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Executive Summary
While the full effects of health reform in the United States have yet to be realized, one thing is certain: 
from the largest teaching hospital to the smallest rural clinic, the assumptions that drive care deliv-
ery are changing. No longer will a patient’s immediate condition be treated without consideration of 
the factors that have given rise to that situation - the external determinants that drive either health or 
illness and overpower the impact of a discrete prescription or an isolated emergency room visit. The 
results of such a myopic approach are evidenced in the status quo: fragmentation of care, disconnect 
between providers, duplication of services, and an overuse of resources.

Recognition of this critical situation has produced a renewed commitment across the US health sys-
tem to focusing on three principal issues: improving the experience of patient care, providing care that 
improves the health of whole populations, and reducing the per capita cost of health care. Collectively 
referred to as the Triple Aim, these three goals create a roadmap for health systems to look both inter-
nally and externally at the conditions and drivers of health, and by innovation, to discover new ways of 
addressing those factors. The aim of this Population Health Improvement Report (PHIR) is to present 
the areas of opportunity for Saint Anne’s Hospital to optimize health system quality and address cost 
while confronting the pressing health concerns impacting the populations in its community. 

This report details the most imminent concerns that arose from the examination of health-related data 
in Saint Anne’s service area population retrieved from sources such as the US Census Bureau and 
the Boston Public Health Commission’s Health of Boston 2011 Report. We also collected primary 
data through a survey of SAH’s Community Benefits Advisory Committee and focus group discussions 
with local residents. Internally, discussion with hospital staff and leadership and directors of patient 
services and systems at SAH were done and examined for areas of action for improvement in quality 
and cost. Five areas of opportunity emerged:

Chronic Disease 
Circulatory disease, cancer and respiratory disease are the top three causes of death within the 
hospital service area.  Chronic disease outcomes for the Primary Service Area (PSA) are worse than 
the state outcomes.  Community input suggested prevention initiatives such as education on health 
maintenance and life style choices to address these issues.

Obesity
Rates of obesity are high for school age children within the hospital service area.  Adult obesity rates 
are also high compared to the state average.  Community input expressed a need for increased edu-
cation and interventions to address the behavioral patterns that lead to obesity.  Additionally, lack of 
access to healthy foods was another contributor cited. 

Access to Health Care 
Though the population has relatively high rates of insured, community input expressed a need for 
better health outreach as well as better coordination of care.  Some of the major obstacles to health 
access cited by the community have been lack of health referral sources, language disparity, health 
insurance process navigation, and transportation. 

Behavioral Health
Behavioral health discharge rates for the PSA are worse than the state discharge rates.  Fall River is 
especially troubling because it has the worst rates for substance abuse and mental health within the 
PSA and is trending towards worse outcomes.   Furthermore, mental health stigma has been identified 
as one of the major obstacles to accessing behavioral health resources. 
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Substance Abuse
The most problematic town in the hospital service area is Fall River. While other service area towns 
are low relative to the state average, Fall River has much higher rates of substance and opioid-related 
hospitalizations. Age-adjusted mortality rates in Fall River have also been twice as high as the state 
rate for three consecutive years in a row.

Recommended Actions for the Health System

Chronic Disease 
• Increase community education on chronic disease prevention and maintenance.  
• Utilize small media to inform and remind patients to get screened for chronic disease.
•  Gather information on potential chronic disease support groups that would be most effective  

in the community.

Obesity
• Implement nutrition education initiatives.
•  Offer education on healthy food preparation on-site at the farmers’ market and through  

partnerships with local community organizations.
• Promote and sponsors physical activity and education programs to address childhood obesity.
• Prescribe farmers’ market vouchers to diabetic patients who are at risk for obesity.

Access to Health Care
•  Utilize community health advocates to provide follow-up enrollment assistance for uninsured  

patients who visit the emergency department.
•  Provide information on and assistance with enrolling in state insurance exchange plans to working 

populations through partnerships with community service organizations.
•  Increase community outreach efforts utilizing multiple media channels.
•  Survey hospital capabilities to increase transportation resources to patients.
•  Gather community input on the needs of the Portuguese and Spanish-speaking populations.

Behavioral Health
•  Provide education to front-line caregivers and community leaders on the signs of mental illness  

and how to access necessary resources.
•  Host a presentation by the National Association on Mental Illness to raise awareness and support  

for community members dealing with mental illness. 

Substance Abuse
•  Implement substance abuse education initiatives.
•  Collaborate with community-based programs to develop education for front-line workers and  

advocates on red flags of substance abuse.
•  Gather information on potential cessation support groups that would be most effective in the  

community.
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Introduction
Saint Anne’s Hospital (Saint Anne’s) is a general medical and surgical hospital in Fall River, MA 
with 160 beds.  It is a member of Steward Health Care System, the largest fully-integrated com-
munity care organization in New England.  It provides acute care with state-of-the-art medical 
technology and a highly skilled staff.   

Saint Anne’s maintains a Community Health Department that focuses on integrating care across 
the spectrum of hospital, primary, and community-based care.  A Community Benefits Advisory 
Committee comprised of hospital leadership, representatives of local health and human service 
organizations, city health and public works departments, community centers, churches, and 
schools guides the planning and execution of the community health initiatives.  

This report provides the results of an examination of the health conditions and social factors 
affecting the people living in the neighborhoods and towns surrounding Saint Anne’s as well as 
the key issues the hospital needs to address to improve quality and address cost.  Evaluation of 
both the needs of the community and the strategic goals of the hospital furthers the prospect of 
working collectively to improve both the health delivery system and the health of the population.  
Opportunities are realized at the intersection of the hospital’s strengths, the community’s needs, 
and the new direction of health care in the United States.

The current US health care system, characterized by fee for service payment models and widely 
condemned for its exorbitant per capita costs and less than optimal health outcomes, is faced 
with an opportunity for transformation at a critical moment of unprecedented policy change. The 
prospect of shifting from a system that rewards providers for volume of services to one that re-
wards health systems based on the end goals of healthy populations is a highly attractive solution 
to the current state of affairs.  

Health care transformation is also highly debated, particularly in terms of means and methods.  
Long-standing practices and cultures must be shifted to embrace the idea of caring for popula-
tions instead of individuals alone and of examining medical practices with the aim of reducing 
health care costs.

The Institute for Healthcare Improvement’s Triple Aim framework is a widely recognized mod-
el for health care transformation.  It is a paradigm that calls for improving simultaneously the 
experience of care, the per capita costs of health care, and the health of populations.1   While 
these pursuits are all necessary to improve the current health care system, they are interrelated 
and must be considered in balance. The challenges of widespread change, including develop-
ing infrastructure to support new models of caring for populations, require thoughtful planning, 
determined execution, and intentional learning from experience.  This report aims to answer 
the call for thoughtful planning by using the triple aim framework to reveal the opportunities for 
health care transformation within Steward Health Care System hospitals and their communities. 
The results and recommendations here are designed to be the basis for strategic actions for 
Saint Anne’s and its community partners.
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Methods
The approach for the PHIR consisted of the following steps, each of which is briefly described in the 
order they were implemented. 

1.  Extensive public data was collected and key findings were derived from the research of online data 
sources such as Census, MassCHIP, and the Federal Reserve Bank.   Online research of Adminis-
trative policies and legal ordinances were done to identify and analyze policies and regulations that 
affect population health status.

2.  A Community Provider Survey was distributed to the Saint Anne’s Community Benefits Advisory 
Committee and other key community based organizations.  Local health and human service  
organizations, government agencies, boards of health, community centers, churches, schools,  
and YMCA/YWCAs were among the organizations that were surveyed.

3.  A focus group was conducted to capture community data on perceived health issues and barriers 
to health resources. 

From these sources, data on health behaviors, and health conditions, access to and utilization of 
health services and health care costs were examined for opportunities where the hospital, in partner-
ship with local community service providers, could make a difference in lowering per capita health 
care costs, improving quality, and improving the health of populations.  The priority concerns to be 
addressed were selected based on the following criteria: 

• Disease or condition rates higher than the state average 
• Disease or condition rates increasing over time 
• Identified as concerns by focus group participants and provider survey respondents 
• Ability to reduce per capita costs
• Availability of potential resources to address the issue/problem identified
• Aligns with the strategic goals and objectives of Saint Anne’

A detailed version of the methods is available in Appendix A. Data on demographics, and additional 
health indicators, is available in Appendix B.



Results
Analysis of the primary and secondary data reveals several areas of concern for Saint Anne’s Hospi-
tal primary service area, including chronic disease, access to health care, behavioral health, obesity, 
substance abuse, and crime.  

Chronic Disease
Circulatory disease is the number one cause of death within Saint Anne’s primary service area. Cancer 
is the second most frequent cause of death.  Age-adjusted mortality rates for circulatory disease are 
above the state average for all service area towns except for Swansea.  Age-adjusted respiratory mor-
tality rates for all service area towns are also above the state average.  Swansea has a higher rate of 
cancer compared to the state average. The elevated rates demonstrate that work needs to be done to 
improve these outcomes.  

Primary data, consisting of focus group and provider inputs, also recognized chronic disease as a ma-
jor community health issue.  Prevention initiatives such as education on health maintenance and life-
style choices were named as needed interventions to address chronic disease during the focus group 
session.  Providers suggested community-wide programs to promote activities that prevent chronic 
disease.  Such programs included fitness challenges, farmers’ markets, education on chronic disease 
prevention, and screenings for indicators associated with chronic disease such as blood pressure and 
glucose.

The service area towns have several regulations that ban smoking, trans-fats, and sugar-sweetened 
beverages in schools and on government property.  Public housing has smoke free areas and an-
ti-smoking education.  A 2005 Rhode Island law requires the establishment of a subcommittee of the 
school board or committee to decrease obesity and address school health and wellness policies for 
students and employees. There are wellness programs in Fall River such as Healthy City Fall River 
(HCFR), Expanded Food and Nutrition Education Program (EFNEP), and the Fall River BOLD Coalition 
that teach nutrition education and promote healthy activities. To promote physical activity, Fall River is 
planning to develop a bicycle path that runs through Fall River. Additionally, the city has created and 
supports twelve community gardens to increase access to healthy foods.

7



8

There are an estimated 90 million Americans living with at least one chronic disease.2 Chronic disease 
contributes to over 70% of deaths in the US each year.3 The majority of adults in the US with high 
cholesterol and about half of adults with high blood pressure do not have their conditions under 
control.4  Despite the relatively low cost and proven effectiveness of treatments for these common and 
preventable - but potentially deadly - conditions, many Americans are not getting better.

People with chronic disease are more likely to go to hospitals, emergency rooms, and long-term care 
facilities.5 Transitioning from one care setting to another, they are more susceptible to inefficiencies of 
a fragmented care system.  Such inefficiencies manifest in a number of ways including misunderstood 
discharge instructions, lack of transportation to health services, and lack of communication between 
care settings.  They are also likely to need continual supportive services to help them with daily life 
and to rely on an informal caregiver (a spouse, relative or friend).6 

Obesity
Obesity has reached epidemic proportions in the United States. Prevalence of obesity in the US has 
increased during the last decades of the 20th century.7 More than 35% of US men and women were 
obese in 2009–2010.8 Overall, adults aged sixty and over were more likely to be obese than young-
er adults.9 Since 1980, obesity prevalence among children and adolescents has almost tripled.10 In 

Figure 2: Age Adjusted Mortality Rates per 100,000 (2009)

Figure 1: Mortality Percentage of All Causes (2009)

(SOURCE:  MASSCHIP)

(SOURCE:  MASSCHIP)
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2009–2010, 16.9% of US children and adolescents were obese.11  In 2009–2010, over 78 million US 
adults and about 12.5 million US children and adolescents were obese.12  

Service area data showed that over 30% of school-aged children in Fall River and Somerset are over-
weight or obese.  Somerset’s rate surpasses the state rates for overweight or obese children.  Looking 
at adult obesity rates, Fall River, Somerset, Swansea and Westport obesity rates are all above 20%.  
Fall River has the highest obesity percentage at 29.35%.  

Focus group and provider input expressed a concern for the lack of nutritious foods and nutrition 
education, particularly for children.  Lack of affordable foods at farmers’ markets in the community 
was also articulated.  Interventions suggested by providers included physical education programs for 
elementary and middle schools, community fitness challenges, and education on nutrition and healthy 
life style choices.

Figure 4: Adult Obesity Rate 2009

Figure 2: Age Adjusted Mortality Rates per 100,000 (2009)

Figure 1: Mortality Percentage of All Causes (2009)

Figure 3: Grades 1, 4, 7, 10 Percent Overweight or Obese Males and Females (2011)

(SOURCE: Executive Office of Health and Human Services (EOHHS)-Publications)
Status of Childhood Weight)

(SOURCE:  Small-Area Estimation and Prioritizing Communities for Obesity Control in Massachusetts”, American Journal of Public 
Health March 2009)
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Obesity increases the risk of a number of health conditions including hypertension, adverse lipid con-
centrations, and type-2 diabetes.13 It is estimated that 300,000 deaths per year may be attributable 
to obesity.14 Additionally, obesity has been shown to reduce life expectancy.15 One study revealed that 
people who are severely obese live up to twenty years fewer than people who are not overweight.16 

One report estimated obesity to cost $190 billion on obesity-related health care expenses in 2005.17   
Healthcare spending on obesity-related conditions is estimated to be 8.5% of Medicare spending, 
11.8% of Medicaid spending, and 12.9% of private-payer spending.18 Costs are only expected to rise 
as rates of obesity are increasing.

Access to Health Care
Saint Anne’s service area population health insurance coverage is diverse. Fall River has a relatively 
low percentage of uninsured residents at 6.1%, which is just above the state average at 4.1%.  
However, Newport, Rhode Island’s rate of 14.6% appears high when compared to the MA rates, 
though it is still below that national average of 15.2%.  When stratifying the population by sex, a larger 
proportion of males are uninsured when compared to females though this goes along with the state 
trend.

When the question of what is most needed in the community was posed to the focus group, there  
was a consistent call for improved care coordination. The focus group participants felt there was 
insufficient health insurance coverage, fragmented care transitions process, and long wait times to get 
an appointment with a primary care physician. Greater coordination and access to health resource 
information and referrals easier was mentioned as a possible solution. The focus group mentioned  
the need for increased information dissemination about available services offered by the hospital. 
Additionally, lack of transportation to health resources was cited as a serious community issue.

Figure 5: Total Uninsured Percentage (2010)

(SOURCE:  US CENSUS)
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The service area data demonstrate that people in the “Less than High School” or “High School Degree 
or Equivalent” have the highest rates of uninsured out of all education groups. In Newport, over 40% 
of residents with “Less than High School” education were uninsured.  The group with low rates of  
uninsured in all the service areas is the “Bachelor’s Degree or Higher group.” This leads to the  
conclusion that, on average, higher education leads to more access to health care.

Figure 7:  No Health Insurance (ages 18-64), by Education (2008)

Figure 6: No Health Insurance Male and Female percentage (2010)

Figure 5: Total Uninsured Percentage (2010)

(SOURCE:  US CENSUS)

(SOURCE:  US CENSUS BUREAU)
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Both focus group and provider feedback indicated a need for culturally and linguistically-competent 
care. Language indicators show high language diversity in Fall River, with 33.5% of the population 
speaking another language besides English. The other towns show less diversity with less the 15% of 
the population speaking another language besides English. Provider surveys specified large  
Portuguese and Spanish speaking populations as well as a growing Hmong community.

The ability to access health resources has a profound effect on every aspect of health, yet almost one 
in four Americans do not have a Primary Care Provider (PCP) or health center where they can re-
ceive regular medical services.19 Approximately one in five Americans (children and adults under age 
sixty-five) do not have medical insurance.20 People without medical insurance are more likely to lack a 
usual source of medical care, such as a PCP. These individuals are more likely to skip routine medical 
care due to costs, increasing their risk for serious and disabling health conditions.21 When they do 
access health services, they are often burdened with large medical bills and out-of-pocket expenses.22 

Behavioral Health
The data for Somerset, Swansea, and Westport demonstrate discharge rates that are lower than the 
state average. Fall River has a much higher rate than the state for three consecutive years. Emergency 
department admissions demonstrate that all four Massachusetts primary service area towns are above 
the state average.  Fall River’s rates are more than three times as high as the statewide rate. The 
above average rates indicate a need to work on behavioral health outcomes in the area. Additionally, 
the focus group articulated that behavioral health was a major health issue in the community. There 
was a belief that there were not enough behavioral health resources available to the community.

Provider input also cited behavioral health as a community health issue that needed to be addressed.  
Providers mentioned a need for behavioral health service capacity building and increased training for 
clinicians. Possible interventions included group counseling sessions and increased collaboration on 
mental health needs.

Figure 8: English Language Indicators (2010)

(SOURCES:  US CENSUS)
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Figure 10: Emergency Department Admissions Mental Disorders: All-Related Age-adjusted 
Rate

Figure 9: Hospitalizations Mental Disorders: All-Related Crude Rate (2007-2009)

Figure 8: English Language Indicators (2010)

(SOURCE: MASSCHIP)

(SOURCE: MASSCHIP)
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Behavioral health patients face great obstacles in receiving needed services.  Behavioral health stigma 
is a main barrier preventing patients who might otherwise seek health resources from doing so from 
fear of social ostracism or discrimination.  Additionally, behavioral health patients face difficulty in 
accessing social services, including adequate housing, proper health insurance, and employment 
support, which are known social determinants of health. 

Behavioral health issues have a serious impact on overall health.   It is associated with the prevalence, 
progression, and outcome of some of today’s most pressing chronic diseases, including diabetes, 
heart disease, and cancer. On average, people with serious behavioral health illness die twenty-five 
years earlier than the general population.  Behavioral health disorders can have harmful and long-last-
ing effects—including high psychosocial and economic costs—not only for people living with the 
disorder, but also for their families, schools, workplaces, and communities.23   

Behavioral health issues cause indirect costs that accumulate through reduced labor supply, public 
income support payments, reduced educational attainment, and costs associated with other conse-
quences such as incarceration or homelessness.24  Additionally, people with behavioral health condi-
tions are at higher risk than others for physical illness and disability. The cost of medical care for this 
population is, on average, much higher than the cost of medical care for people without behavioral 
health conditions.25  Better behavioral health services for this population would be likely to reduce the 
costs of their physical health care and produce significant overall savings in health spending.26 

Substance Abuse
Substance abuse may directly involve the misuse of drugs and alcohol, but it is also associated with a 
range of destructive social conditions.  Such conditions include family disruptions, financial problems, 
lost productivity, and failure in school, domestic violence, child abuse, and crime. Moreover, both 
social attitudes and legal responses to the consumption of alcohol and illicit drugs make substance 
abuse one of the most complex public health issues. 

Somerset, Swansea, and Westport all demonstrated low alcohol or substance-related hospitalizations 
when compared to the state rate.  Similarly, opioid-related hospitalizations were low relative to the state 
average.  Rates were also low for these towns for admissions to state substance and alcohol abuse 
programs.  Fall River demonstrated much higher rates of substance related and opioid hospitalizations 
as well as admissions to state substance abuse programs relative to the state average.   Age-adjusted 
opioid mortality rates in Fall River have also been more than twice as high as the state rate for three 
consecutive years in a row.
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Figure 13: Admissions to DPH-Funded Substance and Alcohol Abuse Programs Crude Rate 
(per 100,000)

Figure 12: Opioid Hospitalizations Crude Rate (2007-2009)

Figure 11: Alcohol / Substance Related hospitalizations Crude Rate
(2007-2009)

(SOURCE: MASSCHIP)

(SOURCE: MASSCHIP)

(SOURCE: MASSCHIP)
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Focus group input reflected substance abuse as a major community health issue. Participants voiced 
a need for more substance abuse prevention in the form of education and outreach. Additionally, 
some participants mentioned that developing more capacity in detoxification shelters and outreach to 
reduce mental health stigma were needed.

Providers surveyed identified marijuana and prescription drug abuse as rising community health 
problems. Interventions that were suggested included establishing comprehensive substance abuse 
education and providing cessation resources such as support groups to community members.

On November 1st, 2010, the city of Fall River was one of only three cities in the country awarded a 
$1.4 million grant per year for the next four years by the federal Substance Abuse and Mental Health 
Services Administration for substance abuse prevention, mental health promotion, and short-term 
therapies for depression and anxiety. Led by staff from Stanley Street Treatment and Resources, the 
grant provides screenings for people who may be in the early stages of substance use or who show 
early signs of depression or other mental illnesses. These conditions are well known to be associated 
with unemployment and poverty, but few efforts have been funded to head off the conditions early 
enough to prevent people from developing more chronic conditions that are more difficult to treat.

Crime
Crime and violence affect the individual and the community. Physical assaults, homicides, rapes, 
sexual assaults and robberies breed public safety and health concerns in the community. Community 
violence impacts the perceived safety of a neighborhood, inhibiting social interactions and adversely 
impacting social cohesion. Additionally, violent crime may result in premature death or injury and is 
linked to disability, mental health issues, and increased medical costs. 

Additionally, violent crime may result in premature death or injury and is linked to disability, mental 
health issues, and increased medical costs.27

Available data shows that the majority of crime that happens in Fall River and Somerset is property 
crime as opposed to violent crime. Fall River’s homicide rate is a major community health issue. Fall 
River’s mortality rate has been higher than the state average for three consecutive years. The other 
Massachusetts towns have no consistent yearly trend. 

(SOURCE: MASSCHIP)

Figure 14: Opioid Mortalities Age-Adjusted Rate
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(SOURCE: MASSCHIP)

(SOURCE: MASSACHUSETTS CRIME REPORTING UNIT WEB SITE)

Figure 16: Homicide Mortality Age Adjusted per 100,000 (2007-2009)

Figure 15:  Total Crime 2010 –Violent and Property Crime
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Local Policies Affecting Health
Table 1: Ordinances affecting health (2010) Source: City and public school websites.

 Obesity Tobacco Cancer Prevention Schools Zoning

  Fall River Has a website showing  Ban on selling No one under the age Tufts will be - Passage of “Board of  

 searchable data on food  tobacco products of 17 permitted to tan implementing its Health Resolution: 

 stores and markets in  in stores with unless written consent Shape Up Program. Planning for a Healthier 

 order to increase  pharmacies. given by parent or The school system Future through the 

 access to nutritious   guardian will receive training, Built Environment” 

 food Implemented a   tools, and funding to - in Fall River Regional 

  school nurse-  surround children bicycle/pedestrian 

  delivered tobacco   with healthier food plans have been 

  cessation   options and incorporated into the 

  intervention in   opportunities for Fall River Priority 

  the local high   active living. Protection & 

  school.   Development Areas

     plans and are also being 

     incorporated into the  

     corridor plan for the South 

     Coast Rail Project. 

     -The city’s west side is a 

     close-knit industrial,  

     business and residential  

     area, while the east side is  

     virtually all protected,  

     creating a smart growth  

     urban ring and outer  

     greenbelt.

  Somerset School kitchens have a  Restrictions on None See  “Obesity” Tanitor & Associates City 

 healthy nutrition  e-cigarettes   Master Plan to promote 

 program that eliminated  passed   healthy lifestyles. 

 most of the sugary     Participates in 

 drinks and snack foods.    Partners for a Healthier 

     Community.

  Swansea None None. None None None

  Westport None None None Curriculum  Right to farm communi 

    includes physical  ty with several farm 

    education and  stands and community 

    health education gardens, drive-through  

     restaurants are permit  

     ted only via special  

     permit in the business  

     districts. Participates in  

     Partners for a Healthier  

     Community.
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Discussion and Recommendations
The previous section identified the major public health issues within the Saint Anne’s Hospital primary 
service area.  In the following section this report identifies which needs are most pressing.  
The hospital is well-positioned to address the following areas:   

• Chronic Disease 
• Obesity
• Access to Healthcare
• Behavioral Health
• Substance Abuse
• Crime

These areas represent opportunities for Saint Anne’s to take the lead in addressing population health, 
improving the experience of care, and reducing per capita cost.  The remaining health topics detailed 
in the results section of this report are significant and should also be addressed. Saint Anne’s should 
look for ways to collaborate with community partners to support efforts to impact and improve on 
these areas.

Recommendations for the health system are given below for these areas. Where appropriate, commu-
nity-wide recommendations are given, representing actions that are beyond the scope of the hospital 
but represent efforts in which the hospital can play a part.

Chronic Disease 

Health System Recommendations
• Increase education on chronic disease maintenance at community spaces. 
• Utilize small media to inform and remind patients to get screened for chronic disease.
•  Gather information on potential chronic disease support groups that would be most effective in the 

comunity.

Combating chronic disease requires education and modification of health behavior.28 Focus group 
and community provider input suggested interventions should concentrate education on nutrition 
and healthy lifestyle choices. Promotion and education on healthy behaviors such as chronic disease 
self-management and preventative screenings are important to chronic disease maintenance. Addi-
tionally, using letters, brochures, newsletters, and other small media to inform and motivate patients to 
be screened for chronic disease has been demonstrated to be effective.29 The hospital should do fur-
ther research in the form of community surveys or focus groups on what types of chronic conditions 
education is most needed and would be most effective for Saint Anne’s patient population.  

In addition, support group sessions promote healthy behavioral changes by providing information 
and support for patients. Currently, the hospital offers a cancer support group. The hospital should 
do further primary data research in the form of a community survey or focus group on what types of 
support groups are most needed and would be most effective for Saint Anne’s patient population. 
These groups would provide members with an excellent opportunity to learn more about their health 
and wellbeing as well as to receive support from others in similar situations.   

Obesity

Community-wide Recommendations
• Add bicycle lanes to roads in service area neighborhoods to increase physical activity.
• Ensure walkable sidewalks on streets.



Health System Recommendations
•  Offer education on healthy food preparation on-site at the farmers’ market and through  

partnerships with local community organizations.
• Implement nutrition education initiatives.
• Promote and sponsors physical activity and education programs to address childhood obesity.
• Prescribe farmers’ market vouchers to diabetic patients who are at risk for obesity.

Focus group input expressed a lack of education on nutrition and access to health foods. Promoting 
healthy behaviors such as an active life and healthy eating is important to combating obesity.30 Saint 
Anne’s should leverage its collaborations with schools, social service organizations, food pantries, 
senior centers, and religious organizations to implement educational community sessions on healthy 
food and behavioral choices. 

In order to increase knowledge and access to healthy food options, the hospital should work with local 
farmers markets to support and promote their programs by offering cooking classes and nutrition edu-
cation during farmers’ markets. Additionally, Saint Anne’s should start a prescription program allowing 
physicians to “prescribe” nutritious food from the farmers markets. Through this program physicians 
can identify patients who are at risk of health complications due to obesity, increase their access to 
health foods, and track their health status. 

Service area data showed that over 30% of school-aged children in Fall River and Somerset are 
overweight or obese. Supporting schools in implementing class curriculum or workshops on obesity, 
healthy food, and life style choices would be an important step in reducing school age rates of obesity. 

Physical Activity can help prevent unhealthy weight gain and obesity.31 Implementing city infrastruc-
ture that includes sidewalks and bicycle lanes has been shown to promote physical activity and  
reduce obesity.32 Community efforts to promote a healthier city infrastructure would help reduce  
service area obesity rates.

Access to Health Care

Health System Recommendations
•  Utilize community health advocates to provide follow-up enrollment assistance for uninsured 

patients who visit the emergency department.
•  Provide information on and assistance in enrolling in state insurance exchange plans to working 

populations through partnerships with community service organizations.
• Increase community outreach efforts utilizing multiple media channels.
• Survey hospital capabilities to increase transportation resources to patients.
• Gather community input on the needs of the Portuguese and Spanish-speaking populations.

Focus group input cited lack of health insurance coverage and language as major barriers to access.  
Though Saint Anne’s Hospital has a patient access team that offers assistance in insurance enroll-
ment within the hospital, once the patient leaves it is often difficult for them to follow up in completing 
enrollment with a qualified health insurer. One plausible solution is to implement community health 
advocates (CHAs) to assist patients in health insurance enrollment and navigation. CHAs would assist 
patients in recording necessary documents, guide them through the enrollment process, and link 
them with primary care providers.   

Additionally, enrollment of uninsured patients in insurance programs would assist the hospital in 
reducing bad debt from uninsured patients. CHAs would improve the health access of the community 
and decrease the hospital’s bad debt. Portuguese and Spanish speakers make up a considerable por-
tion of uninsured self-pay patients at Saint Anne’s. The use of CHAs to follow up with these patients 
and complete the enrollment into eligible insurance plans is recommended. Such advocates would be 
culturally-competent and be able to communicate to the population in their own language, reducing 
language and cultural barriers to health insurance enrollment.
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Focus group input also cited a need for increased outreach and information about hospital services 
and resources.  Saint Anne’s should develop media initiatives to engage and inform the community 
of services offered by the hospital. By utilizing web resources, social media, and collaborations with 
community-based organizations, Saint Anne’s hospital can bring awareness of health resources that 
are available to the community. Such initiatives can take the form of information distribution through 
the hospital website, Facebook, brochures, and health fairs.  Focus group input or community survey 
data should be gathered to inform the hospital of which media would be more effective.

Community input expressed a major concern for the lack of transportation available for patients to 
access health resources. Saint Anne’s should do a feasibility study in order to develop streamlined 
uses of hospital transportation vehicles for use by patients within the hospital programs. Saint Anne’s 
can seek to initiate transport between health centers and hospital-affiliated sites in order to increase 
transportation resources for its patients.

In order to better serve the Portuguese and Spanish populations, Saint Anne needs to understand the 
population’s preferences and needs in order to better improve the quality of care and health services.  
Direct community input should be gathered using a focus group and surveys. Information on popula-
tion preferences, health access obstacles and media preferences can be collected in order to better 
focus efforts in increasing access. CHAs, who will already be reaching out to that community, should 
also be used to gather direct community information.  

Behavioral Health

Community-wide Recommendations
• Include behavioral health education within school curriculum.
• Create collaborations to decrease stigma attached to mental health.

Health System Recommendations
•  Provide education to front-line caregivers and community leaders on the signs of mental illness 

and how to access necessary resources.
•  Host a presentation by the National Association on Mental Illness to raise awareness and support 

for community members dealing with mental illness.

Studies have demonstrated that educational programs designed to prevent behavioral problems in 
children and adolescents have been effective in reducing behavioral issues.33 Through including a  
behavioral health component in middle and high school curricula, schools can decrease behavior 
issues within the student body and better equip students to deal with mental stress as adults.

Community input identified Mental Health Stigma as a major deterrent in seeking behavioral health 
resources.34 Saint Anne’s should support collaborations with community-based organizations in 
implementing educational initiatives on topic such as understanding behavior health, ways to improve 
behavioral health status, signs of depression, and treatment options for behavioral health issues. The 
National Association on Mental Illness (NAMI) Massachusetts chapter offers “In Our Own Voice,”  
presentations by people who are maintaining healthy lives despite mental illness. This type of  
presentation is a powerful method to raise awareness and support for community members with  
mental illness by demonstrating that people can successfully manage their disease.

Focus group and community provider input revealed a concern for difficulty in accessing behavior 
health resources.  By equipping front-line providers with training on recognizing the signs of deterio-
rating behavior health conditions and information on available resources, Saint Anne’s can increase its 
support to local residents. 
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Substance Abuse

Health System Recommendations
• Implement substance abuse education.
•  Collaborate with community-based programs to develop education for front-line workers and  

advocates on red flags of substance abuse.
•  Gather information on potential cessation support groups that would be most effective in the  

community.

Saint Anne’s should support pragmatic community programs that can be implemented to improve 
substance abuse knowledge within the service area. Such programs include collaborative programs 
with community partners such as Stanley Street Treatment and Resources to conduct substance 
abuse education. These programs could focus on deterring initiation into drug use by providing 
education on the detrimental effects of substance abuse. Training on recognizing signs of substance 
abuse for front line workers can also be helpful in access to timely treatment and resources. Spaces 
where this education could take place include: community spaces, schools, food pantries, and  
libraries.

In order to reduce substance abuse use within the service area, Saint Anne’s should promote sub-
stance abuse cessation programs that provide support to patients. By promoting substance abuse 
cessation programs, Saint Anne’s can provide patients with an excellent opportunity to receive group 
counseling and encouragement from others in similar situations. The hospital should do further 
research in the form of a community survey on what types of cessation groups are most needed and 
would be most effective for Saint Anne’s patient population. 

Crime

Community-wide 
• School education on crime.

Health System Recommendations
• Collaborate with law enforcement agencies.

Crime statistics show that crime is a serious problem in Fall River.  Saint Anne’s should ensure law en-
forcement organization involvement within its Community Benefits Advisory Committee. Organizations 
like the District Attorney’s office and police departments should have active participation in advising 
the hospital and communicating possible interventions that the hospital can initiate or support.

The hospital should support community efforts to implement school based programs that address vio-
lence and crime.  Such programs should be initiated to discusses the social problem of crime, provide 
violence prevention techniques, and address school bullying to keep students alert of the social crime 
landscape in their community.  It is also important that schools develop, train, and provide counseling 
for youths at risk of falling into potential high-crime environments. It would also provide community 
assurance to families to promote neighborhood watch initiatives to keep the community safe.
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Limitations
Thorough data collection was done on the primary service area; however some secondary data sourc-
es lacked information on certain PSA towns. Often, these were towns that had smaller populations.   
In such cases, we could only collect data where it existed. In order to compensate for the lack of  
secondary data, we tried to collect primary data that represented the smaller towns. Moving forward, 
we will collect more detailed quantitative data and continue to research available secondary data 
sources to fill the data gaps.  

Focus group data was collected for the PHIR. Though a focus group informs the report with essential 
primary data from the community, there are some limitations. Focus group data is qualitative because 
it is based on the opinions of a very small number of participants. The small sample size means the 
groups may not fully represent the entire population.  

Members of Saint Anne’s Community Benefits Advisory Committee were surveyed to gather input on 
the hospital’s service area. Many of these board members are affiliated with local community based 
organizations. A major limitation is that organizations focus on their mission and constituents, which 
may not directly align with or be representative of the community as a whole. Additionally, a sampling 
of community-based organizations many not accurately represent the larger population.
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Appendix A: Methods

The Massachusetts Department of Public Health-defined service area for Saint Anne’s Hospital was 
used as the geographical area for this report.  Available data were collected for the service area towns, 
though Portsmouth, Middleton, and Newport RI did not have comparable data to the other towns.  
Together, the Rhode Island towns comprised 9.75% of total discharges from Saint Anne’s Hospital in 
2010. American Community Survey data from the US Census Bureau was not available for Westport.

Secondary data were collected by Steward Health Care community health managers for the hospital 
primary service area as defined by the Massachusetts Department of Public Health. Sources included:

• United States Census Bureau www.census.gov 
• US Census Bureau American Community Survey www.factfinder2.census.gov 
•  Massachusetts Community Health Information Profile (MassCHIP), available at  

http://www.mass.gov/eohhs/researcher/community-health/masschip/ 
• Federal Reserve Bank of Boston website http://www.bos.frb.org/ 
•  Massachusetts Department of Elementary and Secondary Education school district profiles  

http://www.doe.mass.edu/ 
•  Massachusetts Department of Public Health Bureau of Health Information, Statistics,  

Research and Evaluation 
•  Status of Childhood Weight in Massachusetts, 2011  

www.mass.gov/eohhs/docs/dph/.../status-childhood-obesity-2011.pdf 
•  A Profile of Health Among Massachusetts Adults, 2010 BRFSS results  

http://www.mass.gov/eohhs/docs/dph/behavioral-risk/report-2010.pdf 
• Massachusetts State Crime Reporting Unit http://www.ucrstats.com/ 

Saint Anne’s gathered primary data through a survey to community providers and opinion leaders and 
through a focus group (which contained a demographic survey, an evaluation survey, and a consent 
form).

A community provider survey was sent out to members of the Saint Anne’s Community Benefits Advi-
sory Committee and other community-based organizations that serve as resources for the community.  
The survey consisted of fourteen questions aimed at capturing information on health status and issues 
that the community faces. These organizations were social service, religious, governmental, and health 
based organizations. The Community Provider Survey can be found in Appendix C.

A focus group was held on November 14th, 2012. The event was advertised via a flyer and through 
email distributed to members of the Saint Anne’s Community Benefits Advisory Committee and other 
community-based organizations.  In gathering participants for the focus group, facilitators aimed at 
recruiting participants that would be representative of a cross-section of the community served by 
the hospital.  The inclusion criteria for the focus group were participants who live within the hospital 
primary service area. Ten participants attended the focus group. Attendees were asked to complete a 
consent form, demographic survey (below), and evaluation.
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Question 1.  What is your current age?

Age 26-35 1
Age 46-55 3
Age 18-25 2
Age 56-65 3
Age 66-75 1

Question 2.  Biological sex?

Males 6
Females 4

Question 3.  Gender identity?

Males 6
Females 4

Question 4.  Racial background?

White 9
Portuguese 1

Question 5.  Highest grade of education completed?

Bachelor’s degree  4   
Some college  2   
Less than high school  1   
9th through 12th  1   
High school graduate  1   
Associates degree  1   

Appendix B: Supplemental Demographics and Indicators

Table 1:  Diversity of General Population Percentage (2010)

Table 2:  Diversity of Public School Population (2011)

Figure 1:  Population by Age Group (2010) 

Figure 2: Median Household Income Inflated Adjusted Dollars (2010)

Figure 3: Families with Related Children Under 18 Years Below Poverty Level (2000, 2010)

Figure 4: Unrelated Individuals 15 Years and Over Below Poverty Level (2000, 2010)

Figure 5: Female Head of Households Below Poverty Level (2000, 2010)

Figure 6: Highest Educational Attainment Population Age 25+ (2009)

Figure 7: High School Drop-out Rates (2008-2011)

Figure 8: Housing Structure Type

Figure 9: Foreclosure Rate 2007-2010

Figure 10: Chlamydia Incidence Crude Rate Per 100,000 (2007-2009)

Figure 11: HIV/AIDS: Prevalence Crude Rate Per 100,000  (2007-2009)
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Race

Table 1:  Diversity of General Population Percentage (2010)

Race Fall River, Somerset, MA Newport, Tiverton, MA RI
  MA (%) (%) RI (%) RI (%) (%) (%)

White, non-Hispanic 87.05 97.44 90.16 95.69 80.4 81.4

Black/African- 
American 6.93 0.37 6.93 1.20 6.6 5.7

American Indian and  0.77 0.11 0.77 0.13 0.29 0.6 
Alaska Native

Asian 1.41 0.81 1.41 1.02 5.3 2.9

Native Hawaiian and  0.09 0.01 0.09 0.03 0.034 0.1 
Other Pacific Islander

Some Other Race 3.13 0.30 3.13 0.30 4.6 6.0

Two or More Races 5.21 0.96 5.21 1.63 2.63 3.3

Hispanic 7.4 1.1 8.4 1.7 9.6 12.4
(SOURCE: US CENSUS BUREAU, CENSUS 2010)

Table 2:  Diversity of Public School Population (2011)

Public School  Fall River, MA Somerset, MA Newport, RI Tiverton, RI MA 
Population     

White,  65.30 93.60 65.68 95.04 67 
non-Hispanic

Black/African- 6.80 1.30 18.93 2.13 8.3 
American

Hispanic 19.00 2.20 11.83 1.42 16.1

Asian 4.50 1.20 1.18 1.42 5.7

Other 0.40 0.30 0.59 0.00 0.3

Two or More  4.00  1.40 1.78 0.00 2.5 
Races

(SOURCE: MA DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION, DISTRICT PROFILES, 2011 AND US CEN-
SUS BUREAU, CENSUS 2000 AND 2010)
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Age

Figure 1:  Population by Age Group (2010)

(SOURCE: US CENSUS BUREAU, CENSUS 2010)

Economics

Figure 2: Median Household Income Inflated Adjusted Dollars (2010)

 

(SOURCE: US CENSUS)
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Figure 3: Families with Related Children Under 18 Years Below Poverty Level (2000, 2010)

(SOURCE:  US CENSUS)

Figure 4: Unrelated Individuals 15 Years and Over Below Poverty Level (2000, 2010)

(SOURCE:  US CENSUS
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Figure 5: Female Head of Households Below Poverty Level  (2000, 2010) 

(SOURCE:  US CENSUS

Education
Figure 6: Highest Educational Attainment Population Age 25+ (2009)

(SOURCE:  US CENSUS
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Figure 7: High School Drop-out Rates (2008-2011)

(SOURCE: MASSACHUSETTS DEPARTMENT OF ELEMENTARY AND SECONDARY EDUCATION, SCHOOL AND  
DISTRICT PROFILES)

Housing
Figure 8: Housing Structure Type

SOURCE:  US CENSUS)
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Figure 9: Foreclosure Rate 2007-2010

(SOURCE: FEDERAL RESERVE BANK OF BOSTON, RESEARCH DEPARTMENT)

Reproductive & Sexual Health
Figure 10: Chlamydia Incidence Crude Rate Per 100000 (2007-2009)

(SOURCE: MASSCHIP) 
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Figure 11: HIV/AIDS: Prevalence Crude Rate Per 100000  (2007-2009)

(SOURCE: MASSCHIP)

Appendix C:  Community Provider Survey

1.How would you identify your geographic service area (town, city, zip code, etc.)?

2.How would you identify the community that you work with?

3. What is healthy about the community you work with?
a. What is unhealthy?

4. What are the top three areas of concern within the community that you work with? 
a. 
b. 
c. 
d. What are some strategies that could address these concerns?

i. 
ii. 
iii. 

5. What are the top three health concerns within the community you work with? 
a. 
b. 
c. 
d. What are some strategies that could address these concerns?

i. 
ii. 
iii. 

6. What do you feel are the biggest obstacles to health access within the community you work with?

7. What populations would you identify as underserved or underrepresented within the community?

8. What services do you perceive as being most needed within the community?
a. Which population would most benefit from this service?

9. In what ways is Saint Anne’s Hospital serving the community well? 

10. In what ways could Saint Anne’s Hospital serving serve the community better?

11.  What is the number one thing that Saint Anne’s Hospital serving can do to improve the health and 
quality of life of the community?
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12. Is mental health a primary concern within the community?
a. What about mental health is a concern?
b. How might this concern be addressed?

13. Is nutrition a primary concern within the community?
a. What about nutrition is a concern?
b. How might this concern be addressed?

14. Is there any other concern that you would like to address?

Appendix D: Focus Group Questions

1. Is there a sense of community where you live?
a. Why or why not?

2. What is healthy about your community?

3. What are the top three areas of health concern within the community? 
a. What are some strategies that could address these concerns?

4. What populations would you identify as underserved or underrepresented within the community?

5. What do you feel are the biggest obstacles to health access for your community?

6. Is mental health a major issue within your community?
a. Do you know a lot of people with mental health issues?

7.  Do you have issues with chronic disease (Chronic disease are health issues like diabetes, hyper-
tension, obesity which require continuous monitoring and treatment)?
a.  How do these issues affect the way you live work play? (to the moderator look for possible issues 

that chronic disease causes – asthma preventing school attendance, diabetes hindering job 
prospects)

8.  Do you have or do you know of anybody with issues of Dementia or Alzheimer?
a. Do you see this issue as increasing, decreasing or staying the same?

9. When was the last time you had dental work done?
a. What was it? 

10. How often do you have your teeth cleaned and checked?

11. How easy or hard is it to access dental health resources/services?

12. What services do you perceive as being most needed within the community?

13. In what ways is Saint Anne’s Hospital serving the community well? 

14. In what ways could Saint Anne’s Hospital serving serve the community better?

15.  What is the number one thing that the Saint Anne’s Hospital serving can do to improve the health 
and quality of life of the community?
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