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EXECUTIVE SUMMARY 

Background 

The Boston CHNA-CHIP Collaborative is a new initiative  created by a number of stakeholders ˦
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), a no 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, 

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 
factors that profoundly affect health. 
Institutional racism, economic 

inequality, discriminatory policies, 
and historical oppression of specific 
groups are many of the root factors 
that drive the health inequities we see in the U.S. today.  

Social Determinants of Health Framework 

 
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.  
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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 organizational and community leaders to 

gauge their perceptions of the òþüüĄýøăĈˑĂ ýôôóĂʿ Ăăāôýöă÷Ăʿ ðýó þÿÿþāăĄýøăøôĂ. 

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, being a current or former English 

Language Learner, or having a disability.  

 

˨vÙÀú ĲÀçÙĚ ëÀıÙ ÌÙÙĀ çĆíĀç ÓĆĲĀ æĆĖ úĆĲ íĀÎĆÿÙ ēÙĆēúÙ ˚æĆĖ ÓÙÎÀÓÙĚ˛ː ¢ëíĚ íĚ Àġ ġëÙ
heart of all of it: people have no time because they are working four jobs to get the same 
salary theĴ ĥĚÙÓ ġĆ çÙġ æĖĆÿ ĆĀÙ ˚öĆÌ˛ː Mæ ĴĆĥ ÎÀĀ˫ġ ĖÙĚġˋ ëĆĲ ÎÀĀ ĴĆĥ ÌÙ ëÙÀúġëĴˑ ˌ zĆÿÙ

ēÙĆēúÙ ëÀıÙ ġĆ ĲĆĖ÷ ʻʴ ëĆĥĖĚ ġĆ ÿÀ÷Ù ÙĀÓĚ ÿÙÙġː˩ ˞  Key informant interviewee  

Employment and Workforce 

Employment can confer income, benefits, and economic stability  ʕfactors that promote health. 
Boston, like much of the rest of the nation, has experienced an economic upturn in recent years. 
)ý яэюѕʿ "þĂăþýˑĂ ĄýôüÿûþĈüôýă āðăô ĆðĂ ѐ˅эӌʿ ðòòþāóøýö ăþ ă÷ô "Ąreau of Labor Statistics ; 
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. "þĂăþýˑĂ ûðāöôĂă ôüÿûþĈôāĂ ðāô øý ă÷ô ÷ôðûă÷ care and education sectors; these 
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 for a  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 $170,152 in South Boston. In four communities D˦orchester, Fenway, Roxbury 

and the South End  ˦approximately 25% -37% of residents live below  the federal  poverty level .  
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Percent Boston CHNA Survey Respondents Reporting Having Trouble with Finances, by Type of Finances, 2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%3ˁ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔óþýˑă úýþĆˢÿāôõôā ýþă ăþ ðýĂĆôā˕ 

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 . 

 

˨M˫ÿ ĲĆĖ÷íĀç ġëĖÙÙ öĆÌĚ ÀĀÓ M ÎÀĀ ÌÀĖÙúĴ ÀææĆĖÓ æĆĆÓ˕ M ÌĥĴwhatever I need to feed my kid 

ÀĀÓ ġëÀġ˫Ě íġː˩ ˞  Focus group participant 

56.5%

24.2%

22.9%

21.7%

19.5%

19.3%

16.7%

14.6%

10.8%

Saving money (N=1,810)

Paying credit card bills (N=1,722)

Buying groceries (N=1,832)

Paying your monthly utilities (N=1,762)

Paying your rent/mortgage (N=1,755)

Paying medical bills (N=1,749)

Paying for transportation (N=1,836)

Paying for medication (N=1,773)

Paying for child care (N=1,542)
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Social and Physical Environment 

 

What is the community context for Boston residents? 

Boston has several strengths it can leverage to address community health, including 
proximity t o and abundance of health care services, diversity and multiculturism, a 
strong network of collaborative social service organizations, and engaged and 
ÎĆĀĀÙÎġÙÓ ĖÙĚíÓÙĀġĚː KĆĲÙıÙĖˋ +ĆĚġĆĀ˫Ě ÙĳēÙĀĚíıÙ ëĆĥĚíĀç ÿÀĖ÷Ùġ íĚ ēúÀÎíĀç ÀĀ
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 in the 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 Tenure, by 
Boston and Race/Ethnicity, 2017 

 
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 that h 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%) 

31.8%

37.2%
48.2%

* 41.2% 25.4%
*

50.6%
58.1%

58.6%
* 56.3% 41.4%

*

Boston Asian Black Latino White

Owner with Mortgage Renter
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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 illness 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, s lightly 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 c hallenges with public transit and transportation 

programs   ʕincluding reliability, navigating the system, overcrowdin g, and the need to schedule 
in advance   ʕmaking it difficult to keep appointments . 

 

˨_ĆĚġ ˚ĖÙĚíÓÙĀġĚ˛ ĖÙúĴ ĆĀ ēĥÌúíÎ ġĖÀĀĚēĆĖġÀġíĆĀˋ ÀĀÓ íġ íĚ ÓíææíÎĥúġ ĲëÙĀ ġëÙ ĚíçĀĚ ÀĖÙ ĀĆġ íĀ
their language. They may not understand announcements about delays or emergencies, 

ÀĀÓ íġ ÿÀ÷ÙĚ ġëÙÿ æÙÙú íĀĚÙÎĥĖÙ ÀÌĆĥġ ëĆĲ ġĆ ĀÀıíçÀġÙː˩ ˞  Key informant interviewee  

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 
percei ved 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 ; gôýăāøõøòðăøþý ÷ðĂ ûøúôĆøĂô ò÷ðýöôó ă÷ô ˔õôôû˕ þõ Ăþüô ýôøö÷ñþā÷þþóĂʿ ĂÿôòøõøòðûûĈ 
Roxbury, East Boston , and Dorchester. CHNA c 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.  

 

˨vÙçÀĖÓúÙĚĚ Ćæ ġëÙ ÎëÀĀçíĀç æÀÎÙ Ćæ ġëÙ ÎĆÿÿĥĀíġĴˋ ġëÙĖÙ íĚ Ěġíúú À ĖÙÀú ĚÙĀĚÙ Ćæ
ÎĆÿÿĥĀíġĴ ëÙĖÙː sÙĆēúÙ úĆĆ÷íĀç Ćĥġ æĆĖ ÙÀÎë ĆġëÙĖˌ ÀĀÓ ġëÙ ÀÿĆĥĀġ Ćæ ĚÙĖıíÎÙĚ ÀĀÓ
variety of services is incredible. We hope to keep that richness within the commĥĀíġĴː˩ 

 ˞Focus group participant 

Community Assets 

Understanding the resources and services available in a community a˦s well as their 
distribution h˦elps 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 
óôĂòāøñôó ðĂ ñôøýö ˔ăøö÷ă-úýøă˕ Ćøă÷ ĂĄñĂăðýăøðû òĄûăĄāðû óøąôāĂøăĈ ðýó Ăăāþýö õðøă÷ òþüüĄýøăøôĂ˅ 
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  
Percent Boston CHNA Survey Respondents Reporting Top Most Important Concerns in Their Community or 
Neighborhood That Affect Their Community's Health (N=2,053), 2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTE: The figure above only presents the concerns that over 20% of survey respondents selected  

Understanding āôĂøóôýăĂˑ perceptions of health  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.  As seen in the graph on the right, t 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, Age- Adjusted Rate per 100,000 Residents, 2014- 2016 
Combined 

 Population 

Rank as 
Cause of 
Mortality  

Asian Black Latino White 

1 
Cancer 
(127.0) 

Cancer 
(175.3) 

Cancer 
(109.4) 

Cancer 
(173.1) 

2 
Heart Disease 

(64.6) 
Heart Disease 

(133.9) 
Heart Disease 

(87.8) 
Heart Disease 

(149.3) 

3 
Cerebrovascular 

Diseases 
(21.5) 

Accidents 
(38.3) 

Accidents 
(41.6) 

Accidents 
(56.5) 

4 
Alzheimer's Disease 

(18.1) 

Cerebrovascular 
Diseases 

(39.9) 

Diabetes 
(25.1) 

Chronic Lower 
Respiratory Diseases 

(32.7) 

5 
Hypertension/ Renal 

Disease 
(16.1) 

Diabetes 
(38.6) 

Cerebrovascular 
Diseases 

(20.2) 

Cerebrovascular 
Diseases 

(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 

 
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 c 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, Age- Specific Rate per 
10,000 Residents, 2016- 2017 Combined 

 
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 Asian in the 0 -2 years, 6 -12 years, and 13 -ює ĈôðāĂ ðāô Ә яэ ðýó āðăôĂ Ă÷þĄûó ñô øýăôāÿāôăôó Ćøă÷ òðĄăøþýˀ "ðāĂ 

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 m ental 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 

 
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 persi stent anxiety  than their counterparts . 

Concern for mental health issues among children and youth w 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 s a 
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 
adul ts (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.  



2019 Community Health Needs Assessment xiii  
 

Unintentional Opioid Overdose Mortality Rate, by Boston and Race/Ethnicity, Age- Adjusted Rate per 100,000 
Residents 12 Years and Over, 2013- 2016 

 

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

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

./4%3ˁ 3ðüÿûô Ăøĉô õþā "ûðòú ðýó ,ðăøýþ õþā яэюѐ ðýó яэюё ðāô Ә яэ ðýó āðăôĂ Ă÷þĄûó ñô øýăôāÿāôăôó Ćøă÷ òðĄăøþýˀ $ðăð ýþă Ă÷þwn for 

Asi an 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 persistent i 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 Trauma 

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 Indicators, 2019 (n=1,920) 

 
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 l ow birthweight 
and preterm births b˦oth important risk factors for infants a˦re 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 r time, 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 c 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) .   

 

˨sÙĆēúÙ ÀĖÙ ÀúĲÀĴĚ ĲĆĖ÷íĀç ÀĀÓ çíıíĀç Àúú Ćæ ġëÙíĖ ÿĆĀÙĴ ġĆ ÎëíúÓ ÎÀĖÙː M˫ÿ ĲĆĖ÷íĀç ÿĴ

úíæÙ ÀĲÀĴ ġĆ ēÀĴ ĚĆÿÙĆĀÙ ÙúĚÙ ġĆ ġÀ÷Ù ÎÀĖÙ Ćæ ÿĴ ÎëíúÓĖÙĀː˩ ˞  Focus group participant 

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 environment is im portant  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 þāˑĂ þõõøòô þā ð public health clinic/community 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 Harder for Them to Get Health Care 
Services They Needed in Past Two Years (N=1,014), 2019 

 
DATA SOURCE: Boston CHNA Community Survey,  2019  

./4%ˁ $ðăð ðāāðýöôó øý óôĂòôýóøýö þāóôāˀ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ÿāôõôā ýþă ăþ ðýĂĆôāˢóþýˑă 

úýþĆ˕ þā ˔ýþýô þõ ă÷ô ðñþąôˀ˕ 2ôĂÿþýóôýăĂ Ćôāô ðûûþĆôó ăþ Ăôûôòă üĄûăøÿûô āôĂÿþýĂô þÿăøþýĂˀ ă÷ôāôõþāôʿ ÿôāòôýăðöôĂ üðĈ ýþă ĂĄm to 100%  

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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Felt discriminated against
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Instruction/directions are not in my language
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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.  

-ĆÿÿĥĀíġĴ˫Ě ²íĚíĆĀ ÀĀÓ fēēĆĖġĥĀíġíÙĚ 

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 l 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: 
Ąāñðý õðāüøýö ðýó òþüüĄýøăĈ öðāóôýĂˀ õðāüôāˑĂ üðāúôăĂ ă÷ðă ðòòôÿă 3.!0 ñôýôõøăĂˀ ðýó 

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 ˦

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 - Restor e 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.  
Ʒ Greater collaboration and information or data sharing to better serve patients and 

clients, especially related to the roll out of Accountable Care Organizations  (ACOs).  
Ʒ 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  ʕor unemployment rates and 
housing instability  ʕsimilar 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 t˦hat 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 a˦nd is 
expected to continue to experience p˦opulation 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.  "þĂăþýˑĂ 
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 
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$62,021 but  ranges from $27,964  in Dorchester to  $170,152 in  South Boston. In four 
communities D˦orchester, Fenway, Roxbury, and the South End  ˦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 e˦specially diabetes, obesity, and 
pediatric asthma e˦merged 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 
quality 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 in t he future . 
#ûøüðăô ò÷ðýöô ÿāþùôòăøþýĂ ôĂăøüðăô ă÷ðă єӌ þõ "þĂăþýˑĂ ûðýó ðāôð òþĄûó ñô ôćÿþĂôó ăþ 
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 Mobility  (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 
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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, o 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.   
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2019 COMMUNITY HEALTH NEEDS ASSESSMENT  

Background 

Overview of Boston CHNA- CHIP Collaborative 

The Boston CHNA-CHIP Collaborative is a new initiative  created by a number of stakeholders˦

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. 

 Learn more about the Collaborative at 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 ˑĂ vision  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 ˑĂ goals 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.  

http://www.bostonchna.org/
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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:  

 

Equity  

Focus on inequities that affect health with an emphasis on race and ethnicity  

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 Jʕune 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 1. Community Health Needs Assessment and Community Health Improvement Plan Process 

 

SOURCE: Association for Community Health Improvement, 2017. Community Health Assessment Toolkit. Accessed 

at  www.healthycommunities.org/assesstoolkit  

Purpose and Scope of 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).  

http://www.healthycommunities.org/assesstoolkit
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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 

 

 
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.  
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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 to Health  

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 

ýþă þýûĈ ðõõôòăôó ñĈ ÿôþÿûôˑĂ öôýôĂ ðýó ûøõôĂăĈûô ñô÷ðąøþāĂʿ ñĄă ñĈ ĄÿĂăāôðü õðòăþāĂ ĂĄò÷ as 

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 

 
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 

Ć÷Ĉ ă÷ôĂô øĂĂĄôĂ ðāô øüÿþāăðýă ðýó ÷þĆ ă÷ôĈ ðõõôòă ÷ôðûă÷ ˭ôýăøăûôó ˔7÷Ĉ øĂ 4÷øĂ )üÿþāăðýăˌ˕ˮ˅  
As such, we hope to understand  the current health status of Boston residents and the multitude 
of fac tors 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.  
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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 qu eer 

(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 
avenues˅ !Ă óôĂòāøñôó ñôûþĆʿ ă÷ô #þûûðñþāðăøąôˑĂ ĂăāĄòăĄāô ÿāþąøóôó ă÷ô öĄøóøýö óôòøĂøþý-

making framework for this work.  

Steering Committee  

Comprises of 19 members representing hospitals, 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 (See APPENDIX A for list 
of Steering Committee members). 

Operations Committee  

Comprises of Steering Committee co-ÎëÀíĖĚ ÀĀÓ ġëÙ -ĆúúÀÌĆĖÀġíıÙ˫ĚCoordinator. This Committee resolves 
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 interested 
in being involved. They provided input and assistance on implementing activities. For the Boston CHNA, these 
two Work Groups were: 

Secondary Data Work Group 

Secondary Data Work Group ˟ included 32 
members representing a range of organizations, 
including hospitals, health centers, local public 
health, and community- based organizations, 
ÀÿĆĀç ĆġëÙĖĚː ¢ëÙ µĆĖ÷ GĖĆĥē˫Ě ÎëÀĖçÙ íĚ ġĆ
provide guidance on secondary data approach and 
indicators and foster connections with key 
networks and groups to provide relevant data (See 
APPENDIX B for list of members). 

Community Engagement Work Group 

included 54 members representing a range of 
organizations, including hospitals, health centers, 
local public health, education, community 
development, social services, and community- based 
ĆĖçÀĀíĸÀġíĆĀĚˋ ÀÿĆĀç ĆġëÙĖĚː ¢ëÙ µĆĖ÷ GĖĆĥē˫Ě
charge is to provide guidance on the approach to 
community engagement, input on primary data 
collections methods, and support with logistics for 
primary data collection (See APPENDIX B for 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 t˦he Community Engagement Work Group and Secondary Data Work 

Group p˦rovided 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.  
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The Secondary Data Work Group  members identified the goals of the secondary data as: 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 -÷þĄā ˔$ðăð $ðĈ˕ 
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, 
it is noted in figures or in text . 3ÿôòøõøòðûûĈʿ Ć÷ôý ă÷ô Ćþāó ˔ĂøöýøõøòðýăûĈ˕ øĂ ĄĂôó øý ă÷ô ăôćă øă 
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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.g., 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  óôûąô óôôÿûĈ øýăþ ÿôþÿûôˑĂ ÿôāòôÿăøþýĂʿ ûøąôó 
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 CHNA Community 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 D for  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. 

Table 1. Boston CHNA Survey Respondents Distribution by Neighborhood Compared to % of Population in Boston 

Neighborhood 
# of Survey Respondents 

(N=2,404) 
% of Survey 

Respondents 
% of Population in 

+ĆĚġĆĀ̳ 

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% 

 

˺$!4! 3/52#%ˁ 5˅3˅ #ôýĂĄĂʿ !üôāøòðý #þüüĄýøăĈ 3ĄāąôĈʿ ђ-Year Estimates, 2013 -2017  

˻./4%ˁ &þā !#3 óðăðʿ ýôøö÷ñþā÷þþóĂ Ćôāô óôõøýôó ñĈ "þĂăþý 0Ąñûøò (ôðûă÷ Commission using ZCTAs; Back Bay includes Back Bay, Beacon 

Hill, Downtown, North End, and West End; South End includes South End and Chinatown; Roxbury includes Roxbury and Mission Hil l  

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 
question; therefore, denominators in analyses reflect the number of total responses for each 
question and varied by question. Additionally, denominators excluded respondents who 
Ăôûôòăôó ˔ÿāôõôā ýþă ăþ ðýĂĆôāˢóþýˑă úýþĆ˅˕ &þā ĀĄôĂăøþýĂ ă÷ðă ðûûþĆôó õþā üĄûăøÿûô āôĂÿþýĂôĂ 
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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 across t 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 y, 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 
óôôÿûĈ øýăþ òþüüĄýøăĈˑĂ ýôôóĂʿ Ăăāôýöă÷Ăʿ ðnd opportunities for the future. Focus groups were 
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  
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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 G for 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 
Ăăðõõ ðòāþĂĂ ĂôòăþāĂ˅ $øĂòĄĂĂøþýĂ ôćÿûþāôó øýăôāąøôĆôôĂˑ ôćÿôāøôýòôĂ þõ ðóóāôĂĂøýö òþüüĄýøăĈ 
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 , the term  ˔ÿðāăøòøÿðýăĂ˕ øĂ ĄĂôó ăþ āôõôā ăþ õþòĄĂ öāþĄÿ ðýó úôĈ øýõþāüðýă øýăôāąøôĆ 
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 w˦ithout personal identifying inform ation a˦re presented in the 

narrative of this report to further illustrate points within topic areas.  

Limitations  

There were multiple moderators for the focus groups p˦articularly for non -English language 
groups a˦nd 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 important in -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 
question 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 
ĄĂôĂ ă÷ô ĆþāóĂ ˔Ăøöýøõøòðýă˕ þā ˔ĂøöýøõøòðýăûĈ˕ ăþ ýþăô Ć÷ôāô ă÷ôāô ðāô ĂăðăøĂăøòðûûĈ Ăøöýøõøòðýă 

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 CHARACTERISTICS  ˟WHO 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 ĄýóôāĂăðýóøýö þõ ð òþüüĄýøăĈˑĂ ÷ôðûă÷ ðýó 
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 Findings in This Section 

With a current population of nearly 670,000 residents, Boston has experienced a˦nd is 
expected to continue to experience p˦opulation 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. 
!òòþāóøýö ăþ ă÷ô "þĂăþý 0ûðýýøýö ðýó $ôąôûþÿüôýă !öôýòĈ ˭"0$!ˮʿ "þĂăþýˑĂ ÿþÿĄûðăøþý øĂ 
projected to continually grow at that rate t˦o 723,500 people by 2030. 1  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. 

Table 2. Total Population, by Boston and Neighborhood, 2008- 2012 and 2013- 2017 

 
2008- 2012 2013- 2017 

% population change 
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% 
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2008- 2012 2013- 2017 

% population change 
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  

 

"þĂăþýˑĂ ÿþÿĄûðăøþý āôÿāôĂôýăĂ ð āðýöô þõ ðöô öāþĄÿĂʿ ñĄă ă÷ô óøĂăāøñĄăøþý þõ ă÷ôĂô ðöôĂ ąðāøôĂ 
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 I 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, 2013- 2017 

 
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 
ÿāþùôòăôó ăþ ñôòþüô ð ˔üøýþāøăĈ-üðùþāøăĈ˕ ĂþòøôăĈ ñĈ яэёѐʿ þýô øý Ć÷øò÷ White (non -Latino) 

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. 3 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.   
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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 , wh ile 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.  

  

Boston Language Diversity 

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

Racial and Ethnic 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, -̝ĄûăøòĄûăĄāðûøĂü øĂ þýô þõ "þĂăþýˑĂ Ăăāôýöă÷Ăˀ øă õðòøûøăðăôĂ 
òþýýôòăøþýĂ ðýó ñāøóöôĂ öðÿĂ øý ðý þāöðýøò ĆðĈ˅˕  Focus group participants, particularly  those 
from non -English groups i˦dentified 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.  

  

_ĥúġíÎĥúġĥĖÀúíĚÿ íĚ ĆĀÙ Ćæ +ĆĚġĆĀ˫Ě ĚġĖÙĀçġëĚ˕ íġ æÀÎíúíġÀġÙĚ ÎĆĀĀÙÎġíĆĀĚ ÀĀÓ ÌĖíÓçÙĚ çÀēĚ

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 
ÿþÿĄûðăøþý øóôýăøõøôĂ ðĂ ,ðăøýþʿ Ĉôă ђє˅ёӌ þõ %ðĂă "þĂăþýˑĂ ÿþÿĄûðăøþý ðýó яє˅ѐӌ þõ 2þćñĄāĈˑĂ 

population is Latino. Additionally, Ć÷øûô "þĂăþýˑĂ þąôāðûû ÿþÿĄûðăøþý øýòāôðĂôó ñĈ ѕӌ øý ă÷ô ûðĂă 
several years, Latino residents experienced a growth of 20.1% (See APPENDIX I for data over 

time). !Ăøðý āôĂøóôýăĂ ðāô ýôðāûĈ юэӌ þõ "þĂăþýˑĂ ÿþÿĄûðăøþýʿ ñĄă яѐӌ þõ ă÷ô ÿþÿĄûðăøþý øý ă÷ô 
South End (which also includes Chinatown here), and approximately 18% of both Fenwa y and 

!ûûĂăþýˢ"āøö÷ăþýˑĂ ÿþÿĄûðăøþýĂ˅  
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Table 3. Racial and Ethnic Distribution, by Boston and Neighborhood, 2013- 2017 
 

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 I 
indicate that distribution by race/ethnicity has been similar since 2014.  

Table 4. Number of Boston Public School Enrolled Students and Percent, by Race/Ethnicity, 2014- 2018 
 

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 
#(.! ĂĄāąôĈ ðāô ÿāþąøóôó ûðăôā øý ă÷øĂ āôÿþāă ñĈ ÿāøüðāĈ ûðýöĄðöô Ăÿþúôý˅ "þĂăþýˑĂ ûðýöĄðöô 
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 

t̝ight -úýøă˕ cultural groups where residents could speak freely in their native language. For 
ôćðüÿûôʿ þýô õþòĄĂ öāþĄÿ ÿðāăøòøÿðýă õāþü #÷øýðăþĆý Ă÷ðāôóʿ ˔There are many Chinese 
speaking residents [in Chinatown], and i ăˑĂ ôðĂĈ õþā Ăþüôþýô Ć÷þ üðøýûĈ ĂÿôðúĂ #÷øýôĂô ăþ ûøąô 
here˅˕ 3øüøûðāûĈʿ øý %ðĂă "þĂăþýʿ þýô ÿðāăøòøÿðýă ôćÿāôĂĂôóʿ ˔4÷ôāô ðāô ð ûþă þõ ,ðăøýþĂ ă÷ðă Ăÿôðú 
3ÿðýøĂ÷ ÷ôāô ðýó )ˑü öāðăôõĄû ă÷ðă ă÷ôĈ òðý ÷ôûÿ üô ýðąøöðăô ĂôāąøòôĂ˅˕ Non-English focus group 
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 

ăøüôĂ õþā ă÷ôĂô ĂôāąøòôĂ˅ /ýô āôĂøóôýă ôćÿûðøýôóʿ ˔I do not speak English, so I [ usually] wait 1 -2 
÷þĄāĂ õþā ðýĈ Ăþòøðû ĂôāąøòôĂ˅˕  

Figure 5. Percent Population 5 Years and Over Who Speak a Language Other Than English, by Boston and 
Neighborhood, 2013- 2017 

 
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 I provides additional data on languages spoken in Boston.  
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Table 5. Most Common Language Other Than English Spoken and Percent Population 5 Years and Over Who Speak 
the Language, by Neighborhood, 2013- 2017 
 

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 I 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 c ultural beliefs and values such as hard work and devotion to 
þýôˑĂ õðüøûĈ Ćôāô óôĂòāøñôó ðĂ Ăăāôýöă÷Ă þõ ă÷ôĂô òþüüĄýøăøôĂ by participants . For example, 
øüüøöāðýă āôĂøóôýăĂ õāþü -ðăăðÿðý Ă÷ðāôóʿ ˔Haitians work hard and are very active; our 

community gives a great contribution in the work force and professional. They move the economy 
õþāĆðāó ðýó ðāô ăāĄĂă Ćþāă÷Ĉ˅˕ Interviewees noted that immigrants 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 
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climate. One key informant sha āôóʿ ˔With immigration policy , [residents] worry that applying 
for government benefits will impact their legal status.  Some people are not willing to apply 
ðýĈüþāô˅˕ One focus group participant who identified as undocumented described obstacles in 
almost ôąôāĈ õðòôă þõ ÷ôā ûøõôʿ Ă÷ðāøýöʿ ˔0ôþÿûô ûøúô üô òðýˑă öôă ă÷øýöĂ ûøúô òðñûô þā ðýĈă÷øýö ă÷ðă 
öøąôĂ ĈþĄ ð ñôăăôā ĀĄðûøăĈ þõ ûøõô ñôòðĄĂô ) óþýˑă ÷ðąô ð Ăþòøðû ĂôòĄāøăĈ˅ )õ ĈþĄ óþýˑă ÷ðąô ð Ăþòøðû 
ĂôòĄāøăĈʿ ĈþĄ òðýˑă ðòòôĂĂ ðýĈă÷øýöˀ ) óþýˑă ôąôý ăāĄĂă ñðýúĂʿ Ăþ ) óþýˑă ÷ðąô ðýĈ ðòòþĄýăĂ˅˕ 

!Ă õþòĄĂ öāþĄÿ ðýó øýăôāąøôĆ ÿðāăøòøÿðýăĂ ýþăôóʿ "þĂăþýˑĂ øüüøöāðýă òþüüĄýøăĈ øĂ Ăăāþýö˅ 
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 I for 
additional data).  

Figure 6. Percent Foreign Born Population, by Boston and Neighborhood, 2013- 2017 

 
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 

āôĂøóôýăĂ˅ 4÷ô -ðĈþāˑĂ /õõøòô õþā )üüøöāðýă !óąðýòôüôýă ˭-/)!ˮ ÿāþąøóôĂ ÿāþ-bono 
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. 4  Most directly, education increases economic and social resources.  5  

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. 6 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. 7 

Key Findings in This Section 

Education was viewed  by Boston CHNA survey respondents as a key component of a healthy 
community. While statistics point to 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  adult s. 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.  

  

˨µëÙĀ íġ Îomes to kids in elementary [school], one of the bigger challenges becomes 
æÙÙúíĀç úí÷Ù ĴĆĥ ëÀıÙ ġĆ úĥÎ÷ Ćĥġ ġĆ çÙġ íĀġĆ À çĆĆÓ ĚÎëĆĆúː Mġ˫Ě À úĆġġÙĖĴˋ ÀĀÓ íæ ĴĆĥ˫ĖÙ ÀÌúÙ ġĆ
tour and make informed choices you are not guaranteed a slot at the school. The older 

the children get, the more challenging it is æíĀÓíĀç ĕĥÀúíġĴ ÙÓĥÎÀġíĆĀ íĀ ġëÙ ÎíġĴː˩ ˞  Key 
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 
óôõøýôĂ ð ˔÷ôðûă÷Ĉ òþüüĄýøăĈ˕ʿ ôóĄòðăøþý ĆðĂ ă÷ô üþĂă õøõă÷ üþĂă òøăôó õðòăþā in a list of 20 
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 
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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 support st ĄóôýăˑĂ Ăþòøðû-emotional needs.  

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 

 
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, 
2013- 2017 

 
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 to t 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 
adequate special education resources. One shar ôóʿ ˔My  úøó ýôôóĂ Ăÿôôò÷ ă÷ôāðÿĈˀ ÷ôˑĂ öôăăøýö 

one hour per week with the speech therapist and I requested increased services but was denied. I 
ĆøĂ÷ ă÷ô Ăò÷þþû ÿāþąøóôó üþāô āôĂþĄāòôĂ õþā Ăÿôòøðû ôóĄòðăøþý˅˕ When discussing strategies to 
address trauma, on ô úôĈ øýõþāüðýă Ă÷ðāôóʿ ˔We need early interventions that have wrap around 

Ăôāąøòô üþóôûĂˀ Ćô ýôôó øýóøąøóĄðû òþĄýĂôûøýöʿ õðüøûĈ ă÷ôāðÿĈʿ ð ÿðāôýă ðóąþòðăôˆĆô ýôôó 
øýăôāąôýăøþýĂ ðă üĄûăøÿûô ûôąôûĂ˅˕ 

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 School Students Enrolled, by Selected Sub- Populations, 2019 

 
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 enrollment who are English 

ûôðāýôāĂʿ óôõøýôó ðĂ ːð ĂăĄóôýă Ć÷þĂô õøāĂă ûðýöĄðöô øĂ ð ûðýöĄðöô þă÷ôā ă÷ðý %ýöûøĂ÷ Ć÷þ øĂ Ąýðñûô ăþ ÿôāõþāü þāóøýðāĈ òûðĂĂroom work in  

%ýöûøĂ÷ˀˑ %òþýþüøòðûûĈ óøĂðóąðýăðöôó øĂ óôăôāüøýôó ñðĂôó þý ð ĂăĄóôýăЬĂ ÿðāăøòøÿðăøþý øý þýô þā üþāô þõ ă÷ô õþûûþĆøýö Ăăðăô-administered 

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 d˦efined as students who are absent 10% or more of their total number of 
student days of membership in a school w˦as 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 ðāôóʿ ˔Kids 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..˅ ̞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.  

  

˨+ÙíĀç ġĖÀĥÿÀ- informed in education means knowing what to look for [trauma 
symptoms] and being able to respond accordingly. Because your response as a provider 

ĆĖ À ġÙÀÎëÙĖ ÎÀĀ ÙíġëÙĖ ÿÀ÷Ù ĆĖ ÌĖÙÀ÷ ëĆĲ ÷íÓĚ ÀĖÙ ÙĀçÀçÙÓ íĀ ĚÙĖıíÎÙĚː˩ ˞Key 
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 Students Chronically Absent, 2018 

 
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 11 also 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 I, along with data on standardized 
test proficiency results by grade within BPS.   
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Figure 11. Graduation Rate Among Boston Public High School Students, 2018 

 
DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Cohort 2018 Graduation 
Rates, 2018  

NOTES: Years represent school years (e.g., 2014 represents school year 2013 -2014); Graduation Rate indicates the percentage of students 

who graduate with a regular hi gh school diploma within 4 years (# of students in cohort who graduate in 4 years or less); Low -income 

indicates the percent of enrollment who meet any one  of the following definitions of Low -income: 1) the student is eligible for free or 

reduced price lun ch; or 2) the student receives Transitional Aid to Families benefits; or 3) the student is eligible for food stamps; The 

English language learners, Special Education, and Low -income groups include all students who were reported in those categories at least  

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

Educational quality was brought up among many focus 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 ls equitably  across 
neighborhoods.  /ýô !ûûĂăþý ÿðāôýă Ă÷ðāôóʿ ˔I want better education for my daughter. The scores 
at our schools are very low compared to other neighborhoods ˅˕ 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÷ôý øă òþüôĂ ăþ úøóĂ øý ôûôüôýăðāĈ [school] , one 
þõ ă÷ô ñøööôā ò÷ðûûôýöôĂ ñôòþüôĂ õôôûøýö ûøúô ĈþĄ ÷ðąô ăþ ûĄòú þĄă ăþ öôă øýăþ ð öþþó Ăò÷þþû˅ )ăˑĂ ð 
ûþăăôāĈʿ ðýó øõ ĈþĄˑāô ðñûô ăþ ăþĄā ðýó üðúô øýõþāüôó ò÷þøòôĂ ĈþĄ ðāô ýþă öĄðāðýăôôó ð Ăûþă ðă ă÷ô 

school. The older the children get, the more challenging  it is  õøýóøýö ĀĄðûøăĈ ôóĄòðăøþý øý ă÷ô òøăĈ˅˕  

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 
øýõþāüðýă ĂĄüüðāøĉôóʿ ˔We need to increase 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 health on an on -öþøýö ñðĂøĂ˅˕  In addition, several discussed the  
importance of early childhood education and supports. Key informants also expressed the 
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desire for cultural immersion experiences. One shared, ˔˱7ô ýôôó ăþ ñô˲ ñāøýöøýö øý üþāô 
opportunities for children around art and cultural experiences. Helping childr en think about 
òĄûăĄāô øýĂøóô ðýó þĄăĂøóô ă÷ô ðòðóôüøò ûôýĂ˅˕ 

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. 9  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. 10  

  

˨M˔ıÙ ĚġĖĥççúÙÓ ġĆ çÙġ À öĆÌː M ëÀıÙ ÿĆĖÙ ġëÀĀ À ÓÙÎÀÓÙ Ćæ ÙĳēÙĖíÙĀÎÙˋ Ìĥġ ġëÙ ÿíĀíÿĥÿ
requirements are aúĲÀĴĚ À ÌÀÎëÙúĆĖ˫Ě ÓÙçĖÙÙˋ ĚĆ ġëÀġ ÓíĚĕĥÀúíæíÙĚ ĴĆĥ æĆĖ ġÙĀ öĆÌĚ Ėíçëġ

Ćææ ġëÙ ÌÀġː˩ ˞  From a focus group participant 

Key Findings in this Section 

Boston, like much of the rest of the nation, has experienced an economic upturn in recent years. 
)ý яэюѕʿ "þĂăþýˑĂ ĄýôüÿûþĈüôýă āðăô ĆðĂ ѐ˅эӌʿ ðòòþāóøýö ăþ ă÷ô "ĄāôðĄ þõ ,ðñþā 3ăðăøĂăøòĂ˅ 
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 
ôćÿôāøôýòô ôüÿûþĈüôýă ò÷ðûûôýöôĂ˅ "þĂăþýˑĂ ûðāöôĂă ôüÿûþĈôāĂ ðāô øý the health care  and 

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 Industry  

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, ˔7ô ÷ðąô ñôòþüô ă÷ô ăĆþ òøăøôĂ þõ "þĂăþý˅ 4÷ô ôćăāôüô ðýó Ăăðāú óøõõôāôýòô 
is right in your face; wher ô ĈþĄ ÷ðąô Ąāñðý ðõõûĄôýòô āøö÷ă Ąÿ ðöðøýĂă Ąāñðý ÿþąôāăĈˆ ă÷ô 2øăĉ 
òþýóþ óôąôûþÿüôýă āøö÷ă ýôćă ăþ 3ă˅ &āðýòøĂ (þĄĂôˆ˕ Several focus group participants from 
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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 
resident shared, ˔) ÷ðąô ă÷āôô ùþñĂ ðýó Ăăøûû üðúô ûôĂĂ ă÷ðý оѕіʿёёё ð Ĉôðāʿ ñðāôûĈ öôăăøýö ñĈ˅˕ 
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 I. 

Figure 12. Percent Population 16 Years and Over Unemployed, by Boston and Neighborhood, 2013- 2017 

 

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 
square mile, a job density similar to San Francisco, New Yo rk City, and Washington, DC. 11 

"þĂăþýˑĂ ûðāöôĂă ôüÿûþĈôāĂ āôõûôòă ă÷ô óþüøýðýòô þõ ă÷ô health  care and education industries, 
which account for 14 of the top 20 largest employers in the city. The top five largest employers 
in the city are Massachusetts Gener ðû (þĂÿøăðûʿ "āøö÷ðü ðýó 7þüôýˑĂ (þĂÿøăðûʿ "þĂăþý 0Ąñûøò 
3ò÷þþûĂʿ "þĂăþý 5ýøąôāĂøăĈʿ ðýó "þĂăþý #÷øûóāôýˑĂ (þĂÿøăðû˅ 

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, by Boston, 2013- 2017 

 
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.  12 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 Survey Respondents Looking for New Job Reporting Primary Reason for Looking 
for a New Job (N=978), 2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%3ˁ $ðăð ðāāðýöôó øý óôĂòôýóøýö þāóôāˀ 0ôāòôýăðöô òðûòĄûðăøþýĂ ôćòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ýþă ûþþúøýö õþā ð ýôĆ ùþñ˕ 

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, ˔)аąô ĂăāĄööûôó ăþ öôă ð 
job. I have more than a decade of experience, but the minimum requirements are always a 

ñðò÷ôûþāˑĂ óôöāôôʿ Ăþ ă÷ðă óøĂĀĄðûøõøôĂ ĈþĄ õþā ăôý ùþñĂ āøö÷ă þõõ ă÷ô ñðă˅˕ Several participants also 
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, ˔)ý "þĂăþýʿ ùĄĂă 
having the credentials they want is difficult. You may have half of the education  credentials, 10 
ĈôðāĂ þõ Ćþāú ôćÿôāøôýòôʿ ðýó ûþăĂ þõ ûøõô ôćÿôāøôýòôʿ ñĄă ă÷ôĈ ˱ôüÿûþĈôāĂ˲ óþýˑă Ăôô ˱ă÷ô Ćþāú þā 
ûøõô ôćÿôāøôýòô ðĂ òþüÿðāðñûô˲˅˕ Several participants discussed 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, ˔0ôþÿûô Ćðýă ăþ ôýāøò÷ ă÷ôøā ûøąôĂ ðýó öôă 
ðý ôóĄòðăøþý ñĄă ÷þĆ òðý ĈþĄ Ćøă÷þĄă ĂĄÿÿþāăˌ 3øýöûô ÿðāôýăĂ óþýˑă úýþĆ Ć÷ðă ăþ óþ Ćøă÷ ă÷ôøā 
kids, how to get  ăþ Ćþāúˀ ÷þĆ ðāô Ćô ôąôā ĂĄÿÿþĂôó ăþ öôă ðý ôóĄòðăøþýˌ˕  
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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÷ôāôˑĂ ð ýôôó õþā ôüÿûþĈôāĂ ă÷ðă ðāô ĂôýĂøăøąe to single -headed 
households who can help provide more work -ûøõô ñðûðýòô˅˕ 

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 
Ă÷ðāôóʿ ˔I t's 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 

þĄăĂøóô ă÷ô ñþć ñôòðĄĂô Ćô ðāô Ćāøăăôý þõõ Ăþ ĀĄøòúûĈ˅ 4÷ôāôˑāô ýþ üþāô Ćðûú-in interviews where 
you can meet someone and give a good first impression.  ̞Another participant agreed and added, 
)̝ˑü ð ĆþýóôāõĄû ÿôāĂþý øõ ) òþĄûó ùĄĂă öôă øý ă÷ô óþþā˅˕ Participants in these groups explained 

that there are many incorrect assumptions abo Ąă āôĂøóôýăĂˑ ðñøûøăĈ ăþ ýðąøöðăô ăôò÷ýþûþöĈ˅ /ýô 

$þāò÷ôĂăôā ÿðāôýă āôĂøóôýă Ă÷ðāôóʿ ˔Not everybody is computer literate. 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 

ðýĈüþāô˅˕ Similarly, focus group participants who were seniors explained that technology is 

often a hinderance to remaining competitive in the work force. One shared, ˔! ûþă þõ ôûóôāûy do 
not how to use their cellphone properly. Some classes have been given to help seniors with 
ăôò÷ýþûþöĈ˅ 4÷ôāô ýôôóĂ ăþ ñô üþāô þõ ă÷ðă ñôòðĄĂô üðýĈ þõ ĄĂ ÷ðąô ă÷ô ÿ÷þýô ñĄă óþýˑă úýþĆ 

÷þĆ ăþ ĄĂô øă˅˕ 

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, ˔9þĄ ýôôó ăþ 
remember that CORI 1 is going to limit you in everything ˆôąôý øõ ĈþĄ öôă øă Ăôðûôó. [Employers] 

ĂðĈ ă÷ôĈˑûû öôă ñðòú ăþ ĈþĄ ðýó òðûû ĈþĄʿ ñĄă ă÷ôĈ ýôąôā óþ˅˕ Key informants described the need 
for more support from employers for this population.  /ýô øýăôāąøôĆôô ôćÿûðøýôóʿ ˔[There is] a 
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 øĂ Ć÷ôý ă÷ôĈ öþ õĄāă÷ôā óþĆý÷øûû øý óôĂăāĄòăøąô ñô÷ðąøþāĂ˅˕  

                                                

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 number of 
employment opportunities for young people, one parent  from Dorchester shared, ˔9þĄ ýôôó ăþ 

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 that thes ô þÿÿþāăĄýøăøôĂ øýòûĄóô ð õþòĄĂ þý ăôò÷ýþûþöĈ ðýó ˔яюst century 
ĂúøûûĂ˕ ûøúô òþüÿĄăôā ÿāþöāðüüøýöʿ ÿāþõôĂĂøþýðû òþüüĄýøòðăøþýʿ ðýó òāøăøòðû ă÷øýúøýö˅ /ýô 
interviewee shared, W̝e [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 
ă÷ô ôòþýþüĈ˅˕ Further, it was noted that transportation poses a challenge f or young people to 
access employment opportunities, so it is important that jobs are available within their 

communities or can offset transportation barriers. One interviewee shared, ˔4āðýĂÿþāăðăøþý øĂ ð 

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 
ôüÿûþĈüôýă ôćÿôāøôýòôˉ˕   

Income and Financial Security  

Why is This Important? 

Income is a powerful social determinant of hea lth. 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). 13 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. 14  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 c˦ommunities of color, women, immigrants, and others e˦xperience 
the compounded challenges and structural inequities across the myriad of systems related to 

economic advancement and upward mobility.  

  

The city median household income is $62,021 but ranges by neighborhood - from 
Dorchester with the lowest median income at $27,964 to South Boston with the highest 
at $170,152. 
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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 ˦
Dorchester, Fenway, Roxbury and the South End a˦pproximately 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 and Poverty 

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 
ĂĄüüðāøĉôóʿ ˔Real wages 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 
ĂðûðāĈ ă÷ôĈ ĄĂôó ăþ öôă õāþü þýô ˱ùþñ˲˅  )õ ĈþĄ òðýˑă āôĂăʿ ÷þĆ òðý ĈþĄ ñô ÷ôðûă÷Ĉˌ  4÷ô Ăûôôÿ ðýó 
the downtime are fundamental, an d people have less of it. Some people have to work 70 hours to 

üðúô ôýóĂ üôôă˅˕  

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 Boston and Neighborhood, 2013- 2017 

 
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 a s 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, 2013- 2017 

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

NOTE:  ˔,þĆôā ă÷ðý "þĂăþý þąôāðûû˕ øýóøòðăôĂ ă÷ô ôĂăøüðăô øĂ ĂøöýøõøòðýăûĈ ûþĆôā ă÷ðý ă÷ô "þĂăþý ôĂăøüðăôˀ ˔3øüøûðā ăþ "þĂăþý þąôāðûû˕ 

indicates the estimate is statistically similar to the Boston estimate (i.e.,  ýþ ĂăðăøĂăøòðûûĈ Ăøöýøõøòðýă óøõõôāôýòôˮˀ ˔(øö÷ôā ă÷ðý "þĂăþý 

þąôāðûû˕ øýóøòðăôĂ ă÷ô ôĂăøüðăô øĂ ĂøöýøõøòðýăûĈ ÷øö÷ôā ă÷ðý ă÷ô "þĂăþý ôĂăøüðăô 

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) 

 

Median household income 
for Boston overall was 
$62,021 
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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 Race/Ethnicity, 2017 

 
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, 2013- 2017 

 
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 

 
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 
"þĂăþýˑĂ ÷øö÷ òþĂă þõ ûøąøýöʿ ûþþúøýö ðă óðăð þý ă÷þĂô Ć÷þ are right above the poverty line is also 

important. APPENDIX I also includes data on individuals with incomes at 200% below the 
poverty line by neigh borhood.  

Income Inequality and the Wealth Gap 

)ýòþüô øýôĀĄðûøăĈ þõ ð òþüüĄýøăĈ øĂ ôćÿôòăôó ăþ ÷ðąô óøāôòă ôõõôòăĂ þý ðý øýóøąøóĄðûˑĂ þĆý 
øýòþüô ĂăðăĄĂʿ ðĂ Ćôûû ðĂ øýóøāôòă ôõõôòăĂ ă÷ðă òðý ðõõôòă ÷ôðûă÷ʿ āôöðāóûôĂĂ þõ þýôˑĂ þĆý øýòþüô 
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 16. The Gini Index is a common measure used to identify the 

level of income inequality in a given population, ranging from 0 (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 I for additional detail.  

Figure 20. Gini Index, by Zip Code, 2013- 2017 

 
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 distribution ; ˔,þĆôā ă÷ðý "þĂăþý þąôāðûû˕ øýóøòðăôĂ ă÷ô ôĂăøüðăô øĂ ĂøöýøõøòðýăûĈ ûþĆôā ă÷ðý ă÷ô 
"þĂăþý ôĂăøüðăôˀ ˔3øüøûðā ăþ "þĂăþý þąôāðûû˕ øýóøòðăôĂ ă÷ô ôĂăøüðăô øĂ ĂăðăøĂăøòðûûĈ Ăøüøûðā ăþ ă÷ô "þĂăþý ôĂăøüðăô ˭ø˅ô˅ʿ ýþ statistically 

significant differe ýòôˮˀ ˔(øö÷ôā ă÷ðý "þĂăþý þąôāðûû˕ øýóøòðăôĂ ă÷ô ôĂăøüðăô øĂ ĂøöýøõøòðýăûĈ ÷øö÷ôā ă÷ðý ă÷ô "þĂăþý ôĂăøüðăô 

 

Gini index for Boston overall 
was 0.5425 
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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 , ˔! ûþă 
of our minority families in Roxbury  and Dorchester can never make it into the middle class. Our 
õðüøûøôĂ ðāô ñôøýö ÿĄĂ÷ôó þĄă ăþ òøăøôĂ ûøúô "āþòúăþý ðýó 2ðýóþûÿ÷ ðýó ă÷ôý ðāôýˑă ðñûô ăþ ðòòôĂĂ 
òøăĈ āôĂþĄāòôĂ˅˕  

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 I, 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 Households (in U.S. Dollars), by Boston 
Metropol itan Statistical Area, 2014 

 

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

reported by Muñoz, 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% 

ûôąôûˀ 4÷ô ˔ýþă ôûĂôĆ÷ôāô òûðĂĂøõøôó˕ ˭.%#ˮ òðăôöþāĈ øýòûĄóôĂ üðøýûĈ āôĂÿþýóôýăĂ ă÷ðă ò÷þĂô üþāô ă÷ðý þýô āðòô; This study focused on 

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 of Financial Insecurity  

Financial insecurity was a major theme across many focus groups. Participants talked about the 
challenges of making ends meet. As one participant noted, ˔%ąôý øõ āôýă öþôĂ Ąÿ оіё þā ођёё ð 
month , øăˑĂ ð ûþă Ć÷ôý ĈþĄā øýòþüô øĂ ýþă öāþĆøýö˅˕ In particular, participants talked about 
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 in schedule , ˔)ˑü ð Ăøýöûô üþă÷ôā ðýó ăþûó üĈ ùþñĂ ă÷ðă ) òðýˑă Ćþāú ýøö÷ă Ă÷øõăĂ Ć÷ôý ) 
ðÿÿûøôó˅ "Ąă Ăăøûû ă÷ôĈ Ăò÷ôóĄûô üô õþā ÷þĄāĂ ) òðýˑă óþ ðýó ă÷ôý ă÷ôĈ òðý õøāô ĈþĄ øõ ĈþĄ óþýˑă 
üðúô ă÷ô Ă÷øõăĂ˅  4÷ôĈ ÿøòú ðýó ò÷þþĂô Ć÷ðăôąôā ÷þĄāĂ ă÷ôĈ Ćðýă ăþ öøąô ĈþĄ˅˕ A few focus group 
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. One low -øýòþüô ÿðāôýă Ă÷ðāôóʿ ˔There are lots 
of financial needs here in East Boston. People are working 2 or 3 jobs, and even if you live simply, 
ĈþĄā ĂðûðāĈ ñāôðúĂ ôąôý˅ 4÷ôāô øĂ ýþ ôćăāð üþýôĈ˅˕  Residents who are in the lower middle class 

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, 
P̝eople working are making too much to get food stamps b˦ut not enough to feed their family. 

4÷ô üøóóûô òûðĂĂ øĂ ĂăāĄööûøýöˀ ĈþĄˑāô ñðòú ăþ ĂĄāąøąøýö ðýó ýþă ûøąøýö˅˕  

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 ă Ă÷ðāôóʿ ˔The problem is that people have social security 

numbers- ûþăĂ þõ ÿôþÿûô Ć÷þ óþýˑă ÷ðąô ÿðÿôāĂ˅ !ýó ˱ôüÿûþĈôāĂ˲ òðý ÿðĈ ĈþĄ ąôāĈ ûøăăûô ñôòðĄĂô 
ă÷ôĈ úýþĆ ĈþĄ òðýˑă āôÿþāă ă÷ôü˅ ) öôă ÿðøó оѕё ð óðĈ ăþ Ćþāú ąôāĈ ûþýö óðĈĂ ðýó ăðúô òðāô þõ 
someone ôûĂôˑĂ úøóĂ˅˕ A focus group participant in Mattapan echoed this sentiment, sharing, ˔7ô 

are unable to support each other, and we should be trying to invest in ourselves, but we still need 
ăþ Ăôýó ăāðýĂõôā üþýôĈ ăþ (ðøăø ˱ôąôāĈ üþýă÷˲˅˕ 

  

˨EÀÿíúíÙĚ ĲëĆ ÀĖÙ lower middle income are trying to get out of the grey area but are 
ĚġĥÎ÷ː Mæ ġëÙĴ çÙġ À ĖÀíĚÙ ÀĀÓ ÀÓıÀĀÎÙˋ ġëÙĀ ġëÙĴ ÓĆĀ˫ġ ĕĥÀúíæĴ æĆĖ ĚÙĖıíÎÙĚː˩K˞ey 

informant interviewee  ˞  From a key informant interviewee 

 
Multiple focus group participants also óôĂòāøñôó Ć÷ðă øĂ úýþĆý ðĂ ːă÷ô òûøõõ ôõõôòăˑ- when a 
minor increase in income can cause a swift and total loss of benefits that are often more than 
the financial raise. One interviewee explained, ˔/ýô ñøö þñĂăðòûô õþā ă÷þĂô Ćô Ăôāąô øĂ ă÷ô òûøõõ 
effect. As [residents] start to increase their income, their benefits drop off. Navigating that is a 

ò÷ðûûôýöô ðýó ă÷ôāôˑĂ ð āôðû õôðā ðāþĄýó ă÷ðă˅˕ Focus group residents who identified as low -
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 
resident shared, ˔) öþă ѕ ôćăāð ÷þĄāĂ ðă üĈ ùþñ ðýó -ðĂĂ(ôðûă÷ òĄă üô þõõ ðýó ) òþĄûóýˑă ðõõþāó 
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üĈ ÿøûûĂ õþā ĆôôúĂ ðõăôā ă÷ðă˅˕ Loss of benefi ts was also a concern as it related to childcare, with 
þýô øýăôāąøôĆ Ă÷ðāøýöˁ ˔Parents who need to work in order to provide for their families is often a 
÷ðāó ò÷þøòô õþā üþă÷ôāĂ Ć÷þ ýôôó ăþ ðĂú ă÷ôüĂôûąôĂˑ óþ ) ĂăðĈ ÷þüô ðýó ĂăðĈ þý ă÷ô ñôýôõøăĂ )ˑü 
receivøýöʿ þā óþ ) õøýó ò÷øûóòðāôʿ Ăþ ) òðý Ćþāúˌ˕ This sentiment was echoed by focus group 
ÿðāăøòøÿðýăĂ Ć÷þ Ćôāô üþă÷ôāĂʿ Ćøă÷ þýô Ă÷ðāøýöʿ ˔I get paid $40 a day and the YMCA charges 
üô оїё ð óðĈ õþā ò÷øûóòðāô˅ )ăˑĂ øüÿþĂĂøñûô õþā ð Ăøýöûô üþü ûøúô üô ăþ ÿðĈ ă÷ðă˅˕ 

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 Neighborhoods, 2017 

 
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 I, 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 

 
DATA SOURCE: Federal Reserve Bank of New York (FRBNY) Consumer Credit Panel/Equifax, as cited in Federa l 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 

 
DATA SOURCE: Boston CHNA Co mmunity Survey, 2019  

./4%3ˁ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔óþýˑă úýþĆˢÿāôõôā ýþă ăþ ðýĂĆôā˕ 
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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 I includes additional analyses of the survey questions on financial 
troubles.  

Figure 25. Percent Boston CHNA Survey Respondents Reporting Having Trouble with Saving Money, by All 
Respondents and Selected Indicators, 2019 

 
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.  
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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 

 
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 

āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ÿāôõôā ýþă ăþ ðýĂĆôāˢóþýˑă úýþĆ˕ 

Food Insecurity 

Why is This Important? 

Food insecurity n˦ot having reliable access to a sufficient qua ntity of affordable, nutritious 
food i˦s directly related to financial insecurity. Few Americans meet nutritional guidelines, as 
indicated by daily  consumption of fruit and vegetables. 17  Inadequate financial resources and 

limited access to healthy, affordable food contribute to these patterns. 18,19 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   

  

˨M˫ÿ ĲĆĖ÷íĀç ġëĖÙÙ öĆÌĚ ÀĀÓ M ÎÀĀ ÌÀĖÙúĴ ÀææĆĖÓ æĆĆÓ˕ M ÌĥĴ ĲëÀġÙıÙĖ M ĀÙÙÓ ġĆ æÙÙÓ ÿĴ ÷íÓ

ÀĀÓ ġëÀġ˫Ě íġː˩ ˞  From a key informant 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, ˔)ˑü Ćþāúøýö ă÷āôô ùþñĂ ðýó ) òðý ñðāôûĈ ðõõþāó õþþóˀ ) ñĄĈ Ć÷ðăôąôā ) 
ýôôó ăþ õôôó üĈ úøó ðýó ă÷ðăˑĂ øă˅˕  7÷øûô ÷þĄĂøýö üøö÷ă ñô ă÷ô ûðāöôĂă òþĂă ăþ ð õðüøûĈˑĂ ñĄóöôă 

in Boston, the cost of food was stil l challenging for many. As one key informant explained, ˔! 
ûþă þõ ÿôþÿûô Ăÿôýó üþýôĈ þý õþþó ðõăôā ĄăøûøăøôĂ ðýó ÷ôðûă÷ òðāôˀ Ć÷ðăôąôā øĂ ûôõă öþôĂ ăþ õþþó˅˕ 
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 
øýõþāüðýă Ă÷ðāôóʿ ˔Many seniors are homebound and food delivery is one of their only contacts 
with the outside worl ó˅˕ Those who worked with children explained that food insecurity 

øüÿðòăĂ ð ò÷øûóˑĂ ĂăāôĂĂ ûôąôûĂʿ ðñøûøăĈ ăþ ÿðĈ ðăăôýăøþý ðă Ăò÷þþûʿ ûþĆôā ăôĂă ĂòþāôĂʿ ðýó 
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 I, 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.  
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Figure 27. Percent Adults Reporting Food Purchased Did Not Last and Did Not Have Money to Get More, by Boston 
and Selected Indicators, 2013, 2015 and 2017 Combined 

  

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  

./4%3ˁ $ðăð Ă÷þĆ ÿôāòôýăðöô þõ ðóĄûăĂ āôÿþāăøýö øă ĆðĂ ĂþüôăøüôĂ þā þõăôý ăāĄô ă÷ðă ă÷ô õþþó óøóýˑă ûðĂă ðýó ă÷ôĈ óøó ýþă ÷ðąe money to 

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 That It Was Sometimes or Often True That They 
Worried That Their Food Would Run Out Before They Got Money to Buy More in Past 12 Months, by All Respondents 
and Primary Language Spoken, 2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%3ˁ 1ĄôĂăøþý ĆðĂ Ćþāóôóˁ ˔)ý ă÷ô ûðĂă юя üþýă÷Ăʿ ÷ðąô ĈþĄ Ćþāāøôó ă÷ðă ĈþĄā õþþó ĆþĄûó āĄý þĄă ñôõþāô ĈþĄ öþă üþýôĈ ăþ ñĄĈ üþāôˌ˕ 

and respondents were asked to select one of the following response options: often true, sometimes true, never true, and prefe r not to 

ðýĂĆôāˀ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ÿāôõôā ýþă ăþ ðýĂĆôā˕ 

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).  

Table 6. Boston MassHealth Patients from Partners Health care and Boston Medical Center Screened for Social 
Needs and Worried Their Food Would Run Out in 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.  

Table 7. Boston MassHealth Patients from Partners Health care and Boston Medical Center Screened for Social 
Needs Who Ran Out of Food in 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 sometimes t rue  ă÷ðă Ćøă÷øý ă÷ô ÿðĂă юя üþýă÷Ăʿ ă÷ô õþþó ă÷ôĈ ñþĄö÷ă ùĄĂă óøóýˑă 

ûðĂă ðýó ă÷ôĈ óøóýˑă ÷ðąô üþýôĈ ăþ öôă üþāô˅ 

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 
ÿðāăøòøÿðýăĂ óôĂòāøñôó òþüüĄýøăĈ öðāóôýĂ ðýó õðāüôāˑĂ üðāúôăĂ ðĂ Ăăāôýöă÷Ă øý ă÷eir 
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, by Boston and Neighborhood, 2013- 2017 

 
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 interviewee shared, ˔7ô ýôôó ăþ ñô ûþþúøýö øýăþ ă÷øýöĂ ûøúô -ôóøòðøó 
reimbursements for food prescriptions  and health incentive programs for SNAP benefits that 
øýòôýăøąøĉô āôĂøóôýăĂ ăþ ñĄĈ ÷ôðûă÷Ĉ õþþó˅˕ Similarly, s enior focus group participants discussed 

the positive impact of these initiatives with one sharing,  ˔/ýô ñôýôõøă ðñþĄă ñôøýö ð ÿðăøôýă ðă 
BMC is that in the Spring and Summertime you can have fresh vegetables and fruit from their 
āþþõăþÿ öðāóôý˅˕ Other suggestions 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 AND PHYSICAL ENVIRONMENT  ˟WHAT IS THE 
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. 21 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. 23  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 a˦nd 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. 24   

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.  

  

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, compared to the Bo Ăăþý ðąôāðöô˅ !ĂĂôĂĂüôýă ÿðāăøòøÿðýăĂˑ ÿôāòôÿăøþýĂ þõ øýòāôðĂøýö 
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 
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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 2ʕ010, the 

proportion was down to less than 26 percent, and from 2011 -2016, the proportion has fallen to 
about 18 percent. 25  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 l 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÷ô ÿôþÿûô Ć÷þ ûøąô ÷ôāô óþ ýþă ÷ðąô access to the new apartments 

coming up in East Boston. How are we supposed to access rents that are $2,000 -3,000 and 
üðøýăðøý ð ûøõôˌ˕ 

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 I 

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 their i 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.  
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Figure 30. Percent Housing Units Where 30% or More of Income Spent on Monthly Housing Costs, by Renter, by 
Boston and Neighborhood, 2013- 2017 

 
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, by Owner with 
Mortgage, by Boston and Neighborhood, 2013- 2017 

 

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 

 

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 r income on 

housing cos ts, 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 I includes 
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 and Race/Ethnicity, 2017 

 

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 I 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  ýĄăāøăøþĄĂ õþþó˅ /ýô øýăôāąøôĆôô Ă÷ðāôóʿ ˔Many 
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 w˦hether its not 

being able to ever tðúô ð ąðòðăøþýʿ ýþă ñôøýö ðñûô ăþ ÿĄāò÷ðĂô òûþă÷øýö þā ÿðĈ ĈþĄā ñøûûĂˆ òðĄĂôĂ 
øüüôýĂô ĂăāôĂĂ ðýó üôýăðû ÷ôðûă÷ øĂĂĄôĂ õþā òðāô ăðúôāĂ ðýó ò÷øûóāôý˅˕ The notion that children 
adopt the stressors of rising housing costs was also noted by multiple key informa nts with 
ôćÿôāøôýòô Ćþāúøýö Ćøă÷ ò÷øûóāôý˅ /ýô Ă÷ðāôóʿ ˔Kids can feel when their parents are stressed 
ñôòðĄĂô üðĈñô ă÷ô ûðýóûþāó āðøĂôó ă÷ô āôýă þā Ăþüôă÷øýö ñāþúô øý ă÷ô ÷þĄĂô˅ 4÷ôĈˑāô þýô 

ĂøăĄðăøþý ðĆðĈ õāþü ôąøòăøþý˅˕ 

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, ˔˱,ðòú þõ˲ affordable housing affects the 

most vulnerable  in a lot of ways. It can create unsafe situations in cases like abuse or violence in 
ă÷ô ÷þüô Ć÷ôý ă÷ôāô øĂ ýþ þă÷ôā ÿûðòô ăþ öþ˅˕  Participants indicated that residents who are 
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 

$2,303
$2,432 $2,009

*
$2,220

$2,401

$763 $763 $669 $714 $805

$1,541 $1,527 $1,234
*

$1,142
*

$1,849
*

Boston Asian Black Latino White

Owner with Mortgage Owner without Mortgage Renter



2019 Community Health Needs Assessment 57 
 

Boston CHNA-CHIP Collaborative  
 

race/ethnicity, age, gender identity, educational attainment, LGBTQ status, and parent status. 
Data by these selected indicators are available in APPENDIX I 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, by All 
Respondents and Selected Indicators, 2019 

 
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 I 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 ˔ÿāøòôó þĄă˕ of neighborhoods 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÷øăô òþüüĄýøăĈ üôüñôāĂ ðāô 
õûþòúøýö ăþ $þāò÷ôĂăôā ðýó 2þćñĄāĈ Ć÷ôý øăˑĂ ÷øĂăþāøòðûûĈ òþýĂøĂăôó þõ ûþĆ-income communities of 

òþûþā˅˕  

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 explained how, ˔4÷ôāôˑĂ ñôôý ð óāðüðăøò øýòāôðĂô øý ÷þĄĂøýö òþĂăĂ øý 
ă÷ô ûðĂă Ăôąôāðû ĈôðāĂ˅ 9þĄˑāô Ăôôøýö üþāô [immigrant] families unable to meet the pressure and 
are being pushed out to places like Quincy and Randolph because they cannot afford 

$þāò÷ôĂăôāˆüðúøýö øă ÷ðāóôā ăþ ðòòôĂĂ Ăþòøðûøĉðăøþý õþā ĂôýøþāĂʿ health care , linguistic resources. 
What is going to hap ÿôý Ć÷ôý ð üðùþāøăĈ þõ òþýĂăøăĄôýăĂ ðāô ýþ ûþýöôā øý ă÷ô òøăĈˌ˕ 

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 
ñôòþüøýö Ąýðõõþāóðñûô˅ /ýô Ă÷ðāôóʿ ˔2ôýă øĂ ñôòþüøýö øüÿþĂĂøñûô øý %ðĂă "þĂăþýˆøăˑĂ ÷ðāó ăþ 
÷ðąô ð öþþó ĀĄðûøăĈ þõ ûøõô ÷ôāô˅ 4÷ôāô ðāô ðûû þõ ă÷ôĂô ÷øö÷ āøĂôĂʿ ñĄă Ćô óþýˑt get to access those 

ýøòô ă÷øýöĂ˅ 0ôþÿûô ðāô òþüøýö ÷ôāô ăþ ăðúô Ć÷ðă Ćô ÷ðąô ñôôý ñĄøûóøýö õþā óôòðóôĂ˅˕  

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,  ˔7ô ûøąô øý ð òĄûăĄāô Ć÷ôāô üðýĈ þõ 

our Black and Latino kids only know renting. They associate homeownership with White families 

ðýó Ăþüôă÷øýö ðĂ Ąýðăăðøýðñûô õþā ă÷ôøā õðüøûøôĂ˅˕   

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, ˔-ðýĈ ÿôþÿûô ðāô  ʕrightly  ʕ

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 
õþāöþăăôýʿ ñĄă øýĂăôðó ă÷ôāô øĂ øýąôĂăüôýă ðýó øýăôāôĂăʿ ðýó ă÷ðăˑĂ ð ñôăăôā ÿþĂøăøþý ăþ ñô øý˅˕ 

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 
÷þĄĂøýö˅ /ýô Ă÷ðāôóʿ ˔)ˑąô ñôôý ăþûó ă÷ðă ) òðýˑă ûøąô øý òôāăðøý ÿûðòôĂ ñôòðĄĂô ă÷ô ûðýóûþāó ĆðĂ ýþ 
ûþýöôā āôýăøýö ăþ 3ôòăøþý љ ăôýðýăĂ˅˕ Other participants in the group agreed and one adde d, 
˔,ðýóûþāóĂ óþýˑă Ćðýă ăþ ˱ðòòôÿă˲ Ăôòăøþý љ ðýĈüþāô Ăþ ă÷ôĈ óþýˑă Ąÿóðăô ă÷ô ðÿðāăüôýă ñôòðĄĂô 
øý þāóôā ăþ āôòôøąô 3ôòăøþý љ ă÷ô ÿûðòô ÷ðĂ ăþ ñô Ąÿ ăþ òþóô˅˕ According to multiple key 
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. 
/ýô øýăôāąøôĆôô Ă÷ðāôóʿ ˔Housing is a big issue 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 
ûþýö õþā ðòòôĂĂøñûô ÷þĄĂøýö˅˕ Similarly, a public ho using resident from Dorchester explained, 
7̝ô ÷ðąô ôûóôāûĈ õþûúĂ Ć÷þ ðāô ñôøýö óøĂÿûðòôó ñôòðĄĂô ˱ÿĄñûøò˲ ÷þĄĂøýö ĄýøăĂ ðāôýˑă ðòòôĂĂøñûô 
˱õþā ă÷ô óøĂðñûôó˲ ðýó ă÷ôāô ðāô ýþ òðûû ñĄăăþýĂ øý òðĂô ă÷ôĈ ýôôó ÷ôûÿ˅˕   

Overcrowding  

The housing cost ñĄāóôý ÷ðĂ òðĂòðóøýö ôõõôòăĂ þý āôĂøóôýăĂˑ ÷þüô ðýó Ăþòøðû ôýąøāþýüôýă˅ 
Overcrowding, housing instability, and homelessness are a few of the themes that emerged in 
discussions with focus group and interview participants. For example, f ocus 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 participant shared, ˔) ðü ăāĈøýö ăþ öôă ð÷ôðó Ăþ ) work two jobs overnight, but 
ñôòðĄĂô ) òðýˑă ðõõþāó āôýă þý üĈ þĆý, I have a lot of roommates. You live with too much stress 

ñôòðĄĂô ĈþĄˑāô Ćþāúøýö ăþþ ÷ðāóʿ ðýó ă÷ôý ĈþĄ ÷ðąô ăþ òþüô ñðòú ÷þüô ăþ ð ûþă þõ ÿôþÿûô Ć÷þ 
üøö÷ă ñô ýþøĂĈ þā Ąýòûôðý˅˕ Further, a  few  key informants described resident requirements 
imposed on city employees that are increasingly burdensome as the cost of housing becomes 

more expensive. One interviewee shared, )̝ òðýˑă ăôûû ĈþĄ ÷þĆ üĄò÷ )ˑąô ÷ôðāó þõ ĈþĄýöôā òøăĈ 
employees having mul tiple jobs, needing to supplement their income with a second or third job. 
)ăˑĂ ÷ðāó õþā ÿôþÿûôʿ õþā Ćþāúøýö õðüøûøôĂ ăþ üðúô ôýóĂ üôôă ˱Ćøă÷ ă÷ôĂô āôĀĄøāôüôýăĂ˲˅˕    

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  ʕa proportion that was triple the average across 
Boston (3.1%) ( Figure 35).  

Figure 35. Percent Housing Units Experiencing Overcrowding, by Boston and Neighborhood, 2013- 2017 

 
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. /ýô %ðĂă "þĂăþý āôĂøóôýă Ă÷ðāôóʿ ˔There are owners of 
houses and the first thing they ask you is whether or not you have kids and how many. If you 
÷ðąô úøóĂʿ ă÷ôĈ óþýˑă Ćðýă ăþ āôýă ăþ ĈþĄ˅˕ Focus group participants who resided in 
Allston/Brighton also spoke of challenges finding housing as parents. One ex ÿûðøýôóʿ ˔In this 
ðāôðʿ øăˑĂ ąôāĈ óøõõøòĄûă ăþ õøýó ðÿðāăüôýăĂ ñôòðĄĂô øăˑĂ ôćÿôýĂøąô ðýó ă÷ôĈ ðĂú õþā Ăþ üðýĈ 

[requirements] aʕnd they always ask about children too  ʕă÷ôĈ óþýˑă ûøúô øõ ĈþĄ ÷ðąô ò÷øûóāôý˅ )ăˑĂ 
difficult to find a nice place and if you fin ó øăʿ ă÷ô āôĂă øĂ Ăþ ôćÿôýĂøąô˅˕ Other focus group  
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 2 018, 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 cases were 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 

 
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. 

Table 8. Total Number of Homeless Individuals Living in Boston, by Race, Ethnicity, and Shelter Type, 2018 

 Sheltered    

 Emergency 
Shelter  

Transitional 
Housing Unsheltered Total 

Percent of 
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% 

Native Hawaiian or Other Pacific 
Islander  

38 3 0 41 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 5,427 598 163 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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Table 9. Total Number of Homeless Households Living in Boston, by Household Type and Shelter Type, 2018 

 Sheltered    

 Emergency 
Shelter  

Transiti onal 
Housing Unsheltered Total 

Percent 
of Total 

Households without children  1,806 407 163 2,376 67.4% 

Households with at least one adult and 
one child 

1,075 46 0 1,121 31.8% 

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 illness 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 that t 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 
0ûðøý Ă÷ðāôóʿ ˔For those of us who are homeless, Boston on ly has single sex shelters. But where 

óþôĂ ă÷ðă ûôðąô ăāðýĂ ÿôþÿûô ûøúô üôˌ˕  It should be noted that Boston has enacted non -
discrimination policies in housing and shelters that prohibit discrimination against transgender 
or gender -nonconforming persons. 27  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 trauma was a  significant 
challenge to overcom ing  housing instability. One interviewee illuminat ed this experience by 
ôćÿûðøýøýöˁ ˔Many of our [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 strong resili ôýòô ðýó öāøă˅ (þĆôąôāʿ ă÷ôĈ óþýˑă ðûĆðĈĂ ÷ðąô 
the tools to take them out of the day -to-day crisis; once your life spirals, it can be challenging to 
öôă þĄă þõ ă÷ðăʿ ôĂÿôòøðûûĈ øõ ĈþĄˑāô Ćðûúøýö ðāþĄýó Ćøă÷ ăāðĄüð þý ĈþĄā ñðòú˅˕  

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 -āôĂÿþýóôāĂ˅ /ýô øýăôāąøôĆôô ôćÿûðøýôóʿ ˔Being homeless is not a crime, but when people 
see homeless individuals, they assume they might be a criminal and call [the police] to remove 
ă÷ôü õāþü ÿûðòôĂ˅˕  

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 āðýòøĂ (þĄĂôʿ ðüþýö þă÷ôāĂ˅ /ýô Ă÷ðāôóʿ ˔The city has a 
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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. 
the chronicaûûĈ ÷þüôûôĂĂˮʿ Ć÷þ ðāô ă÷ôý ÿāøþāøăøĉôó õþā ÷þĄĂøýö ă÷āþĄö÷ ð üðăò÷øýö ĂĈĂăôü˅˕  

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, ˔)āþýøòðûûĈʿ 
ÿôþÿûô Ć÷þ ðāô ÷þüôûôĂĂ ñĄă ˱Ć÷þ ðāô ýþă òðăôöþāøĉôó˲ ðĂ ˔ò÷āþýøò˕ ÷ðąô õôĆôā þÿăøþýĂ ðýó 
ûøüøăôó āôĂþĄāòôĂ˅˕ There was also the 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, ˔"þĂăþý ÷ðĂ öāôðă 
shelters in the area ă÷ðă ðāô ăôüÿþāðāøûĈ ÷þĄĂøýö üþă÷ôāĂ Ćøă÷ ĈþĄýö ò÷øûóāôýʿ ñĄă øăˑĂ ÷ðāó 
because [families] may be in the shelter for up to two years because of the inability to find an 

ðÿðāăüôýă ă÷ðă ðòòôÿăĂ 3ôòăøþý љ ąþĄò÷ôāĂ˅˕ 

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).  

Table 10. Boston MassHealth Patients from Partners Health care and Boston Medical Center Screened 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 quality 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 
÷ðąô üðóô øýąôĂăüôýăĂ ăþ øüÿāþąô ă÷ôøā ýôøö÷ñþā÷þþóˑĂ ûøąøýö òþýóøăøþýĂ˅ /ýô āôĂøóôýă Ă÷ðāôóʿ 

L̝iving in Allston is very good because the universities are creating a lot of new buildings and 
resources for the neighborhood to make it nicer ˅˕  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  
ă÷ðă ûðýóûþāóĂ þõăôý ˔óþ Ć÷ðă ă÷ôĈ Ćðýă˕ including developing additional units within their 
buildings without notifying residents. One M attapan resident shared, ˔-Ĉ ûðýóûþāó øĂ üðúøýö 
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the basement into a 3 -ñôóāþþü ðÿðāăüôýăʿ ñĄă ă÷ôĈ óøóýˑă ôąôý ûôă ĄĂ úýþĆ˅ ) ă÷þĄö÷ă 
òþýĂăāĄòăøþý ÿûðòôĂ ðāô ĂĄÿÿþĂôó ăþ ÷þûó òþüüĄýøăĈ üôôăøýöĂ ñĄă ă÷ôĈˑāô ýþăʿ ðýó øõ ă÷ôĈ ðāôʿ øõ 
they are making people awa āô þõ ă÷ôü˅˕ Another focus group participant shared this sentiment 
ðýó ðóóôóʿ ˔Some greedy landlords will divide one apartment into multiple tiny units for 
āôýăôāĂ˅˕ Similarly, key informants cited a need for more equitable investments across housing 
units  in Chinatown. One shared, ˔4÷ôāô ÷ðĂ ñôôý ð āôĂĄāöôýòô øý ă÷ô ˱#÷øýðăþĆý˲ òþüüĄýøăĈ 
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 
ăþ úôôÿ Ąÿ ă÷ôøā ñĄøûóøýöĂˀ øă ĆþĄûó ñô ýøòô ăþ Ăôô üþāô þõ ðý øýąôĂăüôýă øý ă÷ôĂô ÿāþÿôāăøôĂ˅˕  

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÷ôāô ðāô ð ûþă þõ ĂøăĄðăøþýĂ Ć÷ôāô ÿôþÿûô ðāô ûøąøýö øý ÷þĄĂøýö ă÷ðă øĂ ýþă öþþó ðýó ă÷ôĈ 
òðýˑă ĂðĈ ðýĈă÷øýö ñôòðĄĂô ă÷ôĈ ðāô Ăòðāôó ăþ ñô úøòúôó þĄă˅˕  

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. 29 Transportation can also have 

health consequences, including traffic -related accidents, air pollution exposure, and sedentary 
lifestyles linked with less active forms of transportation. 30  

  

˨_ĆĚġ ˚ĖÙĚíÓÙĀġĚ˛ ĖÙúĴ ĆĀ ēĥÌúíÎ ġĖÀĀĚēĆĖġÀġíĆĀ ÀĀÓ íġ íĚ ÓíææíÎĥúġ ĲëÙĀ ġëÙ ĚíçĀĚ ÀĖÙ ĀĆġ íĀ
their language. They may not understand announcements about delays or emergencies, 

and it makes them feel insecure about how ġĆ ĀÀıíçÀġÙː˩ ˞  Key informant 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 
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focus group members and interviewees. Efforts such as Go Boston 2030 and bike share 
ÿāþöāðüĂ Ćôāô Ăôôý ðĂ ÿþĂøăøąô ĂăôÿĂ ăþ ðóóāôĂĂ ă÷ô òøăĈˑĂ ăāðýĂÿþāăðăøþý ò÷ðûûôýöôĂ˅  

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 ʿ ˔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 ā˅˕ Still, 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, ˔) ă÷øýú ă÷ô ĂĄñĆðĈ ðýó ñĄĂ ĂĈĂăôü ðāô ąôāĈ òþýąôýøôýă˅ "Ąă ă÷ô ĂĄñĆðĈĂ ðāô Ăþ óøāăĈʿ ) 
can always  notice strong  urine odor by Chinatown station and Tufts Med øòðû #ôýăôā Ăăðăøþý˅˕  
3øüøûðāûĈʿ þă÷ôāĂ Ăÿþúô ðñþĄă ă÷ô þûó øýõāðĂăāĄòăĄāô þõ ă÷ô òøăĈˑĂ ÿĄñûøò ăāðýĂÿþāăðăøþý ĂĈĂăôü˅ 
As one key informant interviewee noted, ˔7ô ÷ðąô ðý þûó ăāðýĂøă ĂĈĂăôü ă÷ðă ýôôóĂ ð ûþă þõ 

investments in order to maintain what we curr ôýăûĈ ÷ðąô˅˕  Data show 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. 31  

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 APPENDIX 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, 
2013- 2017 

 
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  

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 center a 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 

 
DATA SOURCE: Fair Public Transportation Report: Community Health Center Directors Roundtable, 2015  

In 2014, data show that residents in t 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 I).  

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 
òþüÿþĄýóøýö ÿðāúøýö øĂĂĄôĂ˅ !Ă þýô ÿðāăøòøÿðýă ôćÿûðøýôóʿ ˔The idea that the city would provide 
more housing without parking is a real challenge, especially as you start thinking of initiatives 
ûøúô óôóøòðăôó ñĄĂ ûðýôĂ˅˕ Furt her, ride shares such as Uber and Lyft were described as 

exacerbating congestion issues. One interviewee shared, ˔5ñôā ðýó ,Ĉõă ÿāþąøóô üþāô 
accessibility to transit and is a great resource for disabled residents and seniors. But we see these 
trips competi ýö Ćøă÷ ÿĄñûøò ăāðýĂøăʿ ðýó Ćôˑāô Ăôôøýö üþāô ăāøÿĂ ÷ðÿÿôýøýö øý ÿôðú ÷þĄāĂʿ ðóóøýö 
ăþ òþýöôĂăøþý˅˕ 

Several focus group and interview participants, 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 
resident shared, ˔&þā āøóôĂ ă÷āþĄö÷ Ăþòøðû ĂôāąøòôĂʿ ĈþĄ ÷ðąô ăþ òðûû є óðĈĂ øý ðóąðýòô ðýó ă÷ôĈ 
are Ăăøûû ûðăô˅ 4÷ôý Ć÷ôý ĈþĄā ðÿÿþøýăüôýă øĂ óþýô ĈþĄ Ăøă ă÷ôāô ðûû óðĈ Ćðøăøýö˅˕ Another 
resident agreed and added ʿ ˔4÷ô ąðýĂ ă÷ðă òþüô ăþ ÿøòú Ąÿ ˱ĂôýøþāĂ˲ ðāô ąôāĈ ăðûû ðýó ˱Ćô˲ òðýˑă 
öôă øýăþ ă÷ôü ðýó øăˑĂ õāøö÷ăôýøýö˅˕ Further, a few focus group partici pants noted concerns of 
ÿāþÿþĂôó ñĄĂ āþĄăôĂ ñôøýö òĄăʿ Ă÷ðāøýöʿ ˔An upcoming concern for me is that the MBTA is 
ă÷øýúøýö þõ òĄăăøýö Ăþüô ñĄĂ ûøýôĂ ðýó øă òþĄûó øüÿðòă ă÷ô ôûóôāûĈ˅˕  
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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, 
M̝ost [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 
ă÷ôü õôôû øýĂôòĄāô ðñþĄă ÷þĆ ăþ ýðąøöðăô˅˕ It was noted that these issues were especially 
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 informant shared, ˔˱2ôĂøóôýăĂ˲ Ćøă÷ üþñøûøăĈ øĂĂĄôĂ üðĈ ñô ðñûô ăþ ăðúô 
advantage of services like The RIDE from MBTA, but you have to call and request that service , 

and for Chinese-Ăÿôðúøýö øýóøąøóĄðûĂʿ ă÷ðă òðý ñô ð ò÷ðûûôýöô˅˕ A few focus group participants 
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.  

Table 11. Percent Boston CHNA Survey Respondents Reported Transportation Barriers to Getting to Medical 
Appointments, Meetings, Work, or Getting Things Needed for Daily Living, By All Respondents and Primary 
Language, 2019  

 

All 
Respondents 

(N=2,012) 
Chinese 
(N=137) 

English 
(N=1,769) 

Haitian 
Creole 
(N=55) 

Portuguese 
(N=47) 

Spanish 
(N=362) 

Vietnamese 
(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 
transportation  

19.2% 15.3% 18.6% 21.8% 21.3% 19.6% 28.1% 

Cost of 
transportation  

15.5% 7.3% 14.9% 18.2% 14.9% 23.8% 13.4% 

Limited 
opportunities for 
safe bicycle riding 

8.5% 1.5% 8.5% 3.6% 6.4% 7.7% 4.9% 

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 I 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 

"þĂăþýˑĂ üþĂă ÿāôĂĂøýö ăāðýĂÿþāăðăøþý øĂĂĄôĂ ñĈ ðóóāôĂĂ ûþýö-term inequality, increasing 
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 
øýăôāąøôĆôô ôćÿûðøýôó ă÷ðă øý ÷øö÷ ýôôóĂ ðāôðĂ ˔ă÷ôāôˑĂ ð ÷Ąöô þÿÿþāăĄýøăĈ ăþ øüÿāþąô ñĄĂ 
service through dedicated lane or queue jumps (a type of roadway geometry used to provide 

ÿāôõôāôýòô ăþ ñĄĂôĂ ðă øýăôāĂôòăøþýĂʿ þõăôý õþĄýó øý ñĄĂ āðÿøó ăāðýĂøă ĂĈĂăôüĂˮ˅˕ 

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, ˔) ă÷øýú ă÷ôĂô ñøö øýĂăøăĄăøþýĂ òðý Ăăðāă ÷ôûÿøýö Ćøă÷ ă÷ôøā þĆý ÿāðòăøòôĂ˅ )ăˑĂ 
helpful when organizations adopt policies that provide their st aff with transportation 

þÿÿþāăĄýøăøôĂ˅˕  

Green Space and the Built Environment  

Why is This Important? 

  

Over 8% of land in Boston is comprised of parks, playgrounds, and athletic fields. 

'āôôý Ăÿðòô ðýó ă÷ô ñĄøûă ôýąøāþýüôýă øýõûĄôýòô ă÷ô ÿĄñûøòˑĂ ÷ôðûă÷, particularly in relation to 
chronic diseases. Urban environments and physical spaces can expose people to toxins or 
pollutants, affecting health conditions such as cancer, lead poisoning, and asthma. 33 There is 

compelling evidence that changes in environm ental policies can have an impact on children and 
families. 34 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. 35  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. 36   

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, 
øýóøòðăøýö ð ˔ąôāĈ Ćðûúðñûô˕ òþüüĄýøăĈ˅37  However , focus group members and interviewees 

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 
õþòĄĂ öāþĄÿĂ ă÷āþĄö÷þĄă ă÷ô òøăĈ˅ !Ă þýô õþòĄĂ öāþĄÿ ÿðāăøòøÿðýă ĂĄüüðāøĉôóʿ ˔You need to keep 
ð öþþó ôýąøāþýüôýă ăþ üðøýăðøý ð ÷ôðûă÷Ĉ ûøõô˅˕ Focus group participants in Allston/Brighton, 
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 
ÿðāăøòøÿðýă ôćÿûðøýôóʿ ˔People are cutting the trees  for the big buildings . If you take the trees, 
ĈþĄ õøýó üþāô òðāñþý üþýþćøóôʿ øýòāôðĂôĂ øý òðýòôāʿ üþāô ĂăāôĂĂˆĈþĄ Ćøûû ýþă õøýó ÿôðòô øý ă÷ô 
òþüüĄýøăĈ ðýĈüþāô˅˕ A parent from Allston agreed and added  ˔)ˑü Ąýóôā ă÷ô øüÿāôĂĂøþý ă÷ðă 

people are forgetting about children [in Allston/Brighton]. How is it t hat there are more dog 
parks and not any  parks  õþā ò÷øûóāôýˌ˕ Focus group 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.  

!Ă ýþăôó øý ă÷ô !ÿÿāþćøüðăôûĈ ёіӌ þõ "þĂăþýˑĂ ёє ĂĀĄðāô üøûôĂ ˭ôćòûĄóøýö (ðāñþā )ĂûðýóĂˮ øĂ 
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 
noted in Health of Boston 2016 -яэює āôÿþāăʿ ðÿÿāþćøüðăôûĈ юю ĂĀĄðāô üøûôĂ þõ "þĂăþýˑĂ ёѕ 
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 

 
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 57 to 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 

 
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  

./4%3ˁ ˔""˕ øýòûĄóôĂ ă÷ô "ðòú "ðĈʿ "ôðòþý (øûûʿ $þĆýăþĆýʿ .þāă÷ %ýóʿ ðýó 7ôĂă %ýóˀ ˔3%˕ øýòûĄóôĂ 3þĄă÷ %ýó ðýó #÷øýðăþĆýˀ 7ðûk 

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 

 
 

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 Environment and Neighborhood Development 

In several focus groups across the city there was a perception that many areas were becoming 
þąôāòāþĆóôó Ćøă÷ ýôĆ óôąôûþÿüôýăĂ˅ /ýô āôĂøóôýă õāþü $þāò÷ôĂăôā Ă÷ðāôóʿ ˔They build and 
ñĄøûó Ąýăøû Ćôˑāô ĂăĄõõôó øý ûøúô ÿðòú āðăĂˆôąôāĈ ûøăăûô Ăûþă ă÷ôĈˑāô ñĄøûóøýö Ăþüôă÷øýöˀ Ćôˑāô 
ûøăôāðûûĈ ûøąøýö þý ăþÿ þõ þĄā ýôøö÷ñþāĂ˅˕ These overcrowding concerns were echoed in East 
"þĂăþý ðýó #÷øýðăþĆýʿ Ćøă÷ þýô āôĂøóôýă Ă÷ðāøýöʿ ˔)ý ă÷ô üþāýøýöĂ øăˑĂ āôðûûĈ ÷ðāó ăþ öôă 
around because the construction makes things congested. There needs to be a response soon to 
ôąôāĈă÷øýö ă÷ðă øĂ ñôøýö ñĄøûă˅˕ ! úôĈ øýõþāüðýă ðóóôóʿ ˔Chinatown is congested. Elliot Norton 

Park and Chinatown Park have very small patches of unutilized space, but nothing is t here right 
now. These could be better used if whoever owns these spaces put down some grass and other 
ÿûðýăĂ˅˕ In 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 
Ćôāô ðóóøýö ăþ ă÷ô ÿāôĂôýòô þõ āþóôýăĂ˅ /ýô āôĂøóôýă õāþü $þāò÷ôĂăôā ôćÿûðøýôóʿ ˔I see a lot of 
òþýĂăāĄòăøþýʿ ðýó òþýĂăāĄòăøþý ñāôôóĂ āðăĂ˅˕ Snow removal was also described as a concern by 

focus group participants in Chinatown, East Boston, and Dorchester. One resident shared, ˔) 
experience many issues during snow season; the city does not clean up all the streets around 
Chinatown on time and t ÷ô ĂăāôôăĂ öôă ýðāāþĆôā Ć÷ôý ÿôþÿûô ăāĈ ăþ ÿðāú ñĈ ă÷ô üôăôāĂ˅˕  

Further, focus group participants who resided in the South End and in Chinatown reported a 
lack of public restrooms in their neighborhoods. APPENDIX I 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. 39 By contrast, lack of connectedness has been shown to be linked to 

depression and  is a risk factor for early mortality. 40  

  

˨-ĆÿÿĥĀíġíÙĚ ëÀıÙ ÎëÀĀçÙÓ ĚĆ ĖÀÓíÎÀúúĴ ĆıÙĖ ġíÿÙ˕ ġëÙ ÎĆÿÿĥĀíġĴ æÀÌĖíÎ íĀ ġÙĖÿĚ Ćæ
[young people] caring for an elder has changed. Just like it takes a village to raise child, it 

takes a village to raise an ÙúÓÙĖː˩ ˞  Key informant interviewee  

 
At the community level, the cohesiveness of a community has been shown to be positively 
related to self -reported health and mortality. 41 #þýąôāĂôûĈʿ óøĂòāøüøýðăøþý ðĂ ÿðāă þõ þýôˑĂ Ăþòøðû 

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. 42 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 
illness. 43,44 
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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 
óøõõôāôýòôĂ˅ 'ôýăāøõøòðăøþý ÷ðĂ ûøúôĆøĂô ò÷ðýöôó ă÷ô ˔õôôû˕ þõ Ăþüô ýôøö÷ñþā÷þþóĂʿ ĂÿôòøõøòðûûĈ 
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.  

  

˨M çĖÙĲ ĥē ëÙĖÙ ÀĀÓ íġ˫Ě ÎëÀĀçÙÓ ĚĆ ÿĥÎë˕ M ëÀĖÓúĴ ÷ĀĆĲ ÀĀĴĆĀÙ íĀ ġëÙ ĀÙíçëÌĆĖëĆĆÓ

ÀĀĴÿĆĖÙː˩ ˞  Focus group participant 

 
For example, Haitian residents in Mattapan indicated supporting small businesses run by other 
Haitian immigrants. 2ôĂøóôýăĂ øý %ðĂă "þĂăþý āôõôāôýòôó õôôûøýö ˔ôý òðĂð˕ with their fellow 
Latino neighbors ; translated to ˔üðúô ĈþĄāĂôûõ ðă ÷þüô˕t˦he phrase means to extend 

÷þĂÿøăðûøăĈ ðýó āôĂÿôòă ăþ þýôˑĂ ýôøö÷ñþā˅ )ý #÷øýðăþĆýʿ øă ĆðĂ ýþăôó ă÷ðă ă÷ôāô ðāô Ăăāþýö 
connectio ns between newly arrived immigrants and those who have been here longer. One 
øýăôāąøôĆôô Ă÷ðāôóʿ ˔Parents whose families have benefited from services give back and help 
advocate for other families and children. They become anchors of the community and enco urage 

þă÷ôāĂ ăþ ĄĂô āôĂþĄāòôĂ˅˕   

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 ăôā Ă÷ðāôóʿ ˔No one knows each other anymore 
or talks to each other like they used to years ago. You can live right across the street from 
ĂþüôñþóĈ ðýó ýþă ôąôý úýþĆ ă÷ôøā õøāĂă ýðüô˅˕ A key informant described this type of insularity 
happening in South Bo ston as well, sharing ʿ ˔/ýô þõ ă÷ô ò÷ðûûôýöôĂ ÷ðĂ ñôôý ăþ öôă ÿôþÿûô õāþü 
the housing developments to participate in community events and activities. They feel so insular 
øý ă÷ô óôąôûþÿüôýăĂˆ˕ A few focus group 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 üðýă ĂĄüüðāøĉôóʿ ˔Communities 
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 to raise child , øă ăðúôĂ ð ąøûûðöô ăþ āðøĂô ðý ôûóôā˅˕  

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. 
/ýô úôĈ øýõþāüðýă ôćÿûðøýôóʿ ˔9þĄˑûû Ăôô øýĂăðýòôĂ Ć÷ôý þāöðýøĉðăøþýĂ āðûûĈ ăþöôă÷ôā ăþ òûôðý 
ă÷ô ÷þüô þõ ĂôýøþāĂ ˱Ć÷þ ðāô ÷þðāóôāĂ˲˅ 4÷ôý Ćôˑûû òþüô ñðòú ї üþýă÷Ă ûðăôāʿ ðýó ă÷ôør 

òþýóøăøþýĂ ðāô āøö÷ă ñðòú Ć÷ôāô ă÷ôĈ Ćôāô ðýó øăˑĂ ñôòðĄĂô ă÷ôĈ ÷ðąôýˑă ûôõă ă÷ôøā ÷þĄĂô þā Ăÿþúôý 
ăþ ðýĈþýô øý ĆôôúĂ˅˕   

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 
ýþăôó ă÷ðă ĈþĄýöôā ÿāþõôĂĂøþýðûĂ Ćôāô ò÷ðýöøýö ă÷ô ˔feel˕ þõ ă÷ôĂô ðāôðĂ˅ &þā ôćðüÿûôʿ þýô 
Roxbury āôĂøóôýă Ă÷ðāôóʿ ˔) öāôĆ Ąÿ ÷ôāô ðýó øăˑĂ ò÷ðýöôó Ăþ üĄò÷ˀ ) ÷ðāóûĈ úýþĆ ðýĈþýô øý ă÷ô 
ýôøö÷ñþā÷þþó ðýĈüþāô˅˕ Focus group participants attributed this lack of community linkages to 
gentrification and displacement. One key informant shared, ˔)õ ĈþĄˑąô ñôôý working with people 
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 
òûôðýôā ðýó ðāô ýþĆ öôăăøýö ÿāøòôó þĄăˆÿĄĂ÷ôó ðĆðĈ˅˕  

When asked about perceptions of community cohesion or connectedness, approximately three -

quarters 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. 

2ôĂÿþýĂôĂ ăþ ă÷ôĂô ĀĄôĂăøþýĂ ñĈ ĂĄāąôĈ āôĂÿþýóôýăĂˑ ýôøö÷ñþā÷þþó òðý ñô õþĄýó øý APPENDIX I.  
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Figure 42ː +ĆĚġĆĀ -K` zĥĖıÙĴ vÙĚēĆĀÓÙĀġĚ˫ vÙēĆĖġÙÓ sÙĖÎÙēġíĆĀĚ Ćæ -ĆÿÿĥĀíġĴ -ĆëÙĚíĆĀ íĀ ¢ëÙíĖ
Neighborhood, 2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%ˁ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ āôĂÿþýóôó ˔ýþă ðÿÿûøòðñûôˢóþýˑă úýþĆ˕ 

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%) .  

77.2%

72.7%

67.6%

56.0%

35.3%

22.8%

27.3%

32.4%

44.0%

64.7%

My neighbors and I want the same thing
for our neighborhood.

I expect to live in my neighborhood for a
long time.

People in my neighborhood help each
other out.

I can recognize most of the people who
live in my neighborhood.

I have a lot of influence over what my
neighborhood is like.

Strongly Agree/Somewhat Agree Somewhat Disagree/ Strongly Disagree

My neighbors and I want the same thing for 
our neighborhood(N=1,611)

I expect to live in my neighborhood for a long 
time (N=1,841)

People in my neighborhood help each other 
out (N=1,831)

I can recognize most of the people who live in 
my neighborhood (N=1,976)

I have a lot of influence over what my 
neighborhood is like (N=1,681)
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Figure 43ː +ĆĚġĆĀ -K` zĥĖıÙĴ vÙĚēĆĀÓÙĀġĚ˫ vÙēĆĖġÙÓ sÙĖÎÙēġíĆĀĚ -íıíÎ 8ĀçÀçÙÿÙĀġˋ ʶʴʵʽ 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTE: Percentage calculations do not øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ āôĂÿþýóôó ˔ýþă ðÿÿûøòðñûôˢóþýˑă úýþĆ˕ 

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 Eligible to Vote Reporting Voting Behaviors 
(N=1,397), 2019 

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%ˁ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔) ðü ýþă ôûøöøñûô ăþ ąþăô˕ ðýó ˔ÿāôõôā ýþă ăþ ðýĂĆôāˢóþýˑă úýþĆ˕ 

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  rang ed 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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decision-making.

I know who my elected representatives are.
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express my opinions or concerns.
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It is important to me to be involved in 
government decision-making (N=1,601)

I know who my elected representatives are 
(N=1,585)

I know how to contact my elected 
representatives to express my opinions or 

concerns (N=1,546)

I feel that I can influence decisions made by 
City/State/Federal government (N=1,565)
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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 I). 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 Day- To- Day Life, 2019 

 
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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35.9%

48.7%

56.3%

64.7%

69.6%

71.7%

You are treated with less courtesy than other

people are

0ôþÿûô ðòă ðĂ øõ ă÷ôĈˑāô ñôăăôā ă÷ðý ĈþĄ ðāô
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people are
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You are called names or insulted

You are threatened or harassed
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You receive poorer service than others when
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other people are (N=1,809)

tŜƻǇƭŜ ŀŎǘ ŀǎ ƛŦ ǘƘŜȅΩǊŜ ōŜǘǘŜǊ ǘƘŀƴ ȅƻǳ 
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people at restaurants or stores (N=1,789)
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(N=1,795)
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(N=1,801)

People act as if they are afraid of you 
(N=1,799)

You receive poorer service than others 
when receiving medical care (N=1,786)
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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 

 
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 
to 100 %ˀ 0ôāòôýăðöô òðûòĄûðăøþýĂ øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ðûüþĂă ôąôāĈ óðĈʿ˕ ˔ðă ûôðĂă þýòô ð Ćôôúʿ˕ ˔ð õôĆ ăøüôĂ ð üþýă÷ʿ˕ ðýó 

˔ð õôĆ ăøüôĂ ð Ĉôðā˕ ăþ ă÷ô ÿāôąøþĄĂ ĀĄôĂăøþý þý ôćÿôāøôýòôĂ þõ óøĂòāøüøýðăøþýˀ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýdents who 

Ăôûôòăôó ˔ÿāôõôā ýþă ăþ ðýĂĆôāˢóþýˑă úýþĆ˕ 

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 I includes additional  tables present ing  tests of sig nificant differences in reports of 
óøĂòāøüøýðăøþý øý ă÷ô ÿðĂă Ĉôðā ñĈ āôĂÿþýóôýăĂˑ āðòôˢôă÷ýøòøăĈʿ ðöô öāþĄÿĂʿ öôýóôā øóôýăøăĈʿ ðýó 
sexual orientation.    
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Table 12. Top Three Reported Perceived Reasons for Experiences of Discrimination If They Reported Experiencing 
Discrimination a Few Times a Year or More, by Selected Indicators, 2019 

 

Asian 
(N=91) 

Black 
(N=214) 

Latino 
(N=194) 

White 
(N=302) 

Under 18 
years 
(N=92) 

65+ 
years 
(N=59) 

Female 
(N=660) 

LGBTQ 
(N=238) 

1 Race  Race  Race  Gender Race  Age Gender Gender 

2 

Ancestry 
or 

national 
origins  

Gender Gender Age Age Race  Race  
Sexual 

orientation  

3 Gender Age 

Ancestry 
or 

national 
origins  

Some other 
aspect of 

your physical 
appearance 

Gender Gender Age Race  

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTE: Respondents were allowed to select multiple response options; therefore, percentages may not sum to 100% ;  Percentage 

òðûòĄûðăøþýĂ øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ðûüþĂă ôąôāĈ óðĈʿ˕ ˔ðă ûôðĂă þýòô ð Ćôôúʿ˕ ˔ð õôĆ ăøüôĂ ð üþýă÷ʿ˕ ðýó ˔ð õôĆ ăøüôĂ ð Ĉôðā˕ 

to the previous question on experiences of discrimination; Percentage calculations do not include responde ýăĂ Ć÷þ Ăôûôòăôó ˔ÿāôõôā ýþă ăþ 

ðýĂĆôāˢóþýˑă úýþĆ˕ 

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 their prefer āôó ÿāþýþĄýʿ òøăøýö ă÷ðă øă üðóô ă÷ôü õôôû ˔ýþă òþüÿûôăôûĈ Ăôôý ñĈ þă÷ôāĂ˅˕ Other 
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, ˔!ă ă÷ô ĂĄÿôāüðāúôăʿ ) ĆðĂ 
standing close to an American and accidently [grazed] him. He looked disgusted when I touched 
him and wiped his ðāü þõõ ûøúô ðý ðýøüðû ÷ðó ăþĄò÷ôó ÷øü˅ 4÷ðă ĂăøòúĂ Ćøă÷ ĈþĄ˅˕ These groups 
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 

þõ þýôˑĂ ðñøûøăĈ ăþ Ăÿôðú %ýöûøĂ÷ þā ñôòðĄĂô þõ þýôˑĂ ðòòôýă ĆðĂ ðûĂþ ð òþüüþý ă÷ôüô ðüþýö 
non-%ýöûøĂ÷ õþòĄĂ öāþĄÿ ÿðāăøòøÿðýăĂ˅ /ýô āôĂøóôýă ôćÿāôĂĂôóʿ ˔Even when you try to speak 

English - ă÷ôĈ ăāĈ ăþ ÷Ąüøûøðăô ĈþĄā ðòòôýă˅˕  

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 
"þĂăþýʿ !ûûĂăþýˢ"āøö÷ăþýʿ ðýó $þāò÷ôĂăôāʿ õþā ôćðüÿûôʿ óôĂòāøñôó øýĂăðýòôĂ õôôûøýö ˔othered by 
ă÷ôøā þĆý úøýó˕˅ This sentiment was illustrated by examples of employers under paying Latino  
āôĂøóôýăĂ þā ûðýóûþāóĂ øýõûðăøýö āôýă õþā āôĂøóôýăĂ Ć÷þ Ćôāô ýþă 7÷øăô˅ /ýô Ă÷ðāôóʿ ˔They 
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˱ôüÿûþĈôāĂ˲ ÿðĈ !üôāøòðýĂ оѓї ðý ÷þĄā õþā Ćþāú ñĄă øõ ĈþĄˑāô ,ðăøýþʿ ă÷ôĈ þýûĈ ÿðĈ ĈþĄ ођё 
ñôòðĄĂô ă÷ôĈ úýþĆ ĈþĄ Ćþýˑă āôÿþāă øă˅˕  There were some ment ions of experiences 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, ˔(þĂÿøăðûĂ óþýˑă ăāôðă ĈþĄ 

ă÷ô Ăðüô Ć÷ôý ĈþĄˑāô ÷þüôûôĂĂˀ ă÷ôĈ ăāôðă ĈþĄ āôðûûĈ ñðóûĈ˅ )õ ĈþĄ òþüô øý ĈþĄˑāô ăāôðăôó ñðóûĈ 
by everyone- the security, t ÷ô ýĄāĂôĂʿ ă÷ô óþòăþāĂ˅˕ Homeless individuals were 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 
üôă÷ðüÿ÷ôăðüøýô˅ /ýô õþòĄĂ öāþĄÿĂ ÿðāăøòøÿðýă Ă÷ðāôóʿ ˔One of the hardest things is people 
Ćðûúøýö ðāþĄýó Ćøă÷ ă÷ôøā õðûĂô ĂþñāøôăĈ˅ 0ôþÿûô Ć÷þ ðāôýˑă ĄĂøýö ÷ôāþøý ñĄă ă÷ôĈˑāô þý ÿøûûĂ ðýó 
ă÷ôĈˑāô ûþþúøýö óþĆý þý ÿôþÿûô˅ 9þĄˑāô ôøă÷ôā Ăþñôā þā ĈþĄˑāô ýþă Ăþñôā˅˕  

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 Assets and Resources 

Why is This Important? 

Understanding the resources and services available in a community a˦s well as their 
distribution h˦elps 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 ˅  .ôøö÷ñþā÷þþóĂ Ćôāô óôĂòāøñôó ðĂ ñôøýö ˔ăøö÷ă-úýøă˕ Ćøă÷ 
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 ăøòĂ þõ "þĂăþýøðýĂ˅ 4÷ô òøăĈˑĂ òþûûôöôĂ ðýó 
universities are world class.  

  

˨vÙçÀĖÓúÙĚĚ Ćæ ġëÙ ÎëÀĀçíĀç æÀÎÙ Ćæ ġëÙ ÎĆÿÿĥĀíġĴˋ ġëÙĖÙ íĚ Ěġíúú À ĖÙÀú ĚÙĀĚÙ Ćæ
community here. sÙĆēúÙ úĆĆ÷íĀç Ćĥġ æĆĖ ÙÀÎë ĆġëÙĖˌÀĀÓ ġëÙ ÀÿĆĥĀġ Ćæ ĚÙĖıíÎÙĚ ÀĀÓ
variety of services is just incredible. We hope to keep that richness within the 

ÎĆÿÿĥĀíġĴː˩ ˞  Focus 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 belong ing  to a strong faith -based community that 
provides emotional and tangible supports for those who have unmet needs . Key informants who 
Ćþāúôó Ćøă÷ ò÷øûóāôý óôĂòāøñôó ðý ˔incredi ble resilience˕ ðüþýö ò÷øûóāôý Ć÷þ ÷ðąô ôćÿôāøôýòôó 
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÷ôāôˑĂ Ăþ üĄò÷ ă÷ðă ă÷ô òøăĈ þõ "þĂăþý ÷ðĂ ăþ þõõôāˀ øă ÷ðĂ Ăþüô þõ ă÷ô ñôĂă òþûûôöôĂ ðýó 

universities, best teaching hospitals and traveling [ health care˲˅˕ Similarly, residents in 
Chinatown described the close proximity to services as a strength in their neighborhood. One 
key informant shared,  /̝ýô þõ #÷øýðăþĆýˑĂ öāôðăôĂă Ăăāôýöă÷Ă øĂ ă÷ðă ĈþĄ ÷ðąô ðòòôĂĂ ăþ ðûüþĂă 

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, ˔)ý JP we are very lucky to have 
the pond and the Arboretum. There is good transportation and not a lot of fast food restaurants 

ðāþĄýó˅ 0ôþÿûô ðāô ðñûô ăþ ðòòôĂĂ ÿāøüðāĈ òðāô ĂôāąøòôĂ Ćøă÷þĄă ÷ðąøýö ăþ öþ ăþþ õðāˆă÷ô 
ýôøö÷ñþā÷þþó ÷ðĂ ð ûþă öþøýö õþā øă˅˕ 

Diversity and multiculturalism were seen as strengths across the city. Focus group and 

øýăôāąøôĆ ÿðāăøòøÿðýăĂ óôĂòāøñôó ă÷ôøā òþüüĄýøăøôĂ ðĂ ˔ăøö÷ă-úýøă˕. Participants  described an 
engaged community that is willing to help those who are struggling. One focus group 

participant  Ă÷ðāôóʿ ˔Regardless of the changing face of the community, there is still a real sense 
of community here . 0ôþÿûô ûþþúøýö þĄă õþā ôðò÷ þă÷ôāˆðýó ă÷ô ðüþĄýă þõ ĂôāąøòôĂ ðýó ąðāøôăĈ þõ 
services is just incredible. We hope to keep that ric ÷ýôĂĂ Ćøă÷øý ă÷ô òþüüĄýøăĈ˅˕ Another key 
øýõþāüðýă ôò÷þôó ă÷øĂ Ăôýăøüôýă ðýó Ă÷ðāôóʿ ˔Every community in Boston has profound assets. 
We have a strong history of activism, strong connections to diverse communities and cultures, 
and close proximity to leadin ö āôĂôðāò÷ôāĂ ðýó ă÷øýúôāĂ˅˕ Focus group and interview participants 
óôĂòāøñôó ă÷ô Ăăāþýö Ćþāú ôă÷øò ðýó ˔Ćøûû ăþ ĂĄāąøąô˕ as a strength in immigrant communities. 

Neighborhoods like Chinatown w ere noted as a strong cultural hub by key informants, with one 
sharing, ˔4÷ô #÷øýðăþĆý 'ðăô ýþĆ ÷ðĂ ðý øýòûĄĂøąô ðýó Ćôûû-maintained park, and many tourists 
õāþü ðûû þąôā ă÷ô Ćþāûó òþüô ăþ ăðúô ÿ÷þăþĂ ðă ă÷ô 'ðăôˀ øăˑĂ ñôòþüô ð ăþĄāøĂă ðăăāðòăøþý õþā ð ûþă 
þõ ÿôþÿûô˅˕ Residents 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 
āôĂÿþýóôýăĂ ýþăôó ˔üĈ òþüüĄýøăĈ øĂ òûþĂô ăþ üôóøòðû ĂôāąøòôĂ˕ ˭ѓі˅эӌˮʿ ˔üĈ òþüüĄýøăĈ ÷ðĂ 
ÿôþÿûô þõ üðýĈ āðòôĂ ðýó òĄûăĄāôĂ˕ ˭ѓє˅ђӌˮʿ ˔ÿôþÿûô Ăÿôðú üĈ ûðýöĄðöô˕ ˭ђё˅ѕӌˮʿ ðýó ˔üĈ 
community ÷ðĂ öþþó ðòòôĂĂ ăþ āôĂþĄāòôĂ˕ ˭ђё˅ѓӌˮ ˭Figure 47). Table 13 provides the 
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 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTES: Percentage calculations do not include respondents wh þ Ăôûôòăôó ˔ýþýô þõ ă÷ô ðñþąô˕ 
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Table 13. Percent Boston CHNA Survey Respondents Reporting Strengths of Their Community or Neighborhood, by Selected Neighborhoods, 2019 

  

Allston/  
Brighton 
(N=202) 

Chinatown 
(N=67) 

Dorchester 
(N=454) 

East Boston 
(N=169) 

Hyde Park 
(N=85) 

Jamaica Plain 
(N=176) 

Mattapan 
(N=82) 

Roslindale 
(N=128) 

Roxbury 
(N=152) 

South End 
(N=102) 

1 

My 
community is 

close to 
medical 
services 

My 
community is 

close to 
medical 
services 

My community 
has people of 
many races 
and cultures 

My community 
is close to 
medical 
services 

My community 
has people of 

many races and 
cultures  

My community 
has people of 
many races 
and cultures 

My 
community 
has people 

of many 
races and 
cultures  

My community 
has people of 
many races 
and cultures 

My 
community 

has people of 
many races 
and cultures 

My 
community is 

close to 
medical 
services 

2 

My 
community 

has people of 
many races 
and cultures 

People speak 
my language 

People speak 
my language 

(tied) 

My community 
has people of 
many races 
and cultures 

My community 
has good 
access to 
resources  

People accept 
others who 
are different 

than 
themselves 

(tied) 

My 
community 
is close to 
medical 
services 

People care 
about 

improving 
their 

community 

My 
community is 

close to 
medical 
services 

My 
community 

has people of 
many races 
and cultures 

3 

My 
community 
has good 
access to 
resources  

My 
community 
has good 
access to 
resources  

My community 
is close to 
medical 

services  (tied) 

People speak 
my language 

People care 
about 

improving their 
community 

(tied) 

People care 
about 

improving 
their 

community 
(tied) 

People care 
about 

improving 
their 

community 

My community 
is close to 
medical 

services (tied) 

People speak 
my language 

My 
community 
has good 
access to 
resources  

4 
People speak 
my language 

My 
community 

has people of 
many races 
and cultures 

My community 
has good 
access to 
resources  

My community 
has good 
access to 
resources  

People are 
proud of their 
community 

(tied) 

My community 
is close to 
medical 
services 

People 
speak my 
language 

People are 
proud of their 
community 

(tied) 

 People 
accept 

others who 
are different 

than 
themselves 

People care 
about 

improving 
their 

community 

5 

People 
accept others 

who are 
different than 
them- selves 

People care 
about 

improving 
their 

community 

People accept 
others who are 
different than 
themselves 

People care 
about 

improving 
their 

community 

People speak 
my language 

People are 
proud of their 
community 

People can 
deal with 

challenges 
in this 

community 

My community 
has good 
access to 
resources 

(tied) 

My 
community 
has good 
access to 
resources  

People 
speak my 
language 

Tie     

People feel 
like they 

belong in this 
community 

  

My community 
is close to 
medical 
services 

My community 
has good 
access to 
resources  

  

People accept 
others who are 
different than 
themselves 

(tied) 

    

Tie              
People speak 
my language 

    

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTES: Percentage calculations do not include āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ýþýô þõ ă÷ô ðñþąô˕ 
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Table 14. Percent Boston CHNA Survey Respondents Reporting Strengths of Their Community or Neighborhood, by 
Primary Language Spoken, 2019 

  
Chinese 
(N=140) 

English 
(N=1,779) 

Haitian Creole 
(N=54) 

Portuguese 
(N=48) 

Spanish (N=360) 
Vietnamese 

(N=87) 

1 

My community 
is close to 
medical 
services  

My community 
has people of 

many races and 
cultures  

My community 
has people of 

many races and 
cultures  

My community 
has people of 

many races and 
cultures  

My community is 
close to medical 

services  

People speak my 
language 

2 
People speak 
my language 

My community is 
close to medical 

services  

People speak 
my language 

People speak my 
language 

My community 
has people of 

many races and 
cultures  

My community is 
close to medical 
services (tied) 

3 

My community 
has good 
access to 
resources  

My community 
has good access 

to resources 

My community 
is close to 
medical 
services  

My community is 
close to medical 

services  

People speak my 
language 

My community 
has people of 

many races and 
cultures (tied)  

4 

My community 
has people of 
many races 
and cultures 

People speak 
my language 

People are 
proud of their 
community 

(tied) 

My community 
has good access 

to resources 

My community 
has good access 

to resources 

My community 
has good access 

to resources 

5 

People care 
about 

improving their 
community  

People care 
about improving 
their community  

My community 
has good access 

to resources 
(tied) 

People accept 
others who are 
different than 
themselves  

People accept 
others who are 
different than 
themselves  

People are 
proud of their 
community  

Tie     

People care 
about improving 
their community 

(tied) 

    

People accept 
others who are 
different than 
themselves  

Tie     

People accept 
others who are 
different than 
themselves 

(tied) 

      

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTES: Percentage òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ýþýô þõ ă÷ô ðñþąô˕ 

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 I 
for number of hospitals and health centers by neighborhood.  
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Figure 48. Hospitals and Community Health Centers in Boston, by Neighborhood, 2019 

 
DATA SOURCES: American Hospital Directory, https://www.ahd.com , 2019 ; Massachusetts 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. 45  

https://www.ahd.com/
http://www.massleague.org/findahealthcenter/index.php


2019 Community Health Needs Assessment 88  
 

Boston CHNA-CHIP Collaborative  
 

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.  

Table 15. Number of and Percent Boston Public 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 t described, ˔'ôýôāðûûĈ 
"þĂăþý øĂ óôôÿûĈ òþûûðñþāðăøąôˀ ôąôý ă÷þĄö÷ ă÷ôāô øĂýˑă ð ÿûðýʿ ă÷ôāô øĂ ð ĆøûûøýöýôĂĂ ðýó ðÿÿôăøăô 

ăþ òþûûðñþāðăô ðýó ÿĄûû ăþöôă÷ôā øý ĆðĈĂ ă÷ðă ðõõôòă ă÷ô òþüüþý öþþó˅˕ However, there is still a 

need to reduce duplicative services  and strengthen collaborations. One key informant 
summarized, ˔#þüüĄýøăĈ òþýýôòăôóýôĂĂ üðăăôāĂ˅ 4÷ô üþāô Ćô ðāô ăðûúøýö ăþ ôðò÷ þă÷ôāʿ ă÷ô 
üþāô ĂĄòòôĂĂ Ćôˑāô öþøýö ăþ ÷ðąô˅˕ Another interviewee echoed this sentiment and added, I̝t 

can feel like an inundati on of services that makes people feel disengaged. Instead we should 
combine services or be better partners ˅ ̞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.  
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COMMUNITY HEALTH ISSUES  ˟WHAT IS THE HEALTH 
STATUS OF BOSTON RESIDENTS? 

Community Perceptions of Health 

Why is This Important? 

Understanding the health issues that community resi dents perceive as pressing is a critical step 
øý ă÷ô #(.! ÿāþòôĂĂʿ ÿāþąøóøýö ð ˔āôðû ûøõô˕ ÿôāĂÿôòăøąô lived experiences, challenges, and 
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 

UndeāĂăðýóøýö āôĂøóôýăĂˑ perceptions of health  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 
pr evention to address these issues. The lack of providers and services e˦specially  that meet the 
needs of diverse population groups w˦as 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 
˨KÙÀúġëĴ -ĆÿÿĥĀíġĴ˩ ˜`̠ʶˋʴʹʶ˝ˋ ʶʴʵʽ 

  
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%3ˁ 0ôāòôýăðöô òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ýþýô þõ ă÷ô ðñþąô˕ 
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64.1%
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43.3%
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24.7%

21.4%

19.1%

19.1%

13.3%

12.0%
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10.7%

8.7%
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5.8%
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Low crime and low violence/safe neighborhoods
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Table 16. Percent Boston CHNA Survey Respondents Reporting tëÙ EíıÙ _ĆĚġ MÿēĆĖġÀĀġ EÀÎġĆĖĚ ¢ëÀġ 2ÙæíĀÙ À ˨KÙÀúġëĴ -ĆÿÿĥĀíġĴˋ˩ ÌĴ zÙúÙÎġÙÓ
Neighborhoods, 2019 

 
  

Allston/  
Brighton 
(N=206) 

Chinatown 
(N=67) 

Dorchester 
(N=463) 

East Boston 
(N=175) 

Hyde Park 
(N=85) 

Jamaica 
Plain (N=179) 

Mattapan 
(N=90) 

Roslindale 
(N=131) 

Roxbury 
(N=148) 

South End 
(N=104) 

1 
Affordable 

housing 
Access to 

health care 
Affordable 

housing 
Access to 

health care 
Affordable 

housing 
Affordable 

housing 
Access to 

health care 
Affordable 

housing 
Affordable 

housing 
Access to 

health care 

2 
Access to 

health care 
Affordable 

housing 
Access to 

health care 
Affordable 

housing (tied) 

Low crime and 
low 

violence/safe 
neighbor-

hoods 

Access to 
health care 

Affordable 
housing 

Access to 
health care 

(tied) 

Access to 
health care 

Affordable 
housing 

3 
Access to 

public trans -
portation  

Access to 
public trans -

portation  

Access to 
healthy food 

Access to 
public trans -

portation  
(tied) 

Access to 
health care 

(tied) 

Access to 
healthy food 

Access to 
healthy food 

Access to 
public trans -

portation  
(tied) 

Access to 
healthy food 

Access to 
healthy food 

4 
Access to 

healthy food 

Access to 
good 

education 

Access to good 
education 

Access to 
healthy food 

Access to 
healthy food 

(tied) 

Access to 
public trans -

portation  

Access to 
public trans -

portation  

Access to 
healthy food 

Access to 
public trans -

portation  

Access to 
public trans -

portation  

5 

Low crime and 
low 

violence/safe 
neighbor-

hoods 

Low crime and 
low 

violence/safe 
neighbor-

hoods 

Access to 
public trans -

portation  

Access to 
good 

education 

Access to 
good 

education 

Access to 
good 

education 

Access to 
good 

education 

Access to 
good 

education 

Access to good 
education 

Low crime and 
low 

violence/safe 
neighbor-

hoods 

Tie       

Low crime and 
low 

violence/safe 
neighbor-

hoods 

Access to 
public trans -

portation  
    

Low crime and 
low 

violence/safe 
neighbor-

hoods 

    

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

NOTES: Percentage òðûòĄûðăøþýĂ óþ ýþă øýòûĄóô āôĂÿþýóôýăĂ Ć÷þ Ăôûôòăôó ˔ýþýô þõ ă÷ô ðñþąô˕ 
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Priority Community Health Concerns 

When asked to identify the top most important concerns in their community or neighborhood 
ă÷ðă Ă÷ðÿô ă÷ôøā òþüüĄýøăĈˑĂ ÷ôðûă÷ʿ ÷þĄĂøýö ĀĄðûøăĈ þā ðõõþāóðñøûøăĈ ˭ђюӌˮ ðýó ðûòþ÷þû/ drug 
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 Topmost Important Concerns in Their Community 
or Neighborhood That Affect Their Community's Health (N=2,053), 2019 

 
 

DATA SOURCE: Boston CHNA Community Survey, 2019  
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31.1%

27.7%

24.5%

24.1%

23.1%

22.8%

22.8%

22.3%

22.1%

19.8%

19.0%

17.7%

15.6%

11.6%
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8.0%

7.0%

5.6%

4.6%

4.6%

4.4%
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Mental health
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Elder/aging health issues
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Domestic violence

Vaping

Sexually transmitted infections (STIs)

Rape/sexual assault

Teenage pregnancy

Other

Infant and child health

Child abuse and neglect
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Table 17. Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in Their Community or Neighborhood That Affect 
Their Community's Health, by Selected Neighborhoods, 2019 
 

  

Allston/  
Brighton 
(N=206) 

Chinatown 
(N=68) 

Dorchester 
(N=470) 

East Boston 
(N=174) 

Hyde Park 
(N=85) 

Jamaica 
Plain (N=177) 

Mattapan 
(N=91) 

Roslindale 
(N=125) 

Roxbury 
(N=154) 

South End 
(N=103) 

1 

Housing 
quality or 
afforda-

bility  

Smoking 
Alcohol/  

drug abuse 
Alcohol/  

drug abuse 

Housing 
quality or 

affordability  

Housing 
quality or 

affordability  

Community 
violence 

Housing 
quality or 

affordability  

Alcohol/  
drug abuse 

Alcohol/  drug 
abuse 

2 
Mental 
health 

Heart 
disease and 

stroke  

Community 
violence 

Housing 
quality or 
afforda-

bility  

Mental 
health 

Mental 
health 

Obesity 
Mental 
health 

Housing 
quality or 
afforda-

bility  

Housing 
quality or 

affordability  

3 
Alcohol/  

drug abuse 
Cancer 

Housing 
quality or 
afforda-

bility  

Obesity 
Alcohol/  

drug abuse 
Alcohol/  

drug abuse 
Diabetes 

Alcohol/  
drug abuse 

(tied) 

Mental 
health 

Mental health 
(tied) 

4 Environment Environment 
Mental 
health 

Mental 
health 

Elder/aging 
health 
issues 

Community 
violence 

Alcohol/drug 
abuse (tied) 

Environment 
(tied) 

Community 
violence 

Homeless-
ness (tied) 

5 

Employment
/  job 

opportuni -
ties 

Diabetes 
(tied) 

Diabetes 
(tied) 

Diabetes 
Community 

violence 
Poverty 

Housing 
quality or 

affordability 
(tied) 

Employment
/  job 

opportuni-
ties 

Homeless-
ness 

Community 
violence 

Tie 

  

Housing 
quality or 
afforda-

bility (tied) 

Homeless-
ness (tied) 

      

Mental 
health 

Hunger/food 
insecurity  

  

Environment 

 

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 19 Ă÷þĆĂ ă÷ô ăþÿ õøąô āôĂÿþýóôýăĂˑ āôÿþāăôó òþýòôāýĂ ðõõôòăøýö ă÷ô ÷ôðûă÷ þõ ă÷ôøā 
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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Table 18. Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in Their Community or Neighborhood That Affect 
Their Community's Health, by Selected Indicators, 2019 

  Asian (N=310) Black (N=457) Latino (N=468) White (N=678) 
Under 18 years 

(N=197) 
65+ years 
(N=207) LGBTQ (N=238) 

Parent of child 
under 18 (N=544) 

1 Smoking 
Alcohol/drug 

abuse 
Alcohol/drug 

abuse 
Housing quality 
or affordability  

Alcohol/drug 
abuse 

Elder/aging 
health issues 

Housing quality 
or affordability  

Housing quality 
or affordability  

2 Housing quality 
or affordability  

Housing quality 
or affordability  

Housing quality 
or affordability  

Alcohol/drug 
abuse 

Smoking 
Housing quality 
or affordability  

Alcohol/drug 
abuse 

Alcohol/drug 
abuse 

3 Alcohol/drug 
abuse 

Mental health Mental health Mental health Mental health Environment Mental health Mental health 

4 Elder/aging 
health issues 

Community 
violence 

Obesity Environment 
Housing quality 
or affordability  

Alcohol/drug 
abuse 

Environment 
Community 

violence 

5 Environment Diabetes 
Community 

violence 
Elder/aging 

health issues 
Employment/  job 

opportunities  
Heart disease 

and stroke 
Community 

violence 
Obesity 

 

DATA SOURCE: Boston CHNA Community Survey, 2019  

Table 19. Percent Boston CHNA Survey Respondents Reporting Top Five Most Important Concerns in Their Community 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) 

1 Smoking 
Housing quality or 

affordability  
Housing quality or 

affordability  
Alcohol/drug abuse 

(tied) 
Alcohol/drug abuse Alcohol/drug abuse 

2 Heart disease and 
stroke  

Alcohol/drug abuse Mental health (tied) 
Housing quality or 
affordability (tied)  

Housing quality or 
affordability  

Community violence 

3 Cancer (tied) Mental health Diabetes (tied) Community violence Mental health (tied) Mental health 

4 Elder/aging health 
issues (tied) 

Community violence Alcohol/drug abuse Mental health Obesity (tied) Smoking 

5 Environment Environment 
Community violence 

(tied) 
Diabetes (tied) Community violence 

Elder/aging health 
issues 

  Housing quality or 
affordability  

 Obesity (tied) Smoking (tied) Diabetes  

Tie     
Employment/job 

opportunities  
Homelessness     

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. 46 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. 47 

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 d˦eath among those under 65 years old a˦ccidents 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.  

Table 20. Leading Causes of Mortality in Boston, Age- Adjusted Rate per 100,000 Residents, 2011- 2016 

 
2011 2012 2013 2014 2015 2016 

1 
Cancer 

171.7 
Cancer 
187.3 

Cancer 
175.9 

Cancer 
153.3 

Cancer 
163.4 

Cancer 
163.6 

2 
Heart Disease 

130.4 
Heart Disease 

132.3 
Heart Disease 

133.7 
Heart Disease 

125.7 
Heart Disease 

136.8 
Heart Disease 

126.0 

3 
Accidents 

28.9 

Cerebrovascular 
Diseases 

34.4 

Accidents 
32.1 

Accidents 
34.8 

Accidents 
44.8 

Accidents 
54.6 

4 

Chronic Lower 
Respiratory 

Diseases 
28.8 

Accidents 
29.4 

Chronic Lower 
Respiratory 

Diseases 
30.4 

Cerebrovascular 
Diseases 

29.8 

Cerebrovascular 
Diseases 

29.3 

Cerebrovascular 
Diseases 

26.7 

5 
Cerebrovascular 

Diseases 
26.1 

Chronic Lower 
Respiratory 

Diseases 
23.5 

Cerebrovascular 
Diseases 

26.6 

Chronic Lower 
Respiratory 

Diseases 
25.6 

Chronic Lower 
Respiratory 

Diseases 
27.9 

Chronic Lower 
Respiratory 

Diseases 
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 ÷ôøüôāˑĂ $øĂôðĂôʿ ðýó 
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.  

Table 21. Leading Causes of Mortality in Boston, by Race/Ethnicity, Age- Adjusted Rate per 100,000 Residents, 
2014- 2016 Combined 

 Asian Black Latino White 

1 
Cancer 
127.0 

Cancer 
175.3 

Cancer 
109.4 

Cancer 
173.1 

2 
Heart Disease 

64.6 
Heart Disease 

133.9 
Heart Disease 

87.8 
Heart Disease 

149.3 

3 
Cerebrovascular 

Diseases 
21.5 

Accidents 
38.3 

Accidents 
41.6 

Accidents 
56.5 

4 
Alzheimer's Disease 

18.1 

Cerebrovascular 
Diseases 

39.9 

Diabetes 
25.1 

Chronic Lower 
Respiratory Diseases 

32.7 

5 
Hypertension/  
Renal Disease 

16.1 

Diabetes 
38.6 

Cerebrovascular 
Diseases 

20.2 

Cerebrovascular 
Diseases 

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 d˦eath before age 65 c˦ancer 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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Table 22. Leading Causes of Premature Mortality in Boston, Age- Adjusted Rate per 100,000 Residents, 2011- 2016 

 
2011 2012 2013 2014 2015 2016 

1 
Cancer 

55.3 
Cancer 

59.6 
Cancer 

53.9 
Cancer 

44.5 
Cancer 

48.9 
Cancer 

45.8 

2 
Heart Disease 

31.0 
Heart Disease 

33.4 
Heart Disease 

28.0 
Accidents 

28.0 
Accidents 

37.6 
Accidents 

46.0 

3 
Accidents 

19.6 
Accidents 

19.4 
Accidents 

25.9 
Heart Disease 

25.3 
Heart Disease 

26.6 
Heart Disease 

25.6 

4 
Homicide 

7.1 
Homicide 

6.7 
Suicide 

6.1 
Homicide 

7.3 
Suicide 

6.9 
Suicide 

6.5 

5 
Suicide 

8.1 

Chronic Liver 
Disease & 
Cirrhosis  

8.4 

Homicide 
4.7 

Diabetes 
6.3 

Homicide 
4.9 

Homicide 
4.7 

 

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.  

Table 23. Leading Causes of Premature Mortality in Boston, by Race/Ethnicity, Age- Adjusted Rate per 100,000 
Residents, 2014- 2016 Combined 

 Asian Black Latino White 

1 
Cancer 

48.6 
Cancer 

61.5 
Accidents 

41.4 
Accidents 

47.7 

2 
Heart Disease 

8.0 
Heart Disease 

34.6 
Cancer 

34.7 
Cancer 

41.1 

3 
Accidents 

6.0 
Accidents 

31.5 
Heart Disease 

21.7 
Heart Disease 

28.3 

4 
Suicide 

2.6 
Homicide 

19.9 
Homicide 

7.5 
Suicide 

7.2 

5 NA 
Diabetes 

9.1 

Chronic Liver Disease & 
Cirrhosis  

6.7 

Chronic Liver Disease & 
Cirrhosis  

5.5 
 

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 ½ 

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. 

Table 24. Leading Causes of Premature Mortality in Boston, by Sex, Age- Adjusted Rate per 100,000 Residents, 
2014- 2016 Combined 

 Female Male 

1 
Cancer 

41.5 
Accidents 

55.9 

2 
Accidents 

19.6 
Cancer 

52.0 

3 
Heart Disease 

15.0 
Heart Disease 

37.8 

4 
Chronic Lower 

Respiratory Diseases 
3.9 

Homicide 
10.7 

5 
Cerebrovascular 

Diseases 
3.6 

Suicide 
9.5 

 

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 

Why is This Important? 

  

˨µëÙĀ ĴĆĥĖ ÷íÓ íĚ ëĥĀçĖĴˋ íġ˫Ě ÿĥÎë ÎëÙÀēÙĖ ġĆ ÌĥĴ À ĚĆÓÀ ÀĀÓ À ÌÀç Ćæ ÎëíēĚ ġëÀĀ ÌĥĴ
ĚĆÿÙ æĖĥíġː ¢ëÙĖÙ˫Ě À ëĥçÙ ÓíææÙĖÙĀÎÙ íĀ ēÀĴíĀç ÀúÿĆĚġ ˶ʵʴ æĆĖ ÌÙĖĖíÙĚ ıÙĖĚĥĚ ˶ʷ æĆĖ À

ĚĆÓÀ ÀĀÓ úÀĖçÙ ÌÀç Ćæ ÎëíēĚ ġëÀġ˫úú æíúú ĴĆĥː˩ ˞  Key informant interviewee  

 
Given that cancer and heart disease are the leading causes of death in Boston and the U.S., it is 
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. 49 Children who are obese are more likely to have high 

blood pressure and high cholesterol, type 2 diabetes, asthma and sleep a pnea, and suffer from 
psychological problems such as anxiety and depression. 50 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 fitness are critical factors   ʕand 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 
Ă÷ðāôóʿ ˔7÷ôý ĈþĄā úøó øĂ ÷ĄýöāĈʿ øăˑĂ üĄò÷ ò÷ôðÿôā ăþ ñĄĈ ð Ăþóð ðýó ð ñðö þõ ò÷øÿĂ ă÷ðý ñĄĈ 

some frĄøă˅ 4÷ôāôˑĂ ð ÷Ąöô óøõõôāôýòô øý ÿðĈøýö ðûüþĂă ођё õþā ñôāāøôĂ versus $3 for a soda and 
ûðāöô ñðö þõ ò÷øÿĂ ă÷ðăˑûû õøûû ĈþĄ˅˕ Other key informants perceived that limited physical activity 
ðýó øýòāôðĂôó Ăòāôôý ăøüô øĂ ôćðòôāñðăøýö ă÷ô øĂĂĄô˅ /ýô Ă÷ðāôóʿ ˔When you look at the full 

picture around obesity it makes sense. You have kids spending the majority of their time in front 
þõ ð Ăòāôôýʿ ûôĂĂ øýąôĂăüôýăĂ øý ÿ÷ĈĂøòðû ôóĄòðăøþý ðýó ÷ôðûă÷ òûðĂĂôĂʿ ðýó õøýðûûĈ ÿþþā ôðăøýö˅˕ 
School nutrition was mentioned in o 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 I 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.  
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Figure 51. Percent Adults Reporting Obesity or Overweight, by Boston and Selected Indicators, 2013, 2015, and 2017 
Combined 

 
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).  

56.8%

34.4%*
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53.8%
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53.0%

44.7%*
64.7%*

56.7%
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61.9%*
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53.5%

62.5%*
57.7%

55.5%

Boston

Asian
Black

Latino
White

Male
Female

18-34 years
35-49 years
50-64 years

65+ years

BHA resident
Renter, rental assistance

Renter, no assistance
Other housing arrangement

Home owner

Less than HS graduate
HS graduate

Some college or more

Less than 10 years in U.S.
More than 10 years in U.S.

Born in U.S

Heterosexual/non-transgender
LGBTQ

Less than $25,000
$25,000-$49,999
$50,000 or more

Out of Work
Other

Employed
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Figure 52. Percent Adults Reporting Obesity or Overweight, by Boston and Neighborhood, 2013, 2015, and 2017 
Combined 

 
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 I. 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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63.6%
*



2019 Community Health Needs Assessment 105 
 

Boston CHNA-CHIP Collaborative  
 

Figure 53. Percent Boston Public High School Youth Reporting Obesity or Overweight, by Boston and Selected 
Indicators, 2013, 2015, and 2017 Combined 

 
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 
óøĂòĄĂĂøþýĂ Ćøă÷ āôĂøóôýăĂ˅ !Ă þýô õþòĄĂ öāþĄÿ ÿðāôýă Ă÷ðāôóʿ ˔Not everyone is able to afford a 
ођіё õþā ð òðüÿ óĄāøýö Ăò÷þþû ąðòðăøþý˅˕ Community resources such as the YMCA and Boys and 
Girls Club were identified as inaccessible to many due to cost. One resident from Dorchester 
ôćÿûðøýôóʿ ˔The only 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 but there's no w ðĈ ) òðý ðõõþāó ă÷ðă˅˕  Seniors 
ðûĂþ ôćÿāôĂĂôó ò÷ðûûôýöôĂ ðõõþāóøýö ă÷ôĂô āôĂþĄāòôĂ˅ /ýô Ă÷ðāôóʿ ˔I tried to keep up with my 
üþýă÷ûĈ õôô ðă ă÷ô 9 ñĄă ) ùĄĂă òðýˑă ðõõþāó øă ðýĈüþāô˅˕ Focus group participants in Chinatown 
and Dorchester suggested investing in fitness installations in public spaces such as parks and 

community centers.  

2ôõûôòăøýö āôĂøóôýăĂˑ òþýòôāýĂʿ ð ûþĆ ÿôāòôýă þõ ĈþĄă÷ ðòāþĂĂ "þĂăþý āôÿþāăôó āôöĄûðā ôćôāòøĂô˅ 
Three in ten (30%) Boston high school youth reported engaging in regular physica l 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 

 
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 

 
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 

 
DATA SOURCE: Boston Public Health Commission, Boston Behavioral Risk Factor Surveillance System, 2013, and 2015 c 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 Fruit Consumption Less Than Once per Day, by 
Boston and Selected Indicators, 2013, 2015, and 2017 Combined 

 
DATA SOURCE: Centers for Disease Control and Prevention and Boston Public Schools, Youth Risk Behavior Survey, 2013, 2015, an d 2017 

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 ifferent 

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

Half (50%) of Boston Public H igh 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.  

45.2%

42.7%

46.1%*
48.9%*

36.7%

47.8%*
42.6%

44.9%*
50.0%*
51.8%*

35.3%

40.5%
41.8%

45.8%*
37.8%

Boston

Asian
Black

Latino
White

Female
Male

Asian females
Black females

Latina females
White females

Asian males
Black males

Latino males
White males



2019 Community Health Needs Assessment 110 
 

Boston CHNA-CHIP Collaborative  
 

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 

 
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 
ÿāþòôĂĂôó õþþóĂ˅ /ýô øýăôāąøôĆôô ôćÿûðøýôóʿ ˔Coming from a country with undernutrition, the 
ò÷ðýöô øý óøôă øüÿðòăĂ þñôĂøăĈ˅˕ 

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, by All Respondents and Primary Language Spoken, 
2019 

 
DATA SOURCE: Boston CHNA Community Survey, 2019  

./4%3ˁ 1ĄôĂăøþý ĆðĂ Ćþāóôóˁ ˔)ý ă÷ô ÿðĂă üþýă÷ʿ ÷þĆ þõăôý óøó ĈþĄ ò÷þþĂô õðĂă õþþó ˭ĂĄò÷ ðĂ -ò$þýðûóĂʿ +&#ʿ þā 7ôýóĈˑĂˮ ñôòðĄse it 

was cheaper than other option Ăˌ˕ˀ āôĂÿþýĂô þÿăøþýĂˁ ýôąôāˢāðāôûĈʿ ю-3 times per month (less than once 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 

Ăôûôòăôó ˔ÿāôõôr not to answer ;̞ 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 Vietnamese  

Food and Physical Activity Access 

Focus group and interview participants expressed concern about limited healthy food options in 
lower income neighborhoods across the city p˦articularly in Dorchester, Mattapan, and 

Roxbury. The higher cost of fresh produce and lack of time for healthy food preparation w ere 
øóôýăøõøôó ðĂ ñðāāøôāĂ ăþ ÷ôðûă÷Ĉ ôðăøýö˅ /ýô $þāò÷ôĂăôā āôĂøóôýă Ă÷ðāôóʿ ˔Buying cheap food is 
ýþă öþþó õþā ĈþĄā úøóĂ ñĄă ) òðýˑă ðõõþāó 7÷þûô &þþóĂ˅˕ Similarly, another resident who 

øóôýăøõøôó ðĂ ûþĆ øýòþüô ĂĄüüðāøĉôóʿ ˔People work so many jobs ă÷ðă øăˑĂ ąôāĈ óøõõøòĄûă ăþ òþþú˅ 
4÷ôāôˑĂ ýþ ăøüô Ăþ ĈþĄ ùĄĂă Ćþāú ăþ ôðă ðýĈ úøýó þõ ùĄýú õþþó˅˕  

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, I̝n our neighborhood we have a lot of corner stores full of a 

bunch of junk foods. If you go to fruit and veggie area s øý òþāýôā ĂăþāôĂˆă÷þĂô õāĄøăĂ ÷ðąô þõăôý 
been sitting there a long time and ÷ðąô õāĄøă õûøôĂ˅ )õ ĈþĄ òðýˑă üðúô øă þĄă ăþ 3þĄă÷ "ðĈ þā 'āþąô 
(ðûûʿ ă÷ðăˑĂ Ć÷ðă ĈþĄā ÷ôðûă÷Ĉ þÿăøþýĂ ðāô˅˕ Further, focus group participants from these 

communities perceived that their neighborhoods had lower quality food compared to more 
affluent areas  þõ ă÷ô òøăĈ˅ /ýô āôĂøóôýă Ă÷ðāôóʿ ˔4÷ô ÿāþñûôü øĂ ă÷ðă ĈþĄ òðýˑă öôă ĀĄðûøăĈ õþþó 
unless you leave your community. It feels like the food in our supermarkets [in Dorchester] is 
Ć÷ðă ă÷ô þă÷ôā ĂăþāôĂ ðāô ýþă ðñûô ăþ Ăôûûˆă÷ô õāĄøă øĂ ñðóʿ ă÷ô üôðă ûþĆ ĀĄðûøăĈˆ˕ In addition, 
transportation was cited a barrier to accessing healthy food by a few focus group participants 

and interviewees. One shared, ˔3þüô ÿûðòôĂ ðāô þýûĈ ðòòôĂĂøñûô ñĈ òðāˀ õþûúĂ òþüô ăþ ă÷ô õþþó 
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 
ò÷ðûûôýöô˅˕ 

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 Neighborhood, 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.  52 The total costs in the U.S. for direct health care treatment 
for chronic health conditions totaled $1.1 trillion in 2016 e˦quivalent 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 .54 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 participants, 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 
òþÿøýö üôò÷ðýøĂüĂ ĂĄò÷ ðĂ Ąý÷ôðûă÷Ĉ ôðăøýö ă÷ðă òðĄĂô øûûýôĂĂ˅ /ýô āôĂøóôýă Ă÷ðāôóʿ ˔I work 
with a lot of women and what I 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 
Ćôøö÷ă öðøý˅˕ Further, key informants perceived the rise in Type 2 Diabetes symptoms among 

young children p˦articularly among Black and Latino children . One inteāąøôĆôô Ă÷ðāôóʿ ˔)ˑü 
seeing many of our elementary -ðöôó úøóĂ ôć÷øñøăøýö ôðāûĈ ĂøöýĂ þõ 4Ĉÿô ѓ $øðñôăôĂˆă÷ô 
óðāúôýøýö āøýö ñô÷øýó ă÷ô ýôòúʿ ñûĄāāôó ąøĂþýʿ ðýó õāôĀĄôýă Ąāøýðăøþý˅ ,þăĂ þõ ăøüôĂ ÿðāôýăĂ óþýˑă 
realize that these early symptoms are dangerous˅˕ ,ðĂăûĈʿ ð òþĄÿûô þõ õþòĄĂ öāþĄÿ ÿðāăøòøÿðýăĂ 
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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, the re 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 

 
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 

 

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, Age- Adjusted Rate per 10,000 
Residents, 2016- 2017 Combined 

 
DATA SOURCE: Massachusetts  Center  fo r  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 I 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, Age- Adjusted Rate per 100,000 Residents, 2016-
2017 Combined 

 
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 õþā øăĂ Ăÿôòøõøò òðăôöþāĈˀ 3ðüÿûô Ăøĉô õþā !Ăøðý øĂ Ә яэ ðýó āðăô Ă÷þĄûó ñô øýăôāÿāôăôó 

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 I 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, ˔3þ üðýĈ þõ þĄā úøóĂâre 
ĂĄõõôāøýö õāþü ò÷āþýøò ðýó ðòăøąô ðĂă÷üðʿ Ć÷ôāô ă÷ôĈ ýôôó ă÷ôøā øý÷ðûôāĂ ôąôāĈ Ăøýöûô óðĈ˅˕ 
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 ă÷ðă ă÷ô ýôøö÷ñþā÷þþóˑĂ ÿāþćøüøăĈ ăþ ă÷ô ÷øö÷ĆðĈʿ 
and poor ventilation systems in older buildings exacerbated asthma rates. One resident shared, 
A̝sthma rates are high [in Chinatown]. This is related to the prevalence of tobacco use, as well as 

living cond øăøþýĂˀ Ăþ üðýĈ ÷þĄĂøýö óôąôûþÿüôýăĂ ÷ðąô ÿôĂăĂ ûøúô āðăĂ ðýó òþòúāþðò÷ôĂ˅˕ Further, 
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 a ÿðāôýăˑĂ 

ðñøûøăĈ ăþ üðøýăðøý Ăăðñûô ôüÿûþĈüôýă˅ /ýô øýăôāąøôĆôô Ă÷ðāôóʿ ˔)ăˑĂ āôðûûĈ ÷ðāó õþā ÿðāôýăĂ ăþ 
ÿøòú úøóĂ Ąÿ õāþü Ăò÷þþû þā üðúô üôôăøýöĂʿ ñôòðĄĂô üðúøýö üôôăøýöĂ üôðýĂ üøĂĂøýö Ćþāú˅˕ 

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 explainedʿ ˔7ôˑāô Ăôôøýö 
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 f kids are in cars or homes where marijuana smoke is 
ÿāôĂôýă˅˕  
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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 

 
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).  .ôðāûĈ юѓӌ þõ -ðăăðÿðýˑĂ ðóĄûă residents indicated that they have 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 Boston and Neighborhood, 2013, 2015, and 2017 Combined 

 

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 seen in 
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 

 
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 Department Visit Rate, by Boston and Race/Ethnicity, Age- Adjusted Rate per 10,000 
Residents, 2016- 2017 Combined 

 
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  ʕeach 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.  

Figure 69. Asthma Emergency Department Visit Rate, by Boston and Neighborhood, Age- Adjusted Rate per 10,000 
Residents, 2016- 2017 Combined 

 
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 Rate (Children Under 18 Years), by Boston and Neighborhood, 
Age- Specific Rate per 10,000 Residents, 2016- 2017 Combined 

 
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, Age- Specific Rate per 
10,000 Residents, 2016- 2017 Combined 

 
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 0 -2 years, 6 -12 years, and 13 -ює ĈôðāĂ ðāô Ә яэ ðýó āðăôĂ Ă÷þĄûó ñô øýăôāÿāôăôó Ćøă÷ òðĄăøþýˀ "ðāĂ 

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 I, 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, Age- Adjusted Rate per 10,000 Residents, 
2016- 2017 Combined 

 
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, Age- Adjusted Rate per 10,000 Residents, 
2016- 2017 Combined 

 
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, ˔&ðüøûĈ üôüñôāĂ þõ ð òðýòôā 

patient likely find it hard to think critically about other matters when they are focused on their 
loved one struggl øýö Ćøă÷ ĂĄò÷ ð óøõõøòĄûă òþýóøăøþý˅˕ 

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 
mammogram 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 (data in APPENDIX I).  
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Figure 74. Percent Female Adults (Aged 50- 74 Years) Reporting Having Had a Mammogram in Past Two Years, by 
Boston and Selected Indicators, 2013, 2015, and 2017 Combined 

 
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. Percent Female Adults (Aged 21- 64 Years) Reporting Having Had a Pap Test in Past Two Years, by 
Boston and Selected Indicators, 2013, 2015, and 2017 Combined 

 
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 21- 64 Years) Reporting Having Had a Pap Test in Past Two Years, by 
Boston and Neighborhood, 2013, 2015, and 2017 Combined 

 
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 50- 75 Years) Reporting Having Ever Had a Colonoscopy or Sigmoidoscopy, by 
Boston and Selected Indicators, 2013, 2015, and 2017 Combined 

 
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 I 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 Incidence Rate, by Boston and Race/Ethnicity, Age- Adjusted Rate per 100,000 
Residents, 2015 

 
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 Incidence Rate, by Boston, Race/Ethnicity, and Type, Age- Adjusted Rate per 100,000 Residents, 
2013- 2015 

 

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 Indicators, Age- Adjusted Rate per 100,000 
Residents, 2015- 2017 Combined 

 
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, Age- Adjusted Rate per 100,000 Residents, 

2011- 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, Age- Adjusted Rate per 100,000 Residents, 
2015- 2017 Combined 

 

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 early onset he ðāă óøĂôðĂôʿ Ćøă÷ þýô Ă÷ðāøýöʿ ˔We are seeing a lot of 
òðĂôĂ þõ ÷ôðāă óøĂôðĂô ðýó #/0$ øý ĈþĄýöôā ÿþÿĄûðăøþýĂ˅˕ Another key informant who worked 
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. 55  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%), 
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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 Reporting Hypertension, by Boston and Selected Indicators, 2013, 2015, 2017 Combined 

 
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 Boston and Neighborhood, 2013, 2015, 2017 Combined 

 

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 I, 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, Age- Adjusted Rate per 10,000 
Residents, 2016- 2017 Combined 

 
DATA SOURCE: Massachusetts Center for Health Information and Analysis, Acute Hospital Case Mix Databases, 2016 -201 7 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)  

24.7%
17.4%

*

20.6%
* 18.7%

*

30.1%
*

30.2%
*

22.4%12.7%
*

24.7%20.3%
*

38.0%
*

27.7%

30.1%
*

24.0%22.6%
28.3%

97.6

39.4
*

135.3
*

92.6 90.5

Boston Asian Black Latino White
















































































































































































































































































































































































































































































































































