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Executive Office Report 
Mass and Cass Updates
ÁWorking in close collaboration with City of Boston 

agencies including Coordinated Response Team, 
Boston Police , and Public Works

ÁOur  shared goal  is to end outdoor substance use, 
improve public safety and quality of life

Á6¸\7˾ű̇Ħőćžű̇ıű̇őŊ̇ĦîćıŃıŹîŹıŊħ̇îććđűű̇Źő̇ŹŭđîŹŉđŊŹ̇
and needed services. Ongoing work includes:
Á Expanded treatment access
Á Transportation and family reunification
Á Updated needle distribution practices
Á Funding Newmarket BID cleanliness efforts
Á Decentralizing services
Á Provider engagement
Á Engagement with community and recovery 

campus planning efforts
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By roll call vote



Spotlight: Maternal 
and Early Childhood 
Health Initiatives  



The Child, Adolescent, and Family 
Health Bureau

1. Strengthens, empowers and promotes the 
health and well - being of children, 
adolescents, families and communities

2. Provides and connects residents to 
services, builds the capacity of 
communities and organizations, and 
promotes healthy development and 
choices 

3. Uses a holistic and strengths - based 
approach to advance health equity across 
the lifespan

Maternal 
and Early 
Childhood 
Health 

Child and 
Adolescent 
Health



Maternal and Early Childhood Health
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MCH Programs At BPHC
ÅBoston Healthy Start Initiative (BHSI): Provides education, advocacy, and care coordination to 

Black- identified pregnant individuals and families. Also coordinates the Community Action 
Network (CAN), which focuses on community organizing around family and child health issues.
ÅBoston Community Perinatal Health Initiative (COPHI) Doula Project : Connects families to 

doula support, trains community members as doulas, and educates providers and residents about 
doula services.
ÅEarly Childhood Mental Health: Supports families and providers in promoting mental wellness 

among young children, particularly those at risk for behavioral health disorders.
ÅFather Friendly: A home visiting program that focuses on increasing father engagement and 

support in parenting and child development.
ÅFetal and Infant Mortality Review (FIMR): Reviews fetal and infant deaths annually and uses the 

findings to inform policies and programs that advance maternal and child health equity.
ÅFood Pantry: Provides food assistance to low - income and parenting residents of Boston.
ÅHealthy Baby Healthy Child (HBHC): Offers home visiting, nursing, and advocacy services for 

pregnant and parenting families with children up to five years of age.
ÅHealthy Start in Housing: Provides home visiting services and subsidized housing (in partnership 

with the Boston Housing Authority) to housing - insecure pregnant and parenting families 
Welcome Family: Delivers home visiting services to new parents during the first eight weeks 
postpartum.



Boston Community 
Perinatal Health 
Initiative (COPHI) 
Doula Project



Tonya Pittman 
Program Coordinator II

Neika Christalin 
Training Manager 

Brandy Watts 
Director

Charise Simmons
Public Health Advocate II

Boston COPHI Program Team



1.CDC  ˵Racial/Ethnic Disparities in Pregnancy - Related Deaths URL: https://www.cdc.gov/reproductivehealth/maternal - mortality/dispa rities - pregnancy - related - deaths/index.html
2.CDC  ˵Maternal Mortality Rates in the United States, 2021 URL: https://www.cdc.gov/nchs/data/hestat/maternal - mortality/2021/maternal - mortality - rates - 2021.htm
3.March of Dimes  ˵Premature Birth Report Cards URL: https://www.cdc.gov/reproductivehealth/maternalinfanthealth/severematernalmor bidity.html

Problem Statement

ÅBlack families continue to face significant disparities in maternal and infant health.

ÅBlack women are at least three times more likely  than White women to die from 
pregnancy - related causes (CDC).1

ÅIn 2021, the maternal mortality rate for Black women was 69.9 per 100,000 live 
births n˶early triple  that of White women .2

ÅEach year, 50,000 women in the U.S. suffer from pregnancy complications, with 
Black women disproportionately affected.

ÅBlack infants are more likely to die and to be born prematurely, increasing their risk 
of long - term health problems. 3

https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2021/maternal-mortality-rates-2021.htm
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2021/maternal-mortality-rates-2021.htm
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2021/maternal-mortality-rates-2021.htm
https://www.cdc.gov/nchs/data/hestat/maternal-mortality/2021/maternal-mortality-rates-2021.htm


Strategies to Improving the Birthing 
Process for Marginalized Communities
ÅConnect families to birthing support through teams of 

trained doulas and CHWs, addressing social determinants 
and advocating for equitable, respectful care.
ÅIncrease and improve the doula workforce by being more 

open and respectful toward other cultures via the Doula 
Workforce Development Center, offering certification and 
training to community members, doulas, and CHWs.
ÅEducate providers and community stakeholders on doula 

benefits through a birth equity campaign and academic 
detailing for those serving perinatal families.



Ongoing doula education.

Referral to pregnant 
services.  

Case management/ 
home visitation 

CHW/PHA 
establishes care & 
in home visitation 
services. Conducts 

a prenatal 
assessment. 

Doula education

Around 36 weeks  Immediate  
Postpartum to 2 

Weeks Postpartum

6 -12 months  
postpartum 

Doula/CHW 
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depression 
screening

0-  24 weeks  Before 24 weeks 24-28 weeks

Referral to 
Doula Provider

24-28 weeks

Ongoing Case 
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 Referral to 
postpartum 
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screening 

Postpartum 
doula support.

Case home 
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tpartum 
depression 
screening

Boston COPHI Care Schedule
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Photo by Vanessa Prohodski Photographer for Accompany Doula Care/Every Mother Counts






