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§ COVID and community violence
§ The Imperative

̶ Tracing our steps
̶ Evolution

§ Transforming with intention 
̶ Transformation

▫ Internal scan
̶ Culture: Trauma Informed Care

▫ Data
▫ Innovation 
▫ Operationalization
▫ Challenges (patients cannot imagine it)

̶ Analytics (Q+Q)

Agenda
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“Sure, some dude shot you”….
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Socioeconomic gradients in poor/fair health among adults aged 
25–74 by race/ethnicity

Analyses by Cubbin of Behavioral Risk Factor Surveillance System survey data, 2008–2010, reported in: Braveman P, Egerter S. 
Overcoming obstacles to health in 2013 and beyond: report for the Robert Wood Johnson Foundation Commission to Build a 
Healthier America. Princeton (NJ): Robert Wood Johnson Foundation; 2013.
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Income: Health of Adults >25

Braveman P, Egerter S. Overcoming obstacles to health: report from the Robert Wood Johnson Foundation to 
the Commission to Build a Healthier America. Princeton (NJ): Robert Wood Johnson Foundation; 2008.
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Income: The Health of Children

National Survey of Children's Health. NSCH 2011/2012. Data query from the Child and Adolescent Health 
Measurement Initiative, Data Resource Center for Child and Adolescent Health [cited 2013 May 10]. Available 
from: URL: http://www.childhealthdata.org/browse/survey/results?q=2456&r=1&g=458. 8

Life expectancy in US at age 25 by education 
and gender 

Department of Health and Human Services (US), National Center for Health 
Statistics. Health, United States 2011

http://www.childhealthdata.org/browse/survey/results?q=2456&r=1&g=458
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Social Determinants of Health

§“the conditions in which people are born, 
grow, live, work and age ... shaped by the 
distribution of money, power and resources 
at global, national and local levels” and are 
the major drivers of health and disparate 
health outcomes across communities and 
populations. “
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Understanding how disparities have been created is the foundation for 
seeking long term solutions

Still 
Desirable

Definitely 
declining

HazardousBest

Federal Housing Authority practice of redlining denied mortgages to African 
American and Low Income Populations
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Redlining in Boston 
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Our Catchment Area
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Trapped
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§ Structural Racism in Housing Policy
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That was no typo: The median net worth of black Bostonians really is $8
By Akilah Johnson Globe Staff,December 11, 2017, 4:24 p.m.
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30 Year gap in life expectancy in Boston

27 2828

Coronavirus cases surge at Boston Medical Center; nearly half of all beds taken up by 
such patients

Boston’s safety-net hospital turned away some ambulances as ICU units hit capacity
By Patricia Wen Globe Staff,Updated April 7, 2020, 9:12 a.m.

https://www.bostonglobe.com/staff/wen?p1=Article_Byline
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Existing Assets 

4C

Cancer 
Center 
Patient 

Navigator 
Program 

Preventative 
Food Pantry

Health 
Leads

WIC 
Nutrition 
Program 

Demonstra-
tion Kitchen 

Nutrition & 
Weight 

Management 

Elders Living 
at Home 
Program

Patient 
Financial 
Services

Integrative 
Medicine 

Smoking 
Cessation 

Lactation 
Services

Boston 
Center for 
Refugee 
Health & 
Human 
Rights 

Immigrant & 
Refugee 
Health 

Program  

Birth Sisters 
Doula 
Service

Adolescent 
Center

Baby Steps

Comprehen-
sive Care 
Program 

Child 
Witness to 
Violence 

Child Life 
Department 

Healthy 
Steps

Grow Clinic 

MA Center 
for Sudden 
Infant Death 

Nutrition & 
Fitness for 

Life

SPARK 
Center

Reach Out & 
Read

Teens & 
Tots 

Program 

Autism 
Program 

The Kids 
Fund Leads

Transition 
Clinic

Avon Breast 
Health 

Initiative

FAST PATH

Office Based 
Addiction 
Treatment

Project 
Assert

Project 
RESPECT

Domestic 
Violence 
Program

Community 
Violence 
Response 

Team

LINK 
Program

Violence 
Intervention 
Advocacy 
Program 

Geriatric 
Home Care 

Program

Medical 
Legal 

Partnership 

Patient 
Advocacy
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Charity vs Equity

32

Move beyond addressing gaps temporarily 
towards true equity

Filling GapsEquality True Equity

Equal Treatment: 
-Assumption that all   
will benefit
-Starting point for 
many of our patients
Is different

Equitable Treatment:
Everyone given 
different supports to 
provide access.  
Filling gaps (often 
temporarily)

Equity: All have 
access without 
supports needed. 
Root cause of 
inequity addressed.
Structural barrier 
removed.
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Our approach aims at shifting institutional and cultural paradigms to 
enable people to thrive

To achieve our vision we must: 

§ Address the determinants of health. Why? linked to health 
outcomes for our patients

§ Unite stakeholders to create sustained community engagement in 
improving population health

§ Forge multi-sector partnerships to implement community driven 
interventions to improve the health and well-being of community 
members 

§ Evaluate any potential individual and community-level health 
improvements resulting from these interventions

1

2

3

4

Community engagement is more important now than ever as we work to improve health and 
decrease cost

Our community 
engagement strategy 
involves identifying 

stakeholder partners in 
four key areas

Education /  Employment / Wealth Building

Food and Nutrition

Housing

Behavioral Health (e.g., mental health and substance use)
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The THRIVE SDH Screening & Referral Program was designed to 
universally screen and refer patients to resources

Our patients experience a variety of 
social barriers that impede them from 
achieving optimal health outcomes.  

We developed the THRIVE Program to:

§ Better understand our patients social 
needs

§ Communicate patients needs and 
individual care plans to other care 
providers through EMR 
documentation

§ Empower patients and connect them 
with internal and community 
resources as requested

Patient is 
screened

Clinic staff 
documents 

SDH Needs in 
EMR

As requested, 
patient is 

connected 
with resources
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We are leveraging our social determinants of health screening tool—
THRIVE—to identify our patients’ social and behavioral health needs
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The Healthcare Anchor Network is a national collaborative of more than 50 
healthcare systems building inclusive and sustainable local communities

Network Participants: Current Participants in the Network Include: 
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The Healthcare Anchor Network focuses on local hiring; local sourcing, 
and place-based investing to drive change
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We can leverage our everyday business practices to impact economic factors that contribute 
to the overall well-being of our communities, and create community wealth through:
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Boston Medical Center was the first 
healthcare organization to join the City of 
Boston’s BostonHires hiring campaign to 
promote hiring Boston residents with 
quality jobs

§ Over 400 Boston residents hired into 
living wage jobs in 2018. 

§ All employee hired receive full benefits 
and have access to BMC Wellness 
programs

Below are examples of two newer initiatives by Boston Medical Center 
Health System to address employment as a social determinant of health in 
our community. 

We also partner with Madison Park High 
School and the Possible Project to 
provide meaningful career learning for 
high school students with the potential 
of employment upon graduation

§ 40 Juniors and Seniors are currently 
enrolled in the program 

§ Students visit campus twice a month for 
three days where they learn various 
aspects of working in a hospital aligned 
with their career aspirations
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Diversity Spend Log Fiscal Year 2019
10/31/2018 $                   2,311,481.13 
11/30/2018 $                   4,793,804.35 
12/31/2018 $                   6,344,460.70 
1/31/2019 $                   9,139,122.25 
2/28/2019 $                10,913,104.35 
3/31/2019 $                13,654,775.81 
4/30/2019 $                15,130,814.30 
5/31/2019 $                19,161,819.10 
6/30/2019 $                20,763,486.74 
7/31/2019 $                22,706,603.54 
8/31/2019 $                23,514,472.49 
9/30/2019 (Through 9/9/19) $                23,662,819.15 

Procurement/Supply Chain

§ Intentionality

40

Determination of Need: Raise the Bar on What is Possible
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§ Investment: Bartlett Place
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Innovative Stable 
Housing Initiative 

43 44

SDOH Collaborative: 

We are Accountable Care Organizations partnering and learning together

§ Boston CHNA-CHIP Collaborative 2019 Survey
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The BOS Collaborative—a network of cross-sector partners—is designed to 
promote equity in some of Boston’s most disinvested neighborhoods

Boston Opportunity System (BOS) Collaborative: 
Aligning for Sustainable Change through Well-Being

BOS Collaborative  Partners

Innovative Stable Housing Initiative
Anchor Collaborative Partners

Funder

Open access to prosperity pathways through dedicated pools of 
candidates living in focus neighborhoods (Roxbury, Dorchester, 
Mattapan) who are unemployed or underemployed and matching 
them with job pipelines in Healthcare, Tech, Biotech, other Anchors

Leverage existing and future investments by Anchor 
institutions (e.g., investment in housing, hiring goals targeting 
neighborhoods, procurement contracts for BIPOC businesses) to 
promote individual and community well-being in the Boston area

Leverage the Innovative Stable Housing Initiative’s grant-making 
model to create a Greater Boston where long term, affordable 
housing is accessible to all, and those most impacted by 
inequitable and oppressive systems are able to reach higher levels 
of economic autonomy through new financing and engagement

1

2

3

Objectives

Anticipated Outcomes
§ Neighborhoods are Revitalized 
§ Access to Good Jobs Increased
§ 100 New Affordable Housing 

Units Created
§ 150 Affordable Housing Units 

Preserved

§ 500 Residents and/or Families 
Have Access to Affordable 
Housing

§ 500 Individuals Obtain New or 
Better Jobs/Other Opportunities

§ Social Networks are Expanded

Lead Anchor Collaborative Partner

Programmatic Collaborative Partner

Anchor Collaborative Partner

Anchor Collaborative Partner

Evaluating Collaborative 
Partner
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Introducing the McKinsey Institute for Black Economic Mobility

§ It’s time for a new approach to 
economic mobility

§ The economic impact of closing the 
racial wealth gap

§ McKinsey & Company

47

Tulsa, Oklahoma
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§ System Wide Intentionality
̶ Patient engagement
̶ What matters 

§ AIM: Alter quality of life course trajectory

§ Residents ask if they can participate? “yes” every day.

§ Real community engagement-equity and trust
̶ Long term relationships
̶ No planning without them

§ Challenge: Some patients cannot imagine opportunity 

§ Medical education deficits 

SO, now that we know…
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This Photo by Unknown Author is licensed under CC BY-NC-ND

http://samdailytimes.blogspot.com/2012_12_13_archive.html
https://creativecommons.org/licenses/by-nc-nd/3.0/

