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North Shore Medical Center
2018 Community Health Needs Assessment

EXECUTIVE SUMMARY

BACKGROUND

North Shore Medical Center (NSMC), amember of Partners HealthCare, is the North Shore’s largest
healthcare provider. In 2018, NSMC partnered with Health Resources in Action (HRiA), a non-profit
publichealth organization, to undertake a community health needs assessment (CHNA) to gain a
greater understanding of the health issues affecting residents of the NSMC service area, the needs of
underserved and vulnerable populations, currentinitiatives to address these needs, and opportunities
to address these needsinthe future.

Previous CHNA

In 2015, NSMC conducted a CHNA to examine the current health status of NSMC’s service areaas well as
new and emerging concerns related to behavioral health. Following this previous 2015 CHNA, NSMC
developed an Implementation Strategy focused on four priority areas: access to care; substance use and
mental health disorders; obesity, physical activity and nutrition; and meeting the needs of the most
vulnerable.

Purpose and GeographicScope
The 2018 CHNA compares current health status of residents to the 2015 findings, where relevant, and
expandsthe focus of the 2015 CHNA to broader health and related demographic, socioeconomic, and
environmental indicators. This report describes the process and findings from the 2018 CHNA, which
aimedto:
e |dentify health-related needs inthe community, as well as community strengths and resources;
e Describeissuesthataffectthe community overall, as well as concerns for certain sub-
populations;
e Provide datathat can be used by NSMC and othersin the communityto planand develop
programs and initiatives.

The NSMC CHNA focused onthe eight communities of Danvers, Lynn, Lynnfield, Marblehead, Nahant,
Peabody, Salem, and Swampscott that comprise the hospital’s principal communities.

PROCESS AND METHODS

The CHNA engagedthe diverse perspectives of residents across the NSMCservice areaand was guided
by a social determinants of health framework, recognizing that multiple factors affect community health
and well-being.

e (Quantitative datathat provide insightinto the social, economic, and health-related outcomes of
the NSMC service areawere drawn from national and state sources (e.g., U.S. Census,
Massachusetts Department of Public Health, etc.).

e (Quantitative datawas supplemented by acommunity forumin Lynninvolvingsix smallgroup
discussions with a total of 40 participants, five focus groups with 55 participants total, and 20
keyinformantinterviews conducted from January to May 2018 to understand participants’
perceptions of theircommunities, health needs and assets, and suggestions for future
programmingand servicesto address these issues.



KEY FINDINGS
The following provides a brief overview of key findings that emerged from this assessment:

Demographics

The health ofa communityis linked with numerous factors including the demographicdistribution of

age, race/ethnicity, educational attainment, income, and employment status, among other factors.

e Population: Amongthe NSMC communities, in 2016, the communities with the largest populations
were Lynn (92,000), Peabody (52,235) and Salem (42,804).

e Age: Accordingto American Community Survey estimates, in 2016 Lynn and Salem had large
proportions of young residents, with approximatelyone-third aged 24 and younger. In the
remaining NSMC towns, approximately half of all residents were aged 45and older, and around one
infive were overage 65. Participants noted that the region has a growingseniorcommunity and
expressed concerns about meeting the needs of this growing population.

e Racial and Ethnic Diversity: Assessment participants
described agrowingimmigrant community, including
undocumented residents. Lynn was characterized as the
most diverse inthe NSMCarea, with a growing number

“The issue of immigration doesn’t just
affect whether people come in fora flu
shot—it’s also increasing anxiety in our

of refugeesand immigrants. In Lynnin 2016, 36% of patient population because of what’s
residents were born outside of the U.S. and 50.5% of happening atthe federallevel around
Lynn residents spoke alanguage otherthan English at immigration. That’s a huge struggle fora
home. lot of our patients.”

¢ Income, Poverty, and Employment: Poverty was
reported asa concern, with residents increasingly concerned about the wealth disparity among the
North Shore communities. The percent of families living below the poverty lineranged from under
6% in a majority of townsto 13% in Salemand 17% in Lynn. In 2016, withthe exception of Lynn
(7.8%), unemployment across the NSMC service areawas at or below the Massachusetts
unemployment rate of 6.8%.

¢ Educational Attainment: With the exception of Lynn and Peabody, educational attainmentinthe
NSMC communities was higherthan the state as a whole. Relative to Massachusetts and other
NSMC service areatowns, Peabody (86%), Salem (82%), and Lynn (74%) had a lower percent of
publichigh school students who graduated within fouryears.

Social and Economic Context

e Housing: Concernsabout gentrification and/orthe lack of

affordable housing was mentioned in almost every interview “As [housing] pricesrise in
and focus group, with participants citing lackluster affordable Boston, we’re seeing it spread to
optionsinsafe neighborhoods. Housing costs consumed at the North Shore...people are

least 30% of income for 63% of Lynnfield residents and

_ ) - o being priced out and displaced.”
approximately half of residentsin all other communitiesinthe

NSMC service area, with the exception of Nahant (40%).

e Transportation: Concerns abouttransportation were discussed in nearly every focus group and
interview. Where publictransportation is available, participants stated, timeliness of services and
cost are challengesforresidents and are especially cumbersome for seniors and re sidents seeking
ongoing care such as dialysis or cancertreatment. As a result, according to participants, residents
largely rely on private cars. In all NSMC service area communities, a majority of residents drove
alone or carpooled towork, ranging from 71% in Lynn to 90% in Danvers.



¢ Violence and Trauma: A few participants noted that the increase of substance users hasimpacted
community safety. Youth participants reported feeling unsafe walking in their communities, citing
sexual harassmentand active drug users. The rate of violent crime in the NSMC communities varied
froma low of about 70 incidents per 100,000 populationin Swampscott and Lynnfield to a high of
772 incidents per 100,000 populationinLynnin 2016. Trauma forimmigrant populationswasa
concernfor some participants, while other participants noted that trauma, such as sexual trauma,
was an issue forthe community broadly and necessitates atrauma-informed approach to services.

Community Strengths and Resources

When asked about community strengths, participants “There’s true collaboration among
identified several assets including: cultural diversity, many of the social servicesin the
collaboration among social service organizations inthe
region, engaged community residents, and green space
and recreational space available in the North Shore.

Community Health Issues
This sectionfocuses on health issues and concerns thatemerged duringthe NSMC needs assessment. It
examines health outcomes and lifestyle behaviors among residents that support or hinder health.

e Chronic Diseases and Related Risk Factors: Ininterviews and focus group discussions across the
NSMC catchmentarea, residents noted that unhealthy habits are established ata youngage and
that chronicdiseases are often associated with the social determinants of health including poverty.
o Physical Activity and Healthy Eating: Participants connected barriers to physical activity and

healthy eating with obesity and other chronicdiseases. Physical activity barriers included safety

concerns and a lack of parks or trailsin some neighborhoods. Healthy eating barriersincluded a

prevalence of convenience and fastfood stores, as well as a lack of awareness around healthy

O

eatingand cooking.

Overweight and Obesity: Community
residents perceived that childhood
obesity wasontherise, and thatthe
prevalence of obesity was correlated
with socioeconomicstatus. In 2014-
2015, twoin five publicschool
studentsin Peabody (42%), Salem
(40%), and Lynn (39%) were
overweightorobese, whileonly one-
third (32%) of publicschool students
were overweight orobese across
Massachusetts.

Asthma: Assessment participants
shared the perceptionthatyoung
childrenlivingin poverty are affected
by asthmaas a result of poor

community; our relationships are strong
and productive.”

Percent of Overweight or Obese Children in Grades
1,4,7, and 10, by State and City/Town, 2014-2015

Massachusetts 16%
Danvers 16%
Lynn 20%
Lynnfield ' 10%
Marblehead 19%
Peabody 19%
Salem 18%
Swampscott/Nahant 15%
Overweight ™ QObese

DATA SOURCE: Body Mass Index Screening,

environmental factors, poor living conditions, Massachusetts Public School Districts, 2015
and housing conditions. Only Lynn (13 cases per 100 students) had an asthma prevalence rate
amongstudentsthatexceeded that for Massachusetts overall (12 cases per100 students)in

2014-2015.



O

Mental Health: Depression, stress, and trauma

Diabetes: Diabetes was a common concern discussed ininterviews and forums. In 2015, one in
tenadultsinlLynn (11%) reported that they were diagnosed with diabetes, a prevalence that
was higherthanthe state average (8%).

Heart Disease: In 2015, 6% of Lynn adults were ever diagnosed with angina or coronary heart
disease, a prevalencethat was slightly higherthan thatfor the state overall (5%). While heart
disease was amongthe leading causes of deathinthe area, few assessment participants
identified heart disease as a pressingcommunity concern.

Cancer: Though cancer is amongthe leading causes of deathinthe area, few participants
identified canceras a pressing community concern. In 2015, approximately 6% of adultsin Lynn
and Massachusetts reported a cancer diagnosisin theirlifetime.

were frequently cited concerns. Many assessment | “Mentalillness is a key con_cernforLynn. _
participants observed that dual diagnoses, Substance use and mentalillness go hand in

particularly forindividuals with multiple mental hand andyou really need to treat them both.”
healthissues and/oramental health and

substance use disorder, are very challenging. In 2015, about one inten Lynn residents reported at
least 14 poor mental health daysin the past month.

Substance Use Disorders: Substance use disorders,
in particularopioid use, were mentioned inevery
focus group, interview, and community forum
group. Substance use treatment, and a need for

“When you have an addict in your family, it
disrupts the whole family, it disrupts
everything emotionally, financially.”

expandingservices,was achallenge thatemerged in
several interviews.

O

O

Opioid Use: Use of opioids Opiod-Related Deaths, 2012 and 2016

such as fentanylwas a 49

majorconcern that 2012 " 2016
emergedininterviewsand

discussions. Opioid related 23

deaths more than doubled 19
between 2012 and 2016 in 11 s

Lynn, Peabody, and Salem. 3 - .
In 2016, the primary

substance for which Lynn Peabody Salem

treatment was sought was

heroinfora majority of clients DATA SOURCE: Massachusetts Department of Public Health, Registry
from NSMC communities. of Vital Statistics, November 2017

AlcoholUse: While not

mentioned as frequently as opioid use, some assessment participants noted that alcohol use isa
key area of concern. During the 2014 to 2016 period, alcohol treatment patterns amongclients
seeking substance use treatment consistently exceeded the state average (approximately 31%)
in Danvers, Marblehead, and Salem.

Marijuana Use: Concerns about marijuana use were mentioned by some assessment
participants, particularly foryouth and particularly given the imminent legalization of this
substance. From 2014 to 2016, treatmentfor marijuana use declined in Danvers (7% to 5%) and
Peabody (5% to 4%) and increased in Lynn (4% to 5%) and Salem (5% to 6%).



o Substance Useamong Youth: Focus group participants noted that substance use patterns differ
for youth comparedto adults, and described use of mainly fentanyl, Xanax, benzol, prescription
medications, and alcohol
amongyouth. Participants Percent of High School Students Reporting Current Use of

. Lo Electronic Vapor Products, by State and City/Town, 2015-
also explained thatvapingis 2017
a significantissue among
youth. Inthe NSMC service 24% 22%
area, current use of
electronicvapor products 6%
among high school students |
inLynnfield (22%) was M husetts (2015) D (2016) Lynnfield (2017)
similarto Massachusetts assachusetts anvers ynne
overall (24%), withtwointen DATA SOURCE: Massachusetts 2015 Youth Risk Behavioral Survey.
students reporting current use Health & R'isk Behaviors ofMassac.husetts Y9uth: 2015 Report;
. o Danvers High School 2016 Youth Risk Behavioral Survey Results;
of vaping products. Only 6% of ) - . )
. . Lynnfield High School 2017 Youth Risk Behavioral Survey Results
high school studentsin Danvers ) .
NOTE: Data not availablefor all assessmentcommunities
reported current use of
electronicvaporproductsin 2016.

Sexual Health: Teen (Age 15-19 Years) Birth Rate per 1,000

o Teen Pregnancy: Assessment Population, by State and City/Town, 2009,2012, and
participants described teen 2015
pregnancy as a major >6 35 3
challenge, particularlyin Lynn. 20 14 4 11 10 4 15 16
From 2009 to 2015, the rate of [ ] — m
teenbirthsinLynnwas more Massachusetts Lynn Peabody Salem
than double the rate across =009 = 2012 2015
Massachusetts. The teen birth
rate inLynn declined from 56 DATA SOURCE: Registry of Vital Records and Statistics, MDPH,
births per1,000 populationin 2010-2016.

2009 to 32 births per 1,000 NOTE: Data not availablefor all assessmentcommunities
pF)puIa.tlon n 2015(; In 2015, “[In] Lynn, teen pregnancy rates are high. They
Hispanicteens (72%) acrtoU nt'ed for are coming down thankfully, but we have one of
three quarters Of teenbi rth.s inlynn. the highest rates in Lynn [compared to state of

o Sexually Transm/tted Infections: While MA]. That education piece is always needed.”
not mentioned frequently by

assessment participants, in 2016 the chlamydia, gonorrhea, and syphilis case rates were highest
inLynn, Peabody, and Salem. From 2013 to 2016, the rate of chlamydiadeclined by 48% in Lynn
and 30% in Salem.

Oral Health: A few assessment participants described oral health asa concern, especially for the
homelessand elderly population. Among adults 65 years of age and older, inLynn one in five (20%)
have lost all of theirteeth, comparedtoone inseven (14%) statewide in 2014.

Health Care Access: Keyinformants, focus

The avenues of communication are not open to

group participants, and community forum parents [who don’t speak English]. It has to be
participantsidentified several barriers to the bilingualkids who are helping them with

health care access includinglack of health
insurance and under-insurance, navigation and

those services.”

care coordination, transportation, accessibility and after-hours care, language and immigration
status, and a need for culturally-sensitive approachesto care.



Community Suggestions for Future Programs and Services

Assessment participants shared the following suggestions forfuture servicesand programsinthe
community: strengthen culturally-sensitive approaches to care; increase transportation options,
particularly for health care access; focus on the social determinants of health, including housing and
employment; provide community education on health and prevention, atthe appropriate literacy level;
expand community programs foryouth and seniors; and support school -based initiatives, particularly
around behavioral health.

Key Themes and Conclusions

Thisassessmentreportdescribes the social and economiccontext of the communities served by NSMC,
as well as key healthissuesand concerns, and perceived assets and opportunities. Several key themes
emerged fromthis synthesis:

The North Shore community has a variety of assets including cultural and linguistic diversity,
collaborative social service organizations, engaged community residents, and green space.
Access to social and economic resources varies across the North Shore community, and
perceptions of rising inequality are of particular concern. Frequently cited concerns related to
the social determinants of health included: poverty, affordable housing and quality housing
conditions, transportation, access to affordable healthy foods, and access to safe and affordable
placesto exercise as substantial barriers to health.

Prevention and management of chronicdiseases is a challenge forsome North Shore residents.
Childhood obesity was frequently cited as aconcern among participants, who linked challenges
related to affording healthy food with obesity. Diabetes was mentioned asanimportantissue
that some community membersview asinevitable. Heart disease and cancerare leading causes
of deathinthe NSMC service area.

Behavioral health, including mental health and substance use disorders, continues to be a
pressing issue for North Shore communities. Regarding mental health, participants described
issues of depression, stress, and trauma. Regarding substance use disorders, opioid use was a
pressing concern, as were concerns foryouth, particularly around marijuanaand vaping. Aneed
to expand and de-stigmatize treatment, including for co-occurring disorders, was frequently
noted.

Barriers to health care access arecommon concerns, particularly forlow-income residents and
immigrant communities. Common barriers cited included a lack of access to preventiveor
specialty care, particularly forthe uninsured or under-insured; transportation challenges; aneed
for after-hours care and care coordination; and a need for culturally sensitive approaches to
care forimmigrantand non-English speaking populations.

Expanding health education and health literacy programs was viewed as beneficial. Participants
noted the importance of expanding programs foryouth, including sexual health education to
preventteen pregnancy. Residents also recommended providing community wellness education
centered on health and prevention, delivered at the appropriate literacy level.



BACKGROUND

Overview of North Shore Medical Center

The North Shore Medical Center (NSMC), amember of Partners HealthCare, is the North Shore’s largest
healthcare provider. With a main hospital campusin Salem and many ambulatory care sitesand
physician offices throughout the service area, NSMC offers comprehensive care and a commitmentto
exceptional quality, safety and kindness.

Summary of Previous Community Health Needs Assessment

This 2018 CHNA builds upon and expands NSMC’s previous 2015 CHNA, which examined the current
health status of NSMC’s service areaand explored in detailnew and emerging concerns related to
behavioral health services. Following this previous 2015 CHNA, NSMC developed an Implementation
Strategy focused onthe following Priority Areas: Access to Care; Substance Use and Mental Health
Disorders; Obesity, Physical Activity and Nutrition; and Meeting the Needs of the Most Vulnerable. The
2018 CHNA compares current health status to the 2015 findings, where relevant, and expands the focus
beyond behavioralhealth to broader health and related demographicand socioeconomicindicators.

Review of Initiatives

As aresultof the 2015 CHNA, NSMC developed a planto addressidentified key health needs andissues
through clinical care, programs and services, and in collaboration with a variety of community agencies.
Since the 2015 CHNA, NSMC has provided avariety of servicesand programming to address the
identified keyneeds andissues (see Appendix A). Services and programming have been implemented to
addressthe following Priority Areas: Access to Care; Substance Use and Mental Health Disorders;
Obesity, Physical Activity and Nutrition; and Meeting the Needs of the Most Vulnerable.

Purpose and GeographicScope of the 2018 NSMC Community Health Needs Assessment
In 2018, NSMC undertook a community health needs assessment (CHNA) of the communitiesitserves.
Thisreport describesthe process and findings of this effort. In addition to fulfilling the requirement by
the IRS Section H/Form 990 mandate, the NSMC CHNA process was undertaken to achieve the following
overarchinggoals:
e |dentify health-related needs inthe community, as well as community strengths and resources;
e Describeissuesthataffectthe community overall, as well as concerns for certain sub -
populations;
e Provide datathat can be used by NSMC and othersin the community to planand develop
programs and initiatives.
NSMC contracted with Health Resourcesin Action (HRiA), a non-profit publichealth organizationin
Boston, MA, to collectand analyze datato developthe CHNA report. This report discusses the findings
from the CHNA, which was conducted from January 2018 to August 2018.

Definition of CommunityServed

The NSMC CHNA focused on the communities of Danvers, Lynn, Lynnfield, Marblehead, Nahant,
Peabody, Salem, and Swampscott that comprise the hospital’s principal communities (see Figure 1
below). Whilethe CHNA process aimed to examine the health concerns across the entire service area,
there was a particularfocus onidentifying the needs of underserved populations and vulnerable groups.




Figure 1: GeographicFocus Area of 2018 North Shore Medical Center Community Health Needs
Assessment
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METHODS

The following section details how the dataforthe NSMC community health needs assessment was
compiledandanalyzed, as well asthe broaderlens used to guide this process. Specifically, the
community health needs assessment defines health in the broadest senseand recognizes that numerous
factors and multiple levels— from lifestyle behaviors (e.g., diet and exercise) to clinical care (e.g., access
to medical services) tosocial and economicfactors (e.g., employment opportunities) to the physical
environment (e.g., airquality) —all have animpact on the community’s health.

Approach and Social Determinants of Health Framework

It isimportant to recognize that multiple factors have animpact on health, and thereisa dynamic
relationship between people and their lived environments. Where we are born, grow, live, work, and
age—fromthe environmentinthe womb to our community environment laterin life —and the
interconnections amongthese factors are critical to consider. Thatis, not only do people’s genes and
lifestyle behaviors affect their health, but healthis alsoinfluenced by more upstream factors such as
employment status and quality of housing stock. The social determinants of health framework addresses
the distribution of wellness and illness among a population. Whilethe datato which we have accessis
often asnapshotof a populationintime, the people represented by that data have lived theirlivesin
ways that are constrained and enabled by economic circumstances, social context, and government
policies. Building on this framework, this assessment approaches datainamannerdesigned to discuss
whois healthiestand least healthy inthe community, as well as examines the larger social and economic
factors associated with good andill health.

Figure 2 below provides avisual representation of this relationship, demonstrating how individual
lifestyle factors, which are closest to health outcomes, are influenced by more upstream factors such as
employment status and educational opportunities. This report provides information on many of these
factors, as well as reviews key health outcomes amongthe residents of this North Shore region.

Figure 2. Social Determinants of Health Framework
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DATA 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. Graphic reformatted
by Health Resources in Action.



Quantitative Data: Review of Secondary Data

The NSMC CHNA incorporates data onimportantsocial, economic, and health indicators pulled from
various sources, including the U.S. Census, Centers for Disease Control and Prevention, Massachusetts
Department of PublicHealth, Massachusetts Department of Elementary and Secondary Education, the
Federal Bureau of Investigation and national databases that compile datasuch as the 500 Cities project.
Types of data include self-reporting of health behaviors from large, population-based surveys such as
the Behavioral Risk Factor Surveillance System (BRFSS), as well as vital statistics based on birth and
deathrecords. All tables and graphs note the specificdatasource.

Much of the social, economic, and health datainthisreportare provided foreach of the eight North
Shore communities as well as the state overall. However, city- and town-level datawere not available
for all measures. Inthe cases where certain local datawere not available, datafora subset of
geographies (often Lynn alone, as the largest city of the eight communities) are provided. Itshould also
be noted that for data that derive from the American Community Survey, five-year (2012-2016)
estimates are used. Per Census recommendations, these five-year aggregates are used toyield alarge
enough sample size. Where possible, the most current dataare compared to data shared inthe 2015
CHNAto enable the examination of trends.

Quantitative datain thisreportis often presentedin percentages or proportions to allow for
comparisons across geographiclocalities. Given that there is variation across the eight North Shore
communitiesin population size (with Lynn being the largest city/town), it should be noted that the
actual number of residents affected by a particularissue or health concern may be higher orlowerin
certainlocalities evenif percentages are similar.

Qualitative Data: Input from Community Representatives

While quantitative dataisimportant for providinginformation onincidenceand prevalence, and change
overtime, qualitative data offers in-depth information on the how and the why behind these numbers.
To that end, as part of the 2018 NSMC CHNA, a Community Forum, 20 Key Informant Interviews, and 5
Focus Groups were conducted to gather qualitative data.

Community Forum

In February 2018, NSMC hosted a Community Forum in Lynn. NSMC chose to hold the forum in Lynn not
only becauseitisthe largestcommunity inthe service areawith a long history of health needs, butalso
because it was particularly importantto provide Lynn residents with an opportunity to share their
perceptions of health-related needs in the community at this juncture, as the closure of Union Hospital
becomesimminent. At this Community Forum, HRiA provided a brief overview of the CHNA process and
thenfacilitated smallgroup discussions with participants to gatherinformation on perceptions of
health-related issuesinthe community and feedback on gapsin programs and services. Six smallgroup
discussions were held with a total of 40 participants. The discussions were facilitated by a trained
moderatorusinga semi-structured guide.

Interviews and Focus Groups

From January to May 2018, focus groups and interviews were conducted with community members and
leadersfrom a wide range of organizations in different sectors. In total, 20 key informant discussions
and 5 focus groups, with 55 participantsintotal, were conducted. Focus groups were held with local
youth, the local Khmer population (focus group conducted in Khmer), the local Latino population (focus
group conductedin Spanish), residents and stakeholders ata local YMCA, and key community leaders
workingon addictionissues. Twenty key informant discussions were conducted with individuals
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representingavariety of sectors includinglocal publichealth, elected officials, community leaders, the
Lynn Health Task Force, health care / community health, law, alocal union, seniorservices, and
transportation services. Afull list of the different sectors engaged during the focus group and interview
process can be foundin AppendixB.

Focus group and interview discussions explored participants’ perceptions of their communities, priority
health concerns, barriers to addressing health concerns and accessing health care, and suggestions for
future programmingand servicestoaddressthese issues. A semi-structured moderator’s guide was
used across all discussions to ensure consistency in the topics covered. Each focus group and interview
was facilitated by atrained moderator, and detailed notes were taken during conversations. On average,
focus groups lasted 90 minutes and included 6-15 participants, whileinterviews lasted approximately
30-60 minutes.

The collected qualitative data were coded and analyzed thematically, where data analysis identified
themesthatemerged across all groups and interviews. Frequency and intensity of discussionona
specifictopicwere key indicators used for extracting main themes. Selected quotes—without personal
identifyinginformation—are presentedinthe reporttofurtherillustrate points within topicareas.

Limitations

As with all data collection efforts, there are several limitations related to the assessment’s research
methodsthatshould be acknowledged. Years of the most current data available differ by datasource,
and some of the secondary data were notavailable at the local city/town level. Additionally, several
sourcesdid not provide current data stratified by race/ethnicity, gender, orage — thus these datacould
only be analyzed by total population.

Secondary survey datathat are included inthis CHNA reportandis based on self-reports, such as the
Behavioral Risk Factor Surveillance Survey (BRFSS), should be interpreted with particular caution. In
some instances, respondents may over- orunderreport behaviors andillnesses based on fear of social
stigmaor misunderstanding the question being asked. In addition, respondents may be prone to recall
bias—thatis, they may attempt to answeraccurately, but they rememberincorrectly. Insome surveys,
reporting and recall bias may differ accordingto a risk factor or health outcome of interest. Despite
these limitations, most of the self- report surveys analyzed in this CHNA benefit from large sample sizes
and repeated administrations, enabling comparison overtime.

While the focus groups, interviews, and community forum discussions conducted for this assessment
provide valuableinsights, results are not statistically representative of alarger population due tonon -
random recruiting techniques and asmall sample size. Because of this, itis possiblethat the responses
received only provide one perspective of the issues discussed. Itis alsoimportant to note that data were
collected atone pointintime, so findings, while directional and descriptive, should not be interpreted as
definitive.
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FINDINGS

Community Social and Economic Context

The health of a communityis associated with numerous factorsincluding what resources and services
are available (e.g., safe green space, access to healthy foods) aswell as who livesinthe community. The
section below provides an overview of the population of the North Shore community. Wholivesina
community is significantly related to the rates of health outcomes and behaviors of that area. While age,
gender, race, and ethnicity are important characteristics that have animpact on an individual’s health,
the distribution of these characteristics inacommunity may affect the numberand type of servicesand
resources available.

Demographic Characteristics

Population
Communitiesinthe NSMC catchmentarea varied widely in size from nearly 3,500 (Nahant) to just over

92,000 (Lynn) (Figure 3). Peabody and Salem are relatively sizable communities, at just over 52,000 and
justunder43,000, respectively. Remaining communities ranged from 3,471 residents (Nahant) to nearly
28,000 residents (Danvers). For comparison, the Massachusetts population asawhole is 6,742,143.

In interviews and focus group discussions across the NSMC service area, participants mentioned the
strongsense of identity and pride amongresidents. Asone interviewee explained, “[Salem] is small in
size — 8 square miles — but we punch out of our weight class.” Participants also noted that community
members are engaged and supportive of each other. Forexample, one interviewee explained, “Once
you’rea Lynn person, you don’tforget yourroots, you give and offer back to the community.”

Figure 3. Total Population, by City/Town, 2012-2016

92,074
52,235
42,804
27,558
20,363
12,489 14,250
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[

Danvers Lynn Lynnfield Marblehead Nahant Peabody Salem  Swampscott

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016
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Age

As seeninFigure 4, age distribution across NSMC cities and towns varied both in reference to the state
as a whole andin comparison with one another. Lynn and Salem had large proportions of young
residents, with approximately one-third of their populations aged 24 and younger, nearly one-third aged
25-44, and the remainingthird over 45 years of age. When looking more closely, Salem most closely
resembled the age distribution of the state as a whole, while Lynn skewed notably younger. In
comparison, the remaining areacities and towns had relatively higher proportions of older residents,
with approximately half of all residents aged 45and older, and around onein five overage 65.

Figure 4. Age Distribution, by State and City/Town, 2012-2016
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ynnfield - [EREERR
Marblehead 24.0% 22.7%
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28.7% 20.9%
26.7% 13.4%
Swampscott 23.5% 31.2% 18.1%

m Under 18 years 18-24 years 25-44 years ®m 45-64 years M 65 years orolder

Salem 17.8%

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016

As seenin Figure 5, most citiesand towns have seen atleasta small increase inthe number of residents
overage 65 since 2011. This increase was greatestin Marblehead —whereasin 2011 one insix residents
were over 65, as of 2016 approximatelyoneinfourtofive residents were inthatage range. The
exceptiontothistrendisLynn, where there wasaslight decrease in olderresidents from 2011 to 2016.

Participantsinthe assessmentalso noted that the region has a growing senior community, many of
whom are involved in the community. Concerns about meeting the needs of agrowing senior
population also emerged in conversations. Forexample, cognitive impairments such as dementiaand
Alzheimer’s disease were perceived as especially concerning. Key informants identified criticalissues
such as health security (e.g. support for family caregivers, access to affordable medication, long-term
care services), and financial security (e.g. work and employment protection, retirement savings issues,
housing stability) for the aging population. In particular, they observed that more supplemental support
was neededforseniors toreduce emergency department visits. One interviewee explained: “ We need
post-hospitalization support. There’s not enough for seniors to keep them out of the nursing home. If
they fall and break a hip, they end up in rehab for a long time, because there’s notenough community
support forthem in their home.”
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Figure 5. Percent of Population Age 65 Years or Older, by State and City/Town, 2007-2011 and 2012-
2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2007-2011,2012-2016

Racial and Ethnic Diversity

“Lynn is the most diversecity... It has been forlong time. Meaning that we have every color of
skin, every nationality, every religion, we have millionaires and movie stars that live here and
also hotel workers and landscapers.” —Interview participant

“Salem is a welcoming and diverse community steeped in history.” —Interview participant

Participants engaged in the assessment described their communities as “very diverse,” mentioning wide

racial, linguistic, and cultural diversity. Lynn was described as the most diverse in the NSMC catchment
area with a growing number of refugees and immigrants. Key informants and participants described
strong community connections among enclave communities and affinity groups. One participant
described, “Cambodianpeople here [in Lynn] get along with each other, we supporteach other, have
mutual assistance between us.” These groups, shared participants, are often connected to services by
anchor institutions such as faith-based organizations and cultural centers.

Comparedtothe state as a whole, most NSMC area cities and towns had a far greater proportion of
white non-Hispanicresidents, asseenin Figure 6. In these areas, Hispanic or Latino residents

represented a majority of non-white residents across most communities, however Asian residents were
the majority minority group in Lynnfield. Salem’s racial and ethniccomposition, similarto the state, was

more diverse; three-quarters of residents identified as white, non-Hispanic, with the second largest

racial/ethnicgroup being Hispanicor Latino residents (16.2%). Lynn’s racial and ethniccomposition was

more diverse than both the surrounding communities and the state, with nearly equal proportions of
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white non-Hispanic(39.0%) and Hispanicor Latino residents (38.0%), and a greater proportion of both
Black residents (11.5%) and residents of Asian ethnicities (7.8%).

Figure 6. Racial/Ethnic Composition, by State and City/Town, 2012-2016

Nahant 95.3% 1 ;
-

H White Black M Asian Hispanic/Latino Other

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016

As noted above, asizable percent of residentsin the NSMC service areaidentified as Hispanicor Latino,
ranging from 2.5% (Nahant) to 38.0% (Lynn).Seenin Figure 7below, the size of the HispanicorLatino
population shifted in several ways since 2011. In most cities, as in Massachusetts, the percent of
Hispanicor Latino residents hasincreased within arange of 1% (Salem) to as much as 8% (Lynn).Ina
several communities (Lynnfield, Nahant, and Swampscott), the percent of Hispanicor Latino residents
has decreased sslightly from 2011 to 2016.
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Figure 7. Percent of Population Identifying as Hispanic/Latino, by State and City/Town, 2007-2011 and

2012-2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2007-2011,2012-2016

Racial and ethnicdiversity in the NSMC service areawas also reflected in publicschool enroliment, as

seenbelowin Figure 8for the 2017-18 school year. Many of the communities saw fargreaterracial and
ethnicdiversityintheir publicschools as compared to their overall populations. The majority of students
inall towns exceptforLynn and Salem were white, non-Hispanic, but there were higher representations

of Hispanicor Latino, Black, Asian, and Native American studentsin publicschool settings. Insome
cases, thiswas dramatically so, asin Lynn where nearly two-thirds of publicly enrolled students were

Latino or Hispanic, and in Salem where Hispanicor Latino students comprise over athird of the student

body.
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Figure 8. Racial/Ethnic Composition of Public School District Enrollment, by State and City/Town,
2017-2018
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DATA SOURCE: School and District Profiles, Massachusetts Department of Elementary and Secondary Education,
2017-2018

Immigration and Language

“Lynn has always been a city of immigrants, it continues to grow in that way and we have a
strong culturalcomponentto be proud of.” -Interview Participant

“The immigrant population is afraid to leave the house, afraid to go to school.” — Interview
Participant

Assessment participants described agrowing immigrant community, including undocumented residents.
Participants noted that diverse residents and immigrants are a strength of their communities, butalso
noted that new communities faced unique barriers thatincluded: limited availability of local services
whose capacity is already strained, challenges navigating the health system due to linguisticand cultural
barriers, traumaand anxiety experienced in country of origin or as part of the immigrant process, and
being particularly vulnerable in the current political climate. One participant shared, “The issue of
immigration doesn’t just affect whether people come in fora flu shot—it’s also increasing anxiety in our
patient population because of what’s happening at the federallevel around immigration. That’s a huge
struggle fora lot of our patients.”
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As shownin Figure 9, in the NSMC service area, the share of residents overage 5 who were born outside
of the U.S. ranged from 7.3% (Danvers and Nahant) t036.1% (Lynn) in 2016. This prevalence has
fluctuated slightly since 2011. Danvers, Lynn, Marblehead, Nahant, and Peabody saw increasesin the
percentof immigrantresidents, while Lynnfield, Salem, and Swampscott experienced slight decreasesin
the immigrant population. Peabody and Salem’s overall proportions of immigrant residents were most
closely matched to that of the state (approximately 15%), while Lynn’s proportion was nearly double,
withoneinthree (36.1%) residents born outside of the U.S. in 2016.

Figure 9. Percent of Population Age 5 and OverBorn Outside U.S., by State and City/Town, 2007-2011
and 2012-2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2007-2011,2012-2016
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As might be expectedinacity as diverse in nativity as Lynn, there was great linguisticdiversity as well
(Figure 10). Half (50.5%) of Lynnresidents spoke alanguage otherthan English athome, as compared to
justoveronein five in Peabody (21.4%) and Salem (22.7%), and Massachusetts (22.7%) as a whole.

In Lynn, the most common language otherthan English was Spanish (spoken by approximately one-third
of the population), followed by Cambodian (4.1%), French Creole (1.9%), a variety of African languages
(1.4%), Portuguese (1.3%), and Russian 1.2% (Table 1). There was less linguisticdiversity in Danvers,
Marblehead, Lynnfield, and Swampscott, with arange of 8.3%-14.6% of residents speakinganother
language at home.

Figure 10. Percent of Population Age 5 and Over who Speak Language Otherthan English at Home, by
State and City/Town, 2012-2016

50.5%
22.7% 21.4% 22.7%
8.3% 12.8% 10.2% 13.0% I I 14.6%
. (o] .
X7 <© & 3O RS & RN Q& &
o2 N o) A e G S @ O
N S v S 2 & X P S
S i & Q> Ay & K
X W RN Q &
> N S

@’b

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016

Table 1. Most Common Languages Other Than English Spoken at Home in Lynn, 2011-2015

% of Total Population
Spanish or Spanish Creole 31.3%
Mon-Khmer, Cambodian 4.1%
French Creole 1.9%
African Languages 1.4%
Portuguese 1.3%
Russian 1.2%

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2011-2015
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Veteran Status

As shownin Figure 11, the percent of veterans amongthe civilian population was higherin many North
Shore citiesand towns, including Danvers, Lynnfield, Marblehead, and Peabody, when compared to the
state overall.

Figure 11. Percent of Veterans among Civilian Population 18 years and Over, 2012-2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016

Income and Poverty

“The biggestissue facing [us]... is incredible inequity... [we have] some of the most wealthy and
ideal communities next doorto communities that are really struggling.” —Interview participant

Poverty was reported as a concern across all focus group and interviews, with residents increasingly
concerned aboutthe wealth disparity amongthe North Shore communities. In addition to inequity
across the North Shore communities, some participants described “two Lynns”, one concentrated inthe
more affluent Ward 1, and the otherin lowersocioeconomicregions of Lynn, where residents of color
were more likely tolive. Participants indicated that poverty was the root cause of stressin community
members’ lives, reporting challenges meeting basic needs such asfood and shelterand difficulty
balancing multiple low-wage jobs. One community forum participant summarized, “Poverty is really one
of the leading drivers of health issues in this community, and everything related to that —the lack of
belief in a better future, living hand-to-mouth, you can’t see into the future because [you’re] just trying
to survivetoday.”

The medianincome for Massachusetts residents was nearly $71,000 in 2016 (Figure 12). Comparatively,
Lynnfield, Swampscott, Marblehead had medianincomes far higher than the state average, ranging
from $103,148 to $117,250. Salem and Peabody had lower medianincomes ($61,093 and $64,071,
respectively), while Lynn’s median income was afull $20,000 lower than the state average at $50,774.
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Figure 12. Median Household Income, by State and City/Town, 2012-2016
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As shownin Figure 13, the percent of families living below the poverty linein the NSMC service area
ranged from under 6% in a majority of towns (Lynnfield, Nahant, Danvers, Marblehead, Swampscott,

and Peabodyinascending order) to over 10% (Salemand Lynn). At 16.8%, the percent of families living
below the poverty level in Lynn was overtwice that of the state as a whole (8.0%) in 2016.

Figure 13. Percent of Families Living Below the Poverty Line, 2012-2016
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Employment
Assessment participants reported a need for more opportunities for stable and gainful employment,

particularlyinLynnand fortarget populationsincluding youth and immigrants. Keyinformants
described employment challenges forimmigrants who are professionalsin their country of origin but
who often have difficulties securing high-skilled positions in the United States. Further, it was reported
that immigrants face unique challenges to accessing benefits such as worker compensation, with one
participant sharing, “A lot of immigrants are day laborers. They get nothing but pain. No benefits, no
healthinsurance.”

In most of the NSMC communities, unemploymentamongresidents age 16 and over decreased
between 1% (Danvers, from 6.8% to 5.7%) and 3.5% (Salem, from 10.2% to 6.7%) from 2011 to 2016
(Figure 14). In two communities, however, unemployment hasincreased—doublingin Lynnfield (from
3.2% to 6.8%) and increasingslightly in Marblehead (4.5% to 4.8%) . Though unemployment has
decreasedsince 2011, in 2016 Lynn (7.8%) had the highest percent of unemployed residents and Nahant
(2.4%) had the lowest percent of residents who were unemployed. In 2016, with the exception of Lynn,
unemployment across the NSMCservice areawas at or below the Massachusetts unemployment rate of
6.8%.

Figure 14. Percent Unemployed among Population Age 16 and Older, by State, County, and City/Town,
2007-2011 and 2012-2016
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Education

The educational systemin the region was noted as a strength in some communities, and an area for
improvementin others. Many assessment participants noted the important role schools played in health
and described local efforts to provide health services —including mental health resources—as early as
middle school. While many assessment participants reported these efforts as a strength, others
cautioned aboutthe burden schools face to sustain these services with limited resources.

Acrossthe NSMCservice area, over93% of publichigh school studentsinfourcommunities (Danvers,
Lynnfield, Marblehead, and Swampscott) graduated infouryearsin 2017-2018, higherthan patternsfor
the state overall (88.3%) (Figure 15). Relative to Massachusetts and other NSMC service areatowns,
Peabody (86.4%), Salem (81.6%), and Lynn (73.7%) had a lower percent of publichigh school students
who graduated within fouryears.

Figure 15. Percent of Public School District High School Students who Graduated in Four Years, by
State and City/Town, 2017-2018
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Shownin Figure 16, compared to other NSMC communities and the State, Lynn (5.1%) and Salem (4.2%)
had a higher percent of publichigh school students who dropped out of school inthe 2017-18 academic
year. The percent of high school students who dropped out of school in Peabody (1.9%) was similar to
the state (1.8%). The other NSMC service areacommunities had high school dropout levels of halfa
percentor lower.
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Figure 16. Percent of Public School District High School Students who Dropped Out, by State and
City/Town, 2017-2018
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Comparedto the state of Massachusetts overall, where 41.2% of residents had a bachelor'sdegreeor
higher, six of the eight NSMC communities had asimilar orfar higher percent of residents with a
bachelor'sdegree orhigher (Figure 17). However, Lynn and Peabody had a comparatively lower percent
of residents withabachelor’s degree or higher(19.6% and 30.1%, respectively).InLynn, oneinfive
(20.7%) residents had less than a high school diploma, a percent twice that of the state (10.0%).

Figure 17. Educational Attainment of Adults Age 25 and Older, by State and City/Town, 2012-2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016
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As seeninFigure 18, since 2011 there have been fluctuations in the percent of adults with lessthana
high school diplomainthe NSMCservice area. The biggest change overthis period can be seenin
Nahant, where there was a 4.3% decrease inthe percent of residents with less than a high school degree
(from 6.8% to 2.5%), and Salem, which experienced a 3.2% decrease (from 12.9% to 9.7%). The towns of
Lynnfield, Marblehead, and Swampscott saw anincrease in the percent of residents with less than a high
school diploma, with the greatestincrease in Swampscott (2.3% t0 4.7%).

Figure 18. Percent of Adults Age 25 and Over with Less than High School Education or Equivalent, by
State and City/Town, 2007-2011 and 2012-2016
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Housing and Homelessness

“It’s hard to keep people healthy if they don’t have stable housing” — Interview participant

“More people are being displaced, any new development is market rate, we’re being
gentrified...”— Interview participant

The lack of affordable housing was mentioned in almosteveryinterview and focus group, with
participants citing lackluster affordable optionsin safe neighborhoods. Participants reported that the
number of affordable rental unitsin the communityis far smallerthan the need. Interviewees expressed
concerns about gentrification and explained how housingissues mirror rising costsin larger cities such
as Boston, with one participant summarizing, “As [housing] prices rise in Boston, we’re seeing it spread
to the North Shore...people are being priced out and displaced.” Interview participants identified elders,
residentsin recovery, and those suffering from mental illness among the most vulnerable for becoming
homeless.

A couple of interviewees shared that while some community organizations have been workingto
address thisissue, more needs to be done to supportthe development of affordable housingin the
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community. According to participants, housing costs comprise alarge part of spendingforlowerincome
households, leaving few resources for other needs such as health care, medicines, or nutritious food. As
oneintervieweeshared, “It’s hard to keep people healthy if they don’t have stable housing...they have no
good place to store medications and it’s not a great situation. If they don’t have stable housing, it’s hard
to engage themn their health care.”

In 2016, median housing costs for rentersin NSMC communities ranged from just over $1,000 (Lynn) to
nearly $1,500 (Lynnfield), comparedtoamedianrentof $1,100 in the state as a whole (Figure 19). For
homeowners, median monthly costs (including mortgage) ranged from just under $2,000 (Salem) to
nearly $2,900 (Lynnfield). As with median rents, this range indicated overallrelatively higher costs of
livingasinthe NSMC service area compared to the state average.

Figure 19. Median Gross Rent and Median Selected Owner Costs (Including Mortgage), by State and
City/Town, 2012-2016
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It isuseful to consider median monthly housing costsin the context of the percent ofincome that is
spenttoward housing expenses. Asshownin Figure 20, similarto the state average (47.4%), housing
costs consumed atleast 30% of income for nearly half residents of Danvers (47.2%), Marblehead
(47.7%), and Salem (49.5%), compared to only 40.3% of Nahantresidents. More than half of residentsin
all othercommunitiesinthe NSMCservice areaspent 30% or more of theirincome on housing costs.
The highest proportion of residents spending at this level was in Lynnfield (63.3%), where nearly two-
thirds of residents spent atleast one-third of theirincome on housing costs.
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Figure 20. Percent of Renter-Occupied Housing Units Where 30% or More of Income Is Spent Towards
Rent and Utilities, by State and City/Town, 2012-2016

63.3%
53.0% 54.0% 54.0%
49.5%
47.4% 47.2% 41.7% ’
| | | |
& X » & S < &
o‘" o“ \3 é& é\z ;b(\’b & %%e &
X NG N o S & K
& ) N %
< v “ $’b
& < 5
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Transportation

“Access to transportation could be better, we have the commuter rail, but most Lynn folks don’t
use it because of limited access, it’s notreliable, and the cost is too high.” — Focus Group
Participant

Concerns abouttransportation were discussedin nearly every focus group and interview. Whilethe
region was described by participants as having access to the commuter rail (though this was described
as costly and unreliable), some bus routes, and the RIDE (the MBTA’s paratransit service), these services
were viewed asinadequate given the size of the population. As aresult, according to participants,
residents largely rely on private cars. Where publictransportation is available, participants stated,
timeliness of services and cost are challenges forresidents. Participants noted that transportation
barriers are especially cumbersome forseniors and residents seeking ongoing care such as dialysis or
cancer treatment.

With regards to means of transportation to work, in 2016 approximately 10-13% of residentsin Lynn,
Nahant, Salem, and Swampscott used publictransportation, as compared to about 3% of residents
Danvers, Lynnfield, and Peabody (Figure 21). In all NSMC service area communities, a majority of
residents drove aloneorcarpooled towork, ranging from 70.9% in Lynn to 90.4% in Danvers.
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Figure 21. Means of Transportation to Work Among Population Age 16 and Over, by State and
City/Town, 2012-2016

Massachusetts P 78.6%
Danvers P 90.4%
Lynn P 70.9%
Lynnfield P 89.5%
Marblehead P 75.8%
Nahant P 81.5%
Peabody P 89.5%
Salem P 72.1%
Swampscott P 80.4%

B Car, truck, or van (drove alone or carpooled) Public transportation

DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016
NOTE: Percents do not sumto 100 due to exclusion of additional categories.

Violence and Trauma

“There’s the trauma of poverty, the trauma of witnessing violence...it’s trauma accumulated and
notjustone isolated incident — Interview Participant

Violence, safety, and traumawere described by assessment participants. A few participants noted that
theincrease of substance users hasimpacted community safety, with one participant sharing, “The [use]
of opioids breeds other issues such as financial stress that forces people to resort to crime.” Youth
participants reported feeling unsafe walking in their communities, citing common instances of sexual
harassmentand active drug users.

The rate of violent crime in the NSMC communities varied widely in 2016, from a low of about 70
incidents per 100,000 populationin Swampscott and Lynnfield to a high of 772 incidents per 100,000
populationin Lynn (Table 2). However, when examined overtime, between 2012 and 2016 the violent
crime rate has decreased in many NSMC communitiesincluding Lynn (Table 3).

With regards to property crime, in 2016, Lynnfield, Marblehead, and Nahant had the lowest rates, while

Salem had the highestrate at 2,409 incidents per 100,000 population. Massachusetts, in comparison,
had an average property crime rate of 1,561 incidents per 100,000 population in 2016.
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Table 2. Crime Rate per 100,000 Population, by State and City/Town, 2016

ViolentCrime Rate* | Property Crime Rate**

Massachusetts 377 1,561
Danvers 139 2172
Lynn 772 2079
Lynnfield 70 695

Marblehead 107 720

Nahant 115 718

Peabody 392 1305
Salem 305 2409
Swampscott 69 1278

*Violent crimeis defined as murder and non-negligent murder, rape, robbery, and aggravated assault.
**Property crimeis defined as burglary, larceny-theft (excludingforce or threat of force), motor vehicletheft, and
arson (including force or threat of force).

DATA SOURCE: Crimeinthe United States, Federal Bureau of Investigation,2016

Table 3. Violent Crime Rate* per100,000 Population, by State and City/Town, 2012 - 2016

2012 Rate 2016 Rate
Massachusetts 406 377
Danvers 215 139
Lynn 821 772
Lynnfield 59 70
Marblehead 134 107
Nahant 173 115
Peabody 232 392
Salem 378 305
Swampscott *x 69

*Violent crimeis defined as murder and non-negligent murder, rape, robbery, and aggravated assault.
**Numbers low and suppressed
DATA SOURCE: Crime inthe United States, Federal Bureau of Investigation, 2016

Assessment participants identified the need to better understand how trauma affects all aspects of
community health including prevention, violence, and behavioral health. Traumaforimmigrant
populations was aconcern for some participants, while other participants noted that trauma, such as
sexual trauma, was an issue for the community broadly and necessitates a trauma-informed approach to
services. While dataon Adverse Childhood Experiences (ACEs) is notavailable atthe local level, the
percentage of childrenages0to 17 in Massachusetts overall who experienced two or more ACEs in 2016
was lowerinthe state (20.2%) compared to the United States (22.6%).; still, about 1in 5 childrenin
Massachusettsin 2016 experienced two or more ACEs?.

1 DATA SOURCE: Child and Adolescent Health Measurement Initiative, National Survey of Children’s Health, Data
Resource Center for Child and Adolescent Health, 2016, as reported by America’s Health Rankings. ACEs
DEFINITION: Percentage of childrenaged 0 to 17 years who experienced 2 or more of the following: Socioeconomic
hardship, divorce/parental separation, lived with someone who had analcohol or drugproblem, victimor witness
of neighborhood violence, lived with someone was mentallyill or suicidal, domestic violence witness, parent
served time injail, treated or judged unfairly dueto race/ethnicity, death of parent (pre-2016 NSCH redesign)
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COMMUNITY HEALTH ISSUES

Thissectionfocuses on healthissues and concerns thatemerged duringthe NSMC needs assessment
process. It examines health outcomes as well asthe lifestyle behaviors among residents that support or
hinder healthincluding physical activity, nutrition, and alcohol and substance use. Where appropriate
and available, local statistics are compared to the state and trends overtime are presented.

Leading Causes of Mortality

As shownin Table 4, the leading causes of death inthe NSMC communitiesin 2014 were cancer and
heart disease, mirroring patterns for Massachusetts overall. Cerebrovascular disease was the third
leading cause of deathin Danvers, Lynnfield, Nahant, and Peabody, whereas injuries and poisoning were
the third leading causes of death in Lynn, Salem, and Swampscott, reflecting patterns forthe state. It
should be noted that the category of “Injuries and Poisoning” includes drug overdoses.

Table 4. Leading Causes of Death, by State and City/Town, 2014

Rank | Massachusetts | Danvers Lynn Lynnfield | Marblehead [ Nahant Peabody Salem Swampscott
1 All-Site Cancer All-Site All-Site All-Site All-Site All-Site All-Site
Cancer Cancer Cancer Cancer Cancer Cancer

All-Site
Cancer

All-Site
Cancer

Cerebro-

L Injuries Cerebro- . : Cerebro- | Cerebro- Injuries L
Injuriesand Alzheimer's Injuriesand
3 ) ) vascular and vascular . vascular | vascular and ) )
Poisoning X i . X Disease X X . . Poisoning
Disease | Poisoning Disease Disease Disease | Poisoning

DATA SOURCE: Massachusetts Department of Public Health, Data Request, 2018

Premature mortality, which assesses deaths that occurred before age 75, is an importantindicator of
the community’s wellbeing. Many of these premature deaths are considered to be preventable. In 2014,
the premature mortality rate exceeded the state average (274.9deaths per 100,000 population) in Lynn
(405.9 deaths per 100,000 population), Danvers (337.3 deaths per 100,000 population), Peabody (308.4
deaths per 100,000 population), and Salem (296.9 deaths per 100,000 population) (Figure 22). The
premature mortality rate in 2014 was lowestin Swampscott, Marblehead, and Nahant. From 2013 to
2014, the premature mortality rate increased in Danvers, Lynn, and Lynnfield, with a45% increase in
Lynnfield over this period. In contrast, the premature mortality rate declined forall othertowns.
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Figure 22. Premature Mortality Rate per 100,000 Population, by State and City/Town, 2013 and 2014
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ChronicDiseases and Related Risk Factors

This section presents findings relative to chronicdiseases, including asthma, diabetes, heart disease,
hypertension, and cancer, and related risk factors including physical activity, healthy eating and food
security, and overweight or obesity. Ininterviews and focus group discussions across the NSMC
catchmentarea, residents noted that unhealthy habits are established at a young age and that chronic
diseases are often associated with the social determinants of health including poverty. One resident
explained, “Chronic diseases decrease the life span, it reinforces the poverty effect because people have
strokes, heart attacks, and things that shouldn’t happen to them at their age. It essentially helps families
be poorer.”

Physical Activity

Accessto opportunities for physical activity was reported by participants to be varied across the region.
While participants shared that some communities have parks, trails, and bike sharing programs, they
indicated thatthese opportunities do not existin all neighborhoods. In Lynn, the safety of parks and
exposure todirty needles was a concern that residents noted affected physical activity. Participants
cited additional barriers to physical activity including lack of sidewalks in some areas and poor quality of
sidewalksin others. Teen focus group participantsidentified “broken sidewalks and dirty streets” as daily
concerns, and some participants also noted that physical activity opportunities and programming for
youth are limited during the wintertime and summer months.

Healthy Eating and Food Security

“There needs to be some consciousness about [the] benefits of healthy eating and providing
peoplethis, at affordable prices.” - Community Forum Participant

Focus group and interview participants expressed concern about limited healthy food optionsin lower
income communitiesinthe North Shore area. Participants reported alack of grocery stores and
prevalence of convenience stores and fast food in the se communities, which they saw as directly linked
to obesity and chronicdisease amongresidents. The higher cost of fresh produce and lack of awareness
of the importance of healthy eatingand how to cook healthy meals were also identified as barriers to
healthy eating. One community forum participant explained, “Even Farmer’s Markets areridiculous,
foodis so expensive here!” Food insecurity among seniors was mentioned as anissue by a couple of
participants. Teen focus group participants noted the saturation of fast food restaurantsin Lynn.

Accessto freshfood wasstill a challenge in high-need neighborhoods. Residents noted that the push for
healthieritems atfood banks poses challenges to buy more equipment to store food. Additionally,
participants explained that many residents do not have access to a refrigeratorin shelters orif they are
homeless. One assessment participant described, “We don’t have much capacity for food pantries in our
community. There’s also the issue of housing fresh produce. Pantries are traditionally in churches. If you
get fresh items, where are they supposed to storeit?”

Foodsecurityis a conditionin whichindividuals have safe, sufficient access to nutritious food. As shown
inFigure 23, in 2012 and 2015 approximately oneinten childreninLynn(11.2% and 10.4%,
respectively), did not have access to a reliable source of food inthe pastyear. In 2015, lack of access to a
reliable source of food for childrenin Lynn (10.4%) was slightly belowthat for children across
Massachusetts (13.5%) and Essex County (13.1%).
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Figure 23. Percent of Population Under Age 18 That Did Not Have Access to a Reliable Source of Food
During the Past Year, by State, County, and City/Town, 2012, 2015, and 2016

16.6%

13.5%

Massachusetts

m 2012 m2015 m 2016

DATA SOURCE: Feeding America, Map the Meal Gap
NOTE: NA indicates data not available; Data not availablefor other assessmentcommunities

In 2016, nearly one-third (29.7%) of households across Lynn received food stamp benefits underthe
Supplemental Nutrition Assistance Program (SNAP), more than doublethe percent of food stamp
recipients for Massachusetts overall (12.5%) (Figure 24). One insix (16.9%) householdsin Salem

13.1%
12.1% 12.2%
11.5% 9
° 11.2% 10 4%
I I I II NA
Essex County Lynn

received food stamps and one inten Peabody households received food stamps. Fewerthanoneinten

households across the six othertownsinthe NSMCservice areareceived food stamps.

Figure 24. Percent of Households Receiving Food Stamps (SNAP Benefits), by State and Select

Cities/Towns, 2012-2016
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 5-Year Estimates, 2012-2016
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Overweight and Obesity

“Low income children have problems with obesity because families can’t afford the price. It’sa
lot easier to buy the bag of chips than it is to buy the fruit.” - Community Forum Participant

As noted above, assessment participants connected limited access to affordable, healthy foods with
obesity. Ininterviews and focus groups, childhood obesity arose as acommon concern. Community
residents perceived that childhood obesity was onthe rise, and that the prevalence of o besity was
correlated with socioeconomic status. In particular, assessment participants connected childhood
obesity toreliance onfast food and concerns about safety in some neighborhoods.

In 2014-2015, twoin five publicschool studentsin Peabody (41.7%), Salem (40.0%), and Lynn (39.3%)
were overweight orobese, while only one-third (32.2%) of publicschool students were overweight or
obese across Massachusetts (Figure 25). Compared to the state (16.3%), a higher percent of public
school studentsin the towns of Lynn (19.5%), Marblehead (18.5%), Peabody (19.0%), and Salem (18.2%)
were overweightin 2014-2015. The towns of Lynn (19.8%), Lynnfield (17.9%), Peabody (22.7%), and
Salem (21.8%) had a prevalence of obesity amongst publicschool students that exceeded statewide
(15.9%) patterns.

Figure 25. Percent of Overweightor Obese Childrenin Grades 1, 4, 7, and 10, by State and City/Town,
2014-2015

Massachusetts 16.3%
Danvers 15.5%
Lynn 19.5%

Lynnfield 9.5%

Marblehead 18.5%

Peabody 19.0%
Salem 18.2%

Swampscott/Nahant 14.7%

Overweight ® Obese

DATA SOURCE: Body Mass Index Screening, Massachusetts Public School Districts, 2015
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As shownin Figure 26, in 2015 threeinten (29.8%) adultsin Lynn were obese, while nearlyone -quarter
(24.0%) of adults across Massachusetts were obese.

Figure 26. Percent of Adults Who are Obese, By State and City/Town, 2015

29.8%

24.0%

Massachusetts Lynn

DATA SOURCE: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System
NOTE: Age-adjusted; data not availablefor other assessmentcommunities

Asthma

“If... patients do have housing, it’s notin great condition. So if their kids have asthma, if there’s
carpeting or cockroaches, theirasthma gets flared up.” — Interview participant

Assessment participants shared the perception that youngchildren livingin poverty are affected by
asthmaas a result of poor environmentalfactors, poor living conditions, and housing conditions. One
keyinformantelaborated: “.. if their kids have asthma, if there’s carpeting or cockroaches, theirasthma
gets flared up. There are things beyond our ability to control.” Participants suggested that prevention
and control efforts around asthma be developed or expanded, specifically: policy and regulation for
housing; access to medication; outreach and engagement of parents; linkages between schools and
primary care; and tobacco cessation programs.

As shownin Figure 27, only Lynn (13.3 cases per 100 students) had an asthma prevalence rate among
students that exceeded that for Massachusetts overall (12.2 cases per 100 students) in 2014-2015. The
prevalence of asthmaamong students exceeded the average for Essex County (11.1 cases per 100
students) inthe towns of Lynn (13.3 cases per 100 students), Salem (11.5cases per 100 students), and
Lynnfield (11.3 cases per 100 students).
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Figure 27. Rate of Asthma per 100 Students, by State and City/Town, 2014-2015 School Year
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DATA SOURCE: Massachusetts Environmental Public Health Tracking, Massachusetts Department of Public Health
Bureau of Environmental Health

In 2015, one intenadultsin Lynn (10.6%) and Massachusetts (10.2%) reported that they had been told
by a health care providerthatthey had asthma (Figure 28).

Figure 28. Percent of Adults Reporting a Diagnosis of Asthma, by State and City/Town, 2015

10.2% 10.6%

Massachusetts Lynn

DATA SOURCE: Centers for Disease Control and Prevention, Division of Population Health; Behavioral Risk Factor
Surveillance System
NOTE: Data not availablefor other assessmentcommunities

Whenlooking at the geographicdistribution of asthmaamongadultsin Lynn, the prevalence of asthma
was highest (approximately 11%) in Census tractsin south central Lynnand southwest Lynnin 2015, as
indicated by the blue shading. The asthma prevalence was lowest (approximately 9%) among adultsin
Censustracts in northwest Lynn, which are shadedinyellow.
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Figure 29. Map of Asthma Prevalence Among Adults, Lynn, 2015
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DATA SOURCE: Centers for Disease Control and Prevention, Division of Population Health, 500 Cities
NOTE: Model-based estimates

Diabetes

“Diabetes, | would venture to say thatin our congregation, diabetes is at a crisis point, thatis a
huge, a HUGE issue. And people seem to acceptit asnormal.” — Interview participant

Diabetes wasa common concern discussed ininterviews and forums. One key informant emphasized
community concerns about diabetes: “Diabetes, | would venture to say that in our congregation,
diabetes is at a crisis point, thatis a huge, a HUGE issue. And people seem to acceptit as normal. Think
“My mother had it, my father had it, my brother had it, now it’s my turn”. My mind is blown when | see
how casualpeople talk about diabetes, like oh well, and they’re not paying attention to things to prevent
complications. [They] justsay well “oh well, I’'m diabetic”.” In 2015, one intenadultsin Lynn (10.9%)
reported thatthey were diagnosed with diabetes, a prevalence that was higherthan the state average
(8.0%) (Figure 30).
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Figure 30. Percent of Adults Reporting a Diagnosis of Diabetes, by State and City/Town, 2015
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Massachusetts Lynn

DATA SOURCE: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System
NOTE: Age-adjusted; data not available for other assessmentcommunities

In 2015, reflecting patterns across the state (2.4%) and in Essex County (2.2%), 2.2% of deathsin
Danvers and Lynn were attributed to diabetes (Figure 31). The prevalence of diabetes-attributable
deathswas lowestin Nahant (0.0%) and Marblehead (0.6%).

Figure 31. Deaths Attributable to Diabetes as Percent of All Deaths, by State, County and City/Town,
2015
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DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Records and Statistics
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Heart Disease

As shownin Figure 32, 6.2% of Lynn adults were ever diagnosed with angina or coronary heartdisease, a

prevalence that was slightly higherthan that forthe state overall (5.3%) in 2015. While heart disease

was amongthe leading causes of deathin the area, few assessment participantsidentified heart disease

as a pressingcommunity concern.

Figure 32. Percent of Adults Ever Diagnosed with Angina or Coronary Heart Disease, by State and
City/Town, 2015

6.2%

5.3%

Massachusetts Lynn

DATA SOURCE: Centers for Disease Control and Prevention, Division of Population Health; Behavioral Risk Factor
Surveillance System
NOTE: Data not availablefor other assessmentcommunities

Hypertension
In 2015, nearly one inthree Lynn adults (29.9%) had been diagnosed with high blood pressure, slightly

higherthan the state average (27.1%) (Figure 33).

Figure 33. Percent of Adults Ever Diagnosed with High Blood Pressure, by State and City/Town, 2015

29.9%
27.1%

Massachusetts Lynn

DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS)
NOTE: Age-adjusted; Data not availablefor other assessment communities

39



Cancer

In 2015, approximately 6% of adultsin Lynn and Massachusetts reported a cancer diagnosisin their
lifetime (Figure 34). While cancerisamongthe leading causes of deathinthe area, few assessment
participantsidentified canceras a pressing community concern.

Figure 34. Percent of Adults Ever Diagnosed with Cancer, by State and City/Town, 2015

6.1% 5.8%

Massachusetts Lynn

DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS)

NOTE: Age-adjusted; Does not includeskin cancer diagnoses; data notavailablefor other assessment communities

Shownin Figure 35 isthe geographicdistribution of cancer diagnoses amongadults across Lynnin 2015.

Censustracts in northwestern and south central Lynn (6%-8%) —shaded in blue —had double the
prevalence of cancer diagnoses than Census tractsin central Lynn (approximately 3%), as indicated by
theyellow andlight green shading.

Figure 35. Map of Cancer Diagnoses among Adults, Lynn, 2015
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Oral Health

“There needs to be a real commitmentto understanding thatoralhealth is a huge part of health
care. Oral health puts you at risk fora lot of issues like cardiac disease.” —Interview participant

A few assessment participants described oral health as a concern, especially forthe homeless and
elderly population. [t was noted that regularand preventive dental care can be costly, and that residents
may avoid payingfordental care until emergency situations arise. Participants also noted that oral
health can impact otherhealthissues, such as cardiac disease orthe ability to eat healthy foods, as well
as otheraspects of daily living such as appearance and confidence atjob interviews.

In 2016, there was a slightly lower proportion of dental providers available to Essex County residents
relative to Massachusetts overall (Figure 36). Specifically, there was one dental provider available for
every 1,140 Essex County residentsin 2016, a ratio that exceeded the state average of one dental
providerper1,010 residents across Massachusetts.

Figure 36. Ratio of Population per One Dentist, by State and County, 2016

1,140

1,010

Massachusetts Essex County

DATA SOURCE: County Health Rankings & Roadmaps, Area Health Resource File/American Medical Association,
2018

NOTE: Data not availablefor the assessmentcommunities

Limited datawere available regarding arange of oral health outcomes across the NSMC catchmentarea.
As shownin Figure 37, among adults 65 years of age and older, in Lynn onein five (20.0%) have lost all
of theirteeth, comparedtoone inseven (14.4%) statewidein 2014.

Figure 37. Percent of Adults 65+ Years of Age Reporting Loss of All Teeth, by State and City/Town,
2014

14.4% 20.0%
Massachusetts Lynn

DATA SOURCE: Centers for Disease Control and Prevention, Division of Population Health, 500 Cities
NOTE: Data not availablefor all assessmentcommunities
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Mental Health

“Mentalillness is a key concern for Lynn. Substance use and mentalillness go hand in hand and
you really need to treat them both.”- Community Forum Participant

“We’re not quite where we need to be in terms of de-stigmatization. Why should people who
have anxiety be treated differently than people who have asthma or diabetes?” -Key Informant
Interview

Mental health was identified as a priority issue among the majority of participantsin this assessment.
Depression, stress, and trauma were the most frequently cited concerns within these conversations,
includingamongyouth. As described above, participants noted the need to understand mental health
issuesthroughthe lens of individual and community trauma. Additionally, some participants shared the
perceptionthat law enforcementisincreasinglyencounteringindividuals suffering from mental illness
and could benefitfrom additional training and support. Lastly, participants expressed concerns about
cognitive impairments amongseniors as described above, including Alzheimer’s and dementia.

As shownin Figure 38, the prevalence of adverse mental health outcomesin Lynn was notequally
distributed. AtleastoneintenLynnresidents reported atleast 14 poor mental health daysinthe past
monthin 2015. As indicated by the blue shading, Census tractsin south central Lynn had a higher
prevalence of residents reporting poor mental health (16%-19%) compared to Census tractsin northern
and northwestern Lynn (shown in yellow shading).

Figure 38. Map of Adults Reporting 14+ Poor Mental Health Days, Lynn, 2015
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In 2017, nearly onein five (18.0%) Danvers high school students reported that they seriously considered
attemptingsuicide, a prevalence that was slightly higherthan that for high school students across
Massachusetts (14.9%) in 2015 (Figure 39). Following state patterns (8.0% and 14.9%, respectively), high
school students (18.0%) in were more likely than middle school students (13.0%) in Danvers to report
consideringasuicide attempt. In 2017, compared to the state average, asmaller percent of high school
studentsin Swampscott (12.3%) and Lynnfield (7.6%) reported considering suicide. In Lynnfield (7.9%) in
2017, the percent of middle school students reporting that they considered attempting suicide was
similarto that for middle school students across Massachusetts (8.0%) in 2015.

Figure 39. Percent of Middle School and High School Students Reporting They Seriously Considered
Attempting Suicide, 2015-2017

18.0%

14.9%
13.0% 12.3%

8.0% 7.9%  7.6%

NA

A (2015) Danvers (2016) Lynnfield (2017) Swampscott (2017)

Middle School B High School

DATA SOURCES: Massachusetts 2015 Youth Risk Behavioral Survey. Health & Risk Behaviors of Massachusetts
Youth: 2015; Danvers Middle School 2016 Youth Risk Behavioral Survey Results; Lynnfield Middle School 2017
Youth Risk Behavioral Survey Results; Swampscott Middle School 2017 Youth Risk Behavioral Survey Results
NOTE: NA indicates data not available; Years of data collection vary by assessmentcommunity; data not available

for all assessmentcommunities

In 2015, approximately 1% of all deaths were attributableto suicide in Lynn (1.4%), Marblehead (1.3%),
Danvers (1.1%), and Salem (0.9%), similarto the prevalence statewide ( Figure 40). The prevalence of
suicide-attributable deaths was lowest in Lynnfield, Nahant, and Swampscott.

Figure 40. Deaths Attributable to Suicide as Percent of All Deaths, by State and City/Town, 2015
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DATA SOURCE: "Massachusetts Deaths 2015" Pub Apr 2018. MDPH, Registry of Vital Records and Statistics
NOTE: NSCH Network indicates North Shore Community Health Network
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Many assessment participants observed that dual diagnoses, particularly forindividuals with multiple
mental healthissuesand/ora mental health and substance use disorder, are particularly challenging. As
one Community Forum participant noted, “Substance use and mentalillness go hand in hand and you
really need to treat them both.”

Assessment participants also described barriers to mental health treatment. First, some participants
noted that stigma around seeking care for this healthissue persists, includingamongseniors. Asone
interviewee noted, “We’re not quite where we need to be in terms of de-stigmatization. Why should
people who have anxiety be treated differently than people who have asthma or diabetes?” Other
participants pointed to systemicchallenges to addressing community mental health issues. Participants
described aninsufficient number of providersinthe community to meetthe need, notingin particular
that some mental health providers do notacceptor accept only a limited number of Medicaid-insured
patients. A need forchild psychiatristsin particular was noted. Lastly, some assessment participants
described aneedforadditional grant or otherfundingto support education around and de-
stigmatization of mental healthissues.

Figure 41 below presents the percentage of clients seeking substance abusetreatment whoalsoreport
prior mental health treatment. In 2016, two-thirds (65.4%) of clients from Nahant who sought treatment
at MDPH-contracted or licensed substance abuse services reported prior mental health treatment,a
percentthatfar exceeded that for Massachusetts overall (45.1%) (Figure 41). Amongthe other
communitiesinthe NSMCservice area, nearly half of clients from Lynn (48.3%), Marblehead (48.9%),
and Salem (48.4%) reported past mental health treatment, compared tofourintenclientsin Danvers
(40.0%), Lynnfield (38.8%), Peabody (39.8%), and Swampscott (43.5%). From 2014 to 2016, following
patterns statewide, reports of past mental health treatmentamong substance abuse clientsincreased or
remained stable across the NSMC communities.

Figure 41. Percent of MDPH Contracted/Licensed Program Clients Reporting Prior Mental Health
Treatment, by State and City/Town, 2014 and 2016
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Substance Use Disorders

“When you have an addictin your family, it disrupts the whole family, it disrupts everything
emotionally, financially.” -Community Forum Participant

“A lot of people are vaping. It’s mad cheap to buy and easy to get. People vape during class.” —
Youth focus group participant

“We need a change in regulation for suboxone. There’s a limit on how many users | can treat but
| can prescribe as many opioids as | want. Itdoesn’t work.” -Focus Group Participant

Substance use disorders, in particular opioids, were mentioned in every focus group, interview, and
community forum group. Residents noted that substance use bears heavily on families. One community
forum participant noted, “When you have an addict in your family, it disrupts the whole family, it
disrupts everything emotionally, financially.” Another key informant described: “It’s affecting many
more people than HIV ever affected atits peak... Everyone needs to talk about [substance use disorders].
The amount of people that die from overdoses is the equivalent of two jumbo jets crashing every day.”

Substance use treatment, and aneed forexpandingservices, was achallenge thatemergedin several
interviews. One informant noted, “Getting same-day referrals is really challenging. People are desperate
and if you can’t get them help immediately they go use [drugs] again.” For opioid treatmentin
particular, barriers to treatmentthat were identified by assessment participantsincluded aneed for
additional providers who are certified to provide medication-assisted treatment such as Suboxone,
limited funding for prevention and education, and stigma from both providers and substance users. For
example, participants perceived that some providers did not want to treat substance users and have
“thosepeoplein [their] waiting room,” while fromauserlevel, pillusers do notidentify as a “junkies”
because theyare not injecting heroin. Some participants also noted stigmarelated to substance use in
Lynn in particular. As one participant described, “people in Marblehead say there’s no drug problem,
thatit’s in Lynn... but they’re buying their drugs in Lynn. They’re a source community.”

Residentsidentified aneedto exploredifferent substance use treatment models. Recommendations
included transitional programs, outpatient support groups, peer recovery models, and on demand care
for druguse for whichthereisa short window tointervene. Another suggestionincluded advocating for
ambulancestotransport patients to community health centers to provide “urgent care for opioids.”
Participants observed thatthere are some “repeat offenders” who frequently seek care inthe ER for
substance use issues, yet participants noted that ER providers often do not have the capacity to discuss
longtermservices. Lastly, some informants perceived that services are hyper-focused on opioids. One
informant noted, “There are no services foranything besides opioids —patients feel that their problems
aren’tas important because there is such a focus on opioid use instead of say, alcoholism.”

Table 5 below shows thatamongclients who sought treatment at MDPH-contracted orlicensed
substance abuse services and programsin 2016, the primary substance for which treatment was sought
was heroin fora majority of clients from NSMC communities. However, in Marblehead and Nahant,
alcohol wasthe most frequently cited primary substance for which treatment was soug ht.
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Table 5. Primary Substance Used for which Treatment is Sought Among MA DPH Contracted/Licensed
Program Clients, 2016

Other
Crack/ Sedatives/
Alcohol Cocaine Heroin |Other Opioids| Hypnotics Marijuana
Massachusetts 31.8% 3.3% 54.6% 4.5% 1.1% 4.0%
Danvers 37.0% 1.9% 47.9% 6.8% - 4.7%
Lynn 28.1% 4.2% 57.9% 5.7% 1.0% 4.7%
Lynnfield 33.7% - 51.0% 9.2% - -
Marblehead 52.6% - 36.3% 5.9% - -
Nahant 52.0% - 40.0% - - -
Peabody 29.8% 2.8% 56.0% 5.4% 1.4% 3.9%
Salem 38.1% 2.6% 46.5% 4.7% 1.4% 6.1%
Swampscott 37.0% - 48.9% - - -

DATA SOURCE: Massachusetts Department of Public Health, Bureau of Substance Abuse Services, Description of
Admissions to BSAS Contracted/Licensed Programs, FY2016

Opioid Use
Use of opioids such as fentanyl was amajor concern that emergedininterviews and discussions. One

informantexplained, “The state should treat it like the state of emergency thatit is. We need on demand
treatment forthe opioid epidemic.” Anotherinformant described the toxicity of fentanyl use: “With
fentanylit’s not just experimenting with drugs...you can die the first time.”

As shownin Figure 42, opioid related deaths more than doubled between 2012 and 2016 in Lynn,
Peabody, and Salem.

Figure 42. Opioid Related Deaths, 2012 and 2016
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DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Statistics, November 2017
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As shownin Figure 43, duringthe 2014 to 2016 period, treatmentforheroin use exceeded patterns
across the state (approximately 54%) forresidents of Lynn, Lynnfield, Nahant, and Peabody, where
nearly sixintenresidentsin substance use treatment were receiving care for heroin use ( Figure 43).
Duringthis period, treatmentforheroin use was lowest for residents of Danvers and Marblehead. From
2014 to 2016, treatmentforheroin use increasedin Danvers, Peabody, and Swampscott, and decreased
inLynn, Lynnfield, Nahant, and Salem. Notably, heroin use treatment declined from 62.5% in 2014 to
40.0% in 2016 in Nahant. Heroin use treatment for residents of Marblehead ranged from one -third of
clientsin 2014 (34.2%) and 2016 (36.3%) to approximately fourinten (45.5%) clientsin 2015.

Figure 43. Percent of Population who Sought Substance Use Treatment Primarily for Heroin Use, by
State and City/Town, 2014, 2015, and 2016
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47



From 2014 to 2016, on average across Lynn and Lynnfield approximately sixinten residentsin substance
use treatmentused heroininthe pastyear, slightly higherthan the prevalencefor Massachusetts overall
(58.9%) in 2014 (Figure 44).1n 2016, the prevalence of heroin use among substance use clients was
lowestin Nahant(37.5%) and Marblehead (41.9%). From 2014 to 2016, use of heroininthe past year
increasedslightlyin Peabody and increased more substantially in Danvers, Marbl ehead, and
Swampscott. Heroin use in the pastyear declined slightly for substance use clients from Lynnand
Lynnfield, and declined noticeablyin Nahant, while patterns remained stable in Salem.

Figure 44. Percent of Populationin Substance Use Treatment who Used Heroin in Past Year, by State
and City/Town, 2014, 2015, and 2016

8.2%
67. 4/%4 9% 65. 8° ’
64.1% 9 61.9°/
58.9% 58.9% 58.3% 57. 2(29 8% 9 ’
57.8% 52 1% 55.8% 52.5% 53. o%
49.7% 50.3% 51.39
43.0% 41.9% 41.7%
38.19 37.5%
NA NA
S & QS Q> 3
& & N e ¢ <& & e &
s & S & ¥ & > 3
&» v o \\@
K S

&
2014 m 2015 2016

DATA SOURCE: Massachusetts Department of Public Health, Bureau of Substance Abuse Services, Description of
Admissions to BSAS Contracted/Licensed Programs, FY2016
NOTE: NA indicates data not available

AlcoholUse

While not mentioned as frequently as opioid use, some assessment participants did note thatalcohol
useisa keyarea of concern, includingamong minority communities, and shared the perception that
resourcesfortreatment of opioid use diverts funding and support from treatment of other substances
includingalcohol. Asone interviewee noted, “There are no services foranything besides opioids —
patients feel that their problems aren’t as important because there is such a focus on opioid use instead
of say, alcoholism.”
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Duringthe 2014 to 2016 period, alcohol treatment patterns among clients seeking substance use
treatment consistently exceeded the state average (approximately 31%) in Danvers, Marblehead, and
Salem (Figure 45).1n 2016, half of clients from Marblehead (52.6%) and Nahant (52.0%) sought
treatmentforalcohol use, the highest prevalence acrossthe NSMCservice area. From 2014 to 2016,
alcohol treatment declined in Danvers, and increased or remained stableacross the remaining towns
served by NSMC. The prevalence of alcohol treatmentincreased substantially in Nahant from nearly
one-third (29.2%) in 2014 to half (52.0%) of clientsin 2016.

Figure 45. Percent of Population who Sought Substance Use Treatment Primarily for Alcohol Use, by
State and City/Town, 2014, 2015, and 2016
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In 2014, similarto state patterns (54.4%), in six of the eight assessment communities approximately half
of clients seeking substance use treatment reported use of alcohol in the pastyear (Figure 46). In
contrast, nearly two-thirds (64.9%) of clients from Danvers and three-fourths (73.5%) of clients from
Marblehead reported alcohol use inthe pastyearin 2014. In 2015 and 2016, sixinten clientsfrom
Marblehead and Nahant reported alcohol use in the pastyear. From 2014 to 2016, reports of past
alcohol use declined for clients from Danvers, Lynnfield, Marblehead, Peabody, and Salem, with the
greatestdecline seenin Danvers (64.9% in 2014 to 52.6% in 2016) and Marblehead (73.5% to 61.2%).
Overthissame period, past yearalcohol use increased slightly among clients from Lynn and increased
substantially for clients from Nahant (54.2% in 2014 to 66.7% in 2016).

Figure 46. Percent of Populationin Substance Use Treatment who Used Alcohol in Past Year, by State
and City/Town, 2014, 2015, and 2016
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Tobacco / Marijuana Use

Concerns about marijuana use were mentioned by some assessment participants, particularly foryouth
and particularly given the imminentlegalization of this substance. As one focus group participant noted,

“l also wonderaround marijuana use being legalfor everyone, [it’s a] growing concern in high schools
and outside of high schools.”

Duringthe 2014 to 2016 period, while substance use treatmentfor marijuana use remained stable for

Massachusetts overall, these patterns fluctuated across the assessment communities (Figure 47). Forall
NSMC service areacommunities for which data were available, at some pointin the 2014 to 2016 period

substance use treatmentfor marijuana use exceeded the state average (approximately 4%). For
assessment communities for which longitudinal datawere available, treatment for marijuana use
declinedin Danvers (6.7% to 4.7%) and Peabody (5.4% to 3.9%) and increasedin Lynn (3.7% to 4.7%)
and Salem (5.5% to 6.1%) from 2014 to 2016.

Figure 47. Percent of Population who Sought Substance Use Treatment Primarily for Marijuana Use,
by State and City/Town, 2014, 2015, and 2016
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Substance Abuse Services, Description of
Admissions to BSAS Contracted/Licensed Programs, FY2016
NOTE: NA indicates data not available; Data not availableof all assessmentcommunities
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As shownin Figure 48, from 2014 to 2016 on average across six of the eight assessment communities
approximately one-quarter of substance use clients used marijuanain the pastyear, similarto patterns
across Massachusetts. Exceptions to this pattern were in Nahant, where 29.2% to 37.5% of clients used
marijuanainthe past yearin 2014 and 2015, respectively, and Peabody, where one-fifth of clients
reported pastyear use of marijuana from 2014 to 2016. From 2014 to 2016, past year marijuanause
among substance use clients declined for residents of Danvers, Lynn, Marblehead, and Salem, while
patterns remained stable in Peabody. Marijuanause in the pastyearincreased for substance use clients
from Lynnfield, Nahant, and Swampscott, with approximately one in three clients reporting marijuana
use inthe pastyear.

Figure 48. Percent of Population in Substance Use Treatment who Used Marijuana in Past Year, by
State and City/Town, 2014, 2015, and 2016
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Cocaine

Few assessment participants raised use of cocaine as a top concern fortheir communities. Duringthe
2014 to 2016 period, substance use treatment for crack/cocaine exceeded the state average
(approximately 3%) in Lynn (about 4%) and Lynnfield (5.3%) ( Figure 49). From 2014 to 2016, substance
use treatment for crack/cocaine declined slightly in Danvers, and increased slightly in Lynn and Salem.
Patterns remained stable in Peabody from 2014 to 2016.

Figure 49. Percent of Population who Sought Substance Use Treatment Primarily for Crack/Cocaine
Use, by State and City/Town, 2014, 2015, and 2016
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Substance Abuse Services, Description of
Admissions to BSAS Contracted/Licensed Programs, FY2016
NOTE: NA indicates data not available;data not availablefor all assessmentcommunities

In 2014, the percent of clientsin substance use treatment who used crack/cocaine inthe lastyearin
Lynn (28.0%) was most similarto patterns for Massachusetts overall (26.4%) (Figure 50). From 2014 to
2016, crack/cocaine use amongsubstance use treatmentclients fluctuated across the NSMCservice
area. On average, across Danvers, Lynnfield, Marblehead, Peabody, and Salem nearly one in fiveclients
used crack/cocaine inthe past yearfrom 2014 to 2016. Crack/cocaine use in the pastyearincreased
slightly forresidents from Danvers and Peabody and decreased in Lynnfield and Marblehead. In
Swampscott, pastyear crack/cocaine use increased fromone insix (15.9%) clientsin 2014 to one -
guarter(25.0%) of clientsin 2016.
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Figure 50. Percent of Population in Substance Use Treatment who Used Crack/Cocaine in Past Year, by
State and City/Town, 2014, 2015, and 2016
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Substance Use Among Youth

Assessment participants also discussed the impact of substance use disorders on youth. Focus group
participants noted that substance use patterns differforyouth compared to adults, and described use of
mainly fentanyl, Xanax, benzol, prescription medications, and alcohol amongyouth. Participants also
explained thatvapingisasignificantissue amongyouth. Residents also identified aneed foropioid

discussionsin classrooms for children witnessing opioid use in the household. One informant lamented,
“lit’s] sad to say, but by 5% grade students are already aware of what’s going on in their household, and
they might not know where to go forhelp.”

Overthe 2015 to 2017 period, marijuanause among high school students in Swampscott (41.0%) and
Danvers (38.0%) was similar to patterns among high school students statewide (40.9%), with
approximately fourin tenstudents reporting that they have used marijuanaat some pointin their
lifetime (Figure 51). Lifetime use of marijuanaamong high school students was lowestin Lynnfield,
where twointen (22.1%) students reported past marijuana use. Among middle school students, a
higher percentage of middle school studentsin Swampscott (9.0%) reported ever using marijuana
compared to studentsin Danvers, Lynnfield, and the state overall.
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Figure 51. Percent of Middle School and High School Students who Ever Used Marijuana, by State and
City/Town, 2015-2017
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DATA SOURCE: Massachusetts 2015 Youth Risk Behavioral Survey. Health & Risk Behaviors of Massachusetts
Youth: 2015 Report; Danvers Middle School 2016 Youth Risk Behavioral Survey Results; Lynnfield Middle School
2017 Youth Risk Behavioral Survey Results; Swampscott Middle School 2017 Youth Risk Behavioral Survey Results;
Danvers High School 2016 Youth Risk Behavioral Survey Results; Lynnfield High School 2017 Youth Risk Behavioral
Survey Results; Swampscott Middle School 2017 Youth Risk Behavioral Survey Results

NOTE: Data not availablefor all assessmentcommunities

In 2016, one-quarter (24.5%) of high school studentsin Danvers reported current marijuana use in 2016,
similarto Massachusetts overall (24.5%) in 2015 (Figure 52). The prevalence of current marijuanause
among Lynnfield high school students (11.6%) in 2017 was about half of the prevalence statewide in
2015. Currentmarijuanause among middle school studentsin Danvers (1.0%) in 2016 was slightly below
the state average (2.4%) in 2015.

Figure 52. Percent of Middle School and High School Students who Reported Current Use of
Marijuana, by State and City/Town, 2015-2017
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Lynnfield High School 2017 Youth Risk Behavioral Survey Results

NOTE: NA indicates data not available; Data not availablefor all assessmentcommunities
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The use of electronicvapor products or “vapes” were described as popularamong youth participants.
One youth focus group participantshared that, “A lot of people are vaping. It’s mad cheap to buy and
easy to get. People vape during class.” In the NSMC service area, use of electronicvapor products
among high school students ranged from three inten (29.6%) in Lynnfield to one-third (37.0%) in
Swampscottin 2017, below the statewide average (44.8%) in 2015 (Figure 53).

Figure 53. Percent of High School Students Reporting They Ever Tried Electronic Vapor Products, by
State and City/Town, 2015-2017
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DATA SOURCE: Massachusetts 2015 Youth Risk Behavioral Survey. Health & Risk Behaviors of Massachusetts
Youth: 2015 Report; Lynnfield High School 2017 Youth Risk Behavioral Survey Results; Swampscott High School
2017 Youth Risk Behavioral Survey Results

NOTE: Data not availablefor all assessmentcommunities

As shownin Figure 54, current use of electronicvapor products among high school studentsin Lynnfield
(22.3%) was similarto Massachusetts overall (23.7%), withtwo in ten students reporting current use of
vaping products. Only 6.0% of high school studentsin Danversreported current use of electronicvapor
productsin 2016, well below the prevalence statewide.

Figure 54. Percent of High School Students Reporting Current Use of Electronic Vapor Products, by
State and City/Town, 2015-2017
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DATA SOURCE: Massachusetts 2015 Youth Risk Behavioral Survey. Health & Risk Behaviors of Massachusetts
Youth: 2015 Report; Danvers High School 2016 Youth Risk Behavioral Survey Results; Lynnfield High School 2017
Youth Risk Behavioral Survey Results

NOTE: Data not availablefor all assessmentcommunities
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Sexual Health

“[In] Lynn, teen pregnancy rates are high. They are coming down thankfully, but we have one of
the highest rates in Lynn [compared to state of MA]. That education piece is always needed.” —
Interview participant

In interviews and focus groups, participants described teen pregnancy as a major challenge, particularly
inLynn. One keyinformant explained, “We have a lot of pregnant women with substance use issues...it’s
challenging because they’re not treated well in the North Shore. Some of our folks will not go to certain
places because they will be judged.” Inthe youth focus group, discussions centered on sexual health.
Youth participants called for more effort to educate boys in sexual health.

Teen Pregnancy

From 2009 to 2015, the rate of teen birthsin Lynn was more than double the rate across Massachusetts
(Figure 55). The teen birthrate in Lynn declined from 55.8 births per 1,000 populationin 2009 to 32.3
births per 1,000 populationin 2015, a rate thatstill exceeded the state average (9.4 births per 1,000
population) thatsame year. In 2015, there were 104 teen birthsin Lynn, 10 teen birthsin Salem, and 6
teen birthsin Peabody (datanotshown).

Figure 55. Teen (Age 15-19 Years) Birth Rate per 1,000 Population, by State and City/Town, 2009,
2012, and 2015
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DATA SOURCE: "Massachusetts Births 2009". Registry of Vital Records and Statistics, MDPH, Dec. 2010;
"Massachusetts Births 2011 and 2012". Registry of Vital Records and Statistics, MDPH, Dec. 2010; "Teen Births
Massachusetts 2013". Office of Data Management and Outcomes Assessment, MDPH, Dec. 2014; "Massachusetts
Births 2015". Registry of Vital Records and Statistics, MDPH, Dec. 2016.

NOTE: Data not availablefor all assessmentcommunities

As shownin Figure 56, 6.8% of all birthsin Lynn were to teen mothers, a prevalence that was
approximately doublethat for Massachusetts (3.0%), Essex County (3.7%) and the North Shore
Community Health Network in 2015.
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Figure 56. Teen (Age 15-19 Years) Births as Percent of All Births, by State, County, Region, and
City/Town, 2015

6.8%
3.7% 3.5%
0,
3.0% 1 1% 2.2%
I oox oox 0w o
&) Q X QS Q> > N S\
sé’é N é,& S & ‘\e'b ‘(\,bﬁ\ Qob %Q/(“
NS (JO & \\ ¢ %’b > )
S " O & N ¥
@%"éb & s ¥
S

DATA SOURCE: "Massachusetts Births 2015". Registry of Vital Records and Statistics, MDPH, Dec. 2016.
NOTE: NSCH Network indicates North Shore Community Health Network

Figure 57 below shows the percent of teen births in Massachusetts, Lynn, and Peabody by mother’s race
and ethnicity. In Massachusetts, Lynn, and Peabody, the percent of teen births to Hispanicmothers was
higherthan the percentof teen births to mothers who self-identified as white, non-Hispanic, black, non-
Hispanic, and Asian or an otherrace/ ethnicity. Forexample, in Lynnin 2015, 72.0% of teen births were
birth to mothers who self-identified as Hispanic.

Figure 57. Teen (Age 15-19 Years) Births, by Race/Ethnicity and by State and City/Town, 2015
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DATA SOURCE: "Massachusetts Births 2015". Registry of Vital Records and Statistics, MDPH, Dec. 2016.
NOTE: Data not availablefor all assessmentcommunities

As shownin Figure 58, similarto patterns statewide (81.2%), eightin ten (83.3%) teenage women from
Peabody who gave birth had publichealthinsurance, compared to more than nineinten (93.1%) teens
inLynn in 2015. All Peabody (100.0%) teen mothers who gave birthin 2015 were not married, compared
to approximately nine intenteensin Lynn (87.5%) and across Massachusetts (93.7%). The prevalence of
low birthweight and preterm birthamongteen mothersin Lynn (5.8% and 4.8% respectively) and
Peabody (0% and 0%, respectively) was lower than that for teens statewide (9.1% and 8.4%,
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respectively). Teen mothersin Peabody were more likely to receive adequate orintermediate prenatal
care than theircounterpartsin Lynn (and across Massachusetts.)

Figure 58. Teen (Age 15-19 Years) Birth Characteristics, by State and City/Town, 2015
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Sexually Transmitted Diseases
While not mentioned frequently by assessment participants, rates of chlamydia, gonorrhea, and syphilis
are available forthe NSMC communities.

As shownin Figure 59, in 2013 and 2016 the chlamydia case rate was highestin Lynnand Salem, where
thisrate exceeded the state average in 2013 (334.1 cases per 100,000 population), but was below the
rate for Massachusetts overall in 2016 (403.2 cases per 100,000 population). From 2013 to 2016, the
rate of chlamydiadeclined by 47.7% in Lynn and 29.6% in Salem. Over this same period, the chlamydia
case rate declinedsslightly in Lynnfield, Marblehead, Peabody, and Swampscott, whileitincreased
slightlyin Danvers.

Figure 59. Chlamydia Case Rate per 100,000 Population, by State and City/Town, 2013 and 2016
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Diseaseand Laboratory Sciences,
Division of STD Prevention, 2013 and 2016
NOTE: NA indicates data not available
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As shownin Figure 60, the gonorrhea case rate exceeded the state average (45.7 cases per 100,000
population)in 2014 in Lynn (69.7 cases per 100,000 population) and Salem (58.1 cases per 100,000
population). From 2013 to 2016, the gonorrhea case rate increasedin Peabody (25.4to 39.0 cases per
100,000 population), similarto patterns across Massachusetts. In contrast, the gonorrhea case rate

declined noticeablyinLynn (69.7 to 47.6 cases per 100,000 population) and Salem (58.1to 38.7 cases
per 100,000 population).

Figure 60. Gonorrhea Case Rate per 100,000 Population, by State and City/Town, 2013 and 2016
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Dis easeand Laboratory Sciences,
Division of STD Prevention, 2013 and 2016
NOTE: * indicates a number <5

The syphilis case rate in Lynn (21.0 cases per 100,000 population) and Salem (19.4 cases per 100,000
population) was higherthan the state average (15.8 cases per 100,000 population)in 2016 (Figure 61).
Of note, from 2013 to 2016 the syphilis case rate doubled in Lynn (8.9to 21.0 cases per 100,000
population).

Figure 61. Syphilis Case Rate per100,000 Population, by State and City/Town, 2013 and 2016
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NOTE: * indicates a number <5
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Infectious Diseases

While not mentioned frequently by assessment participants, rates of HIV, Hepatitis C, Hepatitis B, and
Tuberculosis are available for NSMC communities. Tuberculosis (TB) was mentioned as aconcern forthe
immigrant community in Lynn by one interviewee; in the words of thisinterviewee, “TBis also a big one
in Lynn... people think TB is eradicated. For us, it is. But not for people coming from different countries.
There is a lack of knowledge, not knowing thereis help, language barriers, [people] don’t know [the]
seriousness of disease.”

Tuberculosis

From 2013 to 2016, the number of confirmed tuberculosis casesin Lynnincreased from 7 to 12 (Data
Source: Massachusetts Department of PublicHealth, Bureau of Infectious Disease and Laboratory
Sciences, HIV/AIDS Surveillance Program, 2018). There were few confirmed tuberculosis cases across the
otherassessmentcommunities during this period (datanotshown).

HIV

From 2013 to 2016, the numberof Lynnresidents who were diagnosed with HIV ranged from 15 to 17,
higherthan the other NSMC assessment communities overthis period (Figure 62).1n 2013, 8 individuals
inSalem were diagnosed with HIV.

Figure 62. Number of Individuals Diagnosed with HIV, by State and City/Town, 2013, 2014, 2015, and
2016
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Diseaseand Laboratory Sciences,
HIV/AIDS Surveillance Program, 2018; Excluding Prisoners
NOTE: * Indicates a number <5

Hepatitis C
As seenin Figure 63, in 2015 the number of confirmed and probable cases of hepatitis Cwas highestin

Lynn (166 cases), followed by Salem (60 cases) and Peabody (58 cases). From 2013 to 2015, with the
exception of Nahant, the number of confirmed and probable hepatitis C cases increased across all towns
inthe NSMC service area.
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Figure 63. Number of Confirmed and Probable Cases of Hepatitis C, by State and City/Town, 2013 and
2015
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Diseaseand Laboratory Sciences,
HIV/AIDS Surveillance Program, 2018
NOTE: 0 includes number< 5

Hepatitis B
In 2015, across the NSMCservice area, Lynn had the highest number of confirmed and probable cases of

hepatitis B (53 cases), followed by Salem (14 cases) and Peabody (8 cases) ( Figure 64). Trends overthis
period suggestanincrease inthe number of cases of hepatitis Bfrom 2013 to 2015.

Figure 64. Number of Confirmed and Probable Cases of Hepatitis B, by State and City/Town, 2013,
2014, and 2015
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Diseaseand Laboratory Sciences,
HIV/AIDS Surveillance Program,2018
NOTE: 0 includes number< 5
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Health Care Access and Utilization

“Affluent folks will always get health care. Below that area, even working poor, access to health
care isn’t easy.” —Interview participant

“When a Khmer patientsays ‘Il have a headache’ it means ‘I’'ve been thinking too much, I feel
depressed, and | wantit to go away.’ If a providerdoesn’t know this, they just tell them to take
some medicine.” -Focus group participant

Keyinformants, focus group participants, and community forum participants identified several barriers
to health care access including un-insurance and under-insurance, navigation and care coordination,
transportation, accessibility and after-hours care, language and immigration status, and a need for
culturally-sensitiveapproachesto care.

Participants noted that residents who are underinsured experience barriers to accessingand navigating
the health care system. Many assessment participants noted the limited number of providers, and
particularly specialists, who accept Medicaid. As one interviewee stated: “Most of our patients are on
MassHealth and they can’t receive services from many practitioners. We can’t send patients locally for
basic screening services.” Participants noted that additional supportis needed forresidents around
navigation of the insurance and health care system, and coordination across care providers.

Transportation was frequently mentioned by assessment participants as a barrier to accessing health
care. Some noted that publictransportationis limited foraccessing services locally as well as for
accessing specialty care in Boston, in particularforseniors. Forexample, one interviewee noted thatfor
seniors, “ifthey’resick, they can’t wait at the bus stop.” Additionally, assessment participants expressed
concern about limited transportation options forthe Lynn community to access emergency care at
Salem Hospital, following the planned closure of Union Hospital. Participants noted alack of reliable
publictransportation as well asfrequent trafficalong the route from Lynn to Salem Hospital. Some
participants suggested ongoing education inthe Lynn community regarding when to use Urgent Care in
Lynn instead of seekingemergency care; expanding EMS services and ambulance availabilitywas also
suggested. As one interviewee noted, “[the] perception isif you call 911 you get see to see a doctor
quicker. So maybe work on wait times or educating [the] public to know what is hospitalvisit versus
minute clinic. But the key is the consistenttraining...”

Several assessment participants also noted that currently there are limited options for after-hours
health care. Participants stated that after hours care is critical in particularfor residents who work long
hoursand/or do not have access to child care.

For immigrant communities, participants described immigration status (e.g., undocumented vs.
documented) as asignificant barrierto accessing health care. The needforincreased linguistic capacity
inthe health care and social service landscape was also acommon theme among qualitative
conversations, particularly in Lynn. Focus group participants described how language barriers are
exacerbated when it comesto healthissues, with one participant sharing, “When you go buy something
at the storeyou can figure out the English, but when it comes to health, a physicalexam, understanding
whatthe doctoris saying in English is hard enough...trying to navigate the [situation]is even harder.”
Accordingto participants, itis especially challenging when children serve as the primary interpreterfor
non-English speaking parents. As one participantshared, “The avenues of communication are not open
to parents [who don’tspeak English]. It has to be the bilingual kids who are helping them with those
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services.” Local organizationsincludingthe Lynn Community Health Center were described as
community assets regarding language capabilities, but participants cautioned that resources for these
services were costly and limited, and more could be done to build the capacity of surrounding
institutions. Forexample, community members suggested investingin initiatives to recruitandretain
diverse community membersto serve in professional capacities asinterpreters, peer navigators, and
frontline staff. Other suggestionsincluded shared resources for linguistic services across institutions, and
outreach in multiple languages.

Lastly, a need forexpanding culturally-sensitive approaches to care was identified by some assessment
participants. Participants noted that, in addition to language, cultural understandingand nuance
impacts the patient’s care experience. Forexample, a participantin the Khmerfocus group noted that

77

whena Khmer patientsays “‘ have a headache’”, it means “I feel depressed.”” However, if a health care
providerdoes not understand the nuance of this statement, the mental health issue may not be
recognized and addressed.

In both 2012 and 2016, a higher percentof Lynnresidents (7.0% and 5.9%, respectively)lacked health
insurance compared to Massachusetts overall (4.0% and 3.2%, respectively) (Figure 65). Notably, over
this period there was a slight decrease in the percent of uninsured residents in Salem (5.4% to 3.3%) and
Lynn (7.0% to 5.9%). Across the other six assessment communities, the percent of residents who were
uninsured remained relatively stable from 2012 to 2016.

Figure 65. Percent of Population without Health Insurance, by State and City/Town, 2012 and 2016
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As shownin Figure 66, in 2016 approximately eightin teninsured residentsin Danvers, Lynnfield,
Marblehead, and Swampscott had private health insurance, above the state average (74.3%). Peabody
(74.8%) and Salem (68.4%) were similar to Massachusetts overall (74.3%) in terms of the percent of
privatelyinsured residents. Compared to the other NSMCservice areatowns, residents of Lynn were

more likely to have publicinsurance; 51.9% of Lynn residents had publicinsurance compared to 35.0%
of residentsin the state of Massachusetts overall.

Figure 66. Type of Health Insurance among the Insured Population, by State and City/Town, 2016
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NOTE: Publicinsuranceincludes Medicaid, Medicare,and VA Health Care Coverage. Some residents have a
combination of public and privateinsurance.
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Community Resources and Assets
When asked about community strengths, participants identified several assets including cultural
diversity, collaborative social service organizations, engaged community residents, and green space.

Cultural Diversity

The rich cultural diversity of the North Shore was described as acommunity asset, with residents
identifying diverse cultures as having a positive impact on economicdevelopment. One interviewee
shared, “We live in a vibrant, immigrant-defined community. Mostimmigrants are incredible risk takers
andvery entrepreneurial minded...that energy, ambition, and drive is remarkable.” Cultural events were
highlighted as ways to bring community members together. As summarized by afocus group participant,
“It’s really wonderfulto see different ethnic groups here. In April, there is an annual Khmer New Year’s
thattakes place in Lynn Commons. It’s great that the city acknowledges and wants to represent ethnic
communities like Cambodians —also Russians, Ethiopians, Nepali, Myanmar families. It’s been really
greatto learn about all the different cultures here.”

Collaborative Social Service Organizations

Several participants identified the collaborative nature of organizations working onthe North Shore as a
strength. Asone interviewee described, “There’s true collaboration among manyof the social services in
the community; our relationships are strong and productive.” Anotherinterviewee shared asimilarview
saying, “[Socialservice] agencies have the ability to listen to each otherand address concernsin
collaboration with each other.” However, afew participants reported that collaboration among some
organizations could improve and identified aneed for more collaboration to address community needs,
especiallyinlight of tight funding. The Lynn Health Centerand Lynn Health Task Force were specifically
mentioned as collaborative conveners that could be leveraged moving forward.

Engaged Community Residents

Numerous participants stated that the civicmindedness and “hometown pride” of community residents
was a substantial community strength, with one participant sharing, “People who live here have great
pride and dedication to the city.” The community was described as “tight-knit” and its residents as
“caring.” As one focus group participant shared, “People help you a lot. If you go to a clinic, they help
you. You can find support, no matter what color, ethnicity, or religion.” Residents described strong
enclave and affinity group connections. Forexample, Spanish speaking and Khmerfocus group
participants reported strong connections to faith-based organizations. However, afew participants
described challenges engaging diverse residentsin the larger community, sharing, “Salem has large
Latino population. It’s always a challenge to engage, especially recent immigrants. That part of
population is still disenfranchised.”

Green Space
Residents discussed ample green space and recreational space in the North Shore as a strength. One

interviewee summarized, “We’ve benefited from being on [the] waterfront. We have a good quality of
life, rich culturalcommunity with museums, parks, a college, a health care institution [Salem Hospital]
which is the largest north of Boston. All these quality of life and economic aspects, add to vibrancy of
Salem.” Several interviewees discussed plans to further develop the waterfrontand downtown areas,
which they reported as positive foreconomicdevelopment.
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Community Suggestions for Future Programs, Services, and Initiatives

Participantsin the Community Forum, interview,and focus group discussions were asked for their
suggestions foraddressingidentified needs and their vision for the future. This section summarizes and
presents these recommendations for future initiatives.

e Strengthen culturally-sensitive approaches to care. Participants frequently mentioned the need
to strengthen culturally-sensitive approaches to care. To do this, they suggested training staff
from diverse communities for professional roles, such asinterpreters and peer navigators. As
one focus group participant stated: “We need more Khmer staff and supports for people who
don’tspeak English. It’s hard to express our feelings because of language and cultural barriers .”
Participants also suggestedincreasing the retention of diverse staff through pipeline programs.

e Increase transportation options, particularly for health care access. When describing their
vision forthe future of their communities, participants also suggested an increased focus on
expanding transportation options. Increased transportation was viewed as something that
would be beneficial in general for day-to-day life, and specifically for decreasing barriers to
accessing health care.

e Focuson the social determinants of health, including housing and employment. Many
assessment participants noted the impact that the social determinants of health have on quality
of life and healthindicatorsin the region. Participants noted that housingand employmentare
keyissues forthe community.

e Provide community education on health and prevention, at the appropriate literacy level.
Assessment participants suggested expanding health educationin the community, particularly
around chronic disease prevention and behavioral health. As one interviewee noted, “I’d love to
see a whole faith-based movement on education and wellness and prevention and allthat.”

e Expand community programs for youth and seniors. Some assessment participants suggested
expanding programmingin particularforyouth and seniors. Foryouth, affordable summer
programming, programs for positive youth development, and sexual health education that
includesall youth (e.g., not justgirls) was suggested. Forseniors, aneed foradditional supports
for agingin place and inthe community was noted.

e Supportschool-based initiatives, particularly around behavioral health. While participants
notedthat schools already juggle many competing priorities and demands, schools were also
seenasan ideal environmentforreaching and educating young people, particularly around early
prevention andintervention of behavioral healthissues. As one interviewee noted, “Oneof the
mistakes that has been made historically has been to focus on kids at risk. You don’t have to
haverisk factors present to develop a problem... At every grade, talk to young kids about healthy
relations [and] decision making.”
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KEY THEMES AND CONCLUSIONS

The 2018 NSMCCHNA involved areview of secondary social, economic, and health datafrom the NSMC
service area, as well as an analysis of discussions with community residents and leaders. This assessment
provides an overview of the social and economic contextinthe NSMC catchment area, and the health
outcomes and behaviors that affect community well-being. Several key themes emerged from this
synthesis:

Community Strengths
Assessment participantsidentified several assets of the North Shore community including cultural
diversity, collaborative social service organizations, engaged community residents, and green space.

Social Determinants of Health

Many participants described how a combination of social factors affect the health and well-being of
residentsinthe NSMCservice area. Frequently cited concernsincluded: poverty, affordable housing and
guality housing conditions, transportation, access to affordable healthy foods, and access to safe and
affordable placesto exercise as substantial barriersto living a healthy lifestyle, disease management,
and navigating health care systems. As one interview participant noted, “Poverty impacts how someone
can manage their health so much. I see clients who have [a] mental health issue and they have diabetes,
andthey are on theverge of being evicted because they can’t afford [the] rent. It’s all of those things in
combination.”

Cross-Cutting Vulnerable Populations (Immigrant populations, Homeless populations, Seniors, Youth)
A needforsocial and healthcare supports forimmigrant populations, including undocumented
immigrants and immigrant community members forwhom Englishis not theirfirstlanguage; seniors;
homelessindividuals; and youth were cited. Relatedly, participants recognized the role of individual and
community experiences of traumain shaping health. Residents recommended delivering culturally
competentand linguistically appropriate social services and healthcare to immigrant communities;
keepingseniors out of the hospitals andintheirhomes; and focusing on prevention in younger
populations by strengthening school-based initiatives.

Behavioral Health

Mental health wasidentified as a priority issue amongthe majority of participants, and depression,
stress, and trauma were the most frequently cited concerns. Participants were also concerned about the
prevalence of co-occurring disorders, such as patients who may be simultaneously experiencing
depression and substance use. Substance use, and opioids in particular, were also mentioned as atop
concern, and one which affects entire family units. Participants also discussed concerns relative to
alcohol use, “vaping” amongyoung people, and the legalization of marijuana. Amongthe North Shore
community, datashow that treatmentis frequently soughtforopioid use and alcohol use.

Participantsidentified aneed to de-stigmatize behavioral health treatment and noted that behavioral
healthresources are limited, especiallyfor non-English speakers, immigrants, and those who are
underinsured. Providers and residents also perceived challenges relative to limited availability of
treatment providers, particularly those who accept Medicaid and offer medication-assisted treatment,
and limited funding available to support prevention efforts. The need to deliver behavioral health care
to individuals suffering from addiction to a range of substances, not just opioids, was also mentioned.
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Chronic Diseases

Childhood obesity was frequently cited as aconcern among participants, who linked challenges related
to affording healthy food with obesity. Childhood obesity was more prevalentin Lynn, Peabody, and
Salem. Asthmawas also perceived to be anissue affecting low-income children, which some
interviewees linked with poor housing conditions. Diabetes was mentioned as animportantissue that
some community members view as inevitable. While heart disease and cancer were leading causes of
deathinthe NSMC service area, they did not emerge as top health concerns among assessment
participants.

Oral Health

Concerns about limited access to oral health care and social factors that shape oral health also emerged
indiscussions, though less frequently than other health issues. Residents explained that uninsured and
under-insured residents struggled to find dental providers who would accept theirinsurance,
contributingto preventable ED visits. Participants described these challenges as particularly affecting
the homeless population; exacerbating other social determinants of health, including ability to get
employment; and contributing to other health conditions.

Health Care Access

Socioeconomicbarriersto accessing care wasa common concern, particularly for uninsured and under-
insured residents who had few provider options for preventive or specialty care. Another health care
challenge was accessing publictransportation, especially forseniors and for specialty care in Boston.
Transportation concerns also surfaced when residents discussed concerns about emergency care
options forLynnresidents following the closure of Union Hospital. Navigation and care coordination
were identified as needs, as were after-hours care. Participants frequently identified the need to
strengthen culturally-sensitive approaches to healthcare including by focusing on the diversity of the
healthcare workforce.

Health Literacy and Education

Participants noted the importance of expanding programsin the community foryouth, including sexual
health educationto preventteen pregnancy. Residents also recommended providing community
wellness education centered on health and prevention, delivered atthe appropriate literacy level.
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PRIORITY HEALTH NEEDS OF THE COMMUNITY

IRS requirements (IRS Section H/Form 990 mandate) state that community health needs identified
through the community health needs assessment (CHNA) must be prioritized. In addition to this
requirement, prioritization of needs allows institutionsto targetresources and to focus on achievable
strategies and goals foraddressing priority needs. This section describes the process and outcomes of
the North Shore Medical Center’s prioritization of needs.

Process and Criteria for Prioritization

In June 2018, HRiA led a facilitated conversation with NSMC’s Community Affairs and Health Access
Committee (CAHC), which serves as NSMC’s Community Benefits Advisory Committeeand is comprised
of NSMC’s trustees and leadership and community members (see Appendix Cfor list of CAHAC
members). This conversation included a presentation of the key themesidentified by the community
health needs assessment (CHNA), including the magnitude and severity of these issues and theiri mpact
on priority populations. Building off of the key issues that emerged most frequently from the review of
available datainthe CHNA, the CAHACidentified the following list of key health issues for prioritization:
behavioral health; health care access; health care environment and trust; chronicdiseases; oral health;
and relatedrisk factors (including violence/trauma, affordable healthy foods/exercise, and housing
conditions). Next, the CAHAC used a multi-voting technique to prioritize the list of key healthissues
againstthe followingcriteria:

RELEVANCE IMPACT FEASIBILITY APPROPRIATENESS
How Important Will it “move the Is there capacity and will?  Should it be done now?
Is It? needle”?

Builds onor - Ethical and moral

- Burden (magnitude -

and severity;
economic cost;
urgency) of the
problem
Community concern
Focus on equity and
accessibility

enhances current
work

Can move the
needle and
demonstrate
measurable
outcomes

Proven strategies
Effectiveness
Coverage

Prioritized Community Health Needs

Community capacity -

Technical capacity
Economic
capacity/available
resources

Political capacity/will
Canidentify easy
short-term wins

issues

Human rights issues
Legal aspects
Politicalandsocial
acceptability
Public attitudes and
values

The key healthissues were prioritized as follows:
1. Behavioral Health
2. Health Care Access
3. Health Care Environment and Trust, including Culturally Sensitive Approaches to Care

Within behavioral health, key areas of need identified through the CHNA included mental health issues

(including depression, trauma, and stress); substance use disorders (including use of opioids, alcohol,
marijuana, and vaping); co-occurring disorders; gapsin treatment; and stigma.
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Within health care access, key areas of need identified through the CHNA included issues related to
accessibility (transportation, access to after-hours care, access to specialty care); issues related to health
insurance and cost; and the need forexpanded care coordination and navigation services.

Within health care environment and trust, key areas of needidentified through the CHNA included
issuesrelated to providing culturally-sensitive approaches to care (including trainingand retaininga
diverse healthcare workforce) and providing services in multiplelanguages.

Additionally, the CAHAC recommended maintaining a cross-cutting focus on vulnerable populations
(such as immigrants, seniors, youth, and the homeless population) and incorporating health education
strategies when addressing prioritized needs.

Next Steps
In the fall of 2018, North Shore Medical Center, in conjunction with key stakeholders, will develop an

implementation strategy that outlines next steps, goals, and strategies to address the prioritized health
needs from the CHNA.
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APPENDIX A. NORTH SHORE MEDICAL CENTER 2018 REVIEW OF INITIATIVES

As a result of their 2015 Community Health Needs Assessment (CHNA), the North Shore Medical Center developed a plan to address
the four priority areas identified in their 2015 Implementation Strategy. Since the 2015 Needs Assessment, the North Shore Medical
Center has provided a variety of services and programming to address the identified key needs and issues. These services and
programming are summarized in the table below.

Activities, Services and Programs Description of Activity, Service and/or Program Impact and Outcomes: 2015 - 2018
implemented since 2015 CHNA

Priority Area: Substance Use and Mental Health Disorders

Addiction Services Consortium NSMC, community health centers, and Bridgewell Quarterly meetings; More than 900 patients areenrolled
consortiumof clinicaland administrativeleaders in suboxone programs at LCHC, NSCH and NSMC; HPC
focused on increasingsuboxonecapacityinthe approved $750K grant proposal for ED initiated suboxone

community, sharingbestpractices, collaboratingon | program
grants, developing community-wide campaigns
Learn to Cope Weekly family supportgroup and Narcantraining Approximately 80 families in attendance per week
sessions held weekly at Salem Hospital

Recovery Coach Program 24/7 program at NSMC’s Union Hospital —
Bridgewell, Inc. Recovery Coaches are called by Started March 2017; Over 300 patients were connected
Union Hospital ED staffto help overdose patients to recovery coaches inthe firstyear of the program
connect with treatment and recovery services.

Psych Connection Program Project through which NSMC connects patients in 70% follow-up show rate

need of ongoing outpatient behavioral health care
to careat the Lynn Community Health Center.
| Priority Area: Access to Care ‘

Support for Lynn Community Health Support for LCHC to expand its physicalsiteto Increased capacity at LCHC's mainlocation for 5 new

Center (LCHC) increaseprimarycareand behavioral health capacity | primarycareproviders and 5 new behavioral health/
addictions providers

Support for school-based health Expansion of school-based health programmingat LCHC opened new School-Based Behavioral Health

programming local health centers programs at two elementary schools. North Shore

Community Health initiated the provision of on-site
behavioral health carein four elementary/middle
schools and expanded high school services.
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Activities, Services and Programs
implemented since 2015 CHNA

Description of Activity, Service and/or Program

Impact and Outcomes: 2015 - 2018

HealthCare for the Homeless Project —
Recuperative Care Center

With NSMC support, Bridgewell, Inc. builta 14 bed
shortterm medical respitecareunit for at-risk
individualsin downtown Lynn

The facility opened in March 2018;up to 300 patients
expected to be admitted annually

Certified Application Counselors

NSMC Certified Application Counselors provide
information aboutinsuranceprograms, help
complete applications, facilitate enrollment.

Certified Application Counselors contributed to the
estimated 70 patient financial counselorsthatserved
patients who needed assistancewith their coverage

Specialty Care Access

NSMC and LCHC agreed to focus on improving
access to local gastroenterology services provided
by North Shore Physicians Group (the multi-specialty
physician network affiliated with NSMC).

Completed a week longRapid Process Improvement
Workshop to explore the barriers preventing LCHC
patients from receiving needed Gl specialtycarelocally
andto find ways to address the barriers.

Transportation Assistance

Integrated Care Team

NSMC provides Charlie Cards and taxi vouchers to
MassHealth and Health Safety Net patients who
require assistancein getting to and from needed
health careservices inits community.

Priority Area: Meeting the Needs of the Most

Integrated careteam that works with Lynn’s most
vulnerable patients to ensure they engaged incare.

NSMC provides taxi vouches and Charlie Cards to
thousands of patients totaling more than $100K per year

Vulnerable ‘

Caseload of over 400 patients

Student Success Jobs Program

Intensiveyear-round employment and mentoring
program for students with the goal of addressing
the underrepresentation of young people of colorin
health andsciencecareers.

4 students selected to participate

Teen Pregnancy Programming

With NSMC’s support, Girls Inc. has developed
programming for at-risk teens including group
meetings for atriskgirlsand peer advising/
educationservices aimed at reducing teen
pregnancy inlynn

More than 1,500 Lynn girls participated in after school or
summer programs hosted by Girls Inc.

Domestic Violence Programming

NSMC provides fundingto Healing Abuse Working
for Change (“HAWC”) to supportthe hospital-based
advocacy program, Crossroads, to providecrisis
intervention to NSMC patients and staff
experiencing domestic violence

On-siteresources availableto all NSMC patients and staff
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Activities, Services and Programs Description of Activity, Service and/or Program Impact and Outcomes: 2015 - 2018
implemented since 2015 CHNA

Priority Area: Obesity, Physical Activity, and Nutrition

See above - Support for Lynn Community Health Center (CHC) and Integrated Care Team also address this priority area

Obesity Programming Mass in Motionand YMCA Collaborations Collaborated with local YMCAs on programs including
urban gardening (more than 500 kids participateinthe
Greater Beverly and Salem garden programs annually);
Mass in Motion collaborationsinclude safe walking
streets and nutrition programs for youth and families.
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APPENDIX B. COMMUNITY ENGAGEMENT

Organizations involved infocus group (n= 55 participants) recruitment:

Girls, Inc. of Lynn (9 participants)

Salem YMCA (7 participants)

St. Joseph’s Parish, Lynn (16 participants, Spanish language focus group)
Church of Living Fields, Lynn (18 participants, Khmerlanguage focus group)
Addiction Services Consortium (5 participants)

vk wnN e

Key stakeholders representing the following institutions participatedininterviews (n = 20):

1. Local PublicHealth Departments (3interviews)

2. Cityof Lynn Elected Officials (3interviews)

3. Cityof Salem Elected Official

4. Commonwealth of Massachusetts Elected Official

5. Lynn Health Task Force (2 participantsin 1linterview)
6. 1119SEIU

7. Lynn Fire Department/Emergency Medical Services
8. Lynn Community Health Center(2interviews)

9. NorthShore Community Health, Inc.

10. NorthShore Community Health Network

11. North Shore Medical Center

12. Children’s Law Center of Massachusetts

13. GreaterLynn Senior Services (GLSS)

14. North Shore ElderServices (3 participants, 1interview)
15. Zion Baptist Church

Additionally, 40 individuals participated in small group discussions at a Community Forum
hosted by North Shore Medical Center.

75



APPENDIX C. NORTH SHORE MEDICAL CENTER COMMUNITY AFFAIRS
AND HEALTH ACCESS COMMITTEE MEMBERS

NORTH SHORE MEDICAL CENTER
COMMUNITY AFFAIRS AND HEALTH ACCESS COMMITTEE

MEMBERSHIP
June 2018

Terrence McGinnis, Esq. Co-Chair*
Mark Schechter, M.D. Co-Chair
Ivette Arias
Joseph C. Correnti, Esq.
Charles Desmond*
Matthew Fishman
Susan Goldman
Emily Herzig**

Dianne Kuzia-Hills**
Charity Lezama
Philip Rice, M.D.

Carla Saccone
LindaSaris
M. Christian Semine, M.D.
Candace Waldron
Mary Wheeler**
Nelson Woodfork

*Member, NSMC Board of Trustees
**Lynn Health Task Force Seat
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