

Residents across multiple focus groups discussed that assistance programs and community
services are critical to help those who are challenged with affording food. Focus group
yoaagooydyaA 606Acapshioo opuiAywsaC 680a0606ydr dyod6 6040
communities that can be leveraged; though participants stressed that it is imperative that these
initiatives continue to consider cost and accept SNAP benefits. Community gardens were
described to have a dual focus of cleaning up neighborhood land and ensuring access to
affordable food. Specific organizations that were mentioned as assets include The Urban
Farming Institute and Mattapan Food and Fitness Coalition . In Chinatown, key informants
described the opportunity to create more roof  -top community g ardens to provide healthy food
and address environmental concerns in the neighborhood. It was noted that engaging young
people in these initiatives is imperative for sustainability and intergenerational connections.

Nearly 20% of Boston residents receive  benefits from the Supplementation Nutrition Assistance
Program (SNAP) (formerly food stamps) (  Figure 29). For Dorchester (zip codes 02121, 02125)
and Roxbury, approxima tely one -third of residents receive SNAP benefits. Rates are
significantly higher among Dorchester, Roxbury, Mattapan, and the South End than Boston
overall.

Figure 29. Percent Households Receiving Food Stamps/SNAP Benefits, bydston and Neighborhood, 20132017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017

NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West En d; South End includes South End and Chinatown; Asterisk (*) denotes neighborhood estimate was significantly different

compared to the Boston estimate (p < 0.05); Error bars show 95% confidence interval

Further, there were suggestions to strengthen initiati ves that address food access from a

clinical perspective, where practitioners can prescribe services and are reimbursed as part of

the ACO plans. One intervieweeshared, . 76 y 6066 ap A6 OGppuegyd eyap a+gy
reimbursements for food prescriptions and health incentive programs for SNAP benefits that
gyooyaosagestod aodoAeododyadmildlps enpCocus@dup partiCiparitspdisaissed

the positive impact of these initiatives with one sharing, ./l y6 Nnoyb6dbewa ofpAa fAdeogyod
BMC is that in the Spring and Summertime you can have fresh vegetables and fruit from their

appoapy Otheastighgstons from key informants include: strengthening the network of
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food distributors, especially in low  -income communities; giving residents finan  cial
independence to have autonomy of what they can purchase with SNAP benefits; having food
pantry hours that are accessible to working families; and providing healthier options at food
pantries to include more fresh produce, meat, and dairy.
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SOCIAL ANOPHYSICAL ENVIRONMENTWHAT ISTHE
COMMUNITY CONTEXT FOR BOSTON RESIDENTS?

Housing

Why is This Important?

Where people live is integral to their daily lives, health, and well -being. The conditions in the
home and neighborhood environment may promote health or be a source of exposures that may
increase the risk of adverse health outcomes. 2* Housing is generally the largest household
expense. For homeowners, it can be an important source of wealth. 22 However, housing
instability and stress of housing affordability have been found to be associated with poorer

mental health outcomes and disrupt ions in work, school, and day care arrangements.  2*> Housing
instability has been associated with poorer outcomes for children related to risk for
developmental delays, being underweight, and lower school attendanc e. Poor housing quality
can have direct nega tive health impacts such as respiratory conditions (e.g., asthma) due
primarily to poor indoor air quality 1 and can be one of the strongest drivers for asthma  -related
emergency department visits among children. Housing conditions can also result in cognitiv e
delays in children from exposure to neurotoxins (e.g., lead), and accidents and injuries as a

result of structural deficiencies. 2

Key Findings in this Section

The high and rising cost of housing in Boston was a main theme that emerged in discussions

wi th focus group participants and interviewees. Two  -thirds (65%) of housing units across
Boston are renter -occupied and renter household s spend an average of $1,445 per month on
housing. More than half of those in renter  -occupied units are housing cost -burde ned, meaning
they spend more than 30% of their income on housing.

I More than half of Boston renter households spend 30% or more of their income on
housing costs.

A significantly higher proportion of households in East Boston, Fenway, Roslindale and South
Boston are cost -burdened than those in other neighborhoods; additionally, Black home owner
and renter household s are significantly more likely to spend 30% or more of their income on

housing, comparedtotheBo Adpy dagb6asoov ! AAGAAULUOYA ydaagogyod

housing costs are mirrored in the statistics: from 2011 to 2016 median single -family house
prices increased across every neighborhood in Boston and the median price increased by 48%
in Boston overall. Additional pressures include gentrification, long wait lists for housing

assistance programs , and for some, housing discrimination. Overcrowding, homelessness, and
poor quality housing were reported to be consequences of a tight and expensive hou sing
market. Housing costs comprise a large and ever -increasing portion of household budgets,
interviewees and focus group members report, leaving few resources for other needs such as
health care , medicine, or nutritious food. There was general consensus across conversations

2
? 3
&%
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that more affordable housing is needed in Boston, although quantitative data suggest that the
proportion of affordable housing to market rate housing is decreasing.

Housing Burden and Affordability

Lack of affordable housing was a pro minent theme that arose across all key informant
interviews and focus groups. Participants across geographies consistently shared that the rising
cost of living in Boston was a major day -to-day concern. Most participants reported a need for
more affordable housing for low and moderate -income levels. Quantitative data also indicate
that the proportion of affordable housing to market rate is decreasing, rather than increasing.

Even with the growth in development, the proportion of affordable housing units in total
production in Boston has been falling since 2003. In the period 1996 to 2003, more than 39
percent of all permits were for affordable units. In the following period, 2004 €2010, the
proportion was down to less than 26 percent, and from 2011  -2016, the proportion has fallen to
about 18 percent. % It should be noted, however, that in 2018, the City of Boston documented
that the number of income -restricted affordable units in Boston was 19%, or nearly one in five.
This is the highest ratio of income -restricted housing in any major city in the United States .26
Boston has further committed to maintain this one in five ratio as part of the housing

production and preservation plan that is currently underway, and is working to raise the

number of inc ome-restricted affordable units from 54,000 to 70,000 by the year 2030.

Several focus group and interview participants noted that high housing costs were particularly
difficult for people with low or fixed incomes, such as seniors and residents who work | ow-
wage jobs. Many described the influx of housing developments being built across the city but
perceived that the cost of these units was often inaccessible to the average resident. One focus
group participant shared, . 4+6 yopyao6 C=+p 0 gaxdesstodhadew apprtmenisa
coming up in East Boston. How are we supposed to access rents that are $2,000 -3,000 and
Udogyaogy o6 0206,

Housing cost data aligns with resident and leader concerns cited during focus groups and
interviews. Housing costs are a larger economic burden for renters in the city. (See APPENDIX |
for additional data on percent of housing units that are renter - and owner -occupied.)
According to the American Community Survey, more than half (52.1%) of renter -occupied units
and one-third (35%) of owner -occupied units across Boston spent 30% or more of their income
on housing costs ( Figure 30 and Figure 31). A significantly higher proportion of residents in
rental units in Roslindale (62%), South Boston (60%), Fenway (59%), East Boston (59%), and
Jamaica Plain (58%) spent at least 30% of theiri  ncome on housing cos ts, compared to the
Boston overall average . Similarly, c ompared to Boston overall, a significantly higher proportion

of residents of owner -occupied units in East Boston (47%), South Boston (47%), Roslindale

(45%), Hyde Park (43%), and F enway (41%) spent at least 30% of their income on housing.

2
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Figure 30. Percent Housing Units Where 30% or More of Income &pt on Monthly Housing Costsby Renter,by
Boston and Neighborhood, 20132017
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DATA SOURCE: U.S. Census, A merican Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown; Asterisk (*) den otes neighborhood estimate was significantly different

compared to the Boston estimate (p < 0.05)

Figure 31 Percent Housing Units Where 30% or More of Income Spent on Monthly Housing Costs wyner with
Mortgage, by Boston and Neghborhood, 20132017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,

and West End;  South End includes South End and Chinatown; Asterisk (*) denotes neighborhood estimate was significantly different
compared to the Boston estimate (p < 0.05)
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As discussed above, across Boston and each of the four largest racial/ethnic groups, a higher

prop ortion of renter -occupied units spent at least 30% of their income on housing compared to
home owners ( Figure 32).In 2017, 48% of Black households that own their homes and 59% of
Black households that rent their homes  were spent 30% or more of their income on housing,
compared to the Boston average , a significant difference . In contrast, 25% of White households
that own their homes and 41% of White households that rent their homes spent at least 30% of
their income on housing, significantly less than the Boston average.

Figure 32. Percent Housing Units Where 30% or More of Income Spent on Monthly Housing Costs by Housing
Tenure, by Boston and Race/Ethnicity, 2017

m Owner with Mortgage B Renter

58.6%
58.1% 48 2% « 56.3% 41.4%
50.6% 37.2% 41.2% 5 4%
E /% I I I I I I
Boston Asian Black Latino White
DATA SOURCE: U.S. Census, American Community Survey 1 -Year Estimates, 2017
NOTE: Asterisk (*) denotes race/ethnicity estimate was significantly different compared to the Boston estimate (p < 0.05)

While the previous graphs indicated that Roslindale, South Boston, Fenway, East Boston, and
Jamaica Plain had the highest percentage of residents spending  at least 30% of thei rincome on
housing costs, these were not the neighborhoods, except South Boston, with the highest rental
costs. South Boston, Back Bay, and Allston/Brighton had the highest monthly rental prices.
Dorchester ($812) and Roxbury ($917 and $1 ,074) had the low est rental costs per month.
Overall, Boston households spent an average of $1,445 per month on housing if they rent and
$2,293 per month if they owned their housing unit with a mortgage. APPENDIX lincludes
detailed data on average monthly housing costs by zip code. Compared to similarly sized cities,
these figures are similar to Washington DC, but less expensive than San Francisco, CA and more
expensive than Denver, CO.

Median monthly housing costs for  renter households differed by race/ethnicity. The average
rent for White ($1,849) households was significantly higher than Boston overall , while it was
significantly lower for Black ($1,2 34) and Latino ($1,142) households . Rental costs for Asian
households ($1,527) were similar to the average across Boston  (Figure 33).
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Figure 33. Median Monthly Housing Costs, by Boston anRace/Ethnicity, 2017

Owner with Mortgage ™ Owner without Mortgage ™ Renter

$2,401
$2,303 52,432 $2,009 $2,220 $1,849
o *
{% $1.541 $1,527 $1,234 $1,142
%55763 $763 I$669 $714 $805
_
Boston Asian Black Latino White
DATA SOURCE: U.S. Census, American Community Survey 1 -Year Estimates, 2017
NOTE: Asterisk (*) denotes race/ethnicity estimate was significantly different compared to the Boston estimate (p <0.05)

Given the concerns raised about housing affordability in focus groups and interviews, it is not
surprising that housing costs have risen in the past several years. From 2011 to 2016, the
median price for single -family homes in Boston increased by 48%, from $359,000 (2011) to
$530,000 (2016) (See APPENDIX | for detailed tables on home prices.) Home prices increased in
each neighborhood over this period for which data were available. The largest increase in home
prices was seen in East Boston (152 %) and Roxbury (107%)

According to key informants and most focus group participants who identified as low -income,
housing costs comprise a large part of spending for  their households, leaving few resources for

other needs such as health care, medicine,or yAdaoaogpAA dppov [/ yoMaay a6aao

folks who are rent burdened are paying [up to] 50% of their income in rent; most of their
resources going to this very essential need. The choices that people have to make 1 whether its not
beingabletoevertd U6 0 goo0dagpy” ypa Abeyd onGd ap yAao

guUlUoyAd A3a6AA 3y6 UO6YAd0 <0804+ Thédripd that dhijdran oaaé

adopt the stressors of rising housing costs was also noted by multiple key informa nts with
0cyo6apgoyod Cpauwegyod Cpga+Kidsean fded ahénytheir pangnds ard strésaedl 6
fo0odAAd udCnoé &a+6 0dyolapaod adwAdd6 a+6 aodya pa

ApaAdaespy S6C3C d6api 6aoodshyv.

Further, some interview and focus g roup participants reported instances of residents staying in
emotionally or physically un -healthy environments because they could not afford other
circumstances. For example, on e interviewee shared, . . , & 0 affor¢lable housing affects the
most vulnerable in a lot of ways. It can create unsafe situations in cases like abuse or violence in
d+6 =+puodo C+o6y a+0aod g Aartcipants iadicaten thit tedicterds whdiared p Vv -
undocumented and those that do not speak English are particularly vulnerable for this type of
abuse.

Similar to focus group and interview participants, Boston CHNA community survey respondents
also indicated that housing costs were a heavy burden for their household. As shown in Figure
34, one in five (19.5%) Boston CHNA community survey respondents reported having trouble
paying their rent or mortgage. Survey responses to this question significantly differed by
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race/ethnicity, age, gender identity, educational attainment, LGBTQ status, and parent status.
Data by these selected indicators are available in ~ APPENDIX | for the percentage of Boston
CHNA survey respondents who reported experiencing challenges in paying their monthly
utilities.

Figure 34. Percent Boston CHNA Survey Respondents Reported Having Trouble Paying Rent/Mortgage,Aly
Respondents and Selected Indicators, 2019

All respondents (N=1,755) I 19.5%

Asian (N=249) Il 12.1%

Black (N=377) I 29.4%

Latino (N=377) N 27.1%

White (N=636) I 11.3%
Other/Two or more (N=80) IIIINEGNGENN 22.5%

Under 18 years (N=122) 12.3%
18-24 years (N=116) 18.1%
25-44 years (N=685) 25.0%
45-64 years (N=434) 15.0%
65+ years (N=191) 9.4%

Female (N=1,185) I 18.7%
Male (N=335) I 17.0%
Non-binary/transgender (N=26) IIIIIIININGEGEE /°.3%

HS graduate or less (N=380) 18.7%
Some college/certificate program (N=307) 34.2%
College graduate or more (N=830) 13.0%

Heterosexual/non-transgender (N=1,198) I 16.9%
LGBTQ (N=225) i 24.0%

Parent of child under 18 (N=502) 23.7%
Not parent of child under 18 (N=1,054) 16.1%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: Chi -square analyses were conducted and there were statistically significant differences within the following groups (p < 0.05):
race/ethnicity, age, gend er identity, educational attainment, sexual orientation, and parent status

Similar to patterns that emerged in focus groups, Boston CHNA survey respondents reported

their reasons for moving as related to the shifting housing market, costs of living, and fa mily
circumstances. Among the Boston CHNA survey respondents who reported moving in the past

five years, the primary reasons for their move were: to be closer to work, school or family

(19.5%); and issues paying rent or mortgage (16.3%) (See =~ APPENDIX | for more detailed data).

Gentrification and Housing Costs

Gentrification, generally used to describe the displacement of low -income communities by
afflu ent outsiders, was mentioned across all focus groups and interviews and was directly
correlated with unaffordable housing costs. Many focus group participants spoke of experiences
being . ¥ & @ 0 6 df nefpiAparhoods and perceived that there was an influx of more affluent,
White, community resid ents across the city. Focus group participants and key  informants
shared that while displacement was impacting all of the neighborhoods across Boston, it was
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disproportionately impacting communities of color, especially those in Dorchester, Roxbury,
Mattap an, and East Boston. One informant summarized, . 7+246 opuiUiAywaC uUo6UMAN6AA
d0pouoyod ap $pao+o6Aada dyo 2pcéiAaC-inComégommuiitiedof + g A& p ¢

opapav-

Further, gentrification was perceived by multiple key informants to have r esulted in families
living further away from social service agencies and specialty care, further exacerbating issues
of access. One interviewee explainedhow, . 4+6a6" A 606y o6 6aduUd0ad80 BYOaO

a+06 00Aa Adagodaodsd Co gmmigrantPfamiiesaidabledtdniest yhé prassurd and

are being pushed out to places like Quincy and Randolph because they cannot afford

$pao+6Aada"  udluegyd w@a +dao06ob6a Aabphedlthcai Aidguidipréseudcésg ¢ 0 & @ p
Whatisgoingtohap y 6y C+6y & utoupaogaC pd opyAdaogaAdyaA dad6 vy

Gentrification often was discussed in a negative light , with residents perceiving that
gentrification in their neighborhoods contributed to increasing rents and property values . East
Boston re sidents discussed the challenges of living a quality life as housing costs steadily

foopuoyd Ayoo6opaododiaipdv dA Of AGPEDYS Uy pAAsild oY %o
+336 & oppo6 AAdUwaC pb6 0@60 +06a06Vv 4 tdetaddaccdsathosd 00 p 6
yoo0oO a+oyoAv 00pyoaod 6ao6 opugyd +06ao ap asduo C+d8a Co

Homeownership was discussed as a means to acquire wealth and stability; however, it was

noted by several key informants that  opportunities for homeownership were not as accessible

to communities of color. One interviewee explained how children from neighborhoods being

impacted by gentrification are growing up without models of what homeownership can look

like in non -White commun ities. One interviewee shared, . 76 02306 oy & O0A0A&AAa6 C=
our Black and Latino kids only know renting. They associate homeownership with White families

dyo6 Apudba+esyd OA Ayoaadeyoidnld dpa a+-6oa 00lUol000AV.

While most assessment participants viewed  gentrification negatively, a few spoke of the unique
opportunities it posed if done correctly through new investments in building and infrastructure

and increased economic activities. One interviewee shared, . -0y C vy oLpyightly 8 a
concerned about gentrification, but at least there is interest and activity in Chinatown and
conditions are rising. It could have continued on the downward trajectory, being abandoned and

D Y-SR

dOpaodopaady iAd oyAd6d6 a+06a6 oA oyagdAaiupymd dgyV gy a

Housing Assistance

Across many focus groups and in several key informant interviews, residents noted that the
demand for Section 8 and other subsidy programs is much larger than what is available,

resulting in very long wait lists. (Section 8 ref ers to Section 8 of the Housing Act of 1937 and is
a public program which authorizes payment rental housing assistance to private landlords on
behalf of low -income households.) For e xample, residents from Roxbury and Dorchester
reported instances of being denied housing because landlords did not want to accept Section 8

+pAAgy oV [ y)o aho- 8fAGOBOY ApOG6 A+d6a ) 08y A (Ggad @y o006aa
Gpyoodoa aodoyaeyod ap Ote gadiagppns inthe §réuy ayreed And one adde  d,

.,0y60pad6A o6py & Coya ap .060006ya, Adodaspy m dyCiupac
gy pbaocda ap ad6o06wagd 360aspy Ascodingdto nulliplekdy +dA Ap O

informants and focus group participants, these issues were compounded  for residents who are
disabled, elderly, or for those with a criminal record.
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Those working with older adults expressed concern for seniors on fixed incomes who are not

able to remain in their homes and then must face long wait lists for affordable senior housing.
/| yo6 oy adaae o Eéusingssabigissue for seniors who are retired or disabled. We see
retired elders who are not eligible for housing, or if they are, wait lists are more than 5 years
Opyo dpa o006 ASkdaifly)apublicohs, Aiging tesident from Dorchester explained,
.70 +0g06 o6006aaC o6pauA C+p da06 fAoLYyd OBAYyOUdO0O6O NOOD

~ -

. dpa a+06 60ABAN060 0y6 a~-b6abdé o6ad yp oo00 nAaapyvyA gy

>

Overcrowding

The housingcost A Aa 66y +8A 00A0d6GBYyO OBOO0AA py adAsooyaA:
Overcrowding, housing instability, and homelessness are a few of the themes that emerged in

discussions with focus group and interview participants. For example, f OCuUS group participan ts

who identified as low -wage workers explained that in order to make ends meet , it was often a

necessity to live in multigenerational households, with roommates, or with multiple families

One focus group participantshared, . ) &8i aaCogy 6 &pworkdwd jobsdverdightybud p )
f60dAADG ) 00y & & 8 bhpve alotafdopramatess Yoii I®e witlCtgo much stress

io0dAAd CpA ad Cpalteyd app +0ad6° ody6 a-oy CpA <0836
Upd6+a A0 ypoAEuthieda W Kedidfénjavts described resident requirements

imposed on city employees that are increasingly burdensome as the cost of housing becomes

more expensive. One interviewee shared, .) 0dy - a aoaa CpA +pC UAO+ ) agb
employees having mul tiple jobs, needing to supplement their income with a second or third job.

ya A +d8ao6 opa yoepyaoe opa Chauwpyd 08UL0BOA ap 0d06
Overcrowding is defined as more than one person per room living in a housing unit. Accord ing

to those respondents of the American Community Survey,  one in ten residents in East Boston
(9.8%) experienced overcrowded housing ¢ a proportion that was triple the average across
Boston (3.1%) ( Figure 35).

Figure 35. Percent Housing Units Experiencing Overcrowding, by Boston and Neighborhood, 2043017
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DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Overcrowding is defined as more than one person per room; Neighborhoods as defined by Boston Public Health Commission; Back
Bay includes Back Bay, Beacon Hill, Downtown, North End, and West End; South End includes South End and Chinatown; Asterisk d enotes
where the neighborhood estimate is significantly different compared to the Boston estimate (p<0.05) ; Error bars show 95% confidence

interval; NA denotes where data are suppressed due to insufficient sample size
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Housing Discrimination

Housing discrim ination was an issue that was discussed in a few focus groups. Specifically,

parents of younger children noted that they felt landlords discriminated against families,

especially single -parent households. / y 6 %d A& " pAapy alelearédmeais oh+d3a0606 "
houses and the first thing they ask you is whether or not you have kids and how many. If you

+336 UBO6A° &a+06C 0py  HEocuEgroumpariicipant ho desidedpin Cp AV -
Allston/Brighton also spoke of challenges finding housing as parents. One ex y 0 0 o yldthis

da6d° oa A goaC 0ogd0000A0E &p OG6oYy6 OydaaudyaA nood
[requirements] ¢ and they always ask about childrentoo €34 +6C 6py & 0G0o0ud o6 CpA =
difficult to find a nice place and ifyoufin 6 @& ° &+6 a0 AaOteAfocdsigrobé y 6y Ao gd Vv .
participant s who reported experiencing housing discrimination include participants who

identified as: those in recovery or actively using, residents with a criminal record, and

communities of color

In 2018, there were 51 discrimination cases relating to housing filed in Boston by

Massachusetts Commission Against Discrimination (MCAD), compared to 44 cases filed in

Boston in 2017. Among the housing discrimination cases in 2018, six in ten caseswere filed
based on discrimination against a protected disability status (61%) ( Figure 36). Nearly four in
ten (39%) housing discrimination cases in 2018 were filed due to discri mination based on race.
Approximately o ne in ten discrimination cases was attributed to public assistance (12%), sex
(12%), sexual orientation (12%), age (10%), and retaliation (10%).

Figure 36. Percent Housing Discrimination Cases Filed in Boston (N=51), by Protected Category, 2018

Disability |GG 60.8%
Race NG 39.2%
Public assistance Il 11.8%

Sex I 11.8%
Sexual orientation [ 11.8%
Age T 9.8%
Retaliation [ 9.8%
Other I 7.8%
Gender identity |l 5.9%
National origin |l 3.9%
Creed B 2.0%
Lead paint l| 2.0%
Marital status | 2.0%
Veteran status | 2.0%

DATA SOURCE: Massachusetts Commission Against Discrimination (MCAD), 2018

NOTES: Data are arranged in descending order; Numbers represent cases filed by the housing jurisdiction in the Boston; Protected
category is a characteristic of a person which cannot be targeted for discrimination and can differ based on the type of alle ged
discrimination - common protected categories include race, gender, gender -identity, ethnicity, age, natio nal origin, sexual orientation,

military stator and disability; A case can be filed for or involve more than one protected category
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Homelessness

Homelessness was discussed as a concern across focus group and key informant geographies,
especially with resi dents who lived in Chinatown, Downtown, and East Boston. Focus group
participants from these neighborhoods perceived that homelessness was on the rise and often
related those who were homeless with mental health or substance use issues. However, key
infor mants with expertise in housing indicated that homelessness impacts a diverse range of
residents across the city regardless of health status, race, or family makeup.

In 2018, there were an estimated 6,188 residents  that were counted as homelessness or hou sing
unstable in Boston ( Table 8). It should be noted that these data may not account for residents

who are temporarily without a permanent address and are staying with friends or in their car.
Among those identified, t he majority o f homeless residents were staying in emergency shelters
(5,427 individuals ), followed by transitional shelters (598 individuals ), and unsheltered

housing (163 individuals ). Among this homeless population, f our in ten homeless residents
identified as Black (45 .1%), 36.1% as white, and 17.0% as two or more races. More than 35%
identified as Latino ( any race). Data of counts over time and shelter bed capacity are provided

in APPENDIX I.

Table8. Total Number of Homeless Individuals Living in Boston, by Race, Ethnicity, and Shelter Type, 2018

Sheltered

Emergency Transitional Percent of

Shelter Housing Unsheltered Total Total
American Indian or Alaska Native 13 4 0 17 0.3%
Asian 45 3 5 53 0.9%
Black 2,566 188 36 2,790 45.1%
:\Isﬁir\]/ge?awaiian or Other Pacific 38 3 0 a1 0.7%
White 1,913 251 70 2,234 36.1%
Multi- race 852 149 52 1,053 17.0%
Total 5,427 598 163 6,188
Latino 2,079 103 8 2,190 35.4%
Not Latino 3,348 495 155 3,998 64.6%
Total 5,427 598 IGK] 6,188

DATA SOURCE: U.S. Department of Housing and Urban Development, Continuums of Care, HUD 2018 Continuum of Care Homeless

Assistance Programs Homeless Populations and Sub Populations, 2018
NOTE: Safe Haven programs are included in the Transitional Housing category

In 2018, households without children (67%) comprised two -thirds of the homeless population
in Boston ( Table 9). Three in ten homeless households included at least one adult and one child
(31.8%). One percent of homeless households included only children (1%). Emergency shelter
was the most common type of shelter for homeless households, followed by transitional

housing.
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Table9. Total Number of Homeless Households Living in Boston, by Household Type and Shelter Typ@18

Sheltered
Emergency Transitional Percent
Shelter Housing Unsheltered Total of Total

Households without children 1,806 407 163 2,376 67.4%
Households with at least one adult and 1,075 46 0 1121 31.8%
one child
Households with only children 28 2 0 30 0.9%
Total 2,909 455 163 3,527

DATA SOURCE: U.S. Department of Housing and Urban Development, Continuums of Care, HUD 2018 Continuum of Care Homeless
Assistance Programs Homeless Populations and Sub Populations, 2018
NOTE: Safe Haven programs are included in the Transitional Housing category

In addition to those with mental iliness or substance use, key informants also named the

following population groups as vulnerable to being homeless: LGBTQ youth and seniors;
immigrants ; thos e with criminal records; and single mothers. Of these groups, LGBTQ youth

were identified as being especially vulnerable to becoming homeless, particularly for those who
identify as transgender or non -binary. LGBTQ youth in focus groups indicated thatt his was in
part due to family rejection, a lack of emotional supports, or limited resources for those who
identified as transgender or non -binary. One transgender focus group participant from Jamaica
008wy AFobthodedf us who are homeless, Boston on ly has single sex shelters. But where
OpO6A a+0a 00600a06 a&abshduldpemnptddihat Bastenihas eadted non -
discrimination policies in housing and shelters that prohibit discrimination against transgender

or gender -nonconforming persons. 2’ For example, Boston Public Health Commission is one of
the largest shelter providers in New England. Their policy is that transgender guests choose the
shelter that corresponds with their gender identity or whichever shelter they feel most

comfortable in.

While homelessness was described as impacting diverse groups, the experience of trauma was a

reported commonality among them. Several interviews discussed that traumawas a  significant

challenge to overcoming housing instability. One interviewee illuminat ed this experience by

0 ¢y 006 o WMany af 6ur [homeless] parents have also suffered from other traumas including

childhood traumas, regardless of specific backgrounds (race, culture, community). All parents

coming to [homeless shelters] show strongresili 6y 06 dy6 oawsav (pCdagda“ a+6C
the tools to take them out of the day -to-day crisis; once your life spirals, it can be challenging to

606a pA&d po6 a+-oa O06Ayoosona0aC o6 CpA ad Colusyd dapAy

Additionally, some key inf ormants shared the perception that law enforcement is increasingly
being asked to intervene with the homeless population, even if they may not be the appropriate
first-ad0 AypyoodoaAv [ yo gy a Barmhdnéléssdis rvtéaicrimd, dut whén people
see homeless individuals, they assume they might be a criminal and call [the police] to remove
a+060 6apu yYyad006AV.

However, key informants noted that compared to other cities, Boston has a sophisticated

strategy to address ing chronic homelessness by using r eal-time data to drive priorities and

working with a host of partners across sectors including the public health department, the

Boston Housing Authority, and nonprofit organizations including Pine Street Inn, Boston Health

care for the Homeless,and St F ady 0 g A ( pAAG " diupyod Phaetprmdar / yo6 A=+ 32
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common database that everyone who works with homeless people can access called Efforts to
Outcomes. The city hosts the data and produces a quarterly list of the longest  -term stayers (i.e.

thechronca0 0 C +pud60o6AA” C+p d0ad a+0y Vawspaovsawscdd opa

Interviewees in the field discussed that w  hile up -to-date, centralized data are a key first step to
addressing chronic homelessness, more resources are needed for newly homele  ss families or
for residents who have been homeless for a year or less. One interviewee explained, .)apywe

0pglu@add adharpwas alsh e perception that the length of stays in homeless shelters is
increasing, partly due to long wait lists for subsidized housing, which was described as
straining resources for newly -homeless families. One interviewee explained, . " p A& p
sheltersinthearea a8+ 34 daod aoduypadsasdC +pAAgyd uUpa-=
because [families] may be in the shelter for up to two years because of the inability to find an

- Y oA 5w NN A e

dydaaiuoya a+oa 0006yaA 3060agpy m apAo+06aAv.
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Among ACO MassHealth patients who were scre ened in Partners Health care and Boston
Medical Center primary care settings, 17% were indicated that they were homeless or did not
have a steady place to live ( Table 10).

Table1Q Boston MassHealthPatients from Partners Health care and Boston Medical CentelScreened for Social
Needs and Are Homeless

Total Screened # Homeless %Homeless

7,886 1,320 17%

DATA SOURCE: Social Needs Screening Data, Partners Health care and Boston Medical Center (BMC), 2018

NOTES: Analyses only among MassHealth ACO primary care patients and Boston residents

Positive screen as homeless for patients who indicated that they do no t have housing or do not have a steady place to live (e.g.,

temporarily staying with others, in a hotel, in a shelter, living outside on the street, on a beach, in a car, abandoned buil ding, bus or train
station, or in a park)

Housing Conditions

Housing qu ality and poor housing conditions were themes discussed in several conversations

for this data gathering effort. These key points are explored here, yet a deeper dive discussion

on specific indoor environmental exposures and health effects of poor housing guality can be
found in the Environmental Health section of this report. Participants across most groups
voiced concerns about the old housing stock in the city of Boston, specifically mentioning lead,
mold, rodents, and insects as issues in their neighbor hoods.

However, specific themes arose in focus groups with residents of particular neighborhoods.
Focus group participants from  Allston/Brighton reported being generally satisfied with the
quality of housing in their neighborhoods, citing universities and health care institutions that

7]

Q¢ O:

0800 C
yopyao C+p dao0 +puodoAA AAd _C+p a6 ypa 064066pa

a

C (

Q1

+336 U060 wyagdbAauodyaA Ap oluyapad a+d6pa yogo+fApa+php

. Living in Allston is very good because the universities are creating a lot of new buildings and
resources for the neighborhood to make it nicer v -On the contrary, focus group residents  from
Chinatown, Dorchester, and East Boston specifically discussed concerns around housing quality
in their neighborhoods, citing  housing stock in disrepair, overcrowding, and a lack of
investments as key issues. Focus group participants from Mattapan and Dorchester perceived
a+0a 00yo60aphadL=+paaa yvineld@ingd@velaping additional units within their
buildings without notifying residents. One M attapan residentshared, . - C 0dy6apaod oA
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the basementintoa3-id6appu oydaaiuoéya AAd a+-6C 66y & o
OpyAdaAododegpy Yy0UO0O6A dad6 AAYyYpAOGSG ap +p0ab6 OpulAYy
they are making peopleawa a 6 p 0 Anetliedifocus group participant shared this sentiment

oy 6 0 0 Boné dgreedy landlords will divide one apartment into multiple tiny units for

a 6 y a ésandady; key informants cited a need for more equitable investments across housing

units in Chinatown. One shared, . 4 +6a6 +dA A606y & adAAaddyod @y &a=+o6
over the last eight years. In some cases, buildings where people have lived for a long time have

been bought out and/or renovated. But there are also landlords who are not  spending the money

ap U666y Ay a+-o6ga fAs0OoyOoA? @ga CpAGG AO yood ap Ab

Focus group participants who identified as low  -income and/or housing insecure indicated that
with such high demands for apartments, tenants  are less likely to voice concerns of poor

housing conditions out of fear of being evicted or losing their home. One East Boston resident
shared,. 4+6a6 o0aod6b o6 apa p6o AﬂaAéafabyA C—oao y
00y & AsChnoayXAAwyd+0C daod Aoda ap A6 G@od
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Transportation

Why is This Important?

Transportation connects people with and between where they live, learn, play, and work.
Transportation can promote health by enabling individuals, families, and communitie s to access
resources and opportunities, including employment, health care, education, and other goods

and services (e.g., grocery stores, parks). 28 Active forms of transportation, such as walking and
cycling, can also be health promoting, reducing the risk of obesity, diabetes, and cardiovascular
disease and improving mental health and community cohesion.  2° Transportation can also have
health consequences, including traffic -related accidents, air pollution exposure, and sedentary
lifestyles linked with less  active forms of transportation. %

- i1 _CEg ° EUEi OUAgE, EUGJ CA ehliuil gEAAEé&C
their language. They may not understand announcements about delays or emergencies,
and it makes them feel insecure about howg C A A 1-i KeAigformant interviewee

Key Findings in this Section

Though many residents who participated in focus groups perceived improvements in
transportation in recent years, others expressed concerns about cost, timeliness, and

accessibility of public transportation especially for the elderly, those with limited Eng lish
proficiency, and for residents of neighborhoods who have traditionally had limited access to
transportation. Slightly over  one-third of Boston residents use a personal vehicle to get to work,
and another one-third use public transportation; use of public transportation is particularly

high in East Boston and Jamaica Plain. On average, Bostonians spend about 11% of household
income on transportation -related expenses. Parking and traffic were mentioned as day  -to-day
concerns for many community residents. Challenges with public transit and transportation
programs, including lack of reliability, difficulty navigating the system, overcrowding, and the

need to schedule in advance, can make it difficult to keep medical app  ointments according to

2
¥3
&%
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focus group members and interviewees. Efforts such as Go Boston 2030 and bike share
yapoaouA Co6ad Adboy O0A YypApgaosagd AAOYVA ap 0606adAA A=+

Views of Transportation

Residents in focus groups across diffe rent neighborhoods shared mixed perceptions about
transportation. Some participants reported being generally satisfied with transportation access

in their neighborhoods, while others voiced concerns about cost, timeliness, and accessibility

for the elderly . For example, focus group participants from Allston/Brighton and Jamaica Plain
reported being satisfied with transportation in their neighborhoods, citing close proximity to

buses and trains. Focus group participants in Mattapan noted improvements to key Mattapan
bus routes in recent years. One participant shared ° The Commuter Rail just opened a stop at
Mattapan near Simco from Hyde Park to Mattapan; it used to be such a headache. There are many
buses that goes through there[now] - things have gotten bette a VvStill, Mattapan was described by
focus group participants living in other neighborhoods as a neighborhood that needed
improvements to public transportation.

Residents in Chinatown reported being satisfied with the proximity of public transportation

options but expressed concern with the cleanliness of bus and train platforms. One resident

shared,. ) &a+wsyu a4+06 AARACOC o6y6 AAA ACAaoeu o0ad6 ago6acC o
can always notice strong urine odor by Chinatown station and TuftsMed @080 #o6yaoda Aaod

3guog0oanC pa+-od6aA Aypuod dnpAad &a+06 pad6 sydadAdaaAdaA:
As one key informant interviewee noted, . 76 +3836 o6y p06 aadyAesa ACAad
investments in order to maintain whatwe curr 6y & 0 C  Datagsbow that the Massachusetts

Bay Transportation Authority (MBTA) is well  -used. According to the Regional Indicators report

by the Metropolitan Area Planning Council (MAPC), in 2015, the MBTA experienced an average
of approximately 32,966, 627 passenger trips per month. 3!

Means of Transportation and Transportation Costs

Across Boston, use of a personal vehicle (39%) was the most common form of transportation to
work, followed by public transportation (34%), walking (15%), and carpooling (6%) in 2013 -
2017. Transportation patterns varied significantly across most Boston neighborhoods

Compared to Boston overall, East Boston (58%), Jamaica Plain (43%), Roxbury (40%),

Dorchester (37 -38%), South Boston (36%), and Allston/Brighton (35%) had a signi ficantly
higher proportion of residents who used public transportation to go to work (see APPENDX I,
for significance testing ). West Roxbury (17%), Back Bay (23%), Hyde Park (23%) , Charlestown
(27%), Roslindale (28%), Fenway (28%), and the South End (28%) had a significantly lower
percentage of residents who used public transportation to get to work ( Figure 37).
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Figure 37. Means of Transportation to Work for Population 16 Years and Over, by Boston and Neighborhood,
20132017

m Car, truck, van - alonem Car, truck, van - carpoolm Public transportation = Walked m Other

soston |ECX N T
Allston/Brighton m 10.5%
Back Bay ! 8
Charlestown m 9.3%
Dorchester (02121, 02125 | G
Dorchester (02122, 02124 | G2 2
East Boston
Fenway
Hyde Park
Jamaica Plain 011.6%
Roxbury
South Boston E
South End @
West Roxbury

DATA SOURCE: U.S. Census, American Community Survey 5 -Year Estimates, 2013 -2017
NOTE: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North E nd,
and West End; South End includes South End and Chinatown
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In 2015, 1,056 patients of 14 community health centers across Boston were asked about their
means of transit to the health center on the day of their health center visit ( Figure 38). The bus
was the most common form of transportation for patients who identified as Black (54%),

Latino (44%), or Multi -Racial (44%), followed by driving (27%  -38%). Among respondents who
identified as Asian, h alf (51%) reported driving to the health centera  nd one-quarter (26%)

used the bus to get to the health center. Among respondents who identified as White , driving
(40%) was the most common form of transit to the health center, followed by taking the bus

(34%) and walking (31%).
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Figure 38. Percent Survey Respondents Reported Usual Form of Transit Taken to Health Center, by Race/Ethnicity,
2015

ETrain mBus mDriving mGot aride mBike mWalk

51% 54%
44% 40% 8% 28%
32% . 0 34% 31%
269 23% 26% 27% 27% 28%
0,
159 14% 10% 13% 19%
0,

l 5% 2% I 3% 3% 0%

Asian Black Latino White Multi-race

DATA SOURCE: Fair Public Transportation Report: Community Health Center Directors Roundtable, 2015

In 2014, data show that residents int he Boston Metropolitan Statistical Area spent $9,997 on
average on transportation costs, which includes costs relating to vehicles and public transit. 32
From FY2001 to FY2014 residents in the Boston Metropolitan Statistical Area spent 11 -13% of
their house hold income on transportation  (See APPENDIX [).

Transportation Barriers

Across most focus groups, parking and traffic were mentioned as a day-to-day concern for

many community residents. Focus group participants in Dorchester indicated that these

problems are compounded during the winter months because of the snow, especially on dead -

end streets. According to key informants, rapid developmen  t happening across the city is
OpbuUuypAyoOsYyd ydaugyd oAAAGAV IThe ideatiiat the dity wamld mrovidey & 06 ¢ Y (
more housing without parking is a real challenge, especially as you start thinking of initiatives

000 000038 aBudhef, AdA sharés suthhag Uber and Lyft were described as

exacerbating congestion issues. One interviewee shared, . 5fi6a dyo6 ,Cda yapawdod
accessibility to transit and is a great resource for disabled residents and seniors. But we see these
tripscompetiy 6 Cpa+ YAAG@0 aadyApsa dyo6 Co6 ad Adodooyod uUpa

ap OpyooAdepyv.

Several focus group and interview patrticipants, namely those from Dorchester and Mattapan,

noted that seniors struggle with accessing transportation because of mobility issues or because
assistance programs are not consistent or timely. For example, senior focus group participants
explained often being late or missing medical appointments because transportation assistance

was unreliable. Others indicated that it was difficult to coordinate services because of having to
book rides multiple days in advance or because the vehicles were inaccessible. One Dorchester

residentshared, . &pa aw606A &da+apAd+ Apogdld A6ageod6A° CpA +9ds¢
areAag00 06a0v 4+0y C+06y CpAa oyypoyaudokiathes A 6pyod Chp
residentagreedandadded © . 4+6 gdyA a+d04&a opud ap yeou Ay _Adywe
66a syap a+o6iu 9y Furthel aw focasyioupdpdrticio Ypants noted concerns of
yapypAoo6 AAA apAaodoAA ﬁupazommg canéen for rWe—rsahatmhp BIBTA is

a+gyluoyo6 pd o0Adasyd Api AiAA OGoydA dy6 ©ad OpAGO @0
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Transportation barriers were also identified by those with limited English proficiency, who
reported difficulties navigating the transit system. For example, one key informant explained,

- Most [residents] rely on public transportation and it is difficult when the signs are not in their
language. They may not understand announcem ents about delays or emergencies, and it makes
a+00 60060 BYyAo6oAad o fijadkotedtipattheselissugsivgre ésgediablyv -
challenging for older adults and seniors. Some key informants perceived that gentrification was
forcing residents furth er from social services, which  exacerbates the challenges to public

transportation. One key informantshared, . 26Aeo66yaA, Copa+ uUupfAetioalC oAA

advantage of services like The RIDE from MBTA, but you have to call and request that service

and forChinese-Ay 6 8 Uy 6 oy o6oaosdAd0A" Afewdokus gréup pafidpands 0 + d 0 O

mentioned the recent increases to MBTA fares and the perception that these increases
disproportionally impact seniors, low  -wage workers, and communities of col or.

Reflecting the themes that emerged in focus groups and interviews, 23.1% of Boston CHNA

survey respondents cited limited street parking, traffic -related noise, or traffic as a barrier to
getting to medical appointments. Nearly one in five (19.2%) of Bo ston CHNA survey
respondents identified the availability of public transportation as a barrier, while one -quarter

15.5% cited the cost of transportation a barrier ( Table 11). These top reasons were similar
among survey respondents who spoke a language other than English, although Chinese and
Vietnamese speakers were significantly more likely to indicate that clear and understandable
transportation signs and directions  were a transportation barrier.

Table1l1Percent Boston CHNA Survey Respondents Reported Transportation Barriers to Getting to Medical
Appointments, Meetings, Work, or Getting Things Needed for Daily Living, By All Respondents dhdmary
Language, 2019

All Haitian

Respondents Chinese  English Creole Portuguese  Spanish  Vietnamese
(N=2,012) (N=137) (N=1,769) (N=55) (N=47) (N=362) (N=82)

Limited street
parking, traffic -
related noise, or
traffic

23.1% 16.1% 23.2% 18.2% 19.2% 25.4% 34.2%

Availability of public

: 19.2% 15.3% 18.6% 21.8% 21.3% 19.6% 28.1%
transportation

Cost of

. 15.5% 7.3% 14.9% 18.2% 14.9% 23.8% 13.4%
transportation

Limited
opportunities for 8.5% 1.5% 8.5% 3.6% 6.4% 7.7% 4.9%
safe bicycle riding

Clear and
understandable
transportation signs
and directions

4.0% 6.6% 3.7% 3.6% 2.1% 4.4% 9.8%

None of the above 55.8% 66.4% 56.6% 49.1% 61.7% 50.3% 42.7%

DATA SOURCE: Boston CHNA Community Survey, 2019
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APPENDIX | shows data for transportation barriers by neighborhoods with large enough sub -
sample sizes. Limited street parking, traffic  -related noise, or traffic was similarly the most
frequently selected barrier among respondents living in Roslindale (26.8%), South End

(23.2%), Jamaica Plain (22.7%), Hyde Park (20.2%), Dorchester (24.8%), and East Boston
(28.2%). Among those living in Mattapan, respondents were most likely to report the cost of
transporta tion as a barrier (19.8%). In Allston/Brighton and Roxbury communities,

respondents most frequently reported the availability of public transportation as a barrier

(26.7% and 20.7%, respectively).

Transportation Resources

It was noted by key informants th  at the city is working towards efforts to address

transportation issues through initiatives like Go Boston 2030, a city plan that aims to address

"pAadpy A UpAd yaoAAgyd &aodyAy-fednandguaitp increashd A6 A AC 5 6«
economic mobility, an d improving environmental health impacts in the next 5, 10, and 15 years.

Interviews reported that while these efforts are a step in a positive direction, more is needed to

address transportation equity across the city. One suggestion was to focus on provi ding faster

commutes on buses for lower income communities of color such as Mattapan and Roxbury. An
pyadagoeoCo0 0CyUoogyOoo6 ax-00a yA +d oA Gd OYAY MaAaDAYAs aC &
service through dedicated lane or queue jumps (a type of roadway geometry used to provide
yaooobaoyoo ap AAAOA 04 wyaodoaAdooaespyA po6aody OpAYO

Key informants noted the addition of  Blue Bikes and protected bike lanes in recent years as
initiatives that were alleviating some congestion and accessibility issues; however, they
commented that these efforts will need to be bolstered and creative solutions will be needed to
address the increasing traffic and parking pressures caused by development. Local solutions to
transportation barriers  were cited as most effective; one key informant expert suggested that
municipalities and towns explore taking a more active role in transportation taxes in order to
generate revenue for operational costs at the local level. Lastly, there was a suggestion f or
larger institutions to take a lead in modeling responsible transportation practices. One
interviewee shared, . ) &d4+@oy0 &4+0A0 fAod wsyAasaAaspyA 00y Addaa
helpful when organizations adopt policies that provide their st aff with transportation
byypaadaAyosasoAv.

Green Space and théBuilt Environment

Why is This Important?

I Over 8% of land in Boston is comprised of parks, playgrounds, and athletic fields.

'ad6o6y Ayoood Ooyo6 a+06 AAgOA Oy aweappiartiyady inrglalioh 6y 06 & +
chronic diseases. Urban environments and physical spaces can expose people to toxins or

pollutants, affecting health conditions such as cancer, lead poisoning, and asthma. 3 There is

compelling evidence that changes in environm ental policies can have an impact on children and

families. ** Physical space influences lifestyles: playgrounds, green spaces, and trails as well as

bike lanes and safe sidewalks and crosswalks all encourage physical activity and social

interaction, which p ositively affect physical and mental health. % Specifically, lower rates of
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childhood obesity and decreased levels of stress among adolescents have been associated with
safe, accessible green spaces and other built environment elements. 3

Key Findings in This Section

Slightly over 8% of land in Boston is comprised of parks, playgrounds, and athletic fields and
about 7% is parkways, reservations, and beaches. Boston has a walkability score of 81,
pyoo0dagys6 & .ag6aC &dHoweden, foéus graufpnieintdess and Dterviewees
shared that the built environment varies across neighborhoods. Those from Allston/Brighton,
Chinatown, and Dorchester perceived insufficient green space across their neighborhoods,
which they attributed to the growth in new housing developments. In contrast, interviewees
and focus group participants described Jamaica Plain and East Boston as neighborhoods with
ample access to green space. Participants also shared additional concerns specific to their
neighborhoods, wit h those from Dorchester, Mattapan, and Chinatown expressing concern
about safety in their community open spaces, as well as challenges with rodents, snow removal,
and lack of public restrooms.

Green Space

The importance of accessible green space and its r elation to health was discussed in multiple
OpoAA dapAyVA a+apAd+pAad a+6 owsacCv | A prguineed o RedpA

,,,,,

d O0ppo6 O6yagsapyiuodya ap &duspréaup paticipantsindAbstordBrightor o 6 6 V -

Chinatown, and Dorchest er perceived a decrease in green space across their neighborhoods and
attributed the decline to new housing developments under construction. One focus group
yoaawgogy 0y a Pdogdleyate@uttingithee trees for the big buildings . If you take the trees,

people are forgetting about children [in Allston/Brighton]. How is it t hat there are more dog
parks and notany parks 8 p & 0 + gRocusigdoyp, participants in Dorchester, Mattapan, and
Chinatown expressed concerns about individual safety in their community open spaces, citing
an increase in used needles on sidewalks, playgr ounds, and parks. On the contrary,
interviewees and focus group participants described Jamaica Plain and East Boston as
neighborhoods with ample access to green space. Specific outdoor spaces that were mentioned
as community strengths included Piers Park i n East Boston, the Arboretum in Jamaica Plain,
and Franklin Park in Dorchester.

l'A ypaodoéo gy &a+06 !yyapcéceidsaoaC éiy pod "pAapy A
zoned residential while approximately 24% is zoned as business, institutional, industrial, or
mixed -use. The remaining 27% consists mostly of open space and miscellaneous.

Figure 39 displays the green space and open space in Boston, where 8.3% of land is comprised
of parks, playgrounds, and athletic fields and 7.4% is parkways, reservations, and beaches. As

Q1

noted in Health of Boston 2016 -Aswe aodéypaada’ odyyapcécoioaodalC ww AAAD

square miles (including the Harbor Isla  nds) is open space. Boston also comprises 29 miles of
bicycle trails. The largest portions of bicycle trails are in East Boston and Hyde Park (about 6
miles each); however, there is less than 1 mile of bicycle trails in Mattapan and Roslindale. 38
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Figure 39. General Open Space, by Type and Neighborhood, 2017

Legend (Percentage of Boston Land Area)
[ Cemeteries and burying grounds (3.3%)
[ 1 Community gardens (less than 1%)

T Malls, squares, and plazas {less than 1%)
I Parks, playgrounds, and athletic fields (8.3%)
B Parkways, reservations, and beaches (7.4%)
BN Urban wilds and natural areas (2.8%)

A 0 1 2 4 Miles
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DATA SOURCE: City of Boston, Parks and Recreation Department, Boston Open Space, as reported and analyzed by Boston Public He alth
Commission, Research and Evaluation Office, Health of Boston Report 2016 -2017, 2017

Walkability

Walkability in a neighborhood is important for facilitating physical activity, personal safety,

and community cohesion. The Walk Score walkability index, ranges from 0 to 100, based on
walking ro utes to local destinations such as grocery stores, parks, schools, and store outlets.
Boston is the 3rd most walkable large city with a Walk Score of 81. In 2017, the Walk Score
varied widely by zip code in Boston from 57t0 99 (  Figure 40. The highest Walk Score was
observed in the zip codes associated with North End (99 in 02113) and Back Bay/Bay Village (98
in 02199), while the lowest Walk Score was observed in the zip codes associated with Hyde
Park (57 in 02136) and West Roxbury (61 in 02132).
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Figure 40: Walk Score, by Zip Code, 2017

Boston Walk Score: 81 l

Legend
Walk Score by zip code

57to 71
[ 72 to 83
I 34 to0 94
I o5 to 99
Neighborhood
Neighborhood boundary
N
0 1 2 4 Miles
L ! 1 | | 1 1 ! |
DATA SOURCE: Walk Score, www.walkscore.com, as reported and analyzed by Boston Public Health Commission, Resea rch and Evaluation
Office, Health of Boston Report 2016 -2017, 2017
.l 4%3¢ . "". pyo0A606A A+06 "do0ou "O6C° "o6d60py (00" $pCyapCy .pad+ %yo6 kdyo6 T7TO6AA %y
Score is an index of pedestrian -friendliness that ranges from 0 to 100; Data for the portion of zip code 02467 in Boston were unavailable;

Map does not include the Harbor Islands

Figure 41 provides a 2014 map of the city and where  sidewalks are considered to be in good,
fair, or poor condition. Dorchester, Roslindale, and West Roxbury appear to have the largest
concentrations of poor condition sidewalks in the city. Since then, the Boston Public Works
Department Streetcaster Program  has focused first on sidewalk replacements, particularly in
those neighborhoods which have historically initiated fewer requests for repairs to assure and
innovative and equitable approach to capital resource allocation.
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Figure 41 Sidewalk Conditions, by Type of Condition and Neighborhood, 2014
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Esri, HERE, DeLorme, MapmylIndia, © OpenStreetMap contributors, and the GI!
user community

DATA SOURCE: Courtesy of City of Boston, Public Works Department, 2014

NOTES: City Engineers assessed the sidewalks and quantified the amount of damage each sidewalk block had. A sidewal k condition metric
was calculated called the "Sidewalk Condition Index" also known as the SCI. This metric is a direct ratio of how "undamaged" the sidewalk
area is. Damage can refer to sidewalks that are cracked, faulted due to tree roots, utility cut pat ches, missing bricks/material, etc. For

example, if the engineers quantified 800 square feet of damage in the assessment and the total sidewalk area is 1 ,000 square feet then the
SCI of that block would be a 20 (since 80% is damaged). The SCI scores were g rouped into 3 main categories: Good condition was for

sidewalks that had a SCI from 80 -100, fair condition sidewalks had an SCI between 50 and 80, and the poor condition sidewalks had an SCI

less than 50. The reasoning of these condition thresholds is that if the sidewalk is more than half damaged it will be considered "poor" and

require full reconstruction since a partial repair isn't sufficient. If the SCI is between 50 -80 (fair) then it may be a candidate for partial

repair.
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Perceptions of the Built Envronment and Neighborhood Development

In several focus groups across the city there was a perception that many areas were becoming
bgoaoapCoo66 Cpa+ yoC 606agod0apyudyaAv [/ yTheyauldaads 6y a
iAo006 Ayagia Co6 adaddaAodddacyioemsadoyAodpma a<+6C ad
0gabdao C Gwawey o6 b yThéspdoverdiodiding dpacerysaver® eclipgdan/sst
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around because the construction makes things congested. There needs to be a response soon to
6g6aCa+ogyd a+oa ahl O dgeyydth aniejiEawsis avriyésted. Elliot Norton
Park and Chinatown Park have very small patches of unutilized space, but nothingist  here right
now. These could be better used if whoever owns these spaces put down some grass and other

y 0 & y B Addition, a few key informants discussed the need for more dedicated bike lanes to
mitigate the congestion caused by construction projects.

Focus group participants and interviewees perceived that construction sites throughout the city

Coad 366oy06 &p &4+0 yaoAoyoo pd apooyaAvisdepiton 6 Agd oy

OpyAdaAodoaspy oyo0 0p yShavaemoval sviisyalsord@sdribed ds a aohcerA by-
focus group participants in Chinatown, East Boston, and Dorchester. One resident shared, L)
experience many issues during snow season; the city does not clean up all the streets around

v = A A v

Chinatown ontimeandt + 6 A&daodco6aA 66a yodaapCoa C+o6y yopyao aac

Further, focus group participants who resided in the South End and in Chinatown reported a
lack of public restrooms in their neighborhoods. APPENDIX | includes data on public restrooms
in the city, showing a wide range of availability across neighborhoods.

Social Environment

Why is This Important?

Relationships are important for physic  al and mental well -being. At an individual level, social
networks spread social behaviors: social support can help encourage people engage in more
positive healthy behaviors. 3° By contrast, lack of connectedness has been shown to be linked to
depression and is a risk factor for early mortality.  4°

- 1-CyyhAi gi UE A1 U T&8AAcUO EC EAOiITAGGT

[young people] caring for an elder has changed. Just like it takes a village to raise child, it
takes a village to raise anU i O U Keylinformant interviewee

At the community level, the cohesiveness of a community has been shown to be positively

related to self -reported health and mortality. “*#pya6aAd6aC° O6gAdagligydaspy

environment can have a negative impact on health. S  tructural discrimination such as

segregation, inequitable access to quality education, and disparities in incarceration rates can

limit opportunities, re  sources, and well -being of less privileged groups. “? Individual

discrimination may have high physical and emotional health costs as well. Research suggests

that routine discrimination can be a chronic stressor and increase vulnerability to physical

iliness. 4344
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Key Findings in this Section

Focus group members and interviewees pointed to examples of strong social networks in

Boston, citing cohesion across different immigrant groups and among others who share similar

racial, cultural, linguistic and religious b~ ackgrounds. Two -thirds of CHNA community survey
respondents believed that people in their neighborhoods help each other and three -quarters
perceived that they and their neighbors want the same thing for their neighborhoods. Survey
respondents also indicate d strong civic engagement, as evidenced by high levels of self  -reported
involvement in community organizations and voting. At the same time, focus group members

also mentioned a decline in community social ties, brought on by lack of time and generational

6p600a0y00Av 'obyaapgbogoddasgpy +0A 0oU06CoAd 0+8y060606 a-
Roxbury, East Boston , and Dorchester. CHNA community survey results and conversations in
focus groups indicate that subtle and overt discrimination is an issue in Boston, particularly for

immigrants and non -English speakers, LGBTQ residents, and older residents and youth,
substance users and the homeless. Institutional racism was discussed in greater detail as being
pervasive across the city given discriminatory policies at a systems level, and is described in
more detail in the Violence and Trauma section.

Community Cohesion and Gentrification

Community cohesion refers to community dynamics, such as a shared sense of membership,
influence, social integration , and connections among residents. In focus group discussions,
participants who belonged to similar affinity groups expressed a strong sense of cohesion
among their communities, particularly those with similar racial, cultural, linguistic, and

religious backgro unds.

EUN hée @UEU AAO ig+E TeAAgUO EC yhie

- 1M ¢
A AJ y CGERbcus group participant

For example, Haitian residents in Mattapan indicated supporting small businesses run by other

Haitian immigrants. 20 Ag 606y aA oy %dAA "pAapy o aithdheidfdlgvdo 6 6 6000 o
Latino neighbors ; translatedto . Gt d G 6 Cp Aa A 6l hé phease meanditdextend
+pAypadiapgaC dy6 a6Ayooa ap pyod A yogo+Apav )y #+0Y:
connectio ns between newly arrived immigrants and those who have been here longer. One

gy a06aagw06 Co Parefts whase tarilies have benefited from services give back and help

advocate for other families and children. They become anchors of the community and enco  urage

ba+o6aA ap AAd6 ad6ApAaoodAv.

While some groups described strong community linkages, others such as public housing

residents and lower -income groups described limited connections or interactions with their

neighbors. For example, residents from Dorches & 6 & A + Raodedknows each other anymore

or talks to each other like they used to years ago. You can live right across the street from

ApuofipoC oyo6 ypa 0ady A kepiGlormantieséibed thistppa of insularidy v -
happening in South Bo stonaswell,sharing * ./ y6 pd &+06 0+d0006y606A +d8A A
the housing developments to participate in community events and activities. They feel so insular

gy a+06 00 ag0Afpwficosy@dub and interviewees attributed these disconnects to lack

of time and generational differences. Focus group participants from Chinatown, Mattapan, and

Dorchester, for example, perceived the emphasis on community approaches to caring for elders
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was not as much of a priority for young people. One key infor Udya AAU U ComBudites
have changed so radically over time; the community fabric in terms of [young people] caring for
an elder has changed. Just like it takes a village toraisechild , 54 48 U06A &6 ao00d60606 ap

Lack of connectedness a mong seniors in the community was a concern voiced by some
participants. Across groups that had experience working with seniors, social isolation was
identified as the primary mental health issue for older adults. Participants spoke of co -
occurring issues that stemmed from social isolation, the most common being hoarding disorder.

A AL A

/yo ud6C oyodpaiudymA- ou:LyuA’SozwomyAaéyooA C+06y pavdywcdam

a+o —puo bhd AbyweopaA (C b 8a6 +posascodoaA, v -6y Co 00
opbyogsaspyA a6 apso+a noou C+-6ad6 a+o6C Codad dyo6 esa A
ap oyCpyod oy COOUAV.

Some key informants and focus group participants with long -standing roots in historically

working -class communities of color like Ro xbury, East Boston, and Dorchester described

changes in the character and culture of their neighborhoods in recent years. Specifically, it was

ypbaoso a+-0a CpAyooda yapooAlepypd Al <HAD DadIAWYyHD &
Roxbury a0 Ag 606y a )A-0maLo ‘Ay. +6ad6 oyo6 wa A o0+dyov66 Ap UA()
yoood+ipa=+pp 6Foduydgioippartcipants attributed this lack of community linkages to

gentrification and displacement. One key informant shared, . ) 6 Cp A werldng \ith pegple

for decades to clean up their neighborhoods who now cannot afford to live in Boston, that affects

all of our work. You have people who for years have worked to get the community safer and

006dyda oyo6 daod6 ypC ovo6aaw@ve- yawsodo pAa"yYyAA+606 oC

When asked about perceptions of community cohesion or connectedness, approximately three -
guarters of Boston CHNA survey respondents perceived that they and their neighbors want the

same thing for their neighborhood (77%) (Figure 42). While gentrification was a theme that
emerged in focus groups, seven in ten Boston CHNA survey respondents indicated that they

plan to live in their neighborhood for a long time (73%). Approximately two -thirds (68%) of
respondents noted that their neighbors help each other out and more than half (56%) of

respondents reported recognizing most people who lived in their neighborhood. Notably,

despite reported ties to their neighborhood and neighbors, only approximately one -third (35%)

of respondents perceived that they had influence over what their neighborhood is like.

20 AypyAS6A ap a+6A6 AA6AaspyA AC AAagdC &BPENIEY.6O

Q)¢
p14

2
¥3
&%

Boston CHNAHIP Collaborative



2019 Community Health Needs Assssment 77

Figure42: +CEgCA - K° zhEI UJ vUEeCAOUAQgE:r vUeCEQUO sUElT Uegi C
Neighborhood, 2019

m Strongly Agree/Somewhat Agree m Somewhat Disagree/ Strongly Disagree
My neighbors and | want the same thing fq
our neighborhoodN=1,611) 77.2% 22.8%
| expect to live in my neighborhood for a lo
time (N=1,841) 72.7% 27.3%
People in my neighborhood help each oth
out (N=1,831) 67.6% 32.4%
| can recognize most of the people who live o 5
my neighborhood (N=1,976 56.0% 44.0%
| have a lot of influence over what m o 5
neighborhood is like (N=1,68 35.3% 64.7%

DATA SOURCE: Boston CHNA Community Survey, 2019

.l 4% 0b6aodbyadced 0B800A0NGABPpYA 6p ybad syouA6d adAypyooyaA C+p adoAypyo6o6o6 .ypa dyy

Civic Engagement

Involveme nt in informal or formal social organizations and activities may reflect social

integration in a community and/or residents organizing to address community needs. Forty -six
percent o f Boston CHNA survey respondents , many of which were recruited to complete  the
survey through community organizations,  reported involvement in  an organization such as
neighborhood association s, labor union s, immigration and civil rights group s, religious groups,
community organizations, or other organizations.

Boston CHNA survey respondents were asked about their civic engagement and connection to
civic processes (Figure 43). Nearly nine in ten respondents indicated that it was important to

be involved in government decision -making (90%). Eight in ten respondents knew who their
elected representatives were (78%) . Approximately seven in ten respondents knew how to
contact an elected representative  (71%) or felt that they could influence decision s made at city,
state, and federal levels (65%) .
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Figure43: +CEgCA - K° zhEI UJ vUEeCAOUAgE:r vUEBCEgQUO sUET Ueégi C

m Strongly Agree/Somewhat Agree m Somewhat Disagree/Strongly Disagree
It is important to me to be involved i 5
government decisioimaking (N=1,601 89.9% 10.1
| know who my elected representatives ajg
(N=1,585) 78.0% 22.0%

I know how to contact my elected

representatives to express my opinions 70.5% 20.5%
concerns (N=1,546
| feel that | can influence decisions made
0, 0,
City/State/Federal government (N=1,56 5050 Sl
DATA SOURCE: Boston CHNA Community Survey, 2019 -~~~

NOTE: Percentage calculations do not gyotiAGDd aoAypyooyaA C+p adAypyooé .ypa dyylosodhrndosopy a aypC

Another form of civic engagement includes voting. As shown in Figure 44, among Boston CHNA
survey responde nts who are eligible to vote, nearly half (47%) reported voting in every
election. One -third (36%) of respondents indicated that they voted in almost every election.

Figure 44. Percent Boston CHNA Survey Respondents Who Are Eligéto Vote Reporting Voting Behaviors
(N=1,397), 2019

0,
47.0% 35 79
— —
Every election Almost every Some elections Rarely L R2y Qi |
without exception election, may have elections

missed one or two

DATA SOURCE: Boston CHNA Community Survey, 2019
./ 4% 00a00yad606 0800A0dEBpYyA O6p ypa @yo0GAGO adAypyooyaA C+p Aocaoppwod uypadd ypa

Discrimination

Discrimination was mentioned in several focus groups across the city, particularly with

immigrants and non -English speakers, LGBTQ residents, substance users, and the homeless
population. These experiences were described as both subtle and o vert acts felt on a regular
basis; examples ranged from verbal altercations to more systemic issues such as  people of color
being passed up for job promotions despite qualifications. All of these issues were compounded

when residents belonged to multiple o ppressed identities, for example, queer people of color or
non-English speaking residents in recovery. The following sections weave together reports of
discrimination based on focus groups and interviews and responses to the Boston CHNA survey .
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Boston CHNA survey respondents were asked about their experiences of discrimination in day
to-day life ( Figure 45, more detailed data in APPENDIX 1). Nearly half of respondents reported
being treated with less courtesy than other people (49%), people acting as if they are better

than the respondent (48%), and being treated w  ith less respect (47%) a few times a year or

more.

About one in three respondents reported experiencing poorer service than other people at
restaurants or stores (29%) and one -quarter reported being called names or insulted (24%) at
least a few times a ye ar. Notably, one -third of respondents reported being threatened or
harassed (35%) and people acting as if they are afraid of them (30%) in their life time. Over

their life course, more than one

-quarter of respondents reported receiving poorer service when

receiving medical care (28%). These experiences of discrimination are important as they can
restrict access to health promoting resources (such as health care), serve as stressful life
events, and/or shape future interactions with institutions or spaces wh ere they experienced

discrimination.

Figure 45. Boston CHNA Survey Respondents' Reported Perceptions of Discrimination in Dayo- Day Life, 2019

m A few times a year or more m Less than once a year m Never

You are treated with less courtesy tha
other people are (N=1,809) 48.9% 16.3%  34.8%

~ s A~

t S2LX S OG +Fa AT NS S NJ @
are (N:1,803) ab 4@ o6a |416.09% CBATY a
You are treated with less respect tha
other people are (N=1,806) 46.8% 17.29%9  35.9%
You receive poorer service than othe
28.9% 22.4% 48.7%

people at restaurants or stores (N=1,789

You are called names or insulte

(
IR 24.1% | 19.6% 56.3%

You are threatened or harasseq
(N=1,801) 18.8%)]16.4% 64.7%
People act as if they are afraid of yo
You receive poorer service than other . . 5
when receiving medical care (N=1,78 5.0 71.7%

DATA SOURCE: Boston CHNA Community Survey, 2019

Boston CHNA survey respondents who i ndicated an experience of discrimination at least a few
times per year were asked to indicate the main perceived reasons for the experience(s) of
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discrimination that they reported (Figure 46). Approximately half of respondents attributed
their experience of discrimination to their gender (51%) or race (48%). More than one -third
reported age -based discrimination (37%) and one -quarter linked their experience of
discriminati on with their ancestry or national origins (26%). Approximately one in five
respondents reported discrimination based on some other aspect of their physical appearance
(21%) or their education or income level (20%).

Figure 46. Percent Boston CHNA Survey Respondents Reporting Their Own Perceived Reasons for Their

Experiences of Discrimination If They Reported Experiencing Discrimination a Few Times a Year or More (N=872),

2019

Gender |GGG 51.5%
Race |GG 47.9%
Age NN 36.7%
Ancestry or national origins|j| [ NG 26.7%
Some other aspect of physical appearan (Sl IIEGz 21.8%
Education or income Leve ]I 20.1%
weight | 17.7%
Sexual orientation [l 12.4%
Height [l 11.8%
Religion [} 6.9%
A physical disability ] 5.1%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTES: Data organized in descending order; Respondents were allowed to select multiple responses ; therefore, percentages may not sum

to100 %? 06a006yadod 0d00A0dAGpYyA syolA6d adbAypyooyaA C+p Ad060a66 .d0upAd 6§6aC 0606
.8 60C aguoA 6 Coda- ap a-06 yaodaoepAA AAOAAdAebpy py 0¢6y0apdyoo6A po deBomoisydadaehy’

A6060ad60O6 .yaoooa ypa ap oyACoéasopy a uaypcC.

Table 12 presents the three most frequently reported  reasons for experiences of discrimination
by race/ethnicity, age, gender, and sexual orientation. Recognizing that respondents may hold
multiple soc ial statuses or identities that may be salient in their experiences of discrimination,
APPENDIX | includes additional tables present ing tests of sig nificant differences in reports of

6oAdaglioyddaospy oy a+06 yoAa Cooa AC adoAypyooyaA:

sexual orientation.
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Table12 Top Three Reportederceived Reasons for Experiences of Discriminaton If They Reported Experiencing
Discrimination a Few Times a Year or More, byelected Indicators, 2019

Under 18
Black years Female LGBTQ
(N=214) (N=92) (N=660) (N=238)
1 Race Race Race Gender Race Age Gender Gender
Ancestry
or
2 et Gender Gender Age Age Race Race
origins
Ancestry Some other
or aspect of
3 Gender Age e your physical Gender  Gender Age Race
origins appearance
DATA SOURCE: Boston CHNA Community Survey, 2019
NOTE: Respondents were allowed to select multiple response options; therefore, percentages may not sum to 100% ; Percentage
0300A08a8pyA @YyO00UAGO ab6AypyooyaA C+p Ao000ad6 .d0upAa 6g6aC 606C* .o0.00A o0 6CdOAdEA -p Y O G
to the previous question on experiences of discrimination; Percentage calculations do not include responde yaA C+p Ad0608a0606 .yaovnovoa

dyACoasopy & uaypcC.

LGBTQ Boston CHNA survey respondents (54%) were more likely than heterosexual/non -

transgender respondents (3%) to report discrimination based on their sexual orientation .
LGBTQ-identifying residents in foc  us groups discussed being discriminated against based on

gender identity, especially among transgender and gender non  -conforming youth. For example,

focus group participants spoke of experiences where health providers would not address them

by theirprefer a6 6 VapypAy 0oagyd ay-pdaa Ocbal yiisooasd 053G @idendyo oniC
challenges cited by LGBTQ focus group participant included access to reproductive health and

hormone therapy.

Interviews and focus group discussions with residents help to i lluminate experiences of
discrimination similar to those reported in the Boston CHNA survey. Focus group participants
who identified as immigrants most commonly described instances of discrimination in public
spaces like the supermarket or on public transp  ortation; this was especially true for those who

identified as Latino and Asian. One East Boston resident described, .1a a+6 AAydaudauda
standing close to an American and accidently [grazed] him. He looked disgusted when | touched
himandwipedhis 6 au pd6 0gud 0y Ooyeguold +060 apAhese@roups-oglVv 4+
perceived an increase in prejudice or discriminatory behavior in the last few years and

attributed these tensions to the current political climate. Being discriminated against beca use

b6 pyo A ShictaesaC ap AyodG %yoGsA= pa AOO3AAG pd b
non-%y 6 0 s A+ OpOAA O6apAy Vdaaeo e yBvgnivAen yol yydo spedkA g 6 6 y a
English-a+6C &daC ap +Auwsl0wooad CpAa dooobyav-

o<
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Discrimination can come i n many different forms and be perpetrated by different types of

people and institutions. Some f ocus group participants of color specifically described instances

of within -group discrimination, a phenomenon where factions of a single group develop

conflicts against each other as by -products of competition and prejudice. Residents in East

"pAadapy !'00AApys"ago+apy Oyo6 $pao+0Aaod aotherédipya 06 ¢ S Uy
a+06woa p Chhis seatiinént was illustrated by examples of employers under paying Latino
a0Ago06yaA pa (0dyolpadA gyodbndagyod adyad OpBeyadAsb60oy a/

*. »
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. ouyapCoeaA, yoC !'ubawodyA ofi oy +pAa o6pa Cphau AA&
io60dAADG a+6C uypC Cphare Wdieysomi ménd ijing &f Sxpedienoces with

discrimination among other racial minority groups. Specifically, residents in Dorchester

reported negative interactions between Black and non  -Black minority groups. Focus group

participants in Dorchester and Mattapan also described tensions within the Black community

between African Americans and those of African or Caribbean decent.

While the experiences of discrimination against homeless residents did not explicitly emerge in

the Boston CHNA survey, focus group participants who  were homeless described being treated

poorly because of their appearance. One homeless resident shared, . (pAy@&dd0A O6py & &aa
a+6 Aouo C+o6y CpA ao6 +pudooAA? a+06C aaocoa CpA aododil
by everyone- the security, t + & y AaAd A‘ Hemnteless indivislyala Weve often associated

with substance users, though some key informants explained that this is not necessarily always

accurate ; that some residents are just one emergency away from becoming homeless.

Lastly, fo cus group participants who identified as active substance users described being
discriminated against in public spaces and at social service agencies. Some described frequently
being judged by other drug users, specifically those who used pills versus hero ine or
Udba+ouy+6asioyodv [/ ydo dpoAA dOndohtiiekardest thidgs s peppiey a
Cooupyd odapAyo Copa+ a+dooa 600A06 ApnawsoaCv 006py
a+06C a6 appusyod o6pCy py Vyo6pyddoyp 0 pMp faéda Vo.g 4 + 0 a

DO I
o O
ot
o
M

A more detailed description of experiences and perceptions of institutional racism and
discriminatory policies at a systems level can be found in the Violence and Trauma section.

Community Assetsand Resources

Why is Thidmportant?

Understanding the resources and services available in a community 1 as well as their
distribution 1 helps to elucidate the assets that can be drawn upon to address community health,
as well as any gaps that might exist. These assets include both ins titutions as well as
community member characteristics.

Key Findings in This Section

Boston communities have numerous strengths according to focus group members, interviewees,

and community survey respondents Vv .0po+fipa+spp6A Coad 6ORpaAsCHEDA
substantial cultural diversity and strong faith communities. Sixty -eight percent of community

survey respondents identified racial and cultural diversity as a top strength of their community.

Activism and resiliency are other notable characteris a2 0 A p6 " pAApyosdyAv 4+06 0
universities are world  class.

I 1vUGAEOUGUEE Ce géU 1 eéAAciAg AT U Cee géU
communityhere.s UCeéaU uCC+i A¢ Chg @=CE UAT & Cgeéu
variety of services is just incredible. We hope to keep that richness within the
T Cy y h A godus group participant
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Proximity and abundance of health care is also a key strength. Across the city, there are 22
hospitals and 33 health center access sites. Community su rvey respondents identified proximity
to medical services as the top strength of their communities, with 69% of respondents
identifying this a top strength. Other assets include services and supports for students at

Boston Public Schools, and positive stri  des in the city for LGBTQ residents, including within the
school system through Gay Straight Alliances. Finally, the social services network in Boston was
perceived to be large, strong, and collaborative, although some suggested more could be done to
enhance cooperation across institutions and reduce duplication.

Perceptions of Community Strengths and Assets

When asked about community strengths, participants identified several assets including

cultural diversity, collaborative social service organizations, and engaged community residents,

among others. Many residents indicated belonging to a strong faith -based community that

provides emotional and tangible supports for those who have unmet needs . Key informants who

Cphaudo Cgpga+ 0=+o006 odeadiblé@slienses n ®d pFpy o0+o06a6y C+p +da
trauma.

Proximity to health care services and educational institutions w  ere also described as assets

among focus group and interview participants. One focus group participant in Mattapan noted,

.4+06a06" A Ap UAO+ &4A+04a a6 ogaC pod "pAapy =<+0A ap poi

universities, best teaching hospitals and traveling [ health care , VvSimilarly, residents in

Chinatown described the close proximity to services as a strength in their neighborhood. One

key informant shared, ./ y6 pd #+oydapCy A 6adooaocoAa Aaaoyoa+A g,

everything you need. You can go to restaurants, you can buy groceries, you can access services,

you can get health care. As long as you know what you are looking for, you likely are able to find

it in Chinatown. - Jamaica Plain was described as a neighborhood with ample green space, local

business, and accessible transportation. One resident shared, . ) JP we are very lucky to have

the pond and the Arboretum. There is good transportation and not a lot of fast food restaurants

ocdapAyov 06pyadé oad o
a

06 ap 00006AA yaguoalC 08ad6 A6
ba 6poyd Oopa egav-.

Q1
A

yoogo+dpa<ppd +0A 8
Diversity and multiculturalism were seen as strengths across the city. Focus group and

gyadageoC yoaasoosydyaA o006 A0aehpdodBadicipantsadestibédiany o & g 6 A
engaged community that is willing to help those who are struggling. One focus group

participant A + 8 a &Régardless of the changing face of the community, there is still a real sense

of communityhere .0 6 py 06 OdGppusyd6 pAa Oopa 600+ pa+-da " ody a
services is just incredible. We hope to keep thatric +y 6 AA Cga+gy & Arotheykeyi 0 Ay gaC
gydpaidya 060+poo6 a+gA Bvérycdmniudity id Bostgndas preféduadassets. .

We have a strong history of activism, strong connections to diverse communities and cultures,

and close proximitytoleadin 6 a6 A6d a0+ 06 aA Fécys@roup ana intérdicav Aarticipants
660Adapgio6d a+06 Aadapyadi iCpap adestremubgrodnynigrant communities.
Neighborhoods like Chinatown w ere noted as a strong cultural hub by key informants, with one

sharing, . 4+6 #+gydapCy 'dad6 ypC -maiRainddyparkssno mafytauasts dy 6 C
dapu o000 pagda a+<o6 Cpato opud ap aouod y+papA 8a a=+o
b6 Vy 6 R¢sitlente who identified as LGBTQ indicated that Bo ston is making positive strides

related to care for LGTBQ residents and cited Fenway Health and the Justice Resource Institute

as strengths.
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Survey data reinforce many of these themes from qualitative discussions. When Boston CHNA
survey respondents were a sked to mark the biggest strengths in their community, a majority of

adoAypyooyaA ypaoo .uC opuuAyesaC oA OUGpAd &ap uod
yopyao podo udsayC asoo6A dyo6 0AG&AAAOA. “fevhy” Ly
community +dA 6ppo6 Od006AA ap FRgdrd B7h aabe A3providgsither y”

breakdown of the top five strengths noted among respondents by neighborhood, while Table 14

provides data on this same question by primary language spoken by survey respondent.

Figure 47. Percent Boston CHNA Survey Respondents Reporting Strengths of Their Community or Neighborhood
(N=2,022), 2019

My community is close to medical servic_ 69.0%
My community has people of many races and cultur_ 67.5%
People speak my Ianguag_ 54.8%
My community has good access to resourc_ 54.6%
People care about improving their communit_ 48.4%
People are proud of their community| N 45.0%

People accept others who are different than themselv_ 44.8%
People feel like they belong in this communi_ 38.8%

People like to work together in this communit_ 34.5%

People can deal with challenges in this commun- 28.1%

There are innovation and new ideas in my commun- 27.9%

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTES: Percentage calculations do not include respondents wh b Ab0b60&ad6 .ypyod pbod a+od dfdpagod-
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Table13 Percent Boston CHNA Survey Respondents Reporting Strengths of Their Community or Neighborhood, by Selectédighborhoods, 2019

Tie

Tie

Allston/

Brighton
(N=202)

My
community is
close to
medical
services

My
community
has people of
many races
and cultures

My
community
has good
access to
resources

People speak
my language

People
accept others
who are
different than
them- selves

Chinatown
(N=67)

My
community is
close to
medical
services

People speak
my language

My
community
has good
access to
resources

My
community
has people of
many races
and cultures

People care
about
improving
their
community

Dorchester
(N=454)

My community
has people of
many races
and cultures

People speak
my language
(tied)

My community
is close to
medical
services (tied)

My community
has good
access to
resources

People accept
others who are
different than
themselves

People feel
like they
belong in this
community

DATA SOURCE: Boston CHNA Community Survey, 2019

NOTES: Percentage calculations do not include

My community = My community others who
has people of has good are different
many races access to than
and cultures resources themselves
(tied)
People care People care
about . aboqt
People speak improving their improving
my language p 9t their
community .
(tied) communlty
(tied)

My community People are My community
has good proud of their is close to
access to community medical
resources (tied) services

People care
about People are
: . People speak :
improving my language proud of thelr
their community
community
My community | Mycommunity
is close to has good
medical access to
services resources
aoAypyooyaA C+p AdG0604E06O ypyoe po &+6
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East Boston
(N=169)

Hyde Park
(N=85)

My community My community

is close to has people of
medical many races and
services cultures

Jamaica Plain

(N=176)

My community
has people of
many races
and cultures

People accept

Mattapan
(N=82)

My
community
has people
of many
races and
cultures

My
community
is close to
medical
services

People care
about
improving
their
community

People
speak my
language

People can
deal with
challenges
in this
community

Roslindale
(N=128)

My community
has people of
many races
and cultures

People care
about
improving
their
community

My community
is close to
medical
services (tied)

People are
proud of their
community
(tied)

My community
has good
access to
resources

(tied)

People accept

others who are

different than
themselves
(tied)

People speak
my language

Roxbury
(N=152)

My
community
has people of
many races
and cultures

My
community is
close to
medical
services

People speak
my language

People
accept
others who
are different
than
themselves

My
community
has good
access to
resources

South End
(N=102)

My
community is
close to
medical
services

My
community
has people of
many races
and cultures

My
community
has good
access to
resources

People care
about
improving
their
community

People
speak my
language

4
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Table14 Percent Boston CHNA Survey RespondentReporting Strengths of Their Community or Neighborhood, by
Primary Language Spoken, 2019

Chinese English Haitian Creole Portuguese : _ Vietnamese
(N=140) (N=1,779) e (N=48) Spanish (N=360) (N=87)

My community My community My community My community .
# My community is
1 is close to has people of has people of has people of close to medical People speak my
medical many races and many races and  many races and services language
services cultures cultures cultures

My community
People speak People speak my has people of
my language language many races and
cultures

My community is
close to medical
services (tied)

My community is
close to medical
services

2 People speak
my language

My community

b7 Il My community is

3 is cIo_se to close to medical People speak my has people of
medical . language many races and
. services -
services cultures (tied)
My community People are
4 has people of People speak proud of their
many races my language community
and cultures (tied)
People care People care People accept People accept People are
about : . others who are others who are .
5 . . . about improving . . proud of their
improving their . . different than different than .
. their community community
community themselves themselves
People care People accept
Tie about improving others who are
their community different than
(tied) themselves
People accept
others who are
Tie different than
themselves
(tied)

DATA SOURCE: Boston CHNA Community Survey, 2019
NOTES: Percentage 0 80 0A0UBa8pyA 6p ybad osyouA6d aoAypyooyaA C+p Ad60608066 .ypyod pd &+06 dfpe

Services and Organizational Resources

Survey, focus group, and interview participants all noted p roximity and abundance to health
care services were major strengths of their community . Health care is the largest industry in
Boston, and, as Figure 48 shows, there are 22 hospitals and 33 health center access sites in
Boston, including 16 federally qual ified health center organizations (with 28 sites as some have
more than one location) and 5 hospital -licensed health center organizations. See APPENDIX |
for number of hospitals and health centers by neighborhood.

2
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Figure 48. Hospitals and Community Health Centers in Boston, by Neighborhood, 2019

@ Hospital
o Community Health Center

‘ 0 2 4 Miles
L 1 I}

DATA SOURCES: American Hospital Directory, https://www.ahd.com 2019; M husetts League of Community Health Centers,
http://www.massleague.org/ , 2019

NOTES: Neighborhoods as defined by Boston Public Health Commission; Back Bay includes Back Bay, Beacon Hill, Downtown, North End,
and West End; South End includes South End and Chinatown

As noted, focus group participants who identified as LGBTQ indicated that Boston is making
positive stri des related to care for LGTBQ residents. Specifically, BPS has made many inroads

in this area for LGBTQ students. In the 2017 -2018 school year, out of 74 BPS schools with
grades 6-12 who responded to the School Health Profiles survey, 33 BPS schools repor ted there
were Gay Straight Alliances (GSA) in the schools. %

Boston CHNAHIP Collaborative b4
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Additionally, BPS offers various services and supports for different sub -populations, as reported
in the School Health Profiles survey. As shown in  Table 15, more than three -quarters of BPS
schools offer additional supports for students experiencing trauma, students experiencing
homelessness, and English Language Learners.

Table15 Number of andPercent Boston Pullic Schools Offering Additional Supports for Sub Populations, by
Sub- Population, 2018

Number Percent

Expectant and parenting students 30 42.3%
Refugee, asylee, documented and undocumented immigrant students 63 56.3%
LGBTQ students 69 61.1%
Court-involved students 75 65.2%
ELL students and ELL students with disabilities 99 83.2%
Students experiencing homelessness 105 89.0%
Students experiencing trauma 110 94.0%
DATA SOURCE: Boston Public Schools, Health and Wellness Department, School Health Profiles Survey, 2018

Many focus group and interview participants, particularly those working for a variety of
organizations across the city, described the city of Boston as having a strong network of social

services with strong partnerships and collaborations. One key informan tdescribed, . ' 6yod6asaac
"pAapy oA 666y0C opatodfipaddawagd? oO6gdy a+pA6+ aA+06a0
a&p oplaGofipadad dyo6 yYyAGO Apooa+oa Ildopweve dhGraisstihad & 6 6 0 0 ¢

need to reduce duplicative services and strengthen collaborations. One key informant

summarized, . #p iU UAyoaC opyyooaooyoAA uoaaodcaAv 4+06 upao C
Upad AAO0OOOAA Co -  a\dothér teryidgveeiephoed thig semtiment and added, . It

can feel like an inundati on of services that makes people feel disengaged. Instead we should

combine services or be better partners v An important next step, suggested key informants, is to

fix infrastructure challenges around data sharing. This includes strengthening data reposit ories

to interact across systems and tracking health and environmental data.

Boston CHNACHIP Collaborative 2
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COMMUNITY HEALTH ISSUEWHAT IS THE HEAH
STATUS OF BOSTON RESIDERTS

Community Perceptions of Health

Why is This Important?
Understanding the health issues that community resi  dents perceive as pressing is a critical step

gy &a+6 #(.! yvapodAA‘ Vapao diwyeaexpedencesiohadlanges,andd - 0

facilitators around certain issues  that complements more quantitative data about health status

and conditions. Althoug h not statistically representative, a community member survey such as

was conducted for this CHNA is a useful way to obtain directional information from a large

number of people. It also fills in gaps on specific topic areas or population groups where limi ted
secondary data are available. Finally, understanding what community members see as

important can be a first step to garnering the buy  -in to programs and services that can be most
effective in addressing those needs.

Key Findings in this Section

Undea Adady 6oy o prdeptomsdfhealt is a critical step in the CHNA process, providing
insights into lived experiences, including key health concerns and facilitators and barriers to
addressing health conditions. The top community health concerns among Boston CHNA survey
respondents were housing quality or affordability (51%) and alcohol / drug abuse (49%),
followed by mental health (42%) and community violence (31%) ; these were also top concerns
by neighborhood, rac e/ethnicity, age group, gender, and sexual orientation, with the addition of
chronic diseases and related behaviors as well as the environment. However, there were some
notable statistically significant differences by race/ethnicity and age. Asian responde nts were
more likely to identify smoking (37%) and elder/aging health issues (32%), Black respondents

were more likely to identify diabetes (35%), Latino respondents were more likely to identify

obesity (37%), and White respondents were more likely to iden tify the environment (39%) as
one of their top five community health concerns , when compared to other groups.  Youth (under
18 years) were more likely to indicate smoking (42%) and employment/job opportunities

(32%) as top concerns relative to other age gro  ups. For young adults (18-24 years) issues such
as hunger/food insecurity (30%) and homelessness (29%) also rose to the top. Respondents 65
years of age and older were significantly more likely to indicate as concerns: elder/aging health
issues (50%) and t he environment (38%) compared to younger age groups. Boston CHNA
survey results align with themes that emerged from interviews and focus groups; when asked

about top health concerns participants also identified mental health and substance use, trauma,
community violence, chronic diseases like asthma and obesity, healthy aging, and

environmental health concerns.

Perceptions of a Healthy Community

When asked about top health concerns in Boston, focus group participants and interviewees
identified mental healt h and substance use, trauma, community violence, chronic diseases like
asthma and obesity, healthy aging, and environmental health concerns as especially concerning.
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As discussed in previous sections, key informants described a need for more emphasis on
prevention to address these issues. The lack of providers and services 1 especially that meet the
needs of diverse population groups 1 was noted as a barrier to addressing some of these issues
which contribute to extensive wait lists according to participants.

As shown in Figure 49, access to health care (65%) and affordable housing (64%) were the

first and second leading factors, respectively, that Boston CHNA Survey respond  ents identified
as important for a healthy community. Access to public transportation (52%) and access to

healthy food (51%) emerged as the third and fourth leading factors that res pondents
characterized as important for a healthy community.

When looking at definitions of a healthy community across Boston neighborhoods ( Table 16),
respondents in Chinatown and Hyde Park were more likely to endorse several factors as
important for community health. The majority of respondents in Chinatown (82%), East Boston
(73%), and Roxbury (72%) identified access to health care as important for community health.
Respondents in Chinatown (72%), Jamaica Plain (73%) , and Roxbury (75%) cited affordable
housing as an area of importance. R eflecting findings from focus groups  (discussed in the
Transportation chapter) , a clean environment stood out amongst respondents in Chinatown
(43%). Healthy behaviors and lifestyles w  ere a priority in the South End (28%). Relative to
other neighborhoods, a greater proportion of respondents from Hyde Park cited good
roads/infrastructure ( 21%), low level of child abuse ( 11%), and strong sense of community
(24%) . Nearly half of respondent s in Hyde Park (57%) and Chinatown (49%) cited low crime
and violence as important.
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Figure 49. Percent Boston CHNA Survey Respondents Reporting the Five Most Important Factors That Define a
I KUAUged -CyyhAigdl ~ > _ s a7 w14

Access to health carcl I 64.5%
Affordable housing [ 64.1%
Access to public transportatio_ 52.2%
Access to healthy food_ 50.7%
Access to good educatio_ 45.0%
Low crime and low violence/safe neighborhoo_ 43.3%
Access to good jobs_ 35.4%
Clean environment - 31.7%

Effective city services- 31.6%
Respect and inclusion for diverse members of the commur- 24.7%

Healthy behaviors and Iifestyle- 21.4%
Parks and recreation- 19.1%
Strong sense of communit_ 19.1%
Arts and cultural events- 13.3%
Strong community Ieadership- 12.0%
Good sidewalks and trailil| 11.4%
Good roads/infrastructure . 10.7%
Low death and disease rate. 8.7%
Low level of child abuse. 8.4%
Low infant deaths I 5.8%

DATA SOURCE: Boston CHNA Community Survey, 2019 . B B i B
.l 4%3¢ 06aob6yacoodo odUGoAGOaepyA 6p ypa oyolA6O6 adAypyodyaA C+p Ad60060add .ypyod pd
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Table16 Percent Boston CHNA Survey Respondents Reportingg U Ei 1 U

Neighborhoods, 2019

Allston/
Brighton Chinatown Dorchester East Boston Hyde Park Jamaica Mattapan Roslindale Roxbury South End
(N=206) (N=67) (N=463) (N=175) (N=85) Plain (N=179) (N=90) (N=131) (N=148) (N=104)
1 Affordable Access to Affordable Access to Affordable Affordable Access to Affordable Affordable Access to
housing health care housing health care housing housing health care housing housing health care
Low crime and
low Access to
2 Access to Affordable Access to Aﬁqrdab_le VinlEERERE Access to Affordr_;\ble i GareE Access to Affordgble
health care housing health care housing (tied) ; health care housing - health care housing
neighbor- (tied)
hoods
Access to Access to
3 plﬁi?:etsrzgcs) _ plﬁicé:et?zrgg _ Access to public trans - hAe(;TtiS;t?e Access to Access to public trans - Access to Access to
portation portation healthy food po(ﬁgg?n (tied) healthy food healthy food po(ﬁgg;m healthy food healthy food
Access to Access to Access to Access to Access to Access to
4 hg‘gﬁﬁssfggd good Acggii;?i ogr? od h:‘gﬁﬁssfotgd healthy food public trans - public trans - h:‘;ﬁﬁssfotgd public trans - public trans -
y education y (tied) portation portation y portation portation
Low crime and  Low crime and Low crime and
low low Access to Access to Access to Access to Access to Access to /NEESS (10 GIoas low
5 violence/safe violence/safe public trans - good good good good good educatiogn violence/safe
neighbor- neighbor- portation education education education education education neighbor-
hoods hoods hoods
Low crime and Low crime and
low Access to low
Tie violence/safe public trans - violence/safe
neighbor- portation neighbor-
hoods hoods
DATA SOURCE: Boston CHNA Community Survey, 2019
NOTES: Percentage 08300 A0da8pyA 6p ybad ByoluAGDd 6AypyooyaA C+p Ad60060a066 .ypyod pod &+06 dfipagd
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Priority Community Health Concerns
When asked to identify the top most important concerns in their community or neighborhood

a+d0a A+0yo6 a+o6pa OpuuAyesalC A 06004+ =+pAAbdug AAdQ o2

abuse (49%) were the top priorities, followed by mental health (42%) and community viol ence
(31%) ( Figure 50). Approximately one -quarter of respondents cited the environment (28%),
obesity (25%), homelessness (24%), smoking (23%), poverty (23%), and diabetes (23%),
employment/job opportunities (22%), and elder/aging health issues (22%) as among the
leading concerns.

Presented in Table 17 are priority community health concerns  that emerged across
neighborhoods. Alcohol/drug abuse was the leading concern for respondents in Dorchester,

East Boston, Roxbury, and the South End, and was among the top five concerns for respondents
in other neighborhoods including Hyde Park and Jamaica Plain. Community violence was the
leading concern in Mattapan and was among the top five concerns for respondents in other
neighborhoods. Housing qualit y/affordability emerged as the leading concern in

Allston/Brighton, Hyde Park, Jamaica Plain, and Roslindale. Homelessness was among the top
five priorities in Dorchester, Roxbury, and the South End. The leading concern for respondents

in Chinatown was sm oking, followed by chronic conditions. In Allston/Brighton and Roslindale,
employment and job opportunities were among the top five priorities for respondents. Hunger

and food insecurity w ere among the top five concerns for residents of Roslindale. In Hyde Park,
the health of elders and aging -related concerns was among the top five concerns. Other priority
areas that emerged in multiple neighborhoods included mental health, diabetes, and the
environment. Additional data by neighborhood can be found in APPENDIX I.
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Figure 50. Percent Boston CHNA Survey Respondents Reporting Tapost Important Concerns in Their Community
or Neighborhood That Affect Their Community's Health (N=2,053), 2019

Housing quality or affordability ||| GGG 50.5%
Alcohol/drug abuse ||| GG 20.0%
Mental health ||| G 42.1%
community violence || 31.1%
Environment [N 27.7%
obesity | 24.5%
Homelessness [N 24.1%
smoking [ 23.1%
Poverty - 22.8%
Diabetes [ 22.8%
Employment/job opportunities [ 22.3%
Elder/aging health issues| ] 22.1%
cancer [ 19.8%
Hunger/food insecurity [[Jlj 19.0%
Heart disease and stroke- 17.7%
Asthma [l 15.6%
Access to healthcare or other service- 11.6%
Domestic violence ] 8.8%
Vaping . 8.0%
Sexually transmitted infections (STI' 7.0%
Rape/sexual assaull. 5.6%
Teenage pregnancyll] 4.6%
Other l 4.6%
Infant and child health l 4.4%
Child abuse and negIec. 3.9%

DATA SOURCE: Boston CHNA Community Survey, 2019
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Table17 Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in Their Community or Neighborhood THetcA
Their Community's Health, by Selected Neighborhoods, 2019

5

Tie

Aliston/
Brighton Chinatown Dorchester | East Boston Hyde Park Jamaica Mattapan Roslindale Roxbury South End
(N=206) (N=68) (N=470) (N=174) (N=85) Plain (N=177) (N=91) (N=125) (N=154) (N=103)

Housing
quality or
affordability

Housing

Housing
quality or

afforda.- Smoking
bility

Housing Housing
quality or quality or
affordability  afford ability

Housing

quality or quality or ch;lljits;/ngr
afforda- afforda- d .
bility bility affordability

Housing
quality or
afforda-
bility

Cancer

Elder/aging
health
issues
Employment Housing Employment
/ job quality or / job
opportuni- Poverty affordability opportuni-
ties (tied) ties
Housing
quality or
afforda-
bility (tied)

DATA SOURCE: Boston CHNA Community Survey, 2019
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When looking at priority community health concerns by various sub -populations, there were
both similarities and differences across the sub -populations (Table 18). For several sub -
populations, housing quality or affordability, alcohol/drug abuse, and mental health were

among the most frequently selected concerns in their neighborhoods. For Asian respon dents,
smoking was most frequently selected as a concern in their community, and similarly for under

18 respondents, smoking was the second most frequently selected concern.

Table 19A+pCA &4+0 &apy 0woagbd adoAypyooyaA adypaaodosd opyood
community by primary language spoken. Consistent with what was seen for the aforementioned

sub-populations, housing quality or affordability and alcohol/drug ab use rose up as the top

concerns in communities when looking across primary languages spoken. Among Chinese

speaking respondents; however, smoking and heart disease/stroke were identified as the top

two concerns affecting the health of their communities.
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Table18 Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in THéammunity or Neighborhood That Affect
Their Community's Health, by Selected Indicators, 2019

Under 18 years 65+ years Parent of child
Asian (N=310) | Black (N=457) | Latino (N=468) White (N=678) (N=197) (N=207) LGBTQ (N=238) | under 18 (N=544)

Smokin Alcohol/drug Alcohol/drug Housing quality Alcohol/drug Elder/aging Housing quality =~ Housing quality
9 abuse abuse or affordability abuse health issues or affordability or affordability
2 Housing quality ~ Housing quality — Housing quality Alcohol/drug Smokin Housing quality Alcohol/drug Alcohol/drug
or affordability or affordability or affordability abuse 9 or affordability abuse abuse
3 Alcc;rg)calé(érug Mental health Mental health Mental health Mental health - Mental health Mental health
4 Elder/aging Housing quality Alcohol/drug
health issues or affordability abuse

Elder/aging Employment/ job
health issues opportunities
DATA SOURCE: Boston CHNA Community Survey, 2019

Table19 Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in THeammunity or Neighborhood That Affect
Their Community's Health, by Primary Language, 2019

Chinese (N=142) English (N=1,800) | Haitian Creole (N=59) Portuguese (N=49) Spanish (N=371) Vietnamese (N=86)

Housing quality or Housing quality or Alcohol/drug abuse
affordability affordability (tied)

. Housing quality or Housing quality or
_ Alcohol/drug abuse Mental health (tied) affor da%iﬁty (tit)al d) aﬁor%gbilityy _

3 Cancer (tied) Mental health _— Mental health (tied) Mental health

1 Smoking Alcohol/drug abuse Alcohol/drug abuse

N

Elder/aging health .

4 issues (tied) _ Alcohol/drug abuse Mental health Smoking

5 Elder/aging health
issues

Housing quality or . .
i Employment/job
Tie opportunities

DATA SOURCE: Boston CHNA Community Survey, 2019
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Overall Morbidity and Mortality

Why is This Important?

Understanding disease and mortality  patterns in a population. Death rates help to measure the
burden and impact of disease on a population. “® Premature mortality data provide a picture of
preventable deaths and point to areas where additional health and public health interventions
may be warr anted. Life expectancy at birth measures health status across all age groups and
shifts in life expectancy are often used to describe trends in mortality. a7

Key Findings in This Section

Cancer and heart disease continue d to be the top two leading causes of death in Boston.
Accidents was third, where unintentional overdoses accounted for 55% of all deaths due to
accidents. For premature death 1 death among those under 65 years old 1 accidents w ere the
leading cause of premature death for Whites and Latino reside nts, with unintentional opioid
overdoses accounting for 70.2% of all deaths due to accidents for Latino residents and 76.7% of
all deaths due to accidents for White residents.  Homicide was one of the top five leading causes
of premature death for Black and Latino residents, while suicide was in the top five leading
causes of premature death for White and Asian residents.

Leading Causes of Death and Premature Death

Cancer and heart disease were the leading causes of death in Boston and have remained so for
the last six years ( Table 20). In the most recent years, accidents, which include drug

overdoses, has been the third leading cause of death. In 2016, u  nintentional opioid overdoses
accounted for 55.3% of all deaths due to accidents.  Other leading causes of death in the top five
are cerebrovascular diseases which includes stroke, and chronic lower respiratory diseases

which includes conditions such as chr onic obstructive pulmonary disease (COPD) and
emphysema complete the top five leading causes of death.

Table20. Leading Causes of Mortalityin Boston, Age- Adjusted Rate per 10Q000 Residents, 20142016

2011 2012 2013 2014 2015 2016

Cancer Cancer Cancer Cancer Cancer Cancer
1 171.7 187.3 175.9 153.3 163.4 163.6
2 Heart Disease Heart Disease Heart Disease Heart Disease Heart Disease Heart Disease
130.4 132.3 133.7 125.7 136.8 126.0
3 Accidents Cer%t;g%\gsecsular Accidents Accidents Accidents Accidents
28.9 32.1 34.8 44.8 54.6
34.4
Chronic Lower Chronic Lower
Respiratory Accidents Respiratory Cerebrovascular Cerebrovascular  Cerebrovascular
4 ; ; Diseases Diseases Diseases
Diseases 29.4 Diseases 298 29 3 267
28.8 30.4 : : :
Chronic Lower Chronic Lower Chronic Lower Chronic Lower
5 Cer%EQ%\éz;z%ular Respiratory Cer%t?g(;\g;se(;ular Respiratory Respiratory Respiratory
26.1 Diseases 26.6 Diseases Diseases Diseases
: 235 : 25.6 27.9 25.3

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts  Death Files, 2011 -2016
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
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While cancer and heart disease were the leading cause of death for residents of all
races/ethnicities, the leading causes of death for after these two conditions varie d for different
groups ( Table 21). For Asian residents, cerebrovascular diseases, Alz + 6 gu6a A $oA0dAD"
hypertension/renal disease round out the top five leading causes of death. For Black, Latino,

and White residents, accidents were the third leading cause of death, with unintentional opioid
overdoses accounting for a large part of th  ese deaths (40.9% of all deaths due to accidents for
Black residents, 66.7% for Latino residents, and 57.2% for White residents). For Black and

Latino residents, diabetes was one of the top five leading causes of death.

Table21 Leading Causes of Mortalityin Boston, by Race/Ethnicity, Age- Adjusted Rateper 100000 Residents,
2014 2016Combined

1 Cancer Cancer Cancer Cancer
127.0 175.3 109.4 173.1
> Heart Disease Heart Disease Heart Disease Heart Disease
64.6 133.9 87.8 149.3
3 Cer%ti);c;\;z;sec;ular Accidents Accidents Accidents
38.3 41.6 56.5
21.5
Alzheimer's Disease Cereprovascular Diabetes Chromc quer
4 18.1 Diseases o5 1 Respiratory Diseases
: 39.9 ’ 32.7
Hypertension/ : Cerebrovascular Cerebrovascular
. Diabetes . "
5 Renal Disease 38.6 Diseases Diseases
16.1 ’ 20.2 26.6

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts  Death Files, 2014 -2016 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

When examining leading causes of premature death 1 death before age 65 1 cancer has been the
leading cause of death from 2011 -2016 (Table 22). Heart disea se was the second leading cause
of premature death from 2011 -2013 and fell to third after 2013, while accidents has become the
second leading cause of premature death. In 2016, unintentional opioid overdoses accounted for
69.3% of all premature deaths due to accidents in 2016. Suicide and homicide were also in the
top five leading causes of premature death in 2016.
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Table22. Leading Causes of Premature Mortality in Boston, fe- Adjusted Rateper 100000 Residents, 2012016

2011 2012 2013 2014 2015 2016

1 Cancer Cancer Cancer Cancer Cancer Cancer
55.3 59.6 53.9 445 48.9 45.8

2 Heart Disease Heart Disease Heart Disease Accidents Accidents Accidents
31.0 33.4 28.0 28.0 37.6 46.0

3 Accidents Accidents Accidents Heart Disease Heart Disease Heart Disease
19.6 19.4 25.9 25.3 26.6 25.6

4 Homicide Homicide Suicide Homicide Suicide Suicide
7.1 6.7 6.1 7.3 6.9 6.5

Chronic Liver

5 Suicide Disease & Homicide Diabetes Homicide Homicide

8.1 Cirrhosis 4.7 6.3 4.9 4.7
8.4

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts  Death Files, 201 1-2016
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

Among Latino and White residents, accidents w  ere the leading cause of premature death in
2014-2016 (Table 23), with unintentional opioid overdoses accounting for 70.2% of all deaths
due to accidents for Latino residents and 76.7% of all deaths due to accidents for White
residents. For White and Asian residents, suicide was the fourth leading cause of premature
death, while it was homicide for Black and Latino residents.

Table23.Leading Causes of Premature Mortalityin Boston, by Race/Ethnicity, Age- Adjusted Rateper 100000
Residents, 20142016Combined

1 Cancer Cancer Accidents Accidents
48.6 61.5 41.4 47.7
2 Heart Disease Heart Disease Cancer Cancer
8.0 34.6 34.7 41.1
3 Accidents Accidents Heart Disease Heart Disease
6.0 31.5 21.7 28.3
4 Suicide Homicide Homicide Suicide
2.6 19.9 7.5 7.2
. Chronic Liver Disease & Chronic Liver Disease &
Diabetes : - - .
5 NA 91 Cirrhosis Cirrhosis
’ 6.7 55
DATA SOURCE: Massachusetts Department of Public Health, Massachusetts  Death Files, 2014 -2016 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: NA indicates insufficient number of records for analysis ; Mortality rates due to heart disease, accidents, and suicide for Asian
residents and the mortality rate due to chronic liver disease and cirrhosis for Latino res idents were based on 20 or fewer cases and should

be interpreted with caution

Table 24 presents the leading causes of premature death for men and women in Boston, 2014 -
2016. For men, the death rate by accidents, their leading cause of premature death, was 2 %2
times that for women. However, for both sexes, unintentional opioid overdoses accounted for
approximately 70% of the deaths due to accidents. Heart disease was the third leading cause of
premature death for both men and women. However, for men, homicide and suicide were the
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fourth and fifth leading causes of premature death, while for women it was chronic lower
respiratory diseases and cerebrovascular diseases. Prema ture mortality rates by neighborhood
can be found in APPENDIX I.

Table24.Leading Causes of Premature Mortalityin Boston, by Sex, Age- Adjusted Rateper 100000 Residents,
2014 2016Combined

1 Cancer Accidents
41.5 55.9
2 Accidents Cancer
19.6 52.0
3 Heart Disease Heart Disease
15.0 37.8
Chronic Lower ..
. . Homicide
4 Respiratory Diseases
10.7
3.9
Cerebrovascular ..
X Suicide
5 Diseases 95

3.6

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts  Death Files, 2014 -2016 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

Obesity, Nutrition, andPhysical Activity

Why is This Important?

- lueUA JChE +i O iE €éhAgEJ" 1g+E yhie Teéeu/
CyU ®Ehig: ¢8UEU+rE A éhc¢U Oi @eUEUAT U i/
COA AAO GAEcU I0Ac-Clay lifarmadtBntegviedape: 0 G s G

|'|'|( |'|'|(

Given that cancer and heart disease are the leading causes of death in Boston and the U.S., itis
critical to examine the pervasiveness of their risk factors, such as obesity, nutrition, and

physical activity. Obesity is the second leading cause of prevent able death in the United States;
currently, about 40% of American adults and 19% of American youth are considered obese. 48
Adults who are obese are at increased risk of morbidity from heart disease, stroke, type 2
diabetes, and certain types of cancer. “° Children who are obese are more likely to have high
blood pressure and high cholesterol, type 2 diabetes, asthma and sleepa  pnea, and suffer from
psychological problems such as anxiety and depression. % The causes of obesity are several and
largely preventable including eating healthy food and engaging in physical activity, as well as
limiting screen time. Community environment such as availability of healthy food and
opportunities for fithess are critical factors ¢ and lack of these resources at the neighborhood
and population level follow similar patterns by race, ethnicity, and socioeconomic status to the
inequities seen acros s nearly all other topics.
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Key Findings in This Section

Concerns related to obesity were frequently discussed among focus group and interview
participants. More than half of Boston adults and one-third of Boston Public high school

students reported being overweight or obese; Black and Latino adults and high school students
were more likely to be overweight  or obese than White residents or students.  The prevalence of
obesity and overweight also follows a socioeconomic gradient  ; residents who are renters , have
lower levels of education, and lower income , were more likely to be obese or overweight
compared to their counterparts . Neighborhood level obesity rates also are patterned by racial
composition and socioeconomic status in most instances. Mattapan , Hyde Park, Dorchester ,
West Roxbury, East Boston, and Roslindale have significantly greater proportions of adults who
are obese or overweight compared to the rest of Boston.

Obesity and Overweight

Issues related to overweight and obesity and food insecurity a  re intertwined, coupled with the
racial and economic inequities that are the drivers for the health disparities seen in the data.
Focus group and interview participants discussed these issues as they cited concerns related to
affordable and accessible food options for healthy eating and safe open green spaces for
exercise, which they viewed as barriers to combating obesity.

Childhood obesity was a common theme that emerged among focus group and interview
discussions, who linked challenges related to  healthy eating with socioeconomic status.
Concerns about childhood obesity were especially prominent in focus groups with immigrant
parents and with low -income residents from Dorchester. Parents in these groups described
challenges affording and accessing healthy food, time constraints, and economic challenges that
create barriers for them to provide healthy opportunities for their children. One interviewee
A+dadéoy. CphAa U6 oA +AyodaC® ga A UAO+ 0+060y60 a
somefrAgav 4+0a6 A 0 +A006 6p06006ad6yoversus$3foyadsGdagnd oS0 UpAa
00av6d 6 po 0+ o@ther kdyindoimarisiperdeived that nfitety physical activity

dy6 @syo0oadbdAds6 Aoadodoy aAgud oA 0C¢ Wbedyoildok atthéfulli + 6 o AAAC
picture around obesity it makes sense. You have kids spending the majority of their time in front

bd 0 Adoaododoy 006AA gyadAdudoyaA gy y+CAg0odld O60A0BALDY
School nutrition was mentioned in 0 ne focus; participants in Dorchester perceived that public

schools were making positive efforts to enhance nutritional food and provide prevention

resources to communities; however, more is needed during school breaks and the summer time.

As shown in Figure 51, more than half (57%) of adults across Boston reported being classified
as obese or overweight in 2013 -2017. Data in APPENDIX | indicate that the percent of adults
who are obese or overweight has remained steady over the last several years. However, rates
are different by various population gr  oups. Nearly seven in ten Black (68%) and Latino (68%)
adults reported being obese or overweight  compared with five in ten White (51%) adults across
Boston (a statistically significant difference). One-third of Asian adults (34%) reported being
obese or overweight, significantly lower than the prevalence for White adults (51%). The
prevalence of obesity and overweight also follows a socioeconomic gradient, with a

significantly higher percent of renters (53%  -68%), residents with lower levels of educational
attainment (61% -70%), residents with lower income ( 54%-62%), residents out of work (63%)
being obese or overweight compared to their counterparts.

Boston CHNAHP Collaborative | “Q‘f@



2019 Community Health Needs Assessment 103

Figure 51 Percent Adults Reporting Obesity or Overweight, by Boston an8elected Indicators, 2013, 2015, and 2017
Combined

Boston I 56.8%

Asian 34.4%

Black 68.4%
Latino 68.1%
White 51.3%

Male 61.2%
Female I 52 696

18-34 years Z777777 — 39.6%

35-49 years IS 54.096

50-64 years NGNS - 69.19%6
65+ years IIIIIIENEGEGEGENEGNGNNNNE ©  64.8%

BHA resident IS 65.3%
Renter, rental assistancclllllllllllNES  68.296
Renter, no assistanccillllllE - 53.496

Other housing arrangement 53.8%
Home owner 57.9%
Less than HS graduate 69.9%
HS graduate 61.19%
Some college or more 53.0%

Less than 10 years in U. SIS 44.79%
More than 10 years in U.S I 64.79%

Born in U.S 7772277 z2%+;" 56.7%

Heterosexual/non-transgenderzZiziziz77 77 56.9%
LGBTQ I 55.7%

Less than $25,000 61.9%
$25,000-$49,999 58.5%
$50,000 or more 53.5%

Out of Work I 62.5%
Other IS - 57.7%
Employed G777 55.5%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Offi ce

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

At the neighborhood level, the percent of adults in Mattapan (71%), Hyde Park (65%),
Dorchester (63 -65%), West Roxbury (64%), East Boston (63%), Roslindale (63%) who were
obese or overweight was significantly higher than the rest of Boston ( Figure 52).

Boston CHNAHP Collaborative | K



2019 Community Health Needs Assessment 104

Figure 52. Percent Adults Reporting Obesity or Overweight, by Boston and Neighborhood, 2013, 2015, and 2017
Combined

63, 40/64 8/062 9% 64.8% 71-1%62 8% 63 6%
56, 80/49 7% 48 4% ® 50 4% ¥ 57.9%57.3%
£0.7%

III37O%I II I

DATA SOURCE: Boston Public Healt h Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combined

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

NOTE: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p< 0.05); Error bars
show 95% confidence interval

Nearly o ne-third of Boston high school youth (33%) reported being obese or overweight in
2013-2017 (Figure 53). Rates have stayed steady over time, data which can be found in
APPENDIX |. Similar to patterns for adults, a significantly higher proportion of Latino (37%)

and Black (36%) high school youth reported being obese or overweight than White high school
youth (23%). Raci al/ethnic differences in the prevalence of obesity or overweight were similar
for males and females. More than one -third of LGBTQ (38%) youth reported being obese or
overweight, a proportion that was significantly higher than that of heterosexual or non -

tr ansgender youth (32%). These trends reflect those seen at the national level for LGBTQ youth.
51
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Figure 53. Percent Boston Public High School Youth Reporting Obesity or Overweight, by Boston and Selected
Indicators, 2013, 2015, argD17 Combined

Boston I 32.9%

Asian = 20.6%
Black NS - 36.19%
Latino NS« 37.296
White ZEEEzz273— 22.7%

Female IS 32.3%
Male ZEEZZZE 33.4%

Asian females 14.6%

Black females 37.29%
Latina females 37.3%
White females 19.2%

Asian males 26.5%
Black males 35.19%
Latino males 37.19%

White males 25.8%

Heterosexual/non-transgender@izizzzzz7, 32.1%
LGBTQ NS 37.7%

DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, an d 2017
combined

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

NOTE: Bars with patt ern 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

Physical Activity

Limited access to affordable opportunities for physical activity was a common theme in

66AOAAAGpPpYA Coa+ aodAgo6dyaAv | ANopeyedyondis ablg o affbr@dp Ay V & a ¢
ohi & 6pa & 08Uy OAaE€ygminuniyrespulrds sughdas HeYsIEA and Boys and

Girls Club were identified as inaccessible to many due to cost. One resident from Dorchester

0 ¢y 006 gThéobly gym by me is the YMCA, but that is now $30 a month. Who has an extra

$30 a month? They say they do it by your income butthere'snow 8 C ) 00y O &®énprd 6 a+da
d0Ap 6¢yaoAAdO 0+0000yO606A 806D a dtwedidkedpup Withma o Ap Aa o o /
upya+-oC 6066 8a a+06 9 fAAA ) Fodusdgkaup parficipants in Slinatpwan 6 o a 3y (
and Dorchester suggested investing in fithess installations in public spaces such as parks and

community centers.

20600040y 06 aoAgoOOYyaA opyodayA: & apC yoaodya po Ci
Three in ten (30%) Boston high school youth reported engaging in regular physica | activity in

2013-2017 (Figure 54). Among female high school youth, less than one quarter of Asian (17%),

Latina (21%), and Black (22%) students engaged in regular phys ical activity, significantly

lower than the percent reported among White female youth (37%). One -quarter of Asian male

high school youth (28%) reported engaging in regular physical activity, which was significantly

lower than 44% reported by White male hig  h school youth reporting in engaging in physical

activity . About one in five high school youth who identified as LGBTQ (21%) reported regular
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physical activity, a proportion that was significantly lower than that of heterosexual and non -
transgender student s (31%).

Figure 54. Percent Boston Public High School Youth Reporting Engagement in Regular Physical Activity, by Boston
and Selected Indicators, 2013, 2015, and 2017 Combined

Boston I 29.6%

Asian IS 22.1%

Black IS 28.9%
Latino [ 28.69%%
White Ziiiz77777777777— 40.7%

Female G 22.8%
Male ZZzziiiiiis 36.4%

Asian females IS 16.7%

Black females IS 21.5%
Latina females IS 20.8%%

White females #7777 777777"77 37.3%

Asian males 27.69%

Black males 36.6%
Latino males 36.7%
White males 44.3%

Heterosexual/non-transgenderZzz77777 77 30.9%
LGBTQ IS 21.4%

DATA SOURCE: Centers for Disease Control and Prevent ion and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, and 2017
combined

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

NOTE: Regular physical activity is defined as at least 60 minutes per day for at least 5 of the past 7 days;  Bars with pattern indicate
reference group for its specific category; Asterisk (*) denotes where estimate was significantly different compared to refere nce group
within specific category (p <0.05); Error bars show 95% confidence interv al
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Healthy Eating

In 2013-2015, four in ten (39%) Boston adults reported consuming less than one fruit per day
(Figure 55). A significantly higher proportion of adults who were Black (44%), Latino (46%),
male (42%), renters (42% -48%), and younger (18 -34 years of age; 47%) reported not
consuming fruit on a daily basis compared to their counterparts. As with patterns for obesity
and overweight, adults with lower socioecono  mic status were more likely report fruit
consumption on a less than daily basis.

Figure 55. Percent Adults Reporting Fruit Consumption of Less Than Once per Day, by Boston and Selected
Indicators, 2013 and 2015 Combined

Boston IESE - 39.3%

Asian I — 40.2%
Black NI 44.1%¢
Latino I = 45.7%
White 34.7%

Female IEEEEGEGNNE 36.9%*
Male ZZzzZzZZZZZZZ7Z7rrrrgz — 42.0%

18-34 years 46.7%
35-49 years I 37.7%
50-64 years I 39.4%

65+ years IS 34.0%

BHA resident I 47.99%
Renter, rental assistancc = 45.79%
Renter, no assistance= | 42.7%
Other housing arrangement I 41.59%
Home owner 30.7%

Less than HS graduate A47.7%
HS graduate 49.09%6
Some college or more 34.8%
Less than $25,000 48.2%
$25,000-$49,999 37.1%
$50,000 or more 32.3%

Out of Work EEE—— 41.9%
Other MG 41 05
Employed 37.7%

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

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

As shown in Figure 56, one-quarter (25%) of adults across Boston reported less than daily
vegetable intake in 2013 -2015, combined. Adults who identified as Black (33%), Latino (29%),
male (28%), adults 35 -49 and 50 -64 years of age (21 -25%), re nters (25% -34%), having less
than a college education (35 -37%), and immigrants living in the US for less than 10 years
(29%) were significantly more likely than their counterparts to report consuming vegetables

less than daily.
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Figure 56. Percent Adults Reporting Vegetable Consumption of Less Than Once per Day, by Boston and Selected
Indicators, 2013 and 2015 Combined

Boston NN 24.7%

Asian I 24.1%
Black I = 32.6%
Latino I === 29.1%

White ZZZZzzzzzZzZ723  20.0%

Female IS 21.6%
Male ZZrZzzrrrs 28.1%

18-34 years 31.4%
35-49 years II——— 20.698
50-64 years I 24.7%

65+ years I = 29.4%

BHA resident I 34.09%
Renter, rental assistancen 32.7%
Renter, no assistanccllllii==  25.0%
Other housing arrangement I 31.4%
Home owner 18.1%
Less than HS graduate 36.7%
HS graduate 35.0%
Some college or more 19.2%

10 years or less in U. S 29.1%
More than 10 years in U.S I 25.4%
Born in U.S. ZZZZzzzZzzzz7z722Z722 « 23.5%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, and 2015 ¢ ombined
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 was signific antly
different compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

More than four in ten (45%) Boston public high school students reported consuming fruit on a

less than daily basis in 2013 -2017 (Figure 57). Among female high school students, a

significantly higher proportion of Latina (5 2%), Black (50%), and Asian (45%) female students
reported less than daily fruit consumption than White female students (35%). A mong male high
school students, Latino male students (46%) were significantly more likely than White male

students (38%) to consume fruit on a less than daily basis.
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Figure 57. Percent Boston Public High School Youth Reporting FiitConsumption Less Than Once per Day, by

Boston and Selected Indicators, 2013, 2015, and 2017 Combined

Boston 45.2%

Asian I 42.7%
Black IS 46.1%
Latino I 48.9%
White 36.7%

Female I 47.896"
Male ZZZZizZzZZ77/7 iz 42.6%

Asian females II——— 44.9%"
Black females — 50.096*
Latina females IS 51.89%

White females 07272000 : 35.3%
Asian males 40.5%
Black males 41.8%
Latino males 45 .8%*

White males 37.8%

DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, an

combined
DATA ANAL YSIS: Boston Public Health Commission, Research and Evaluation Office

NOTE: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly d

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

Half (50%) of Boston Public High School students reported consuming vegetables on a less than
daily basis in 2013 -2017 (Figure 58). When looking at patterns by race/ethnicity and gender, a
significantly high proportion of Latina/o (59% and 54%) and Black (57% and 52%) female and
male students, respectively, ate vegetables less than daily compared to 31% of White female

students and 40% of White male students.
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Figure 58. Percent Boston Public High School Youth Reporting Vegetable Consumption Less Than Once per Day, by
Boston and Selected Indicators 2013, 2015, and 2017 Combined

Boston | 50.1%

Asian [NNENES 30.2%

Black INEE— - 54.69%
Latino —— 56.9%
White 35.8%

Female I 51.4%
Male ZZZZzZzZiiiiiiiiiiiiiiiiiiiiiiiza  48.8%

Asian females G 29.3%

Black females E—c—— 57.0%*
Latina females [I—— 59.2%*
White females 31.4%

Asian males 31.1%
Black males 52.2%*
Latino males 54.4%*
White males 40.1%
DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, an d 2017

combined

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

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

A few key info rmants and focus group participants mentioned concerns related to obesity in
immigrant communities. Interviewees perceived an increase in obesity among immigrants and
attributed the concerns to American diets, citing easy access to fast food restaurants an d
yapooAAGO Gppo6Av [ yo eGomibgdrampabcauitdy with dngdindteatipndtive’
0+d0yod606 @y O60bdad olUydOAA pAdAgacCv.

Approximately one in seven Boston CHNA survey respondents reported sometimes choosing
fast food because it was cheaper (16%) As s hown in Figure 59, the percent of residents who
indicated that they chose fast food because it was cheaper appeared to vary by language use.
Three in ten (31%) respondents  who primarily spoke Haitian Creole reported selecting fast food
on a weekly basis because it was cheaper, followed by two in ten residents who spoke primarily
Vietnamese ( 24%) and Spanish (20%). However, these figures should be interpreted with
caution gi ven the small sample sizes for some groups.
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Figure 59. Percent Boston CHNA Survey Respondents Reporting They Chose Fast Food Because It Was Cheaper
Than Other Options At Least Once Per Week in Past Month, byRdispondents and Primary Language Spoken,
2019

30.8%
0 24.1%
16.0% 15.1% 16.6% 15.6% 20.1%
All Chinese English Haitian Creole Portuguese  Spanish  Vietnamese
Respondents (N=139)  (N=1,578)  (N=52) (N=45) (N=339) (N=79)
(N=1,796)

DATA SOURCE: Boston CHNA Community Survey, 2019
.1 4%3° 1A06Adaespy C3A Cpad6oo6s .)y &a=-6 yoAa upya=-- +pC poaody 6e6 CpA oOsethbAd 606Aa 6Ff
was cheaper than otheroption A, - ? a6 AypyAd by awgbp y3hKimespd mdth easdhmroondd a week), 1 -2 times per week, 3 -4
times per week, 5 -6 times per week, 1+ times per day, and prefer not to answer; Percentage calculations do not include respondents who
A6 060&0 6rnetfoansvied - there were statistically significant differences for the following primary languages spoken when

compared to the rest of the survey sample (p < 0.05): Haitian Creole, Spanish, and Viethamese

Food and Physical Activity Access

Focus group and interview participants expressed concern about limited healthy food options in
lower income neighborhoods across the city 1 particularly in Dorchester, Mattapan, and
Roxbury. The higher cost of fresh produce and lack of time for healthy food preparation w ere

o260yapgdo06 OA ndoaawbdaA ap +0600a+C OBlyEng ghéapfoddysd $pao -
ypba o6ppo6 opa CpAa Uuwgo6A i AaSinilary dngthedresdléntovbca 6 7 +p 0o &P |
260yagdodo6 A 0pC oBedpleivdk sémanyiobsi@E€ddH oa A goaC 000060
4+6a6" A yp asud Ap CpA uAAa Cpau ap 066a oyC Gogyd pi
Some residents in focus groups described a prevalence of convenient stores and fast food

restaurants in low -income communities, which many linked to the rise of obesity and diabetes.

One parent from Dorchester shared, .In our neighborhood we have a lot of corner stores full of a

bunch of junk foods. If you go to fruit and veggie area sy Opayoda AapadA- - a+pAd 6a
been sitting there alongtimeand +d a6 ©6aAesa 00806Av )6 CpA 00y & uUduGb

(000 a+8a A C+da Cp Aarther,dodus grouparticipdnts fomAhes® a 6 Vv -

communities perceived that their neighborhoods had lower quality food compared to more

affluentareas pd &a+6 owoaCv |/ yos4adApdPiy@oc A-dAmod<0a CpA 00y
unless you leave your community. It feels like the food in our supermarkets [in Dorchester] is

C+d0a a+6 pa+-oa AapaodoA dad ypa onao @[ Chaddilioha+o 6aAc¢
transportation was cited a barrier to accessing healthy food by a few focus group participants

and interviewees. Oneshared, . 3pu6 Y0000 A 8adé6 pydaC 00006AAghiad fC
pantry and only get things based on what they ca n carry sometimes. Grocery stores accessible by

T [stations] are some of the more expensive; so, cost of nutritious and high  -quality food is a

A A A s oA

As shown in Figure 60, more than half of East Boston includes regions where there is not a
grocery store within half a mile, as indicated by light blue shading. The neighborhoods of
Jamaica Plain, West Roxbury, and Hyde Park, and portions of Roxbury, Mattapan, and
Dorchester are also characterized by sizable geographic areas with limited access to grocery
stores. Much of these areas where there is no grocery store also do not include convenience
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stores, drug stores, or specialty markets. In Dorchester, grocery store acce

ss is concentrated in
the northern region, with convenience stores and drug stores covering the remaining area
where grocery store access is within half a mile of residents.
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Figure 60. Access to Food Retailers, by Type and Neightimod, 2019
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The information depicted on this map is for planning purpeses only. It is not adequate for
legal boundary definition, regulatory interprstation, or parcel-level analyses.

Producted by: Metropolitan Area Planning Council 0 05 1 1.5 2 Miles

Data Sources: MAPC, MassGIS, BostonGIS
Date: February 2019

DATA SOURCE: Courtesy of Metropolitan Area Planning Council, 2019
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Chronic Disease

Why is This Important?

Chronic disease is both prevalent and costly. Six in ten American adults have a chronic disease
and four in ten have two or more. %2 The total costs in the U.S. for direct health care treatment

for chronic health conditions totaled $1.1 trillion in 2016 1 equivalent to 5.8 percent of the U.S.
gross domestic product (GDP) .53 Although chronic diseases are among the most common and
costly he alth problems, they are also among the most preventable through changes in behavior
such as reduced use of tobacco and alcohol and improved diet and physical activity. Two of the
most preventable chronic diseases, heart disease and diabetes, accounted for an estimated
715,000 deaths in 2016 .>* As seen across other health issues, many chronic conditions such as
heart disease, diabetes, and asthma disproportionately affect communities of color, lower

income individuals, and residents of low resourced neighborh oods, the same groups more likely
to experience employment, financial, and housing insecurity.

Key Findings in This Section

Among focus group and interview patrticipants, d  iabetes was frequently mentioned as a
community concern that impacts both adults and  children, followed by pediatric asthma. While
there is a low prevalence of diabetes and asthma in Boston (9% and 11% respectively ), there
were significant differences across the population. Black and Latino residents have a higher
prevalence of diabetes a nd experience higher diabetes -related hospitalization and death rates
than White residents. Similar to diabetes, there were disparities in the distribution of asthma

across the population, including by race/ethnicity, socioeconomic status, and neighborhood

Black and Latino adults and children experience significantly higher asthma -related emergency
department visits compared to White adults and children. Participants shared that young
children living in poverty are  disproportionally affected by pediatric a sthma as a result of poor
environmental factors and/or poor living conditions including exposure to air pollutants,

rodents, mold, tobacco smoke, and lead. Also disproportionately affected by diabetes and
asthma are residents of Roxbury and Dorchester, who  experience diagnoses and
hospitalizations at significantly higher rates than residents in the rest of Boston . Additionally,
in 2013-2017, one-quarter (25%) of Boston adults reported being diagnosed with hypertension,
one of the most significant risk facto  rs for heart disease and stroke.

Diabetes

Diabetes was frequently mentioned as a community concern that had an impact on both adults

and children. Many focus group and interview participants discuss diabetes in connection with

obesity. For example, parti cipants in East Boston explained that stress often triggers unhealthy

Opbyoeyo U60+0ysAUA AAO0O+ OA Ay+06080a+C o60aogylivorki+da 020/
with a lot of women and what | see is a lack of motivation [to exercise]. Moms have to work so

much and all of their energy goes to mechanisms to cope like eating poorly; stress often means

Co6 o6+ a Farther,key informants perceived the rise in Type 2 Diabetes symptoms among

young children 1 particularly among Black and Latino  children . Oneintea g 2 6 C6 6 A=+ &ao6 6

seeing many of ourelementary -6 666 G@6A 6C¢+giiosasysd 08a0C Ag oyA b o

6daudypsyd asyd Nnd+syd a+o6 yoou‘ A0Aaadd agoApy dyo6
realize that these early symptoms are dangerousv . , dAaaC° & OpAy0Od pd 6poAA
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from Dorchester described challenges affording insulin, sharing that they often skipped doses
to make it last longer.

While the prevalence of reported diabetes across Boston was 9% in 2013  -2017, there were
significant differences in the distribution of diabetes across the population. Compared to their
counterparts, a significantly higher proportion of adults who identified as Black (15%), Latino
(12%), older ( >50 years; 16 -23%), Boston Housing Author ity residents (18%), renters receiving

rental assistance (17%), adults with a high school education or less (12% -18%), immigrants
who have resided in the US for more than 10 years (14%) reported a diabetes diagnosis ( Figure
61).

Figure 61 Percent Adults Reporting Diabetes Diagnosis, by Boston and Selected Indicators, 2013, 2015, and 2017
Boston I 8.5%

Asian IlES— 4.4%

Black I 15.0%
Latino = 12.09%
White ##5-4.8%

18-34 years NA
35-49 years Z@+ 2.2%
50-64 years NGNS 16.1%
65+ years I 23.3%*

BHA resident I 17.79%
Renter, rental assistancelllii== 17.39%
Renter, no assistanccllilis- 6.6%¢
Other housing arrangement I 6.7%
Home owner 7.9%

Less than HS graduate 18.3%
HS graduate 11.9%
Some college or more 5.5%

10 years or less in U.Sls 4.09%
More than 10 years in U.SHEE — 14.49%
Born in U.S. ZZZZZ77 7.6%

Less than $25,000 15.1%
$25,000-$49,999 9.2%
$50,000 or more 4.2%

Out of Work G 10.59%
Other IS ' 15.5%
Employed ZZZ 4.9%

DATA SOURCE: Boston Public Health Commission, Boston Beha vioral Risk Factor Surveillance System, 2013, 2015, and 2017 combined

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

NOTES: NA denotes where data not presented due to insufficient sample size; Bars with pattern indicate reference group for its specific
category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specific categor y (p <0.05);
Error bars show 95% confidence interval
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In 2013-2017, compared to the rest o f Boston, a significantly higher percent of adults in
Mattapan (18%), Roxbury (14%), and Dorchester (02122, 02124; 13%) reported a diabetes
diagnosis (Figure 62). By comparison, a significantly lower percent of adults in
Allston/Brighton (4%), Fenway (4%), Back Bay (5%), Charlestown (5%), Jamaica Plain (5%),
and South Boston (6%) reported a diabetes diagnosis during this period.

Figure 62. Percent Adults Reporting Diabetes Diagnosis, by Boston and Neighborhood, 2013, 2015, and 2017

17.9%
12.8% * 14.0%
* % *
0 0 0 10.7%2-2% 0
8.5 4.3% 5.0% 4.5%10.0% 9.1% 4 204 . 9.3% 5.5% —
ST . *  6.50%
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Com mission, Research and Evaluation Office
NOTE: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

In 2016 -2017, there were 22.4 diabetes-related hospitalizations per 10,000 Boston residents.
Notably, the diabetes hospitalization rate for Black residents (46 .2 hospitalizations per 10,000
residents) was three times the rate for White residents (1 4.5 hospitalizations per 10,000
reside nts). Black and Latino residents were significantly more likely than White residents to
experience a diabetes -related hospitalization, while Asian residents were significantly less

likely than White residents to experience a diabetes -related hospitalizatio n. The diabetes
hospitalization rate increased with age: compared to adults 65 years of age or older, younger

and middle -aged adults were significantly less likely to experience diabetes -related
hospitalizations ( Figure 63).
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Figure 63. Diabetes Hospitalization Rate, by Boston and Selected Indicators, Agédjusted Rate per 10,000
Residents, 20162017 Combined

Boston NN 224

Asian [l 5.0¢

Black NN 6.2
Latino [N 23.0¢

White 14.5

Under 18 years 6.7*
18-34 years 8.7
35-49 years 23.0¢
50-64 years 38.6°
65+ years 58.8

DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined
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 was significantly

different compared to reference group within specific category (p <0.05); For age stratifications, rates are age -specific rates per 10,000
residents

The diabetes hospitalization rate significantly was significantl y higher in Roxbury (44 .4

hospitalizations per 10,000 residents) compared to the rest of Boston (Boston overall minus
Roxbury). Mattapan, Dorchester (02122, 02124), Hyde Park, Dorchester (02121, 02125), and the
South End also had significantly higher diabe tes hospitalization rates. The diabetes
hospitalization rate was lowest in Allston/Brighton and Back Bay, where it was significantly

lower than the rest of Boston. See APPENDIX | for data by neighborhood.

Similar to patterns for diabetes diagnoses and hospitalizations, the diabetes mortality rate for
Black (4 0.7 deaths per 10,000 residents) and Latino (2 8.7 deaths per 10,000 residents)
residents was significantly higher than that for White residents (17 .4 deaths per 10,000
residents) in 2016 -2017 (Figure 64). The diabetes mortality rate among Asian residents (9 .1
deaths per 10,000 residents) was nearly half of that for White residents during the same

period.
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Figure 64. Diabetes Mortality Rate, by Boston and Race/Ethnicity, Agédjusted Rate per 10,000 Residents, 2016
2017 Combined

40.7
*
28.7
*
24.0
9.1
*
Boston Asian Black Latino White

DATA SOURCE: Boston Public Health Commission, Boston resident deaths, 2016 -2017 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group 6pba wsaA Ayoogdoso o0daocopacC? 3suyno6 Ageod o6pa ! Agdy oA d
with caution; Asterisk (*) denotes where estimate was significantly different compared to reference group within specific cat egory (p

<0.05)

Looking across the Boston n eighborhoods, the diabetes mortality rate in Roxbury (44 deaths
per 10,000 residents), Dorchester (02122 and 02124; 37 deaths per 10,000 residents), and
Mattapan (36 deaths per 10,000 residents) were the highest in the city across neighborhoods.
See APPENDIX | for data.

Asthma

After diabetes and obesity, pediatric asthma was the most frequently cited chronic concern

among focus group participants and key informants, especially for those who lived o r worked in

Dorchester, Roxbury, and East Boston. One key informant explained, .3p udyC pGarepAa (o
AADBGOapyd Odapu o+apyesd dyo6 d0adwagd O0AaA+0d° C+0a0d &+
Participants shared that young children living in poverty ar e disproportionality affected by

pediatric asthma as a result of poor environmental factors and/or poor living conditions

including exposure to air pollutants, rodents, mold, tobacco smoke, and lead. For example, one

key informant from Chinatown explained d+04a a+0 yogo+fipa+-ppd6 A yapcéoiuw
and poor ventilation systems in older buildings exacerbated asthma rates. One resident shared,

. Asthma rates are high [in Chinatown]. This is related to the prevalence of tobacco use, as well as
livingcondg a g py A? Ap udyC <pAAgyd 0606a300pyuodyaAFurthérgd § 6 A:
pediatric asthma was also described as a factor affecting school attendance. Key informants

explained that when children are sent home due to asthma concerns, it impedes ay 8 aoy a A
dietgaC ap Udeyadey Aadnao ouyu)pa(:umyééé\/auty(?ﬁ —ﬂa/aééﬁa”tnéf
yogou GU@eO6A Ay dapu Ao+pp0d pa UdU6 UOOGABYOA HOOIAAD

Second hand smoke from tobacco and marijuana were  also mention ed as concerns in the home

and workplace. For example, an interviewee that worked with children explained 76 ad A600Y .
a trend of increases in asthma; this can go in line with more experiences of second -hand smoke

now that marijuana is legalized. A lot o fkids are in cars or homes where marijuana smoke is
yaoAoyav.
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In 2013-2017, across Boston 11% of adults reported a diagnosis of asthma  (Figure 65). The
prevalence of asthma was significantly higher for adults who identified as Black (15%), female
(15%), residents of Boston Housing Authority units (18%), renters receiving rental assistan ce
(22%), renters not receiving assistance (11%), adults with less than a high school education

(16%), LGBTQ (17%), and less than $25,000 income (16%) compared with their counterparts.

Of note, the a significantly lower proportion of Asian adults (5%) and immigrants living in the
US for less than 10 years (4%) or 10 years or more (9%) reported an asthma diagnosis.

Figure 65. Percent Adults Reporting Having Asthma, by Boston and Selected Indicators, 2013, 2015, and 2017
Combined

Boston INNNNENE  11.2%

Asian = 5.1%*

Black == 14.9%"
Latino I 12.3%
White 10.1%

Female I 14.5%"
Male s 7.6%

BHA resident I 17.6%"
Renter, rental assistancclllliiimn e 22.2%"
Renter, no assistancclllli= ' 10.7%"
Other housing arrangement I —— 12.2%
Home owner 8.4%

Less than HS graduate 15.5%
HS graduate 11.3%
Some college or more 10.3%

10yearsorlessin U SIS  4.2%"
More than 10 years in U.SHIEENES  8.5%*
Born in U.S. ZZzzzZzzz777zz — 13.5%

LGBTQ 16.69%
Heterosexual/non-transgender 10.7%
Less than $25,000 15.8%"
$25,000-$49,999 11.1%
$50,000 or more 9.1%
DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office

NOTES: Bars with pattern indicate refer ence 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

The neighborhoods of Roxbury (15%) and Dorchester (02122, 02124; 15%) had a significantly
higher proportion of residents with diagnosed asthma compared to the rest of Boston (Figure
66). . 60a0C wry po6 - dedidedtgirdigated thadtbesy iiade asthma; however, this
estimate is not significantly different than the rest of Boston potentially due to insufficient
statistical power.
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Figure 66. Percent Adults Reporting Having Asthma, by Basn and Neighborhood, 2013, 2015, and 2017 Combined

15.1% 15_7%7 294 15.0%
8.1% 0 op * 0 0 A0 7.90 1.9%
11.20410.3%""; 9.5%13.5% 10.0%4-9%11'4/011'6/0 . 9%10.4%
*
é@o & o 0\@ \,)/o,\ \,)/b) (;@Q “@\\ < & & NAIRS é@o (é\b Q
RO - S AP~ T o N S AT s N
) N X \& Q Q ) 22 o) .2 A B\ ®© D Q9
D < N N\ Q > N 0 O O .
N @ v A% Q <& S ) &
9 C "y " > o 2
N NN N 2
A X A
v & &
B
< <
& &
O O
Q Q

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Off ice
NOTE: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

One in four Boston Public High School students (26%) reported an asthma diagnosis , as seenin
Figure 67. A significantly greater percent of Asian (28%) and Latino (29%) high school

students reported being diagnosed with asthma compared to White students (19%). The
prevalence of diagnosed asthma among female students (23%) was significantly lower than

that of male students (29%). When looking at patterns by race/ethnicity and sex, the asthma
prevalence among Latina female students (29%) was  significantly higher than that  of White
female students (15%).
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Figure 67. Percent Boston Public High School Youth Reporting Having Asthma, by Boston and Selected Indicators,
2013 and 2017 Combined

Boston I 25.8%

Asian I 27.9%"
Black I 25.1%
Latino I 29.29%
White 19.2%

Female NGNS 23.096
Male ZZZZZZZZzZzZZzZzZ i 28.8%

Asian females I 23.2%
Black females I 21.7%
Latina females I 28.5%
White females #7773 — 15.3%

Asian males [ 1 32.6%
Black males e —128.7%

Latino males 1 30.0%

White males i 1 23.2%

DATA SOURCE: Centers for Diseas e Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013 and 2017
combined

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

NOTE: 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); Error bars show 95% confidence interval

In 2016 -2017, the asthma -related emergency department visit rate for Black (21 3.6 visi ts per
10,000 residents) and Latino (12 2.7 visits per 10,000 residents) residents was over five and
three times higher than that for White residents (3 6.9 visits per 10,000 residents), respectively
(Figure 68). The asthma ED rate for Asian residents (24 .0 visits per 10,000 residents) was
significantly lower than that for White residents during this same period.

Figure 68. Asthma Emergency Departnent Visit Rate, by Boston and Race/Ethnicity, Agé\djusted Rate per 10,000
Residents, 20162017 Combined

213.6
*
122.7
*
101.0
24.0
- : "
— 7
Boston Asian Black Latino White
DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined
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 was signific antly
different compared to reference group within specific category (p <0.05)
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The asthma emergency department (ED) visit rate was highest in Roxbury, followed by

Mattapan, and Dorchester (02122, 02124), Dorchester (02121, 02125), the South End, and Hyde

Park ¢ each of which had rates that were significantly higher than the as thma ED rate

compared to the rest of Boston (Figure 69). The asthma ED visit rate was significantly lower in

the neighborhoods of West Roxbury, East Boston, Back Bay, So uth Boston, Allston/Brighton,
Fenway, Jamaica Plain, Roslindale, and Charlestown.

122

Figure 69. Asthma Emergency Department Visit Rate, by Boston and Neighborhood, Ag&djusted Rate per 10,000

Residents, 20162017 Combined
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: Asterisk (*) denotes where neighborhood estimate wa s significantly different compared to the rest of Boston (p < 0.05)

Figure 70 shows asthma ED visit rates for children under 18 across the Boston neighborhoods.
Dorchester (02121, 02125) and (02122, 02124), Mattapan, and Roxbury had significantly higher
rates of asthma emergency department visits for children under 18 compared to the rest of
Boston.
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Figure 70. Asthma Emergency Department Visit Rée (Children Under 18 Years), by Boston and Neighborhood,
Age- Specific Rate per 10,000 Residents, 20485017 Combined
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined

DATA ANALYSI S: Boston Public Health Commission, Research and Evaluation Office
NOTES: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05)

Among children, across each age category the ED rate for Black  children and Latino children
was significantly higher than that for White children, with the highest ED rates seen for Black
children (Figure 71).

Figure 71 Asthma Emergency Department Visit Rate, by Boston and Race/Ethnicity by Age, A@pecific Rate per
10,000 Residents, 2022017 Combined

Boston m Asian = Black = Latino # White

510.2
*
343.5 348.9 342.9
: 321.6 i :
204.8 ' 199.6
1826 x 1414.5 210.5 x 14*4%7.9
89.0 41.1 828 965 *

43.2 731 * 256 45.1
) % % v

0-2 years 3-5 years 6-12 years 13-17 years

DATA SOURCE: Ma ssachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined

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

NOTES: Sample sizes for Asian in the O -2years, 6 -12years,and13 -oe C66aA dad © as dy6 adadA A+pAGG6G A6 syadaya
with pattern indicate reference group within each age category; Asterisk (*) denotes where estimate was significantly differe nt compared
to reference group within each specific age catego ry (p <0.05)

As shown in APPENDIX [, in 2017, there were 14.8 asthma hospitalizations per 10,000
residents, significantly lower than the hospitaliza tion rate in 2016 (16.8 hospitalizations per
10,000 residents). Examining the age -adjusted asthma hospitalization rates by race/ethnicity,
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Figure 72 shows that the asthma hospitalization rate for Black residents (28.7 hospitalizations
per 10,000 residents) was five times higher than that for White residents (5.6 hospitalizations

per 10,000 residents) and 3.5 times higher for Latino residents (19.7 hos pitalizations per
10,000 residents) relative to White residents in 2016 -2017.

Figure 72. Asthma Hospitalization Rate, by Boston and by Race/Ethnicity, Agédjusted Rate per 10,000 Residents,
2016 2017 Combined

28.7
*
19.7
*
15.8
5.7 . 5.6

Boston Asian Black Latino White
DATA SOURCE: Massa chusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Bars with pattern indicate reference group for its specific cat egory; Asterisk (*) denotes where estimate was significantly

different compared to reference group within specific category (p <0.05)

While there were nearly 15.8 asthma -related hospitalizations per 10,000 residents across
Boston, there were vast differenc es by neighborhood. Roxbury, Mattapan, Dorchester (02121,
02125), and Dorchester (02122, 02124) had rates higher compared to the rest of Boston
(Figure 73).

Figure 73. Asthma Hospitalization Rate, by Boston and by Neighborhood, AgAdjusted Rate per 10,000 Residents,
2016 2017 Combined
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DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined

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

While cancer is the leading cause of death in the city of Boston, it was not frequently mentioned

as a pressing concern among focus group and interview participants. The exception to this was

in groups in East Boston and Chinatown. In Chinatown, focus grou p participants perceived that

the high rates of tobacco use impacted cancer rates in their neighborhood. East Boston

participants spoke of cancer in the context of environmental concerns; specifically, residents

worried about an electrical plant that was b eing built by the harbor. A few key informants

described the need for more supports for caretakers. One shared, . &0Up0C UBbUAOGAA pB B
patient likely find it hard to think critically about other matters when they are focused on their
lovedonestrugglgy ¢ Coga+ AAO+ & O0BO6OBOAGA OpyoOoaAspyV-

Cancer Screening

When discussing cancer screenings, a few interviewees and focus group participants noted that
some of the biggest barriers to cancer screenings included  lack of awareness about the
importance of screen ing, discomfort and fear of screenings particularly those considered more
invasive such as colonoscopies, inability to take time off work, confusion about changing
screening guidelines, and for a few, insurance and transportation issues.

Nearly nine in te n women 50 to 74 years of age across Boston (88%) reported receiving a
mammaogram in the past two years (Figure 74). Of note, compared to their counterparts, Latina
women (93%) and immigrants living in the US for fewer than 10 years (97%) were

significantly more likely to report receiving a mammogram in th e past two years. There was no
significant difference by Boston neighborhoods in the percent of women who reported receiving

a mammogram in the past two years (datain ~ APPENDIX ).
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Figure 74. Percent Female Adults (Aged 5074 Years) Reporting Having Had a Mammogram in Past Two Years, by
Boston and Selected Indicators, 2013, 2015, and 2017 Combined
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10 years or less in U. SHr==  96.79¢*
More than 10 years in U.S = - 89.1%
BorninUS. B 87.5%

LGBTQ == 81.5%
Heterosexual/non-transgenderZizZzZzzzizzzizzizizziiidziiddi iz 88.7%

Less than $25,000 88.5%
$25,000-$49,999 89.6%
$50,000 or more 89.1%

Employed ZZZZzz777777777r7rrssza 88.4%
Out of Work I == 89.3%
Other I = 88.2%

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 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

The following graphs provide data on women who reported receiving a pap smear, an

import ant screening for cervical cancer (Figure 75 and Figure 76). In 2013-2017, 84% of Boston
women (21 -64 years of age) reported receiving a pap smear test in the past two years. The
prevalence of reported pap tests in Fenway (65%) was significantly lower than the rest of
Boston in 2013 -2017. By comparison, the prevalence of pap tests among residents of

Charlestown (91%), Jamaica Plain (89%), and Roslindale (89%) was significantly higher than

the rest of Boston.
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Figure 75. PercentFemale Adults (Aged 2164 Years) Reporting Having Had a Pap Test in Past Two Years, by
Boston and Selected Indicators, 2013, 2015, and 2017 Combined

Boston I 83.7%

Black IE— 83.4%"
Latina IS 83.3%
Asian I S7.7%*

White 88.5%

BHA resident 73.6%6*
Renter, rental assistanccllllllllllES  84.2%F
Renter, no assistanccllllilllllls - 83.39%
Other housing arrangement NN 75.9%*
Home owner 90.0%

Les than HS graduate 82.8%
HS graduate 76.2%"
Some college or more 85.5%

10 years or less in U. SERmess 63.5%"
More than 10 years in U.S I 82.7%"
Born in U.S. i 88.1%

LGBTQ I 83.6%
Heterosexual/non-transgenderiZzZzZiZziizzzizzzizzzidzzzidizidzizididiiidiiis,. - 83.7%

Less than $25,000 77.3%
$25,000-$49,999 84.7%
$50,000 or more 89.8%

Employed ZZZZZZzZZiZzZioididiiiiideiiiiieiiiiizs . 87.0%
Out of Work I 84.2%
Other I = 75.19%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2 015, and 2017 combined
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 was signific antly
different compared to r eference group within specific category (p <0.05); Error bars show 95% confidence interval
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Figure 76. Percent Female Adults (Aged 2364 Years) Reporting Having Had a Pap Test in Past Two Years, by
Boston and Neighborhood, 2013, 261and 2017 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: Asterisk (*) denotes  where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

In 2013-2017, only two -thirds (65%) of Boston adults 50 to 75 years of age reported ever
receiving a colonoscopy or s igmoidoscopy (Figure 77). Compared to their counterparts, a
significantly lower proportion of Asian adults (50%), immigrants living in the US for less than
10 years (37 %), residents with incomes <$25,000 (63%), and adults who were out of work
(55%) reported receiving colon cancer screening.
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Figure 77. Percent Adults (Aged 5075 Years) Reporting Having Ever Had a Colonoscopy 8igmoidoscopy, by
Boston and Selected Indicators, 2013, 2015, and 2017 Combined

Boston I 64.5%

Black 68.5%
Latino 66.0%
Asian 49.7%"*
White 64.8%
10 years or less in U.SENEE==== 37.4%"

More than 10 years in U.S = ' 63.4%
Born in U.S. s 66.0%

Less than $25,000 62.7%"*
$25,000-$49,999 64.6%
$50,000 or more 67.7%

Employed 7777 i 63.8%
Out of Work I = 54.8%"
Other I = 67.3%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
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 was signific antly
different compared to reference group within specific category (p <0.05); Error bars show 95% confidence interval

Data on colon cancer screening by neighborhood can be found in ~ APPENDIX I. A data point to
note is that the prevalence of colon cancer screening among adults 50 to 75 years of age was
lowest in East Boston (56%), a difference that was significantly lower than the rest of Boston in
2013-2017.

Cancer Incidence

According to the Massachusetts Department of Public Health, in 2015, canc er incidence rates for
Asian (390.5 per 100,000 population) and Latino (349.4 per 100,000 population) residents in

Boston were significantly lower than for White residents ( 546.7 per 100,000 population)

(Figure 78). Between 2001 to 2015, cancer incidence rates for Boston significantly decreased

over time (see APPENDIX | for data). A significant decrease in incidence rates was also seen
among White residents in Boston between 2001 and 2015.
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Figure 78. Overall Invasive Cancer Incidenceérate, by Boston and Race/Ethnicity, AgeAdjusted Rate per 100,000
Residents, 2015

390.5

Boston Asian Black Latino White

492.5

N

DATA SOURCE: Massachusetts Department of Public Health, Cancer Registry, 2015

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

NOTE: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significantly differ ent
compared to reference group within specific category (p <0.05)

Figure 79 shows incidence rates by select types of cancer and by race/ethnicity. The incidence
rate for female breast cancer in Boston was 132.7 cases per 100,000 population, followed by
prostate cancer (126.7 per 10 0,000), and lung and colorectal cancers (64.7 and 40.9 per
100,000, respectively). Colorectal and prostate cancer incidence rates were statistically higher
for Black residents compared to White residents.
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Figure 79. Cancer Inciderte Rate, by Boston, Race/Ethnicity, and Type, Agkdjusted Rate per 100,000 Residents,
20132015

Colorectal Lung Female Breast Prostate

i [ 2 N -
Black [ 516" LG N w01 N 100.0¢

DATA SOURCE: Massachusetts Department of Public Health, Cancer Registry, 2015

DATA ANALYSIS: Boston Public Health Commission, Research an d Evaluation Office

NOTE: Bars with pattern indicate reference group for its specific category; Asterisk (*) denotes where estimate was significa ntly different
compared to reference group within specific category (p <0.05)

Cancer Mortality

Quantitative data around cancer mortality from the Massachusetts Department of Public Health
show that the overall cancer mortality rate in Boston was 160 .0 per 100,000 residents ( Figure
80). Rates of cancer mortality differed, however, across different subgroups. Across

racial/ethnic groups, Black residents experienced significantly higher rates of cancer mortality
(181.9 deaths per 100,000 residents) co mpared to White residents. Females (138.5 per

100,000) in Boston had significantly lower cancer mortality rates than males (192.5 per

100,000). Figure 81 shows that between 2011 and 2017, cancer mortality rate had significantly
decreased over time.
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Figure 80. Overall Cancer Mortality Rate, by Boston and Selected Indicaits, Age- Adjusted Rate per 100,000
Residents, 20152017 Combined

Boston I 160.0

Asian Il 123.2

Black I 181.9
Latino I 109.0¢+

White 77777 171.9

Female I 138.5
Male ZZZz777 192.5

Under 45 years = 7.5¢

45-64 years 168.6
65+ years 962.5
DATA SOURCE: Massachusetts Department of Public Health, Boston resident deaths, 2015 -2017 Combined

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 was significantly

different compared to reference group within specific category (p <0.05); For age stratifications, rates are age -specific rates per 100, 000
residents

Figure 81. Overall Cancer Mortality Rate, by Boston and Over Time, Ag&djusted Rate per 100,000 Residents,
20112017

500
400
300
187.3
200 171.7 175.9 153.3 163.4 163.6 1532
o - —O—0 Oo———————0

100
0

2011 2012 2013 2014 2015 2016 2017

DATA SOURCE: Massachusetts Department of Public Health, Boston resident deaths, 2011 -2017

DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTES: Change over time was statistically significant (decrease over time)

Figure 82 shows mortality rates for select types of cancer by race/ethnicity. Among the select
cancer types, the highest mortality rate for Boston was for lung cancer (36.5 deaths per
100,000 residents). Black residents experienced significantly higher mortality ra tes for
prostate cancer (49.8 deaths per 100,000 residents) when compared to White residents (19.1
deaths per 100,000 residents).
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Figure 82. Cancer Mortality Rate, by Boston, Race/Ethnicity, and Type, Ag&djusted Rate per 100,00Residents,
20152017 Combined

Colorectal Lung Female Breast Prostate
Boston 12.1 36.5 19.9 24.5
Asian 8.7 38.1 9.9% NA
Black 15.6 32.4* 26.2 49.8*
Latino 6.4* 18.4* 8.2% 26.8
White 12.2 43,7 21.3 19.1
DATA SOURCE: Massachusetts Department of Public Health, Boston resident deaths, 2015 -2017 Combined
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: NA denotes where data are suppressed due to insufficient sample size; Bars with pattern indicate reference group for its specifi c
category; Asterisk (*) denotes where estimate was significantly different compared to reference group within specific categor y (p <0.05)

Heart Disease and Stroke

Heart disease and stroke were only mentioned by a few key informants, and neither topics

emerged as a priority theme in focus groups. The key informants that did mention it perceived

that there was a trend of earlyonsethe daad 6 0A06 A0 Co\le:areepidbgalotodaosy o .
0O0ABA pd +006aad O0o0AOOAL 0Oy O Anbtietkeydnjorm@r why wadkad § py A0 0 a «
with seniors identified congestive heart failure as a common issue among the aging population.

Although hypert ension was not an issue often discussed by focus group participants, it is the
biggest risk factor for heart disease and stroke. %5 In 2013-2017, one-quarter (25%) of Boston
adults reported being diagnosed with hypertension (Figure 83). A significantly higher
proportion of adults who identified as Black (38%), Latino (26%), aged 35 -49 (12%), aged 50 -
65 (40%), 65 and older (65%), residents living in Boston Housing Authorit y units (39%),
renters on rental assistance (37%), and immigrants living in the US for more than ten years

(35%) reported being diagnosed with hypertension or high blood pressure, compared to their
counterparts. Additionally, there was a consistent socioec ~ onomic gradient in the prevalence of
hypertension: a significantly higher percent of adults with less than a high school education
(42%), a high school education (28%), incomes <$25,000 (34%); incomes $25,000 -$49,999
(27%), out of work (27%), and other emp  loyment 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%),

3
v
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residents with other housing arrangements (19%), immigrants living in the US for less than ten
years (10%), and LGBTQ (19%) reported a hypertension diagnosis when compared to the
comparison group S.

Figure 83. Percent Adults ReportingHypertension, by Boston and Selected Indicators, 2013, 2015, 2017 Combined
Boston i 24.7%

Black = 37.5%F
Latino M= 25.9%"
Asian == 15.5%"

White 19.7%

18-34 years ZZ - 5.0%
35-49 years I 1 11.59%
50-64 years IINE ¢ 39.9%
65+ years I 64.79%

BHA resident == 38.5%"
Renter, rental assistancc= 37.09%"
Renter, no assistancclll = 19.0%*
Other housing arrangementi==  18.9%"
Home owner 28.1%

Less than HS graduate 42.1%*
HS graduate 28.4%*
Some college or more 20.0%
10 years or less in U.S: 9.5%
More than 10 years in U.S: 34.7%
Bornin U.S. 24.9%

LGBTQ W=  18.9%"
Heterosexual/non-transgender#zzzzzz7=2 25.3%

Less than $25,000 33.6%
$25,000-$49,999 27.09%
$50,000 or more 18.2%

Employed 17.7%
Out of Work =S  27.0%
Other IIIEEEENENENENENENNNNNE 38.4%

DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Rese arch and Evaluation Office

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

As shown in Figure 84, there was substantial variation in the prevalence of diagnosed
hypertension across Boston neighborhoods. A significantly higher p roportion of residents in
Mattapan (38%), Roxbury (30%), Dorchester (02121, 02125; 30%); and Dorchester (02122,
02124; 30%) reported a hypertension diagnosis compared to the rest of Boston. By comparison,
the neighborhoods of Fenway (13%), Allston/Brighton (17%), Charlestown (19%), Jamaica
Plain (20%), and Back Bay (21%) had a significantly lower percent of residents reporting a
hypertension diagnosis than the rest of Boston.
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Figure 84. Percent Adults Reporting Hypertension, by Boton and Neighborhood, 2013, 2015, 2017 Combined
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DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, 2015, and 2017 combine d
DATA ANALYSIS: Boston Public Health Commission, Research and Evaluation Office
NOTE: Asterisk (*) denotes where neighborhood estimate was significantly different compared to the rest of Boston (p < 0.05); Error bars

show 95% confidence interval

In 2017, 3% of adults across Boston reported ever being diagnosed with a heart attack. As
shown in the APPENDIX [, there was not a statistically significant difference in these patterns
by sex, but there was a significantly higher proportion of Black (4%) and Latino (5%) adults
reported a heart attack compared to White adults (2%).

In 2016 -2017, the heart disease ho spitalization rate for Black residents (135 .3 hospitalizations
per 10,000 residents) was 48% greater than the rate for White residents ( 90.5 hospitalizations
per 10,000 residents), a difference that was statistically significant (Figur e 85). The heart
disease hospitalization rate for Asian residents (39 .4 hospitalizations per 10,000 residents) was
significantly lower than that for White residents.

Figure 85. Heart Disease Hospitalization Rate, by Boston and Race/Ethnicity, Agé@djusted Rate per 10,000
Residents, 20162017 Combined

135 3
97.6
90.5
39 4

Boston Asian Black Latino White
DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -2017 Combined
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 was signific antly
different compared to reference gro up within specific category (p<0.05)
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