'BRIGHAM AND WOMEN’S HOSPITAL

Introduction

Brigham and Women’s Hospital (BWH) has a long-standing commitment to improving
the health status of Boston residents, with a focus on Boston neighborhoods with
disproportionately poor health and social indicators, and documented need for
comprehensive health and social services. In addition to being the regional leader in
preeminent women's health services, BWH is also one of the nation's leading transplant
centers, performing heart, lung, kidney, and heart-lung transplant surgery, as well as,
bone marrow transplantation. BWH is nationally recognized for clinical excellence in
cardiology and cardiovascular disease, immunology, arthritis and rheumatic disorders,
joint replacement, and cancer care through the Dana-Farber/Brigham and Women’s
Cancer Center. '

Locally, BWH works in collaboration with many community organizations and
government agencies to identify and address social determinants of health and to
mobilize community resources to improve health status. BWH and its licensed and
affiliated health centers provide primary and specialty ambulatory services to culturally
diverse groups of people. Through the BWH Center for Community Health and Health
Equity, BWH and its health center partners provide a broad array of community service
and community health programs, which are designed to have a measurable, positive
effect on the health status of underserved populations.

Mission Statement

The BWH Board of Trustees approved the following community benefit mission
statement:

Brigham and Women’s Hospital (BWH) is committed to serving the health care
needs of persons from diverse communities. The hospital, however, makes a
unigue commitment to the neighboring residents of Jamaica Plain and Mission
Hill, who have some of the most pressing health problems in the state. The
hospital, along with its two licensed community health centers, is committed to
developing integrated care networks to provide and assure appropriate access to
high quality, cost-effective primary care to members of these communities
regardless of their insurance status. The hospital also commits to meeting the
needs of low-income pregnant women and their families from the communities
of Roxbury and Dorchester.

In order to address the health needs of its target communities, the hospital must
look beyond its walls and seek guidance from the community to implement
programs that recognize and address the relationships between health and
social problems, including economic and educational issues. The hospital is
committed to collaborating with community groups and organizations to
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develop comprehensive programs that respond to the needs of the communities,
as identified by the communities themselves, and as suggested by public health
and other data. The hospital seeks to improve the health status of residents of
the communities by offering health services, continuing and expanding
innovative community and school-based programs, and by serving as a resource
to the community as a liaison to health careers education and as a possible
employer of community residents.

Internal Structure of Community Benefit Programs

The Center for Community Health and Health Equity (CCHHE) at Brigham and
Women’s Hospital serves as the coordinating department for community health programs
and acts as a liaison for community-based organizations and the hospital. First
established in 1991, as the Center for Perinatal and Family Health, the CCHHE expanded
its focus beyond the needs of pregnant women and changed its name to the Office for
Women, Family and Community Programs in 1997. In 2007, the focus expanded once
again to explicitly encompass programs that address health disparities, and the name was
consequently changed to the Center for Community Health and Health Equity. In
FY?2008, Health Equity continues to be the key unifying focus of the Center’s work and
community partnerships.

The mission of the CCHHE is to advance systems of care and community health
strategies to eliminate health disparities and elevate the health status of the communities
served by BWH. The CCHHE collaborates with hospital departments, including clinical
and research areas, and works in partnership with external organizations and community-
based groups in addressing the social determinants of individual and community heaith,
including efforts to increase access to equitable health care for all patients throughout the
Brigham and Women’s /Faulkner Hospitals (BW/F) regardless of ability to pay, and to
create an institutional environment that is inclusive and reflects the racial and ethnic
identities of communities served.

BWH community health programs focus on improving heaith equity by addressing the
social factors that influence health, such as:
o Fostering social and family support sysiems
Enhancing educational and career opportunities
Improving knowledge of healthy behaviors
Working with individuals who are victims of domestic violence
Addressing health care disparities in infant mortality, cardiovascular disease, and
cancer
Providing comprehensive care for women
s Mitigating asthma triggers in schools and in homes
Through the BWH Division of Social Medicine and Health Inequalities, improving
outcomes for underserved individuals with HIV
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The hospital, its health centers, and the CCHHE are dedicated to working with
community residents and organizations to meet the needs of racially and ethnically
diverse and underserved populations, through programs intended to break down barriers
to accessing quality, affordable health care and social services. To ensure progress in
meeting established goals, the CCHHE develops evaluation plans and regularly collects
data on its community health programs. Those data are used to determine program
effectiveness and to inform program planning and decision-making. They enable the
CCHHE to make accurate assessments of strengths and accomplishments, and to identify
opportunities to enhance existing services. Financial support for the CCHHE and its
programs comes from many sources, including BWH and Partners, foundation grants,
individual donors, and government agencies.

Health Equity Programs

The CCHHE Health Equity programs promote the Brigham and Women’s Hospital
mission to deliver high quality and equitable care while addressing the social
determinants of individual and community health. These programs stem from
collaboration with BWH physician, nursing, and administrative leadership to develop
targeted strategies for improving care and health outcomes for diverse patient populations
in primary care, subspecialties, and the BWH’s five centers of excellence in
cardiovascular care, cancer treatment, neurosciences, orthopedics and arthritis, and
Women's Health.

In 2008, BWH formed the Health Equity Oversight Committee, which comprises BWH
physician, administrative, and Board of Trustees leadership, and counsels Brigham and
‘Women’s/Faulkner Hospitals and the Center for Community Health and Health Equity
toward achievement of the goal of developing multidisciplinary, collaborative approaches
to promoting health equity through the elimination of racial and ethnic disparities in
health outcomes. The Committee provides strategic direction and oversight of the
planning and implementation of the BW/F’s efforts to eliminate health disparities through
the development of comprehensive interventions that combine research, education and
teaching, community outreach and information dissemination.

Health Equity Oversight Committee Charge

« Evaluate the strategy of the BW/F to address the elimination of health care disparities
for patients and communities in the Hospital’s target service area and ensure
integration with the BW/F clinical priorities

e Provide a forum for review and root cause analysis of events or actions affecting
diverse patient populations and reviews the BW/F’s efforts to ensure the delivery of
culturally competent care to all patients

e Evaluate institutional, department and programmatic priorities focused on the
provision of culturally competent care

¢ Review performance relative to the strategic plan and reports progress to the Boards
of Trustees
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The Brigham and Women’s/Faulkner Hospitals use the framework of the Balanced
Scorecard to measure organizational effectiveness. In January 2007, the Brigham began
collecting data on the race/ethnicity and socioeconomic status of patients, expanding
Balanced Scorecard data by these important elements. The CCHHE assists in monitoring
Balanced Scorecard measures to develop performance improvement efforts to eliminate
observed disparities. The CCHHE also works in coliaboration with community-based
organizations, community health centers, and government agencies to identify and
address barriers to access, and to mobilize community resources to improve health status.
The CCHHE is committed to advancing an evidenced-based approach to improving
individual and community health status.

The goals of the Health Equity programs are:

e To provide patients, especially those at risk for disparities, access to the highest
quality care regardless of ability to pay

e To provide equitable health care to all patients throughout the BW/F system
regardless of ability to pay

s To create an institutional environment that is inclusive and reflects the racial and
ethnic identities of the communities served

¢ To elevate the community health agenda as a key priority of BW/F clinical care,
teaching, and research mission

City and Statewide Programs
Efforts to Improve the Health of Women

BWH is the state’s largest birthing hospital, and plays a unique role in developing and
implementing innovative women’s health programs. Women’s health is viewed as more
than a service of primary, obstetric, and chronic care for women’s reproductive and other
problems. It is also seen as a way to ensure healthy families and thus healthy
communities.

Women from low-income neighborhoods who are disadvantaged by their educational
status, language, employment, economic status, immigrant status, race, or other personal
characteristics face significant barriers to maintaining their health and that of their
families. Promoting programs that improve the health of women across the lifespan
through health, social support, educational opportunities, and employment reduces these
barriers and helps women to care for themselves and their families.

The overall vision for BWH’s community health initiatives is driven by a desire to
equalize health status and opportunity among underserved populations including women
and their families. Concerned about alarming disparities in health among Boston’s core
urban population, the Center for Community Health and Health Equity’s community
health initiatives have focused on these populations. Higher infant mortality and low
birth weight rates for Black infants, lower rates of adequate prenatal care for Black and
Latina women, higher rates of breast and cervical cancer among Black women, higher
percentages of Black and Latina adolescents who become mothers, and the impact these
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health concerns have on the health of families and children are among the health
disparities driving the CCHHE’s community benefit focus.

Perinatal Case Manager Program

Established in 1991 as a response to the high infant mortality and low birth weight rates
in certain Boston neighborhoods, the Perinatal Case Manager Program (PCMP) seeks to
prevent infant deaths and poor birth ouicomes by addressing the social and medical needs
of pregnant women. The CCHHE provides technical assistance and training for case
managers at each of six of the hospital’s licensed or affiliated health centers: Brookside
Community Health Center, Martha Eliot Health Center, Mattapan Community Health
Center, Southern Jamaica Plain Health Center, South End Community Health Center, and
Whittier Street Health Center.

Program Components. The case managers provide a variety of services to pregnant
women, including;

Assessment of patients’ needs

Supportive referrals to appropriate social services

Coordination of patient care with other health center and hospital providers
Assistance in overcoming barriers to accessing health care and social services
Education about the need for preventive care and healthy behaviors

Financial assistance to help patients pay for essential items such as rent, utilities,
groceries, layettes, and cribs

Continuing the partnership with Isis Maternity, the PCMP provided childbirth education
classes at Southern Jamaica Plain Health Center and the South End Community Health
Center. The classes were offered at each health center every other month in English and
Spanish, based upon patient attendance. These classes were expanded from a two session
class to a six week childbirth preparation series beginning in the late third trimester. The
course provided information on nutrition, infant feeding, labor, delivery and postpartum
care of the mother and infant. Future plans include expansion of current patient education
classes to additional health centers.

To address the impact that lack of transportation can have on the ability of pregnant
patients to access adequate prenatal care, CCHHE has developed the Perinatal
Transportation Assistance Program (P-TAP). P-TAP provides cost-effective and reliable
transportation to pregnant and postpartum women to assist them in getting to and from
their perinatal appointments by providing access to MBTA Charlie Cards and/or taxi
vouchers to eligible patients. In addition to the six health centers served by the PCMP,
four additional health centers affiliated with Brigham and Women’s Hospital have access
to this resource. Codman Square Health Center, Dorchester House Multi-Service Center,
Neponset Health Center, and Uphams Corner Health Centers have formed new
relationships with the CCHHE which will provide additional resources to their patients.

During FY2009, the PCMP will undergo its most comprehensive evaluation in over a
decade. The evaluation, taking place over several phases, will consist of staff surveys,
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key informant interviews, chart review and client focus groups. The Phase I goals of the

evaluation include:

» Define and clarify the scope of the Perinatal Case Management Program

¢ Determine the roles of the Perinatal Case Managers at each of the six health centers

e Assess the accessibility and availability of resources, both internal and external, to
case managers to meet the complex needs of PCMP clients

Patient Demographics. During FY2008, the PCMP provided services to 1,172 patients at the
six participating health centers. Forty-nine percent of the patients had more than one visit with
the case managers. The average number of case manager visits per patient was three. Sixty-
seven percent of the patients were newly referred to the PCMP. Eighty-six percent of the
patients visited the case managers at the health centers, and two percent of PCMP clients
received home visits from the case managers. The majority (67 percent) of patients were Latina,
with 20 percent Black, four percent White, three percent Haitian, three percent other, and two
percent race/ethnicity not recorded. Forty-nine percent of the patients had MassHealth as their
insurance, while the remaining insurers for clients were Neighborhood Health Plan and Healthy
Start.

Infant Car Seat Program. The Perinatal Case Manager Program offers an Infant Car
Seat program to ensure that any woman who delivers at Brigham and Women’s Hospital
and who is unable to afford an infant car seat will receive one. Eligible patients must
attend a one-hour group training session, which is scheduled a minimum of two times per
month, prior to receiving a car seat. Each training session covers the basics of car seat
safety, selection of an appropriate seat, and local resources for proper car seat installation.
Patients are asked to pay a nominal fee for the seat; however, this fee is waived if patients
are unable to pay. During FY2008, 48 women attended the car seat trainings, and 47 of
them received an infant car seat.

To ensure the highest standard of care, the PCMP case managers attend workshops
throughout the year to stay informed about issues affecting pregnant women. In FY2008,
the case managers attended the Massachusetts Law Reform Institute Basic Benefits
Training Series, March of Dimes Prematurity Symposium, and the Partners in Perinatal
Health Annual Conference. This year, one of the case managers participated in a ten-
week Maternal Mental Health Course offered through the Infant Parent Training Institute
at Jewish Family and Children’s Service. This course examines the influence of maternal
mental health and the impact of mental health issues on the parent child relationship.
Information from the training will be shared with the other case managers with particular
emphasis on incorporating this topic in future staff trainings.

Connecting Hope, Assistance, and Treatment (CHAT) Program

The Connecting Hope, Assistance, and Treatment (CHAT) program helps women with
breast cancer that have insufficient income or insurance coverage to pay for necessary
services related to their breast cancer diagnosis. Eligible women may receive up to
$1,200 per calendar year to help defray the cost of medication, breast prostheses, bras,
wigs, compression sleeves, transportation to treatment, childcare during treatment,
denture replacement (if due to bone loss resulting from chemotherapy), dressing changes
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in a hospice, counseling, and other breast cancer-related expenses. Women who are
residents of Massachusetts and who have an individual annual income of $25,000 or less,
or a total farnily annual income of $42,000 or less are eligible for assistance.

In the absence of the CHAT program, many participating women would have to choose
between paying for items related to their breast cancer treatment and paying for rent,
utilities, food, and other basic necessities. Additionally, many of the women in the
program travel long distances to get to their treatment in the Boston area, often relying on
family and friends for transportation because they are unable to drive after surgery or
chemotherapy treatment. The CHAT program provides transportation assistance to
patients through cab vouchers. Many women have limited private health insurance,
which may not cover, or may cover only partially, the cost of counseling. CHAT
resources provide additional coverage for these services. Although the CHAT program
targets low-income women, many do not qualify for MassHealth. Medications such as
Tamoxifen are expensive and are often not the only medication women are taking for
treatment. Additionally, some insurance companies do not cover the cost of other similar
medications such as Femara or Arimidex. The CHAT program works with women to
identify other sources of payment.

CHAT works closely with vendors such as Lady Grace, the Dana-Farber Friends
Boutigue, Brooks Pharmacy, New England Medical Fitting, and Women’s Health
Solutions. As a result of these collaborations, the program is able to refer women to
vendors for services. In return, vendors distribute information about the program through
newsletters and by displaying applications and a program description at their sites.

CHAT also works with providers such as social workers, cancer program patient
navigators, resource specialists, and nurses.

Since its inception in FY2001, the CHAT program has provided assistance to 431 women
who reside in 135 cities and towns within Massachusetts. In FY2008, the program
provided assistance to 131 women, and a total of $42,938 was disbursed. The majority of
requests were for transportation (31 percent), compression sleeves (27 percent), and
breast prostheses and bras (19 percent). In addition, 15 percent of CHAT clients
requested assistance with the purchase of wigs, 11 percent with medication, and one
percent with psychological counseling. Nine percent of CHAT participants requested
assistance with other items related to their breast cancer treatment such as, bandaging,
lymph drainage, and acupuncture to alleviate the side effects of chemotherapy.

Sixty-one women submitted more than one request for assistance. The average age of
women who submitted a request was 56 years. The average annual individual income of
applicants was $8,318 and the average annual family income was $16,840. Seventy
percent of the women served reside in the Greater Boston area, 31 percent in Eastern
Massachusetts, 17 percent on Cape Cod, and nine percent in Central and Western
Massachusetts. CHAT serves a diverse group of women. Of the 431 women who have
received assistance from CHAT to date, 53 are non-English speakers. These non-English
speaking women speak Spanish, Haitian Creole, Chinese, Portuguese, Russian, Albanian,
Arabic, and Armenian.
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To raise community awareness about the CHAT program, outreach is conducted over the
Internet, via hotlines, at community events, with vendors, in local and national resource
guides, at support groups, and in community health centers, hospitals, and churches.
Referrals come from either providers or from patients themselves.

In FY2008, referrals to the program came from 21 sites across the state including
hospitals, health centers, medical practices, social service organizations, and vendors
providing cancer and mastectomy related services. Relationships have been formed with
several support groups serving minority low income women with breast cancer in order
to provide them with breast cancer related resources. CHAT Program staff work in
collaboration with the Massachusetts Affiliate of Susan G. Komen for the Cure to raise
awareness about the CHAT program and participates regularly with CHAT program
participants at special events such as the Susan G. Komen Race for the Cure.

Dana Farber/Brigham and Women’s Cancer Center Patient Navigation Program

The Patient Navigator program is part a strategic initiative to reduce health care
disparities among diverse populations. The program was established to address the needs
of a target population of women, at risk for, or diagnosed with breast or cervical cancer,
who may enter the care system through either the Dana Farber or Brigham and Women’s
Hospital.

The goal of the program is to provide access and identify resources for women from
diverse backgrounds, whose socio-economic status, limited English proficiency,
disability status, or insurance status may be a potential barrier to care. The program,
which began in May 2005, offers two patient navigators, bilingual in Spanish, who assist
this patient population by identifying and accessing resources for them, providing
education about the importance of follow-up care, and offering support through a
continuum of health care.

Since the program’s inception, the patient navigators have worked with over 527 patients.
The patients referred to the program are thought to be at high risk for not remaining
within the health care system for a variety of reasons. The patient navigators provide
culturally competent support to their patients, educational information, and assist with
identifying resources in order to promote the patient’s continued access and connection to
the health care system.

Women in Action Taking Charge of Their Health (WATCH) Program
The WATCH program provides culturally and linguistically appropriate workshops on
breast cancer education for immigrant women from a variety of countries. Bilingual peer

health educators facilitate the one-hour workshops, which are held at churches and other
community-based organizations.
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To train the peer health educators, the CCHHE compiled a breast cancer peer health
education manual. The manual covers the roles and skills of a peer health educator, the
concept of prevention, the components of breast health, risk factors for breast cancer,
basic information about breast cancer, mammography, and the importance of talking with
your doctor and getting regular screenings. The manual also contains a variety of
workshop exercises and handouts, which have been translated into several languages.
The manual and the workshop exercises are suitable for diverse learning styles and are
designed for both non-English speaking and English-speaking women with limited
literacy skiils.

Prevention and Access to Care and Treatment (PACT) Project

The Division of Global Health Equity (previously known as the Division of Social
Medicine and Health Inequalities) at Brigham and Women’s Hospital is a pioneering
initiative in health care that addresses health disparities in resource-poor communities
through training, education, research, and service. Founded in 2001, the Division’s
mission is to reduce disparities in disease burden and to improve treatment outcomes both
at home and abroad. It focuses on infectious diseases (including HIV and tuberculosis)
and on non-infectious diseases (including coronary artery disease, diabetes, and
addiction) and other health problems of major importance to society.

The Division trains doctors and other health care professionals who work both locally
and globally, combining their practical experience with research interests to develop new
and replicable medical intervention models that advance medical practice and standards
of care. The Division functions in close collaboration with the Department of Social
Medicine at Harvard Medical School and in partnership with Partners In Health, a non-
profit corporation that has developed and implemented a unique health care model which
combines social justice and medicine. All three organizations work with community-
based groups to foster active local involvement in the planning of efforts to maintain
health, particularly in resource-poor communities.

The Prevention and Access to Care and Treatment (PACT) project, a community-based
project in urban Boston, is committed to improving health outcomes for underserved
individuals with HIV disease. PACT is a joint project of the Division of Global Health
Equity at the Brigham and Women’s Hospital and Partners In Health.

PACT was founded in response to the growing incidence of HIV among young Black
women in the disadvantaged neighborhoods of Roxbury, Mattapan, Hyde Park, and
Dorchester, as reported in a 1997 Boston Globe article. In addition, statistics showed that
a Black woman living with HIV in Roxbury had a mortality rate 15 times higher than the
average White man with HIV in Boston. Alarmed, a group of community residents in the
Roxbury area approached Partners In Health (PTH) for help in creating a community-
based program to prevent transmission of HIV and improve access to quality services for
those already infected with the virus. With funding from the Office of Minority Health,
the PACT Project was born.
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PIH recruited and trained the first band of the PACT project’s community health
promoters (CHPs) from the corps of concerned citizens. These community residents,
none of whom possessed any medical expertise, were enlisted, trained, and mobilized to
become street-based advocates. Drawing on their acquired medical knowledge and their
first hand experience as community members, PACT’s CHPs have effectively
accompanied PACT participants while navigating the complex maze of social and health
resources to find solutions to both the physical and social ills of marginalized populations
living with HIV/AIDS. PACT health promoters are also trained to deliver a home-based
educational intervention. By being welcomed into patients’ homes, the health promoters
are able to better understand a patient’s natural environment. The insights gained and
methods of the PACT health promoters in engaging “challenging” patient populations
have been extremely effective and instructive to the physicians and students of the PACT
project, thereby, creating an open and mutually rewarding learning community. Over the
past ten years, PACT has continued to grow and, in collaboration with other agencies and
health clinics, has served over 375 HIV-positive individuals from across the city.

The PACT Health Promotion program relies on trained CHPs to improve marginalized
HIV patients’ access to, and utilization of health and social resources. CHPs engage
patients in health promotion and harm reduction activities, including improved
medication adherence, increased use of preventive medical services, reduced emergency
room visits and hospitalizations, safer and reduced drug use, and increased condom use.

Participants receive services according to three tiers of varying intensity: once monthly,
once weekly, or once daily health promotion services. Patients can move between tiers
depending on their needs and clinical status. The directly observed therapy (DOT)
initiative is the most intensive program and employs DOT specialists to visit ill and non-
adherent patients on a daily basis in order to assist them — and observe them — in taking
their life-saving HIV regimen. This program is unique in the country and is a central part
of a community-based HIV disease management model that is growing in reputation.

Because treatment and prevention are inextricably linked, PACT also houses an HIV and
substance use harm reduction program. The Fuerza Latina program, funded through the
Substance Abuse and Mental Health Services Administration (SAMHSA), is a social
recovery, leadership development, and community-organizing program designed to
address the personal experiences and social context of impoverished Latino men with a
history of alcohol and drug abuse. Through Fuerza, these men are trained as peer
prevention leaders and conduct HIV and substance abuse prevention activities to reduce
drug-related harm in their communities. In 2004, this model was expanded to inciude
Latina women in early recovery from injection drug use, as well as, inner city youth. In
2007, the Fuerza Latina program was integrated into PACT"’s Health Promotion program
to improve harm reduction and drug prevention services to the patients PACT serves.

Goals of the Program. PACT’s comprehensive community-based programming aims to

achieve three primary goals:

1. To provide harm reduction training and materials, prevention case management, and
peer prevention services to high-risk and HIV-positive individuals, including
substance abusers and young women
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