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CHNA 15 activities and programs are membership driven and developed under the direction of the Steering Committee (SC) who 
meet six times during the year, including a full-day retreat each August to review the past year and plan for the upcoming year, and 
consult regularly via email. Feedback, input, and direction from members are the basis for all activities, opportunities, and efforts 
initiated and supported by the Steering Committee. 
 
2016-2017 was a busy and productive year for CHNA 15. Activities included ever evolving response to community needs through 
new projects and member involvement as well as ongoing and expanded services and support to members. 
 
Special CHNA-wide Projects 
 
Healthy Communities Grants: A goal of CHNA 15 is to offer Healthy Communities Planning and Implementation grants to each of the 
twelve communities in our region. To date, the towns of Acton, Bedford, Concord, Lexington, Lincoln, Wilmington and Woburn 
completed their projects, and coalitions in all of these towns continue their work. The impact of Healthy Communities grants is long-
reaching with greater community collaboration, projects developed to respond to identified community health concerns, and 
enhancement of citizen participation sustaining results. This year, CHNA 15 awarded two Healthy Communities Planning Grants of 
$20,000 each to Boxborough and Carlisle for projects that began on July 1, 2016.  
 
Facilitated Learning Community Symposiums: This year, CHNA 15 introduced the first of many Facilitated Learning Community 
Symposiums. These were introduced as a direct result of member feedback that they would like follow-up and/or in-depth 
exploration of topics introduced at CHNA 15 forums and trainings, and/or issues that come about as a result of a CHNA 15 Grant. 
 
Our first Learning Community Symposium focused on Reducing Substance Use. The goal of this Learning Community Symposiums 
was to bring together a group of 8-15 individuals interested in addressing this common issue within their community (ies) in order to 
strengthen healthy communities through facilitative leadership and continuous learning by adults and youth working together for 
sustainable change. This Learning Community Symposium met four times for 3-hour interactive meetings in which participants: 
Reviewed data and assessed community need and readiness; completed assignments before and between sessions; prepare a 
Community Learning Action Plan to present to peers for feedback and suggestions; learned and shared best practices; learned how 
funding opportunities from CHNA 15 could support programs that could be implemented in communities; earned CEU’s. The 
Reducing Substance Use Learning Community Symposium was facilitated by Joan Whitney, M.Ed, LCSW, CPS, Director Healthy 
Gloucester Collaborative, North Shore Prevention Partnership. 
 
Trainings: Selection of special CHNA 15 trainings is a direct result of member suggestions/requests. This year three trainings were 
selected.  
 
Cultural Competency: As a follow-up to our November, 2016 Health Community Resource Forum that featured a presentation on 
Racial Bias and Race Equity – An Experiential Conversation by the Boxborough’s Fostering Racial Justice Group co-founders Lexi Ladd 
and Roland Gibson, CHNA 15 sponsored a free workshop entitled Cultural Proficiency. Description:  Cultural proficiency is a way of 
interacting with people from diverse cultural backgrounds that respects and values differences. It places an emphasis on shifting our 
frame of reference from seeing difference as a problem to be solved, to understanding cultural differences as an asset to 
communities and institutions. While we can never be “proficient” in every culture we encounter, we can learn respectful and 
appropriate ways to approach learning about and including others. This workshop explores a framework for assessing culture, 
managing the dynamics of difference, and adapting to diversity in the workplace and in communities. This workshop was presented 
by Susan Naimark. Susan is a part-time faculty at the University of Massachusetts, Boston, School of Education, an affiliate trainer 
with Teachers 21 and Interaction Institute for Social Change, and serves as co-chair of the board of directors of Community Change, 
Inc., a Boston-based racial justice education and organizing group. 
 
Just Talk About It:  Just Talk About It is a Suicide Prevention Toolkit designed to train both adults and youth on how to assist 
adolescents who exhibit signs of suicidal ideation and has been approved by the Best Practices National Registry, Section III: 
Adherence to Standards.  The interactive presentation is designed to promote factual knowledge, promote discussion, ease 
communication and enlighten participants to the warning signs of mental health issues in adolescents and teens. At the 
completion of the training program, individuals are able to identify the following:  what is considered a crisis; how stress 
affects a teenager; the symptoms of depression; the warning signs most often associated with suicide; how to help a student 
and/or friend. After identifying an adolescent who is at risk for suicide, trained adults or students are able to approach and 
question the individual about their condition and persuade them to seek help. Following an adolescent's agreement to accept 
help, the trained individual is able to take the appropriate measures to refer the person for treatment and/or the appropriate 
trained adult, counselor or teacher. The primary goal of the awareness process is to increase the knowledge about suicide and 
depression while increasing the number of times student self-reports and engages in help-seeking behavior. Presented by: 
Minding Your Mind. 

http://www.teachers21.org/susan-naimark
http://interactioninstitute.org/
http://www.communitychangeinc.org/
http://www.communitychangeinc.org/


 
QPR:  QPR stands for Question, Persuade, and Refer - the three simple steps that anyone can learn to help save a life from suicide. 
The QPR mission is to reduce suicidal behaviors and save lives by providing innovative, practical and proven suicide prevention 
training. The signs of crisis are all around us. QPR Training reinforces that quality education empowers all people, regardless of their 
background, to make a positive difference in the life of someone they know.  QPR IS SOMETIMES REFERRED TO AS CPR for a MENTAL 
HEALTH CRISIS. QPR is an emergency mental health intervention for suicidal persons. The intent is to identify and interrupt the crisis 
and direct that person to the proper care. Just as people trained in CPR and the Heimlich Maneuver help save thousands of lives 
each year, people  trained in QPR learn how to recognize the warning signes of a suicide crisis and how to question, persuade and 
refer someone to help. Participating in QPR Training is saying "Yes" to saving the life of a student, friend, colleague, sibling, or 
neighbor. After completion of QPR Training, participants will gain the following knowledge:  How to get help for yourself or learn 
more about preventing suicide; The common causes of suicidal behavior; The warning signs of suicide; How to Question, Persuade, 
and Refer someone who may be suicidal; How to get help for someone in crisis. Presented by: Minding Your Mind.  
 
 
Healthy Community Resource Forums 

   
CHNA 15 Healthy Community Resource Forums, formerly referred to as General Meetings, provide an opportunity for 
representatives from our member agencies to come together to network, share resources, discuss challenges, problem solve 
together, hear timely presentations, and plan. Members are encouraged to invite colleagues to general meetings.  
 
September 2016 Healthy Community Resource Forum:  
 
In September, CHNA 15 invited Amy Dwyer (Director of Recovery and Peer Services at Eliot Community Health Services) and Marcia 
Lazar (social worker and public health practitioner) to speak about Peer Support Programs.  Amy and Marcia shared information on: 
how the movement got started and where programs are now; how programs are being mandated across the state to include a peer 
support component and what that looks like; what kinds of functions peer mentors provide; descriptions of specific programs; how 
programs recruit participants, train leaders and address hurdles; and how communities can access information on programs. Some 
highlights of their presentations included:  
 
Highlights of Marsha’s presentation:  

• 20 years of research on peer support is promising;  
• What’s interesting is that peer support works across the board; 
• Peer support not only produces good outcomes but consumers prefer it; 
• Often peer leaders gain as much or more than the participants;  
• Peer support first seen in the history of behavioral health in 1790! The next place you see reference to it is AA; 
• The 1960’s we began to see a range of empowerment movements – mental health consumer movement and the phrase 

self-determination started being talked about; 
• When community mental health movement began we started to see development and evaluation of peer support 

programs; 
• In the 1970’s we started to see peer support programs spread beyond addiction to every aspect of medicine; 
• In 1999- the Surgeon General put out a report on promoting wellness with broadened focus; 
• In 2007 Medicaid started paying for peer support 
• Two trends that likely contributed to the implementation of peer support programs more broadly:  Accountable Care – 

which led to keeping people healthy rather than treating them when they are sick and the integration of mental health into 
primary care because it is cheaper and better for patient to do so.  

• Values that underlie peer support: 
o Valuing all people no matter what their strengths or deficits are. Peer support theory leads with a “person 

powering” stance. Focuses on reciprocal relationships; 
o Peer support is non directive; 
o Peer support is strength based; 
o Hope! Peer support emphasized the possibility of recovery and that we can all live well. People can and do recover 

and live better lives; 
o Peer support is culturally sensitive; 
o Peer support honors communities and builds on their strength to support each other 
o Peer support values multiple pathways to health. It helps people find their own pathway to health; 

• Peer support can be found in a whole range of models and is used in a variety of professions: coaches, counselors, peer 
leaders, navigators, etc.   

• Challenges: 



o Can’t just insert a peer support program into an agency – an agency has to be ready to accept it;  
o Peer support is a less hierarchical way to work, and agencies/staff need training, support, etc.; 
o Quality control is a challenge. This is partly why we have certification; 

• An example of a program Marsha worked on is the Men’s Health League in Cambridge, targeting men of color at risk for 
cardiac disease; 

o Program engaged them in a 12 week fitness intervention with 12-week free YMCA membership; 
o Men’s Health Team served 10 months and at the end they were to identify 5 people to take over  
o Program is still working and a lot is the same;  
o Started with the target population;  
o Started with a politically connected, religiously connected, community connected group to get started; 
o Included one day training with follow up;  
o Recruitment is a challenge - Those who start don’t want to leave the program.  

• Sources of Strength is a program Marsha started in Lexington – with a $6,000 CHNA 15 MiniGrant.   
o SOS is an upstream prevention program that attempts to build resilience skills in teens and build connections with 

teens and younger adults; 
o Recruited with youth board who identify peer leaders that represent the ethnic diversity of Lexington. Also made 

sure to recruit from all different groups from all social circles. Nominated 45 potential kids, and sent them a letter 
of invitation. Program still working - 46 kids were trained last year and they are participating this year;  

o Biggest challenge is scheduling! Program uses social media a lot – even to assign tasks.  
 
Highlights of Amy’s presentation:  
 

• State programs are transitioning to a recovery model; 
• A medical model is one that focuses on maintaining. Those with mental health issues cannon grow if they are not allowed 

to take risks, grow, or experience stress;  
• A medical model or reimbursement model is not really listening to a person to see what they want; 
• There are a lot of “D”s associated with mental health or substance abuse: 

o Disease  
o Disempowerment 
o Demoralized 
o Dysfunctional 
o Dire 
o Disappears 
o Deficit based approach focuses on what is wrong rather than what is right 

• A Recovery model is the beginning of peer support; 
• What’s changing is that people are  graduating from services for life to community based, solutions focused treatment; 
• This model believes that people can recover and the system can help people recover; 
• Intentional Peer Support is used at Eliot and includes the following tasks: 

o Connection (a sense of belonging, builds trust) 
o World view  
o Mutuality  
o Moving towards 

• State contracts mandate that peer support be included in programs; 
• Barriers: 

o Felt people were providing clinical support without the qualifications and felt that peers were anti-medication and 
anti-clinical and there was fear that people would get mixed messages; 

o We do a lot of educating about what peer support programs; 
o QUESTION: Role at different agencies varies – are people working at state level to try to solidify the role of 

support? Agencies operate under state contract, the only way to access peer services if through a referral from 
Department of Mental Health. If you want peer support and you are not a DMH client, there are state programs 
that don’t require a referral, they have hubs.  

o Recovery learning centers have not replaced club houses, you have to be a part of an agency to connect to their 
club house; 

o QUESTION: How long to become a peer specialist? Training for peer specialists involves a certification program – 8 
weeks of full day classes and an exam to get a credential to become a certified peer specialist.  

o Agency itself had to shift its culture to figure out how this will benefit them as an organization. This includes 
education about different treatment programs. It’s easy to fall back into a recovery model, and it requires training 
on an ongoing way to keep people focused on this model. It’s a learning process throughout. Agencies need to 



continue to think about how it uses peers. Different agencies use peers in different ways – remembering that this 
is an enhancement, not meant to replace a person’s job.  

• Benefits: 
o Engagement with treatment process and with the team.  
o Build relationship and pave way for clinician to help person advocate for themselves and build a relationship with 

clinician.  
o Really helpful when clients have become disengaged, and peers have been helpful in figuring out how they can 

reengage,  
o Model is more open, receptive, and flexible 

This presentation was very well received, and members felt that the information provided was helpful.  

November 2016 Healthy Community Resource Forum:  
 
In November, CHNA 15 invited Lexi Ladd and Roland Gibson, Co-Founders of the Fostering Racial Justice Group in Boxborough to 
lead us in an experiential conversation on Racial Bias and Race Equity. Some highlights of their presentation include: 

• We are talking about something that’s relevant and important.  
• This is lifelong work 
• These are journeys people haven’t begun, are beginning and on their way; we need to honor where people are 
• We know this all needs to be expanded upon 
• Shout out to groundbreakers in this work in terms of framing racism and public health work with the frame of race: Abigail 

Ortiz and Dr. Camara Jones 
• What does Race Mean to YOU? How do you define the issue of race:  

o Something I don’t have much choice over 
o People usually relate race to color of your skin 
o Something that is used to define someone whether it has relevance or not 

How do you define race: 
o Color of skin and ethnic /visual features 
o Social construct that changes over time as opposed to being something that has an objective definition 
o An illusion  

RACE vs. RACISM: 
RACE a social construction that categorized people based on the color of skin or physical attribute 
Ethnicity is heritage or place of origin – often confused. Social construction is often defined by people of power – who gets to tell us 
what the story is. 
RACISM – how do we define it?  

o Bias based on assumptions 
o Using social construct to make decisions about who people are and what they can of ought to do 
o Negative perceptions without region 
o Discrimination 
o Stereotyping 
o Ignorance  
o Prejudice 

A SYSTEM of ADVANTAGE BASED on RACE:  Look at what systems are in place and who benefits based on those systems. How does 
racism translate into the lives we all live? 

 
MICRO LEVEL – INTERNALIZED and INTERPERSONAL 
MACRO LEVEL:  INSTITUTIONAL and STRUCTURAL 

 
• Recommend you read the DOJ report on Fergusen  
• What about urban renewal – going into cities and cutting people off of their communities?  
• Important to be on a personal journey – but to look at those 4 things to make real change 
• Racial Justice does not = Diversity 
• Diversity = variety  
• Racial Justice does not = Equality 
• Equality is sameness 
• Racial justice = Equity 
• Equity = fairness and justice 



• Need to look at this differently and recognize that this system is not working for anyone  
• The legacy of injustice – think of 3 things we value in US: 

o Freedom 
o Diversity 
o Opportunity 
o Money 
o Freedom of Speech 
o Free Markets 
o Innovation 
o Capitalism 
o One person – one vote.  

 
FRAMING  

• Framing Deconstruction  - It’s not just images, it’s language 
• How do we internalize this is –  BIAS  
• 75 % of people who take survey say that they are biased – that translates into prejudice 

 
Overview of Fostering Racial Justice Group 

• Please join the group if you would like to do so, please like up on Facebook  
• Highly recommend the movie 13th on Netflix 
• Reflection – what had value today 

1. Focus on topic 
2. Bringing it back to basics 
3. Definitions 
4. Hearing about what you are doing in town 
5. Hearing about other resources and trainings 
6. Having the conversations  

Lexi thanked CHNA 15 for giving them hope and for the work that we are doing, and shared her contact info:  
Roland Gibson jet.rag@verizon.net 
Lexi Ladd Aaladd@comcast.net  
 
Finally, Lexi recommended that everyone read Blindspot: Hidden Biases of Good People by Mahzarin R. Banaji and Anthony G. 
Greenwald.   
 
January 2017 General Meeting  
 

In response to member requests for more information, the January meeting featured a presentation by Dr. Kevin Hill M.D., 
M.H.S. Dr. Hill is an addiction psychiatrist, and Director of the Substance Abuse Consultation Service in McLean Hospital’s Division of 
Alcohol and Drug Abuse, and an Assistant Professor of Psychiatry at Harvard Medical School. Dr. Hill’s presentation addressed 
marijuana use at all ages; and helped participants to: learn the facts, understand the consequences; and hear implications of new 
law. 

Dr. Hill’s clinical research is focused primarily on medications and behavioral interventions that might improve available 
treatments for those wanting to stop smoking marijuana or cigarettes. In addition to the clinical trials he directs, Dr. Hill sees 
patients in his private practice and consults to the Boston Red Sox and the National Football League. He aims to help people improve 
their lives and build a better future. He works to strip away the shame and embarrassment that often keeps people from seeking 
help. He has been able to reach many who, for the first time in their lives, develop an understanding of problems experienced by 
their families and themselves. He offers hope and possibility of change. 

More recently, Dr. Hill has been asked to weigh in on marijuana policy issues such as medical marijuana and legalization of 
marijuana. He is committed to bridging the gap between the science and the public perception about marijuana. He routinely 
educates students from public and private schools, parents, healthcare professionals, and organizations about marijuana science, 
policy, and treatment, as well as alcohol and opioids. 

Dr. Hill is now the author of Marijuana: The Unbiased Truth about the World’s Most Popular Weed (Hazelden, March 
2015). 
 
Highlights of Dr. Hills presentation: 

• Why my research? We ask about prior use and most participants smoked pot regularly. If you can identify treatment and let 
people know about it, you’ll see less addiction later. 

• This has to be data driven. Dr. Hill is looking at the evidence. Understand that you may not get the answers you expect. 

mailto:jet.rag@verizon.net
mailto:Aaladd@comcast.net


• Using a lot of marijuana at a young age is really bad for you. 
• It takes evidence to make definitive statements. 
• It’s a complex issue. 
• Numbers/data show scope 
• The issue is not going away. 
• Adult use is on the rise. 
• Marijuana is addictive for 9% of adult users.  
• 1 in 6 kids who use marijuana become addictive. 
• Just because a person is not addicted does not mean marijuana is NOT dangerous. 
• Current trends: 

o Problems can occur in work, school and relationships. 
o Same results/problems can occur whether a person is using alcohol, marijuana, etc. 
o It’s hard to distinguish patients, because the results are the same. 
o Making the choice of extreme marijuana use can be every bit as damaging as using other substances. 
o Millions of Americans are addicted. 

• Myths: 
o Marijuana is not harmful 
o Marijuana is not addictive 
o “Marijuana is not a problem for me” 

• Dose matters 
o Daily use can have some harmful outcomes 
o Early regular can cause up to an 8% decrease in cognitive function 
o “If you are a heavy user you’re going to have a big set of problems” 

• There is a physical and mental withdrawal from addiction. 
• Potency is an issue: average THC level was 3-4% in the 1960’s – 1980’s, and THC levels now are 12+ % - but can be up to 20-

30%. 
• Medical and recreational marijuana are the same thing. 
• Other forms of marijuana: 

o Synthetic  
 Synthetic marijuana is more dangerous because you don’t know what you are getting 
 People who are going to be drug tested (probation, athletes, military, group home residents) may choose 

to use synthetic marijuana 
o Liquid 

 E-cigarettes and liquid THC 
o Wax 

 Concentrates that are 98% THC 
o Edibles  

 No reason to have pot looking like a candy bar. Packaging marijuana to look like candy is something that 
can be legislated away.  

 Eating marijuana has slower effects – sometimes causing people to eat more 
• Policy: 

o Ideas vs. Implementation 
 Ideas are more debatable than policies that have already been implemented 

o Decriminalization of medical and recreational marijuana: 
 1 ounce (28 grams) is a lot of marijuana – close to 50 joints in an ounce 
 Dr. Hill believes that ¼ - ½ for recreational use is more reasonable  
 Laws can be changed 

o Only 2 types of marijuana have been approved for medical use by FDA 
• What does science say? 

o Patients with addiction that Dr. Hill sees use 2-3 ounces of marijuana per month 
• Legalization: 

o People have been added people to the black market. 
o Some evidence that there is an increase in youth use upon legalization. 
o Dr. Hill believes that an infrastructure has to be set up to look at the data. 
o We can look at how implementation went with medical marijuana in MA to see how things might go with the 

implementation of recreational marijuana and the concern is that that will not be done.  
• Driving:   

o Driving when drunk cause errors of omission – drivers throw caution to the wind, speeding, running red lights, etc.  



o Driving when high cause errors of cognition – drivers become over cautious, driving too slow, stopping at green 
lights, etc. These are still mistakes that can be dangerous.  

• There is zero evidence to support using cannabis to treat opioid use disorder. 
•  Never worry alone. Know that people want to help you. 
• Window of opportunity is not open very wide or very long. Take advantage of every opportunity you have to intervene.  
• Listen to people. 
• This is a critical time in Massachusetts. There are still important decisions to be made in coming months that each of us can 

influence. 
• Be educated 
• Questions. Contact Kevin at www.drkevinhill.com 

 
Q & A and comments 

1. Relief of symptoms? 
a. There are medications with less side effects and more data that Dr. Hill recommends. 
b. Information will be published soon using Dr. Hill’s data – but, understand that studies on marijuana are hard to 

conduct because of regulations, and it is not going to get easier. 
2. Since we voted to legalize recreational marijuana in MA, can we change it? 

a. There are 6+ months before laws go into effect. 
b. Cannabis Control Commission is going to be appointed and they will be in charge. 
c. Talk to your legislators. 

3. Is Talk Therapy underutilized or is there a lack of access to it? 
a. Both. A lot of people could benefit from weekly therapy.  

4. What is the future of medical marijuana with recreational marijuana becoming legal? 
a. Recreational marijuana will not wipe our medical marijuana because of taxing. 

5. Would like to mandate schools to do mandated education like the concussion protocols.  
6. SBRT can be effective in certain ways, however it is unclear if it is going to be effective in the way it is being implemented.  
7. The risk of psychosis is 5-times more likely in young people that use daily, and expression of psychosis does not stop after 

stopping the use of marijuana.  
8. What about harm reduction strategy? Don’t start with harm reduction – always talk about abstinence, with limited use as a 

goal.  
9. There are racial disparities – especially at the town level 
10. “We are lucky in MA to have Dr. Hill – you always bring a fresh perspective and good information. I think the state will 

benefit.” 
 
 
March, 2017 Healthy Community Resource Forum:  
 
In March, CHNA 15 invited DJ Wilson, JD, MPA, the Tobacco Control Director and Public Health Liaison for the Massachusetts 
Municipal Association to provide a presentation on Advocacy/Civics 101. DJ helped members to: understand the basics of advocacy; 
learn how individuals and organizations can mobilize their communities; find out how to contact their local, state and DC legislators; 
become aware of state and national priorities they should be paying attention to; and learn about some of MMA’s priorities.  
 
Some highlights of DJ’s presentation: 
 
What is Policy? 

 Multiple meanings 
 General principles by which a government or any entity is governed 

◦ System of laws, regulatory measures, courses of actions concerning any given topic 
 Can be voluntary 

◦ Worksite wellness policies 
 Can be mandatory 

◦ Park and Recreation rules 
◦ School District Handbooks 
◦ Local laws 

 
Types of Municipal Policies: 

 Resolution (Black’s Law Dictionary) 

http://www.drkevinhill.com/


◦ “A formal expression of the opinion or will of an official body or a public assembly adopted by vote.” 
 No force of law 
 Can be an important first step in creating a law 

 Local Law 
◦ Passed by local legislature (town meeting or city council) 
◦ Passed by board of health 

 
Why Focus on Policy: 

 Institutionalizes change 
 Evidence-based 
 Population-based with a broad scope 

 
11 Key Elements of Policy Work 
1. Shared vision 
2. Community assessment and information gathering 
3. Coalition development 
4. Policy education 
5. Community education 
6. Educating decision-makers 
7. Opposition research 
8. Media outreach 
9. Understand compromise options 
10. Public hearings 
11. Post-enactment strategy 
 
Educating vs Lobbying Officials and Decision Makers 

 Registered Lobbyists for state/federal 
 No lobbying rules for local efforts 
 Municipal employees can lobby state 
 Lobbying is advocating for a particular legislative bill (or state budget) 
 Educating is talking about the topic/issue you work on, with agency approval 
 On own time – right as a citizen 

 
Educating Local Officials and Decision Makers 

 Petitions/Emails/Postcards/Calls/Meetings 
 Identify key supporters 
 Learn about their biographies 
 One-on-one meeting is best 
 Better if you are a resident - If not, bring one with you 
 Involve key people 
 Update, inform, become the “go to” person on the issue 

Message Delivery 
 Deliver clear, concise messages 
 Deliver factual presentations 
 Identify community concerns  
 Identify benefits for decision makers, community members, and individuals 
 Follow up with additional information 

 
MMA Public Health Priorities: 

 Shifting more regulatory authority and money to cities and towns on recreational marijuana 
 Local option excise tax on alcohol for substance abuse prevention and public health programs 
 Local meals tax double to 1.5% 
 Seat belts on school buses 

 



Members expressed very positive response to the four general meetings this year. They expressed gratitude to CHNA 15 for bringing 
knowledgeable experts and consultants to speak about and gain community feedback on issues emerging in all of our communities. 
Members contributed greatly to the CHNA 15 strategic planning process and noted that they left meetings with new tools, strategies 
and resources, increased knowledge of the topic area(s) and ideas for how they would incorporate what they learned in their 
communities.  
 
 
CHNA 15 Funding 
 
Funding from local hospitals is the primary source of income for CHNA15.  The Steering Committee is judicious in its responsibility as 
fiscal managers for CHNA 15.  Their focus is on due diligence, thoughtful allocation of funds, and careful long-term planning. 

 
 DoN Funding to CHNA 15: Grants from Lahey Hospital and Medical Center, Winchester Hospital, and Mount Auburn Hospital 

continue. We are appreciative of all of these grants as they enable CHNA 15 to continue its work in the twelve communities we 
serve. 

 
 CHNA 15 funding provided to agencies and individuals (See Showcase 2017 report for descriptions of Healthy Community 

Planning Grants, Collaborative Grant, Training and Professional Development Grant, Capacity Building Grant and MiniGrant 
programs and projects): 
o Healthy Community Planning Grants: $39,890 awarded for two Healthy Community Planning Grants to Boxborough and 

Carlisle.  
o Collaborative Grant: $25,000 awarded for one Collaborative Grant to Boxborough’s Fostering Racial Justice Group.  
o MiniGrants: $46,666.00 was awarded for eight MiniGrants to: Acton Boxborough United Way, Acton Health Department, 

Lexington Youth and Family Services, Littleton Community Farm, Minuteman Senior Services, Social Capital Inc., Saheli and 
Woburn Public Schools.  

o Training and Professional Development Scholarships: Annually CHNA 15 awards scholarships of up to $1,000 to agencies to 
train their staffs or to provide community trainings and up to $300 for individuals to attend trainings/conferences. Thus far 
this year six individual scholarships, and nine agency scholarships have been awarded totaling $7,526. Scholarship funds 
remain available. 

o Capacity Building Grants: Annually CHNA 15 awards Capacity Building Grants of up to $2,000 to agencies to build capacity or 
to respond to a community health need. The broad definition of capacity building may include development of small 
projects, marketing, fund raising, consultant support, etc. Thus far this year, seven Capacity Building awards totaling $13,880 
were awarded to Center for Parents and Teachers, Acton Health Department, Concord Integrated Preschool, Cooperative 
Elder Services, Social Capital, Inc, Carlisle Lyme Disease Task Force, Wilmington Health Department, and Concord Children’s 
Center. Capacity Building Grant funds remain available. 

o Janice S. Hanson Award for Healthy Communities Initiatives:  Last year, the third annual Janice S. Hanson Award for 
Healthy Communities Initiatives was presented to Joan Butler, Retiring Executive Director of Minuteman Senior Services. 
The Award is given to continue the work for which the recipient has received CHNA funding. Joan’s award was used by 
Minuteman Senior Services towards efforts to support individuals and their families with Hoarding Disorder, which were 
developed as part of their successful 2015-16 MiniGrant project.  

 
 
Action Teams, Special Projects 

   
In an effort to respond to member and community needs and to strengthen and enhance the effectiveness of administration and 
leadership, CHNA 15 has undertaken several new projects and organizational tasks this year. Appreciation is expressed to all those 
who participated and gave their time to make these efforts possible. Their work has created a better, more well-managed and 
planful CHNA 15. 
 

o Assessment and Evaluation Action Team: In an effort to keep the CHNA 15 Community Health Assessment Report current, 
CHNA 15 began the process of updating the 2011 report. An Assessment and Evaluation Action Team was formed to guide 
the process. The Assessment and Evaluation Action Team determined that, rather than complete a full update of the 
assessment, an update on one specific focus area would be developed regularly. Each update would either respond to an 
area of interest, would focus on CHNA activities, or be related to an emerging need in the region. The fourth update is the 
development of the Fact Sheet on Marijuana Usage. The Assessment and Evaluation Action Team is also charged with, 
reviewing and advising on changes to project reporting. 

o Training, Outreach and Education Team:  A Training Outreach and Education Committee was established to help plan 
Healthy Community Resource Forums, Community Trainings, Showcase and Annual Meeting. The team strives to develop 



CHNA programming that is relevant, educational and that engages additional members. The team met regularly throughout 
the year, and provided programming and training that were well attended and successful.  

o  Grants Task Force: As part of our continued effort to support members in the development of proposals re projects that 
will succeed as well as to improve grant writing skills, a Grants Task Force worked throughout the year. Their work included 
a review of the MiniGrant RFP and score sheets, review of the Capacity Building application and score sheet, advisement on 
grant review processes, and more. The Grants Task Force also worked on the development of applications for future grant 
opportunities.  

o Messaging and Marketing Action Team: The Messaging and Marketing Action Team continues to help develop messaging 
for CHNA 15. This year the Messaging and Marketing Action Team also worked on outreach efforts to increase CHNA 15 
membership and to support the work of the Nominating Committee.  

 
 
Ongoing Networking and Member Agency Support  
 
Regularly published ListServ emails and the CHNA 15 website, www.CHNA15.org, promote a wide variety of CHNA 15 and member 
agency activities.  
 
CHNA 15 work is supported by a variety of people and organizations important to our success. They provide us with many valuable 
resources, meeting spaces, and collaborative opportunities. We appreciate all their support. They include the following: 

 Technical assistance and consultation services provided by Stacy Carruth. 
 Staff at the Massachusetts Department of Public Health  
 Our funders: Lahey Hospital and Medical Center and Winchester Hospital  
 Our fiscal sponsor, Minuteman Senior Services 
 Lahey Hospital Community Relations Department  
 Grant reviewers 
 Providers of Meeting Space:  Concord Children’s Center, Concord Health Department, Concord Public Library,  

Minuteman Senior Services, Town of Acton Health Department, Town of Acton Police Department, Town of Burlington:  
Grandview Farm, and Town of Lincoln 

 ROMP Web Services 

http://www.chna15.org/

