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I. Executive Summary/Community Benefits Mission 

HealthAlliance Hospital is committed to improving the health status of all those it serves and to addressing the health problems 
of the poor and other medically underserved populations, as well as nonmedical conditions that negatively impact the health and 
wellness of our community. 
 
Community Benefits Program 

Target populations for HealthAlliance Hospital’s Community Benefits initiatives are identified through a community input and 
planning process, collaborative efforts, the Community Health Assessment of North Central MA (CHA-NCMA) which is 
conducted every three years and the Montachusett Public Health Network (MPHN).  
 
Our target populations focus on medically-underserved and vulnerable groups of all ages, as follows: 
 

 Mental/Behavioral Health Population 

 Ethnic and Linguistic Minorities 

 Individuals Who are Obese/Overweight 

 Populations Living in Poverty 
 
HealthAlliance Hospital’s Community Benefits Program strives to meet and exceed the Schedule H/Form 990 IRS mandate to 
“promote health for a class of persons sufficiently large so the community as a whole benefits.”  Our programs mirror the five 
core principles outlined by the Public Health Institute in terms of the “emphasis on communities with disproportionate unmet 
health-related needs; emphasis on primary prevention; building a seamless continuum of care; building community capacity; and 
collaborative governance.”   
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II. Community Benefits Mission 

 
 

Mission Statement 

As a member or UMass Memorial Health Care, HealthAlliance Hospital is committed to 
improving the health status of all those it serves and to addressing the health problems of 
the poor and other medically underserved populations. In addition, nonmedical conditions 
that negatively impact the health and wellness of our community are addressed. 
 

 
The Mission incorporates the World Health Organization’s broad definition of health defined as “a state of complete physical,  
mental and social well being and not merely the absence of disease.” The UMass Memorial Health Care (UMMHC) Community 
Benefits Mission was developed and recommended by the Community Benefits Advisory Committee and approved by the 
UMass Memorial Health Care Board of Trustees. 
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III. Overview and Key Themes 

Overview 

The primary driving force behind the HealthAlliance Hospital Community Benefits Implementation Plan is the priority needs identified 
in the Community Health Assessment of North Central MA (CHA-NCMA) and the Montachusett Public Health Network (MPHN). 
Many important initiatives have resulted from past community health assessments. One unique aspect of the current assessment is 
the level of attention paid to minority health issues. The joint Community Health Assessment of North Central MA  and Joint 
Coalition on Health steering committee responsible for this community health assessment made an intentional decision to focus on 
health disparities. Great care was taken to include members of the minority community in the planning, data gathering, and 
assessment processes. In addition, those responsible for gathering qualitative data made every effort to ensure racial/ethnic, 
socioeconomic, and geographic diversity in the composition of focus groups and with interview participants. The result is a much 
more comprehensive picture of the health status, issues, concerns, and assets of North Central Massachusetts. 
 
Another key feature of this community health assessment is the amount of collaboration that has gone into gathering and analyzing 
the data presented herein. This assessment has been a joint effort of the JCOH and CHNA 9. Support for a portion of the qualitative 
section of this assessment was also provided by the Boston Public Health Commission’s REACH CEED Black Legacy grant. The 
work was completed with the combined efforts of the Minority Coalition of North Central Massachusetts, the Spanish American 
Center, Cleghorn Neighborhood Center, Heywood Hospital, HealthAlliance Hospital, Clinton Hospital, WHEAT, Three Pyramids, 
Beautiful Gate Church, New Hope Community Church, Twin Cities CDC, Gardner CDC, Memorial Congregational Church, 
Montachusett Opportunity Council and many other agencies and individuals. Together, our entities have capitalized on our 
complementary expertise and have produced a document that can be used by stakeholders from every sector of the community to 
better the health and welfare of residents of North Central Massachusetts. 

Additionally, the Montachusett Public Health Network (MPHN) provided additional research and documentation to support the CHA-
NCMA. They focused on 11 cities and towns. The demographics tell one significant part of the story. The other piece of the story is 
told by how they live, think, talk, and interact with each other; by what moves them and what they value; by their collective and 
individual experiences. Understanding this, much effort was devoted to ensuring that as many diverse community voices as possible 
were incorporated in this qualitative assessment.  
 
The role of the MPHN qualitative data is to make the depth and breadth of the diversity of voices in the 11 cities and towns the focus 
of the report. This type of data provides a lens into the current community conditions in as “real time” as possible, thereby giving the 
reader a picture of the present health-related concerns. These findings were then synthesized and are recorded within the body of 
MPHN report. 
 
Key Themes from Community Health Assessment of North Central MA 

 Health Disparities and Social Determinants of Health are very real issues and concerns for the North Central Massachusetts 

region.  While quantitative data is limited in its scope and ability to demonstrate the breadth of the concern, qualitative 
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information obtained through focus groups and interviews highlights the extraordinary challenges faced by racial and ethnic 
minorities and other populations which contribute to a poorer health status and quality of life. 
 

 The Economy has exacerbated many issues associated with health and access to care – affecting everything from housing, 

food and healthcare to the stressors of job loss, reductions in hours and a sense of hopelessness that all contribute to poor 
mental and physical health and risk of substance abuse and domestic violence. 

 

 Depression and Suicide are significant concerns for the North Central Massachusetts region. 

 

 Barriers to Optimal Health Status include, among others: Social and Cultural Isolation; Lack of Adequate Transportation 

Resources; Difficulty Navigating the Complexities of the Healthcare and Health Insurance Systems; Difficulty Affording the Out-
of-pocket Costs of Healthcare, and Language and Cultural Barriers. 

 

Key Themes from Montachusett Public Health Network 

 Obesity and Diabetes was the most common personal health concern, mentioned directly in 7 of the 12 focus groups. Obesity 
and issues related to weight and healthy eating were mentioned in 5 of the 12 focus groups as areas of concern. Of all the 
topics, this one generated the greatest similarity of responses both within and among the groups. All groups saw obesity as a 
problem. Access, to healthy food, transportation, geographic and financial challenges, was a major concern mentioned by most 
groups. The need to understand and address obesity in culturally appropriate ways was highlighted in almost all the groups.  
 

 Community Health and Access -  When talking about community health, 10 of the 12 focus groups talked about factors such 

as “eating well,” “eating healthy,” “exercise,” and being “active” as part of what a healthy lifestyle means. The focus group of 
seniors and a focus group in Phillipston emphasized the ability to get around and “to do the things we want to do.” Most of the 
responses to what could be done to address these barriers asked for improvements in cost and transportation, both regarding 
health care and healthy food. A second common theme suggested improving communication to communities on health issues: 
“more educational programs, bulletins that go out, reaching out to community on how to access care”, and “cable access 
channel, a slideshows regarding health care made once a month sent to big housing projects.” Several of the focus groups 
talked about the need for assistance to people filling out forms and paperwork. Access to health care was among the top three 
concerns for the focus groups in Clinton, Fitchburg, Gardner, and Templeton. For Latinos, language barriers was a top priority. 
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IV. Targeted Geography and Vulnerable Populations 

Targeted Geography 

HealthAlliance Hospital as a member of UMass Memorial Health Care aims to address both the letter and the spirit of the IRS 
Community Health Needs Assessment (CHNA) regulation in that it will be addressing the health needs and concerns of the 
region’s most underserved populations. The IRS mandate gives hospitals flexibility in how they define the community discussed 
in the CHNA. The community could be defined by a specific geographic area or target populations (e.g., children, elderly), as 
long as the definition still captures the interests of more vulnerable groups such as the underserved, low income, or minority 
populations.  
 
The Community Health and Assessment of North Central MA includes the 27 cities and towns covered by Community Health 

Network Area 9 (CHNA9), including the cities of Fitchburg, Leominster, Gardner, and the towns of Ashburnham, Ashby, Ayer, 

Barre, Berlin, Bolton, Clinton, Groton, Hardwick, Harvard, Hubbardston, Lancaster, Lunenburg, New Braintree, Oakham, 

Pepperell, Princeton, Rutland, Shirley, Sterling, Templeton, Townsend, Westminster, and Winchendon.  Eleven of these cities 

and towns (Fitchburg, Leominster, Gardner, Ashburnham, Ashby, Hubbardston, Lunenburg, Templeton, Townsend, 

Westminster, and Winchendon) are also within the service area of the JCOH.  

In the CHA-NCMA, data in this report is presented separately for the cities of Fitchburg, Gardner and Leominster, and the town 
of Clinton.  The remaining smaller towns in CHNA 9 are combined into reporting regions to obtain meaningful data. These 
reporting regions are consistent with those reported in previous community health assessments to facilitate comparisons over 
time. The following map represents the Study Area and highlights the various reporting categories utilized in this assessment. 
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The largest municipalities in the Study Area are the cities of Leominster (42,120), Fitchburg (40,514), and Gardner (20,995).  The 
smallest towns are New Braintree (1,090), Oakham (1,892), and Hardwick (2,655).   
 

 In the beginning of the decade, between 2000 and 2005, the population of the Study Area saw an increase in population that 
was three times that of the Commonwealth overall (3.94% versus 1.09%).   
 

 Generally, the Study Area population is younger than the population of the Commonwealth as a whole.  In the age category 
0-20 years, all reporting regions, with the exception of Clinton and Gardner, have more people who fall into this category 
percentage-wise than the State. 
 

 With respect to households composed of elderly persons aged 65 and older living alone, the State average is 30%.  Among 
the Study Area cities and towns, the highest percentages in this category were found in Hardwick (37%), Clinton (34%), and 
Gardner and Winchendon (both at 33%).  Lowest percentages were found in Harvard and Bolton (both at 17%).   
 

 

 Fitchburg, Leominster and Gardner emerged with the highest percentages of households composed of single females with 
children under age 18, at 10%, 8.3% and 8% respectively, compared to a State rate of 6.5% 

 
Additionally, the Montachusett Public Health Network includes 11 cities and towns comprised of: Athol, Clinton, Fitchburg, 
Gardner, Leominster, Phillipston, Princeton, Royalston, Sterling, Templeton, and Westminster. Every effort was made to ensure 
that diversity was represented in terms of race/ethnicity, socioeconomic status, sexual orientation, age, geography, and sector 
(e.g., public health, municipal government, law enforcement). 
 
Vulnerable Populations 

Target populations for HealthAlliance Hospital’s Community Benefits initiatives are identified through a collaborative process and 
a Community Health Assessment which is conducted every three years. Our target populations focus on medically-underserved 
and vulnerable groups of all ages in North Central MA. Our most vulnerable populations include children, ethnic and linguistic 
minorities and those living in poverty. These populations often become isolated and disenfranchised due to negligence, 
misperceptions and even fear. Four targeted subpopulations have been defined as follows: 
 
Ethnic and Linguistic Minorities: North Central MA is very ethnically-diverse, considerably more so than the nation and state 
overall, and that diversity continues to expand. The number of Hispanics living in North Central MA increased from 6.8% to 7.9% 
during the 2000 – 2005 period, and accordingly, so did the populations in the CHA-NCMA study. Latinos are, in fact, the largest 
racial/ethnic minority group in the study area, totaling more than twice the State percentage and outnumbering the African 
Americans by 2.5 in the area. Fitchburg has the largest community (17.2%) followed by Clinton (13.5%) and Leominster (12.9%). 
The Asian population increased from 4% to 4.8% of the state total. Despite an increase in all study area cities and towns, Asians 
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continue to be one of the smaller groups in the area. The exception to this was Fitchburg where the Asian population comprised 
6% of the total population, surpassing the statewide percentage. 
 
Individuals Who are Obese/Overweight:  
People who are overweight are more likely to have type 2 diabetes, heart disease, stroke, gall bladder disease, cancer and 
musculoskeletal disorders (MDPH). Children who are obese at age 8 are 90% more likely to be overweight or obese as adults 
(MDPH). Among adults in Worcester County, nearly 70% of Hispanics were overweight or obese; however, within ethnic groups, 
Blacks were more likely to be obese. Obesity as a whole is a growing national, statewide, and local issue. The percentage of 
obese adults in CHNA 9 for the period of 2001 through 2007 was 22.1%, compared to the statewide rate of 19.4% for the same 
period. The percentage of adults who were overweight or obese was 
61.5% as compared to a statewide rate of 55.4%. 
 
For children, the picture is of even greater concern, since we know from the Centers for Disease Control and Prevention (CDC) 
that 80% of children ages 10-15 years old who were overweight are likely to go on to become obese adults by age 25. 
Nationally, the CDC has estimated that 17% of children ages 2-19 are obese. For those aged 2-5, obesity rates increased from 5 
to 10.4% over the period of 1976-1980 to 2007-2008. 
 
The health effects of obesity are numerous, starting with the risk of diabetes. Diabetes is such a concern because it significantly 
increases the chances of having a host of other health problems such as high blood pressure, high cholesterol, coronary artery 
disease, and stroke, among others. For example, a person with diabetes is more than twice as likely to also have high blood 
pressure (59.3% as opposed to 21.4% for a person without diabetes). Similarly, a person with diabetes is more than three times 
more likely to have cardiovascular disease than a person without diabetes (i.e., 31.3% versus 9.5% respectively). 
 
Mental/Behavioral Health and Substance Abuse 
All groups indicated mental health concerns (identified as either depression, stress, refugee trauma, or a combination of the 
above conditions). Apart from the refugee-specific experience, all of the mental health concerns articulated were also connected 
to other socioeconomic factors contributing to poor mental health: 
 

 The current economy has led to unemployment or the fear of becoming unemployed. 
 

 The cost of healthcare has become prohibitive for some individuals who may forgo certain procedures or treatments due to 
cost. 

 

 For those without health insurance, out-of-pocket costs prohibit access to care. 
 
All the Study Area communities, with the exception of Clinton, had higher rates of Suicide Mortality than the State rate of 7 per 
100,000. Among the communities with the highest rates were Gardner at 12.3, the Gardner Area Towns at 10.3 and Leominster 
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at 9. Additionally, the area also had several communities with higher rates of hospital discharges for self-inflicted injuries than the 
State rate of 44.3 per 100,000. Fitchburg’s rate was the highest at 87.2, followed by the Fitchburg Area Towns at 64.5, and 
Leominster at 57. 
 
While youth overall in Massachusetts had lower rates for depressive symptoms than youth in the nation, the youth within the 
Study Area communities had a greater percentage of depressive symptoms than the State. Additionally, area youth had higher 
rates of attempted suicide than the State (9.4% versus 6.9%). The youth in the study area also had a higher rate of receiving 
medical treatment as a result of a suicide attempt than both the State and the U.S. 
 
Populations Living in Poverty: Lack of access to affordable and nutritious food has a negative impact on the health of children 
and families. High rates of unemployment and underemployment in the region have created a high risk of homelessness and a 
strong need for food assistance services for families and children. The financial picture of the region reflects its diversity, with 
findings that are replicated in other areas. Looking at the economic indicators of poverty and income levels firmly establishes the 
contrast between the cities and towns in the JCOH service area, who were in dire financial needs, and the CHNA 9 towns 
outside of the JCOH. In particular, Fitchburg, along with Gardner and Leominster, were cities that emerged as those undergoing 
extreme financial stress. 

 Fitchburg had the highest percentage of its population living below 100% of the poverty level at 15%. This represents 1.6 
times the State level of 9.3%. Gardner followed with 9.6% and Leominster at 9.5%. 

 

 Overall, the towns with the lowest percentage of people living below 100% of the poverty level were Bolton at 1.8%, 
Oakham at 1.9% and Harvard at 2%. 

 

 Fitchburg also had the highest percentage of children living below 100% of the poverty level at 21.1%, 1.8 times the State 
level of 11.6%. Gardner and Leominster again followed at 12.8% and 12% respectively. 
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V. Background 

The HealthAlliance Hospital Community Benefits Implementation Plan focuses on meeting priority needs identified in the 
Community Health Assessment coordinated by Community Health Network Area 9 (CHNA 9). They began as a Massachusetts 
Department of Public Health (MDPH) initiative in 1994 with the goal of continually improving the health status of the region by 
creating partnerships among MDPH, service providers, local health departments, consumers, community members, the business 
sector, neighborhood coalitions, faith based organizations, social service agencies, community health centers, and hospitals. 
The focus is on health equity and addressing and eliminating health disparities. They endorse the Healthy Communities 
Principles with its broad definition of health encompassing not just the absence of disease, but the full range of quality of life 
issues. CHNA 9 advocates that “community” includes diverse resident participation, particularly those disproportionately affected 
by disease and negatively impacted by the social determinants of health.        

 
The Joint Coalition on Health (JCOH) was formed in 1998 to continue the efforts of area health coalitions in addressing priority 

issues raised in community health assessments. They are a group of committed individuals and organizations working 

collaboratively as catalysts for change and advocates for the underserved to improve the health and well-being of everyone in 

North Central Massachusetts. The JCOH has a history of leadership and action in tackling challenging issues affecting the health 

and well-being of the North Central MA region.   
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VI. Methodology 

HealthAlliance Hospital was an active participant on the Community Health Assessment Committee, CNHA 9 and JCOH.  
To determine our priority focus areas for our Community Benefits Implementation Plan we reviewed and cross-referenced priority 
themes and concerns from both the Community Health Assessment of North Central MA and the Montachusett Public Health 
Network assessment.  
 
We cross-referenced the top areas of overlapping need against HealthAlliance Hospital’s ability to effectively address and impact 
these needs.  
 
Community Health Assessment of North Central MA Methodology 

Both quantitative and qualitative data were collected for this community health assessment. All data were gathered 
systematically utilizing the following standards or principles which guided the methodologies and source selections: 

 
1. Availability of multiple years of data on study elements; 
2. Specificity of data to the Study Area communities; 
3. Appropriateness of data collection methodologies to the data source; 
4. Broad participation among the stakeholder populations, and 
5. Broad range of input from qualitative and quantitative sources. 

The majority of the quantitative data collected for this assessment came from the Massachusetts Community Health Information 
Profile (MassCHIP). Other sources include: the Massachusetts Department of Public Health; the United States Census Bureau; 
the Massachusetts Department of Workforce Development; the Massachusetts Department of Elementary and Secondary 
Education; and the Massachusetts Behavioral Health Partnership. Whenever possible, three years of data were used for each 
measure and, when feasible, data is provided for individual towns.  

 
The quantitative data was analyzed and reported by Maureen DeFuria. Maureen worked with Heywood Hospital and the JCOH 
on a William Van Fassen Community Service Sabbatical from Blue Cross Blue Shield of Massachusetts for the period of 
September 2008 through February 2009.  

 
Qualitative data was elicited to enhance, clarify, and add “community voices” and real life experiences to the quantitative data 
included in the Community Health Needs Assessment. Qualitative data also provides a lens into current conditions – economic 
and cultural – which quantitative data cannot due to the lags between data collection, reporting, and retrieval. For example, the 
qualitative data presented here strongly reflects the economic crisis which occurred during the qualitative data collection process 
but after much of the quantitative data had already been collected and reported.  

 
Qualitative data for this assessment was gathered via focus groups with community members and through interviews with 
community members and community leaders. Focus groups and interviews were conducted between the spring of 2009 and the 
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spring of 2010. Those responsible for gathering qualitative data made every effort to ensure racial/ethnic, socioeconomic, and 
geographic diversity in the composition of focus groups and interview participants.  
 
Montachusett Public Health Network Methodology 

In the April 2013 meeting of the MPHN Board, Community Qualitative Assessment Project Manager, Vicente Sanabria of LUK, 
Inc., presented the draft protocols for Key Informant Interviews and Focus Groups based on the three areas of inquiry requested 
by the MPHN: obesity, substance abuse, and suicide. The interview instruments consisted of 19 questions for the Key Informant 
Interviews and 23 for the Focus Groups and all were vetted by the MPHN. (See attached tools.) Protocols and the 
implementation plan were also vetted by the MPHN. 

 
LUK Staff engaged in the following tasks in collecting and analyzing the qualitative data:  
1. Collect names of Key Informants and Focus Group partners from MPHN members and LUK staff; 
2. Secure locations for Focus Groups; 
3. Generate a list of Focus Group participants from MPHN members, LUK staff and focus group partners; 
4. Deliver a training to staff on the Focus Group and Key Informant Interview protocols being used; 
5. Schedule Key Informant Interviews;  
6. Schedule Focus Groups; 
7. Conduct Key Informant Interviews and Focus Groups; 
8. Store, compile and format data; and  
9. Write narrative.  

 
A total of 73 Key Informant Interviews were conducted: Athol (6), Clinton (6), Fitchburg (8), Gardner (7), Leominster (5), 
Phillipston (6), Princeton (5), Royalston (4), Sterling (9), Templeton (9), Westminster (5) and the Gay, Lesbian, Bisexual, 
Transgender (GLBT) community (3). Representation included people working in transportation, the Chambers of Commerce, 
non-profits, hospitals, senior centers, public schools, nursing, and recreation; also interviewed were local and state police 
officers, a lawyer, local politicians, nurses, town officials, fire fighters, and members of the GLBT and faith communities.  

 
In total, 83 individuals participated in the 12 Focus Groups that were conducted in Clinton, Fitchburg, Gardner, Leominster, 
Phillipston, Princeton, Templeton, and Westminster; Focus Groups were also conducted with non-geographic populations: 
Latinos (conducted in Spanish), African-Americans, rural/mixed income, seniors, youth, and nurses. For each focus group a 
Facilitator, a Note Taker, and a Greeter were assigned. To increase the comfort level of the participants, the Greeter was 
someone already familiar with them (e.g., someone from the host agency/location) whenever possible. 

 
All participants in both the Key Informant Interviews and the Focus Groups completed individual demographic information sheets 
that asked for gender, age range, whether the individual owns or rents his/her home, how the individual rates his/her living 
condition, the age of his/her dwelling, city or town where he/she resides, works and/or studies, and race/ethnicity. 
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VII. The Community Benefit Strategic Implementation Plan 

The focus areas of HealthAlliance Hospital’s Community Benefit Strategic Implementation Plan align well with the priorities 
identified by the Community Health Assessment of North Central MA, Montachusett Public Health Network and the  processes, 
as noted below: 
 
Detailed action plans will be developed annually and tracked throughout the course of the year to monitor and evaluate progress 
and determine priorities for the next year. This plan is meant to be reviewed annually and adjusted to accommodate revisions 
that merit attention. 
 
Priority 1:  Mental/Behavioral Health  

 
 
Priority 2:  Primary Care/Wellness 

 
 
Priority areas highlighted by the Community Health Needs Assessment are being addressed in this 2013-2015 Community 
Benefits Implementation Plan. The issues addressed may be framed from a different perspective or may appear at a different 
hierarchical level of the plan, but the two plans are thematically consistent and intended to be implemented collaboratively and 
synergistically: 
 

Community Benefit Priority Areas Goal 

Priority Area 1: Mental/Behavioral Health  

Goal 1:  Community wide mental/behavioral health strategy: 
Develop and support strategies and systems that 
enhance mental/behavioral health infrastructure in the 
North Central MA Community.  

 

Priority Area 2: Primary Care/Wellness 

Goal 2:  Support programs and develop collaborative efforts that 
will improve  access to information and care for the 

medically underserved/uninsured in North Central MA. 
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VIII. Priority Areas and Goals 

 

   

Priority 1:  Mental/Behavioral Health  

Community wide mental/behavioral health strategy: Develop and support strategies and systems that enhance mental/behavioral health 
infrastructure in the North Central MA Community 

Objective:  Improve mental/behavioral health infrastructure and align points of access to programs, professionals and services with  

community needs.  

 

Outcome Indicators: Threshold Target Stretch 

 Through collaborative  efforts with our community based mental health stakeholders, we 
will develop a plan  to improve access to mental health services as a means to decrease 
unecessary emergency department use and increase access to appropriate care. 

 

Complete plan 
by 9/30/14 

Complete Plan by 5/30/14 

 Create a referral and data exchange system to support a seamless continuum of care for 
those who present with psychiatric diagnoses who are also high utilizers of mental health 
services within the hospital and the community. 

 

TBD with CHL 
and HAH 

Leadership 

TBD with CHL and HAH 
Leadership 

 Develop Mental/Behavioral Health Model to incorporate additional community partners 
 

9/30/14 7/30/14 

 

 Identify mental health patient navigator models that incorporate community collaboration 
with emergency mental health needs  

 Hire mental health navigators based on identified models 
 

11/30/14 8/30/14 

Potential Partners:  

• Community Health Link 
• The Shine Initiative 
• Lipton Center 
• Community Health Center 
• Joint Coalition on Health 
• CHNA – 9 Members 
• Heywood Hospital 
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Priority 1:  Mental/Behavioral Health  

Community wide mental/behavioral health strategy: Develop and support strategies and systems that enhance mental/behavioral health 
infrastructure in the North Central MA Community 

Objective:  Improve mental/behavioral health infrastructure and align points of access to programs, professionals and services with  

community needs.  

 

Strategies: 
Timeline: 
Year 1,2,3 

1.1.1: Secure Funding to Develop Community Based Collaborative Mental 

Health Programs  

• Apply for year one funding of $400k - $500k  
• Partner with Community Health Link, Community Health Connections  
• Sustain and develop new models for delivering care to 

mental/behavioral health population 

2013 
2014 
2015 

1.1.3: Secure Additional Funding for Community Mental Health Programs in 

2015 

• Apply for year two funding of $1M - $9M 
• Expand partnerships and model to other community organizations 
• Expand and sustain new model of care for mental/behavioral health 

patients 

2014 
2015 
2015 

Monitoring/Evaluation Approach: 

• Monitor grant strategies, outcomes to meet expectations 
• Secure funding to develop community based mental health programs 
• Identify models  
• Evidence of community linkages/partnerships 
• Number of community mental health navigators 
• Establishment of committee to develop model 



  Page 18 of 19 

  

Priority 2:  Primary Care/Wellness 

Support programs and develop collaborative efforts that will improve  access to information, education and care for the medically 

underserved/uninsured in North Central MA. 

Objective:  Provide community-based medical and preventative services for vulnerable populations and ethnic/linguistic 

 minorities. 

Outcome Indicators:   Threshold Target Stretch 

•  Number of health education outreach programs targeting vulnerable populations and 
addressing specific community health needs  

 
5/yr 7-10/yr 

• Develop health education materials targeting outreach materials created in ethnic/linguistic 
languages to educate minorities 

 
10/yr 15/yr 

•  Provide scholarships and internships awarded to students at or below poverty line and 
providing bridge to at-risk youth to improve wellness and learn about careers in health care 

 
3 7 

Strategies: 
Timeline: 
Year 1,2,3 

1.1:  Develop ethnic/linguistic educational materials addressing community 

needs 
2014 

1. 2: Conduct educational sessions to ethnic/linguistic minorities on topics 

such as mental health, sports/head injuries, asthma, heart health, access 
to insurance, diabetes, health eating…at diverse community 
organizations such as: 

• Faith based organizations 
• Radio and newspapers targeting ethnic/linguistic populations 
• Community organizations (LUK, Spanish American Center, Cleghorn 

Neighborhood Center, Montachusett Opportunity Council, Minority 
Coalition…) 

 

2014, 2015 

1.3: HealthAlliance Hospital take lead role to develop 2015 – 2018 

Community Health Assessment of North Central MA 

• Coordinate previous CHA-NCMA members to re-establish process 
• Identify funding  
• Establish process and timeline 
• Begin execution  

2014 
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Priority 2:  Primary Care/Wellness 

Support programs and develop collaborative efforts that will improve  access to information, education and care for the medically 

underserved/uninsured in North Central MA. 

Objective:  Provide community-based medical and preventative services for vulnerable populations and ethnic/linguistic 

 minorities. 

Monitoring/Evaluation Approach: 

• Track number of educational sessions 
• Track number of ethnic/linguistic promotional pieces  
• Track number of ethnic/linguistic testimonials  
• Community Health Assessment of North Central MA completed 

Potential Partners:  

• Clegnhorn Neighborhood Center 
• Boys and Girls Club 
• Spanish American Center 
• Churches 
• Community Health Connections 

 
 
 
 

 

 
 
 
 
 

 


