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to improve the quality and the value of health care. Together with this unparalleled network 
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health policy. For more information, visit www.nehi.net.
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In 2007, the Boston Foundation partnered with NEHI to publish the first comprehensive  
report on the health of Boston’s residents. Called The Boston Paradox: Lots of Health Care,  
Not Enough Health, its findings alerted our community to the fact that although Boston is 
world-renowned as a center for excellence in health care, its own residents are victim to a 
growing crisis of preventable chronic disease which threatens both the physical and fiscal 
health of Greater Boston. 

Two years later, a second report, Healthy People in a Healthy Economy, found that while 
Massachusetts is home to many innovative programs and practices in a number of areas, 
the crisis in preventable chronic disease calls for strong and coordinated action across many 
sectors.

In response, the Boston Foundation and NEHI assembled a powerful group of business 
leaders, health care providers, public health advocates, and political and civic leaders from 
across the state to launch the Healthy People/Healthy Economy Coalition. The Coalition’s goal 
is to shift the focus from ‘health care’ to ‘health’ and to work closely with state policymakers  
to make Massachusetts the pre-eminent state in the country for health and wellness.

The challenges to achieving the Coalition’s goals are enormous. Public and private 
spending on health care exceeds $63 billion in Massachusetts, while spending on public 
health, which focuses on prevention, is less than $600 million. Rising health care costs 
continue to crowd out other public spending, and are creating an unsustainable burden  
for individuals, families and businesses throughout our state and nation. 

This spending mismatch between delivering health care and promoting healthy behaviors 
must be reversed—and quickly. Recouping even a fraction of the resources spent on avoidable 
hospitalization and other avoidable medical spending would free up crucial resources not only 
for direct health promotion, but for other determinants of health, such as education, housing 
and recreation, that have a profound impact on the quality of our lives.

To meet our goals—to reverse these alarming trends—Healthy People/Healthy Economy 
is tapping into the collective strength of our region’s world-class institutions, pioneering 
community health professionals and proud heritage of activism, innovation and achievement  
in public health.

We are dedicated to tracking and reporting on our progress through a series of annual 
Report Cards. This first Report Card presents the indicators we will be monitoring and contains 
benchmarks that will help us to measure our success going forward. 

We hope that future Report Cards will show marked improvements across all of the 
indicators we are tracking and reflect a dramatic paradigm shift—making Massachusetts  
a national leader not only in health care, but in all determinants of health. 

pAul s. GroGAn           VAlerie FleishMAn           rAnCh KiMbAll

Introduction
FroM the Co-ChAirs oF the heAlthY people/heAlthY eConoMY CoAlition



3

heAlthY people/heAlthY eConoMY leAdership Group

Co-Chairs
Valerie Fleishman, Executive Director, NEHI

Paul S. Grogan, President and CEO, The Boston Foundation

Ranch Kimball, Former CEO, Joslin Diabetes Center
 

John Auerbach, Commissioner, Massachusetts Department of Public Health

Valerie Bassett, Executive Director, Massachusetts Public Health Association

Martin Cohen, CEO, MetroWest Community Health Care Foundation

Jessica Collins, Director, Special Initiatives at Partners for a Healthier Community, Inc.

Harold Cox, Associate Dean, Boston University School of Public Health

Anne Doyle, Former Executive VP, Chief Compliance Officer, Fallon Community Health Plan

Christina Economos, Associate Professor, Tufts/Friedman School of Nutrition, Science & Policy

Phil Edmundson, CEO, William Gallagher Associates

Barbara Ferrer, Executive Director, Boston Public Health Commission

Ruth Ellen Fitch, President and CEO, The Dimock Center

Mary Giannetti, Director, Nutrition & Wellness Services, Montachusett Opportunity Council

Carol R. Goldberg, Carol R. Goldberg Civic Engagement Initiative

Deborah Goldberg, Carol R. Goldberg Civic Engagement Initiative

Irene Hernandez, City of Fitchburg, Office of the Mayor

Shirley Mark, Director, Lincoln Filene Center for Community Partnerships, Tufts University

Eileen McAnneny, Senior Vice President, Associated Industries of Massachusetts

Kevin McCall, President, Paradigm Properties

Lynn Nicholas, President, Massachusetts Hospital Association

Fawn Phelps, Assistant Director, Center for Public Health Leadership, 

Harvard School of Public Health

Rebecca Onie, CEO, Health Leads

Steve Ridini, Vice President, Health Resources in Action

Frank Robinson, Executive Director, Partners for a Healthier Community

James Roosevelt, CEO, Tufts Health Plan

James Seagle, President, Rogerson Communities

Susan Servais, Executive Director, Massachusetts Health Council

Lauren Smith, M.D., Medical Director, Massachusetts Department of Public Health

Amy Whitcomb Slemmer, Executive Director, Health Care for All

Alice Tolbert Coombs, M.D., Former President, Massachusetts Medical Society

Bert Yaffe, President, New England Coalition for Prevention

Barry Zuckerman, M.D., Chairman, Department of Pediatrics, Boston Medical Center



4

The Crisis
Good health depends on access to fresh nutritious food, regular exercise and recreation, 

supportive relationships, and personal and community safety. It is also influenced by 
our environment, including toxins in the air, water, soil and food. Together, lifestyle and 

environmental factors account for almost 70 percent of an average person’s health, with 
another 20 percent or so determined by genetic predisposition. 

Access to health care is critical to screen for 
and respond to illness or injury, but no amount 
of care can substitute for the well-being derived 
from a healthy lifestyle and a clean, safe and 
supportive environment.

A case in point: Of the 30 years of 
increased life expectancy achieved by 
Americans during the 20th century, 25 
of those years were due to public health 
initiatives—improved literacy, tougher housing 
standards, sanitation, increased safety for 
workplaces, products and food, immunizations 

and smoking cessation—while just five of 
those years reflect advances in medical care. 
That fact notwithstanding, Americans spend 
88 cents of every health dollar on medical 
services, or “illness care,” leaving little to 
support healthy behaviors and communities.

From 1980 to 2010, the rising cost of 
medical services has consumed a rapidly 
increasing percentage of household, business, 
municipal and state budgets. Spending on 
health care as a percentage of the nation’s 
gross domestic product (GDP) almost doubled 

Determinants
National Health Expenditures 

$2.3 Trillion

Access to Care 10%

Healthy Behaviors 4%

Medical Services
88%

Other 8%

Healthy
Behaviors

50%

Environment 20%

Genetics 20%

spending for health determinants and health expenditures

Source: NEHI
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from 9.2 percent in 1980 to 18 percent in 
2010. Today, on a per capita basis, Americans 
spend more than twice the average of other 
wealthy developed nations on health care, and 
yet our health outcomes rank near the bottom 
among our peers.

With its academic teaching hospitals, concen-
tration of sub-specialties and clusters of 
science and innovation, Massachusetts is 
a world class center of medical services—
and also one of the most expensive. despite 
recent efforts to contain costs, Massachusetts 
residents spend more than $10,000 per capita 
and more than $65 billion annually in public 
and private health care combined. the rAnd 
Corporation and the Massachusetts department 
of public health project that—without 
significant change—those figures will nearly 

double by 2020 to a budget-busting $17,000 
per capita and $123 billion annually. 

Historically, Massachusetts has been a 
model for excellent public health programs 
and strategies—from its network of community 
health centers to its exemplary smoking 
cessation campaign and targeted efforts to 
increase community health such as Mass in 
Motion and Shape Up Somerville. However, 
in recent years, as the scale has tipped 
toward health care spending, resources 
for public health programs as well as other 
key determinants of health, such as public 
education, public safety and parks and 
recreation have been crowded out.  

As the spending mismatch has widened in 
Massachusetts and other states over the last 
15 years, obesity rates have doubled. today, 
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one in three children and three in five adults 
in the Commonwealth are overweight or obese, 
greatly increasing the risk and prevalence 
of almost completely preventable chronic 
diseases, such as type 2 diabetes. 

Type 2 diabetes was once unheard of in 
 children. Now it represents a significant por- 
tion of all diabetes reported in the Common-
wealth. Overall, diabetes has jumped nearly 
40 percent in just a decade. Three out of 
every five people with Type 2 diabetes will 
develop complications, such as heart disease, 
stroke or eyesight problems. And the rate of 
avoidable hospitalization for hypertension, or 
high blood pressure, another major risk factor 
for heart disease, has risen by more than 90 
percent over the last decade.

Massachusetts’ trends are mirrored by 
those of the nation. As first lady Michelle 
Obama has said: “It wasn’t that long ago that 

here in America, our children led reasonably 
healthy lives. They walked to school, had 
recess every day and gym class several times 
a week, and spent afternoons playing for 
hours outside. Home-cooked meals were 
the norm, fast food was a special treat, and 
snacking between meals was against the 
rules. But today, for many children, all that 
has changed.” 

Things have changed for adults and 
entire families as well. Due to automation and 
outsourcing, physically-active jobs in factories 
have dwindled. Most parents are working, so 
there is less time to provide nutritious meals, 
necessitating a greater reliance on fast food. 
Many people are working two or three jobs, 
making it difficult to exercise or eat well. 

Sprawling residential and commercial 
development has led to a greater dependence 
on driving, while amenities such as sidewalks, 
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that support walking, are missing in many 
communities. And new technologies beckon 
young and old alike to spend hours in front of 
a TV or computer screen. 

And with taxpayer-subsidized corn 
production, the price of sugar-sweetened soda 
has declined by 20 percent while the price of 
fresh fruits and vegetables has increased by 
40 percent. Today, the U.S. Department of 
Agriculture lists the main sources of calories 
for American children as highly processed 
“grain-based desserts, pizza and soda and 
energy or sports drinks.” 

Finally, growing income inequality is 
exacerbating heath disparities between rich 
and poor—with the latter having little access 
to fresh foods and opportunities to exercise.

in order to increase health and well-being, 
we must address the spending imbalance 
between health care and wellness, and policies 
that have led to a system of health care that 
focuses on medical treatment while short 
changing effective, community-wide public 
health strategies and investment in healthy 
behaviors.

Given the current unsustainable trends 
and the high stakes economics involved, 
Healthy People/Healthy Economy offers an 
opportunity to focus on policies and practices 
that can achieve both better health and 
greater fiscal health going forward, and make 
Massachusetts the leader not only in health 
and wellness but in cost-effective health care.

Source: NEHI from Massachusetts Division of Healthcare Finance and Policy
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The Response: Healthy People/Healthy Economy

The 2009 report Healthy People in a Healthy 
Economy presented a blueprint for action that 
was based on the premise that in order to have 
a significant impact on behavior and foster 
sustainable habits to improve health across 
Massachusetts, we must mount an effort that 
is comprehensive and coordinated across the 
numerous institutions that touch the lives of 
the state’s residents. It was considered to be 
imperative that leaders in all relevant sectors—
not just the health sector—collaborate on 
policies that will promote healthy behavior. 

At a forum held at the Boston Foundation 
in June of 2010, participants discussed 
the need for a major coalition that would 
tackle the health crisis—and move toward 
making Massachusetts the national leader in 
health and wellness. As a result, the Boston 
Foundation and NEHI, with the support of the 
Massachusetts Department of Public Health 
and numerous other committed stakeholders, 
created the Healthy People/Healthy Economy 
Coalition.

MAKinG MAssAChusetts the 
preeMinent stAte in the nAtion For 

heAlth And Wellness
The Coalition is targeted at stemming a rising 
tide of preventable chronic illness and the 
threat it poses, not only to individuals and 
families, but to the state’s fiscal stability and 
economic competitiveness. Left unchecked, 
higher rates of preventable chronic illness 
will create more medical needs and medical 
spending, draining limited resources from vital 
investments in education, the environment and 
other priorities that have a profound impact on 
the quality of our health. 

Massachusetts’ groundbreaking health 

care law provides near universal coverage—
but its focus primarily was on access to care, 
not on rising health care costs or on positive 
health outcomes. The goal of the Healthy 
People/Healthy Economy Coalition is to make 
Massachusetts a national leader not only 
in access to health care and health care 
coverage, but in the health and wellness of all 
of the state’s residents.
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What is a Report Card and Why Do We Need It? 

This annual Report Card will track the progress 
that the Healthy People/Healthy Economy 
Coalition and our partners throughout 
Massachusetts make as we work together to 
improve the health of our state’s residents. It 
is designed to paint a ‘big picture,’ while at 
the same time providing details about specific 
indicators that affect health and wellness, 
giving us a sense of how they fit together and 
helping us to evaluate which approaches really 
work. 

This is not meant to be a report on how 
healthy or unhealthy Massachusetts residents 
are, although there are fascinating glimpses 
into that topic throughout this document. 
Rather, it is an assessment of how well we 
are doing in addressing health through our 
policies, programs and practices—and the 
effect they have on our state’s unsustainable 
health care costs. 

It is designed to spark public interest 
and rally support for aggressive action, and 
to focus attention on key priorities for action 
that span policies in both the public and 
private sectors—from pending legislation to 
the decisions being made by school systems 
to the practices of small businesses and 
corporations.

This first Report Card provides a jumping 
off point and a series of initial benchmarks 
through which we can measure future 
progress. To the extent possible, we assess 
progress made to date; where promising efforts 
don’t exist, we make suggestions about how 
we can create them.

Healthy People/Healthy Economy is a 
challenge to the people of Massachusetts 
to build a broad coalition of community, 
business, medical, public health and other 
leaders who will join together around a 

comprehensive vision of health improvement 
in Massachusetts, and hold each other 
accountable for positive change. 

One important lesson we can take from 
the Commonwealth’s largely successful effort 
to curb smoking is this: no one policy, no one 
program, and no one practice will turn the 
tide.  We believe that to make a real difference 
in reducing obesity action must be taken 
in multiple areas of daily life and through a 
variety of platforms, consistently and over time.

We must support the organizations, 
businesses and public entities that are 
implementing important innovations and help 
them reach their goals. But we must also have 
a kind of peripheral vision that will let us know 
when efforts in one sector are succeeding and 
when others are lagging behind. This Report 
Card is designed to help us with this peripheral 
vision and to spur fresh and continued action.

KeY to report CArd GrAdes

A   positive Change throughout the 
Commonwealth  
Appropriate policies, programs and practices are 
not only in place, they are driving positive change in 
health in Massachusetts

b   A Good start  Innovative or best practice policies 
and programs are now in place and could drive 
positive change in health in Massachusetts 

C   A start  Innovative or best practice policies 
and programs are under active and serious 
consideration or are part of promising 
demonstration projects, and could drive positive 
change in health in the future

d   barely a start  Appropriate policies or programs 
to address major health problems are only starting 
to receive active and serious consideration  

F  no progress  Appropriate policies and programs 
are not receiving active and serious consideration, 
despite advocacy

i   incomplete   Policy or programmatic activity is  
at a very early or experimental stage 
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phYsiCAl ACtiVitY

Youth physical Activity Grade: d 

According to a July 2011 report, Massachusetts has the 
worst score in the country for physical activity among 
high school students—and state policy needs to create 
minimum standards for all youth physical activity.

biking and Walking Grade: b

Thanks to grassroots organizing and leadership at 
the state level and in communities, more people in 
Massachusetts are walking and biking.  State government 
performance would be even better if available federal 
funds were fully used to support biking and walking 
infrastructure. 

healthy transportation design  
and planning

Grade: b

Massachusetts has become a national leader by requiring 
transportation planning to support biking and walking, and 
is tackling the often-difficult task of incorporating walking 
and biking lanes into bridge reconstruction. However, 
funding for vital infrastructure projects is lacking. 

heAlthY people/heAlthY eConoMY: First AnnuAl report CArd 

At-a-Glance

ACCess to heAlthY Foods

Farmers’ Markets Grade: b 

Despite the comparatively small size of its farming 
community, Massachusetts has become a national leader 
in policy and initiatives to expand farmers’ markets and 
access to locally grown food. 

Food deserts Grade: d

A February 2011 report found that Massachusetts is the 
fourth worst state in the nation for food deserts. The good 
news is that the state, nonprofits and industry groups are 
working together to address significant gaps in healthy 
food access found throughout the state. Now, the state 
and other stakeholders need to devise and execute plans 
to fill gaps in access. 

sugar-sweetened beverages Grade: F

Massachusetts remains one of relatively few states in the 
country that grants favorable tax status to the purchase 
of soft drinks. While the Legislature has held hearings on 
eliminating the sales tax exemption for soft drinks, action 
on the proposal appears very unlikely at present.

healthy school Meals Grade: C

Reforming school lunches remains a huge challenge, 
given funding constraints, poor school facilities and 
federal limitations. However, advocacy from the public 
health community has resulted in stricter standards 
for competitive foods—foods that are not part of the 
subsidized school lunch program. 

trans Fats policy Grade: d
While the visibility of this issue has diminished as major fast 
food chains drop the use of trans fats, Massachusetts has 
yet to take binding action on the use of these substances.
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inVestMents in heAlth And Wellness

employee health promotion Grade: b 

In 2010 Massachusetts enacted a promising set of 
policies to promote employee health and wellness, but 
now faces the challenge of turning policy into practice on 
a wide scale.

public health Funding Grade: F

The Commonwealth’s public health programs have been 
national models for many years. But continued severe 
budget cuts threaten to weaken them at a time when 
public and community health programs should be seen 
as vital elements in overall health care reform, particularly 
the prevention of chronic disease and the accompanying 
reduction of long-term health care costs.

primary Care Grade: C

Massachusetts has enormous assets for primary care, 
including leading-edge primary care practices. But the 
state’s health care reform and health care payment reform 
strategies have not as yet put the expansion of highly-
coordinated, team based care at the center of plans for 
improvement.

Citizen eduCAtion And enGAGeMent

health literacy Grade: i 

Little is being done as yet to address health literacy 
systematically, either in Massachusetts or elsewhere. 
However, numerous initiatives, now in early stages, aim 
to increase the engagement of Massachusetts residents 
in their health and health care—a task that will require 
health care and public health professionals to overcome 
limited health literacy among Massachusetts residents.

school-based bMi reporting Grade: b

In 2009 the Massachusetts Public Health Council 
took a major step forward by requiring school-based 
BMI reporting. Massachusetts could underscore the 
importance of fighting childhood obesity by writing the 
regulation into law. Despite the ongoing state fiscal crisis, 
support for school health should be a local aid priority. 

health impact Assessments Grade: d

Debate over more extensive use of HIAs, which would 
raise public awareness about the critical role of healthy 
environments in determining health, has been limited. 
However, Massachusetts is making an important effort to 
include HIAs in statewide transportation planning. 

At-a-Glance
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Physical Activity
Youth phYsiCAl ACtiVitY 
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GRADE:

D
bACKGround
Current evidence-based guidelines 
recommend 150 minutes per week of physical 
education for children in elementary school 
and 225 minutes per week of physical educa-
tion for middle and high school students.1,2,3 

Weight status, including overweight and 
obesity among youth, is closely linked to 
physical activity.4 In addition, increases in 
body mass index (BMI) are associated with a 
rise in daily television viewing and declines in 
moderate-to-vigorous physical activity in young 
people.5 Studies have shown that students 
who perform aerobic physical activity three or 
more days per week have significantly higher 
grades than students who perform no vigorous 
physical activity.6

YOUTH PHYSICAL ACTIVITY

Where We Are todAY 

n In 2009, one in every four students in 
Massachusetts did not participate in at 
least 60 minutes of physical activity per 
week7 and almost half—42 percent—of 
Massachusetts public school students did 
not attend any physical education (PE) 
classes.8 

n According to the U.S. Centers for Disease 
Control and Prevention (CDC), just 18 
percent of Massachusetts schools offer  
daily gym classes, compared with a 30 
percent national average. 

n According to a July 2011 report, 
Massachusetts is at the bottom of all states 
when it comes to physical activity for high 
school students.
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best prACtiCes

n Playworks is a national nonprofit organi-
zation focused on making recess and 
physical activity throughout the school day 
a priority and an all-inclusive activity. The 
organization sends in full-time “coaches” 
to facilitate physical activity in schools. The 
Metro Boston branch of Playworks has 
reached out to 27 schools in the city since 
2006, with plans to expand to 40 sites by 
2013.9

n The ABC for Fitness (Activity Bursts in the 
Classroom) program, developed at the Yale 
School of Public Health, shows schools how 
to restructure physical activity into multiple, 
brief episodes of activity in classrooms 

throughout the day without taking away 
valuable time for classroom instruction.10

Current poliCY lAndsCApe

n Prior to the enactment of the state’s 
Education Reform Act of 1993, state law 
required physical education for all public 
school students throughout all grades, 
with a minimum requirement of 90 
minutes per week.11 Subsequent regulatory 
changes in 1996 eliminated that minimum 
requirement.

n State law now requires all schools to provide 
instruction in physical education, but grade 
levels or the number of hours of instruction 
required are not specified. Additionally, 
high school students are not required 
to complete specified units of physical 
education to graduate.

GrAde: d 

rAtionAle: According to a July 2011 
report from the Trust for American’s Health 
and the Robert Wood Johnson Foundation, 
Massachusetts has the worst score in the 
country in a measure of physical activity 
among high school students—and state policy 
needs to create minimum standards for all 
youth physical activity.

rAisinG the GrAde
The Healthy People/Healthy Economy Coalition 
supports the reform of current state standards 
to require at least 30 minutes of physical 
activity during the school day, every day, for all 
students, a standard that will meet minimum 
CDC standards for elementary school students. 
Legislation to this effect has been filed in 
the 2011 legislative session on behalf of the 
Coalition. 
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bACKGround
A 2004 study found that every additional hour 
spent in a car is associated with a six percent 
increase in the likelihood of obesity, and every 
additional kilometer walked is associated with 
a 4.8 percent reduction in the likelihood of 
obesity.12 The Alliance for Walking and Biking 
analyzed data from the American Community 
Survey and the Centers for Disease Control 
and Prevention’s Behavioral Risk Factor 
Surveillance System (BRFSS) from 2007 to 
determine that states with the highest levels of 
bicycling and walking to work have lower levels 
of obesity on average.13 

BIkING AND WALkING 

Where We Are todAY 

n The estimated percentage of all trips by 
bike (1.0 percent) or foot (9.9 percent) in 
Massachusetts puts the state firmly above 
the national average. 

n Massachusetts ranks in the top 10 states 
for the percentage of commuters walking 
or bicycling to work (4.3 percent and .6 
percent of all trips, respectively). 

n Massachusetts ranks in the top 10 states 
in the country for overall safety as well. 
However, the proportion of all traffic 
fatalities involving pedestrians (15.4 
percent) and bicyclists (1.6 percent) is 
comparatively high. 
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Note 2: Data on U.S. walking levels 1990-2007 are based on an Alliance for Biking & Walking calculation of the average of all 50 states 

GRADE:

B
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best prACtiCes

n Building or reconstructing streets as 
“complete streets” is a critical step toward 
encouraging walking and biking. “Complete 
streets” include ample sidewalks for walking 
and bicycle lanes to allow for safe and free-
flowing bicycle traffic.

Current poliCY lAndsCApe

n Since 2007, Massachusetts has shown 
one of the strongest commitments in the 
nation to the “complete streets” policy—
with roadways that are designed and 
operated to enable safe access for all 
users—completing more than 20 “shared-
use” projects, which emphasize pedestrian 
friendly features.14

n In 2009, Massachusetts passed the 
Bicyclist Safety Bill, which calls for police 
training on bicycle law and dangerous 
behavior by bicyclists and motorists; 
explanations of how a motorist should safely 
pass a bicycle; and legal protections for 
bicyclists who choose to ride to the right of 
traffic. 

n MassDOT (Masssachusetts Department 
of Transportation) is mapping a 740-mile 
network of seven on- and off-road bicycle 
corridors statewide, called the Bay State 
Greenway, as part of a 2008 Bicycle 
Transportation Plan. 

n Massachusetts spends about $0.90 per 
capita (compared to $1.29 per capita 
nationally) of federal Transportation 
Enhancement (TE) funds on biking and 
pedestrian projects. The TE program serves 
as the major source of funding for bicycle 
and pedestrian projects nationally. 

n Over the past 15 years, Massachusetts has 
come close to spending up to its entire 
ceiling for TE funding on highways—and 

has one of the nation’s lowest percentages 
of programmed (creating a plan for a TE 
project) to obligated (signing contracts 
to implement the plan) funding ratios for 
biking/pedestrian projects.

GrAde: b 

rAtionAle: Thanks to grassroots organizing 
and leadership at the state level and in 
communities, more people in Massachusetts 
are walking and biking. State government 
performance would be even better if available 
federal funds were fully used to support biking 
and walking infrastructure. 

rAisinG the GrAde

n Massachusetts should make an effort to 
use more TE funds already programmed for 
the state for biking and walking projects. 
Currently only 36 percent of funds are 
obligated for use. By offering design 
assistance to local TE project sponsors 
and making federal matching funding for 
TE projects more accessible, additional 
TE funds could be allocated for improving 
biking and walking.

n State-level data on pedestrian (and bicycle) 
crashes and injuries is scant. Pedestrian 
trip data—current or projected—should 
be collected systematically, as it is for all 
vehicles.
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bACKGround
Local transportation systems strongly influence 
public health by encouraging physical activity 
and reducing over-reliance on automobile 
travel that generates pollution.15 Public transit 
makes it possible to vastly extend the distances 
people can travel to work while incorporating 
some walking or biking in their commute. 

A CDC study found that users of local 
transportation systems walked an average of 
25 minutes to and from public transit.16 Low-
wage households living far from employment 
centers spend 37 percent of their income on 
transportation.17

Where We Are todAY 

n Massachusetts ranks 6th worst among the 
50 states for length of average commuting 
time to work (27.3 minutes); it ranks 4th 
best for the percentage of workers using 
mass transportation (9.4 percent).18

best prACtiCes

n Best practices in transportation include 
“complete streets,” transit-oriented 
development (TOD) that supports the 
construction of mixed-use buildings within 
walking distance of mass transit stations, 
and city or metro bike-sharing programs.

Current poliCY lAndsCApe

n Massachusetts is one of many states that 
have embraced transit-oriented develop-
ment. In 2004 the Romney Administration 
won approval for use of state bond funds  
to support major TOD projects.19

n Massachusetts is one of the few states 
in the country to authorize the creation 

HEALTHY TRANSPORTATION DESIGN AND PLANNING

of a comprehensive, statewide healthy 
transportation plan (the “Healthy 
Transportation Compact,” which was part  
of the 2009 Transportation Reform Act).20  

n Healthy transportation-related initiatives 
include the Bay State Greenway (BSG), a 
proposed network of 200 miles of off-road, 
shared-use paths and 540 miles of on-road 
connections in seven corridors across all 
parts of the state,21 and the Accelerated 
Bridge Program, designed to rehabilitate 
600 deficient bridges while improving 
pedestrian and bicycle access.22

n The state’s Safe Routes to School Program 
(SRTS) has developed partnerships 
with nearly 350 elementary and middle 
schools and 116 communities. While 
SRTS programs reach only seven percent 
of eligible students nationally, the 
Massachusetts program reaches 25  
percent of students.23 

GrAde: b 

rAtionAle: Massachusetts has become a 
national leader by requiring transportation 
planning to support biking and walking, 
and is tackling the often-difficult task of 
incorporating walking and biking lanes into 
bridge reconstruction. However, funding for 
vital infrastructure projects is lacking.

rAisinG the GrAde

n Massachusetts has made a promising start, 
but the ultimate measure of success will be 
the full incorporation of walking and biking 
opportunities into the state’s backlog of 
repair and reconstruction projects.

GRADE:

B
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Access to Healthy Foods
FArMers’ MArKets

Food deserts

suGAr sWeetened beVerAGes 

heAlthY sChool MeAls

trAns FAts poliCY
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bACKGround
One-fifth of all low-income Americans do 
not purchase any fruits or vegetables,24 and 
low-income neighborhoods have been shown 
to have access to fewer fruit and vegetable 
markets and more liquor stores than wealthier 
neighborhoods.25 But farmers’ markets have 
grown rapidly throughout the U.S. in recent 
years, doubling between 2000 and 2010, 
providing greater access to locally grown 
foods.26 

FARmERS’ mARkETS

Where We Are todAY 

n In August of 2010, the U.S. Department of 
Agriculture ranked Massachusetts 6th best 
in the nation for the number of farmers’ 
markets,27 with more than 228 farmers’ 
markets in the Commonwealth, including 
winter markets.28 
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n More than 50 of the farmers’ markets 
in Massachusetts participate in the 
Supplemental Nutrition Assistance Program 
(SNAP) and accept Electronic Benefit 
Transfers (EBT) cards,29 and some also 
participate in the “double value program” 
that doubles every dollar spent by SNAP 
participants. The goal of the double value 
program is to encourage the purchase of 
fresh produce at farmers’ markets.30 

best prACtiCes

n The Boston Public Market Association, with 
support from the Patrick Administration’s 
Department of Agricultural Resources, is 
developing a year-round, indoor public 
market in downtown Boston,31 modeled on 
successful public markets in other cities, 
such as Seattle’s Pike Street Market.

n Somerville’s Healthy Eating by Design 
partnership created a farmers’ market 
in Union Square designed to be more 
welcoming to that city’s low-income, 
immigrant residents by being culturally-, 
linguistically- and economically-appropriate 
for all residents.32 

n The Food Project is a nonprofit that 
distributes food from farms to low-income 
neighborhoods through Community 
Supported Agriculture (CSA) programs and 
farmers’ markets.33 In addition, there are a 
number of CSAs throughout Massachusetts.

n The Massachusetts Department of 
Transportation hosts an annual Farmers’ 
Market Program, providing local farmers 
with free vending space along the 
Commonwealth’s highway service plazas. 
The program has increased from 11 
farmers’ markets along the Massachusetts 
Turnpike to 18 at service plazas statewide.34 

Current poliCY lAndsCApe

n In 2010, the Massachusetts Legislature 
passed legislation to create the Massa-
chusetts Food Policy Council. Its goals 
include the promotion and sale of locally-
grown foods, especially in communities with 
high rates of chronic disease and obesity.35

GrAde: b 

rAtionAle: Despite the comparatively small 
size of its farming community, Massachusetts 
has become a national leader in policy and 
initiatives to expand farmers’ markets and 
access to locally grown food.

rAisinG the GrAde

n As suggested in legislation filed on behalf 
of the Healthy People/Healthy Economy 
Coalition, Massachusetts should build on 
its current momentum and enhance the 
local food movement by extending the 
state’s investment tax credit for local food 
businesses.
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bACKGround
A “food desert” is a low-income area without 
access to affordable healthy food, including 
fresh produce and whole grains. While 
there is no standard definition for a food 
desert, making it difficult to identify the 
number of food deserts in the U.S. and in 
Massachusetts,36 the Institute of Medicine 
and the Centers for Disease Control and 
Prevention have found that communities 
without supermarkets are burdened by 
disproportionately higher rates of obesity and 
other diet-related health problems.37,38 

FOOD DESERTS 

Where We Are todAY 

n Massachusetts ranks third lowest among 
all states in the country in the number 
of supermarkets per capita, according 
to a March 2011 study by The Food 
Trust, which was funded by the Robert 
Wood Johnson Foundation and Kraft 
Food Foundation. The study found that 
Massachusetts has fewer supermarkets per 
capita than most states.39 

GRADE:

D
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best prACtiCes

n In Pennsylvania, a public-private 
partnership—called the Fresh Food 
Financing Initiative—has brought dozens of 
supermarkets to poorer communities in the 
state, leading to the creation or expansion 
of 88 supermarkets and 5,000 jobs since 
2004.40 

n Wholesome Wave, a national nonprofit 
active in Massachusetts, also promotes 
farm-to-community programs in neighbor-
hoods that lack access to healthy food.41 

Current poliCY lAndsCApe

n In 2009, the Patrick Administration 
created a statewide Massachusetts Food 
Policy Council to improve access to local 
foods and recommend policies to improve 
coordination among state agencies, such 
as the Massachusetts Departments of 
Public Health, Transitional Assistance and 
Agriculture Resources.42

n A Grocery Access Task Force has been 
convened to respond to the findings of 
The Food Trust. The task force brings 
together representatives of the supermarket 
industry with public health advocates, 
and is convened by The Food Trust, the 
Massachusetts Food Association, the 
Massachusetts Public Health Association 
and the Boston Foundation.

n In 2010, the Obama administration 
announced the $400 million Healthy 
Food Financing Initiative with the goal of 
bringing grocery stores to underserved 
neighborhoods across the nation.43

GrAde: d 

rAtionAle: A February 2011 report found 
that Massachusetts is the fourth worst state 
in the nation for food deserts. The good news 
is that the state, nonprofits and industry 
groups are working together to address 
significant gaps in healthy food access found 
throughout the state. Now, the state and other 
stakeholders need to devise and execute plans 
to fill gaps in access.  

rAisinG the GrAde

n Legislation filed on behalf of the Healthy 
People/Healthy Economy Coalition would 
propose allowing full-service food business-
es, such as supermarkets, grocery stores 
and farmers’ markets, to qualify for the 
state’s investment tax credit. 

n The Grocery Access Task Force is expected 
to offer other proposals to make expansion 
of markets in Massachusetts a priority of the 
state’s economic development strategy. 
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bACKGround
The consumption of calories from sugar-
sweetened beverages in the U.S. has 
increased significantly since the 1970s, and 
today the average American consumes 50 
gallons of soft drinks each year,44 making 
sugar-sweetened beverages the single largest 
contributor of caloric intake in the American 
diet.45 Consumption of soft drinks is associated 
with increased caloric intake, weight gain, 
diabetes and obesity.46 A child’s chance of 
becoming obese increases by 60 percent for 
each additional sugar-sweetened beverage 
consumed each day.47 

Where We Are todAY 

n Massachusetts currently is one of just 17 
states in the nation that does not apply a 
tax of any kind on soft drinks. Indeed, the 
Commonwealth defines sugar-sweetened 
beverages as food, exempting them from 
the state’s sales tax.

best prACtiCes

n Connecticut, Maine, New Jersey, New 
York and Rhode Island apply a sales tax to 
soda.48 Other states, including Arkansas, 
Washington, and West Virginia, impose an 
excise tax. An excise tax on soft drinks has 
garnered the support of many experts in 
the public health field. However, no state 
currently levies an excise tax aggressive 
enough to affect consumption.

n The Yale Rudd Center for Food Policy 
& Obesity proposes a penny per ounce 
excise tax on any beverage with added 
sugar. They calculate that, over the next 
10 years, a national penny per ounce 

SUGAR-SWEETENED BEVERAGES 

of sugar-sweetened beverages would 
decrease consumption by 10-23 percent, 
reduce health care costs by $50 billion and 
generate $150 billion in revenue.49 

  
Current poliCY lAndsCApe

n Under Massachusetts law, sales of essential 
food items, such as fruits, vegetables and 
milk, are exempted from the state sales 
tax.50 This definition now includes items of 
minimal nutritional value, such as soft drinks 
and candy. The sales tax exemption is 
classified as a “tax expenditure” and is listed 
in the annual Tax Expenditure Budget that 
the Governor is required to submit to the 
Legislature each January. 

GrAde: F 

rAtionAle: Massachusetts remains one of 
relatively few states in the country that grants 
favorable tax status to the purchase of soft 
drinks. While the Legislature has held hearings 
on eliminating the sales tax exemption for soft 
drinks, action on the proposal appears very 
unlikely at present.  

rAisinG the GrAde

n Legislation filed on behalf of the Healthy 
People/Healthy Economy Coalition would 
eliminate the current state sales tax 
exemption on soft drinks. Elimination of 
the exemption would remove the subsidy 
for items fueling an increase in obesity and 
preventable chronic disease and adding to 
the Commonwealth’s high health care costs. 
The revenue could be directed to nutrition 
education and public health initiatives—
many of which have been eliminated or 
severely reduced. 

GRADE:

F
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state taxes on sugar sweetened beverages (as of January 2009)

No Tax on Sugar Sweetened Beverages Sales Tax on Sugar Sweetened Beverages

Alabama*

Arkansas*

California

Connecticut

Delaware

Florida

Hawaii

Idaho

Illinois

Indiana

Alaska Iowa

Arizona Kansas

Colorado Kentucky

Georgia Maine

Louisiana Maryland

Massachusetts Minnesota

Michigan Mississippi

Montana Missouri

Nevada New Jersey

Nebraska New York 

New Hampshire North Carolina

New Mexico North Dakota

South Carolina Ohio

Oregon Oklahoma

Utah Pennsylvania

Vermont Rhode Island*

Wyoming South Dakota

Tennessee*

Texas

Virginia*

Washington*

West Virginia*

Wisconsin

States with asterisk (*) also impose an excise tax at the manufacturer, distributor or retail level
Source: Yale Rudd Center for Food Policy & Obesity

©
 M

A
R

IA
 P

AV
LO

VA
 | 

IS
TO

C
K



26

bACKGround
A significant amount of students’ daily food 
intake occurs at school.51 Successful school 
nutrition departments must balance cost, 
nutrition and student participation—the food 
“trilemma.”52 Most food service programs 
are financially independent from their school 
districts.53 The USDA reimburses school 
districts based on student participation 
and federal nutrition standards, such as fat 
content and nutrient requirements, while 
decisions about what specific foods to serve 
and how they are prepared are made by 
local authorities.54 All foods and beverages 
consumed in Massachusetts schools, however, 
are not prepared by school cafeterias. Some 
are sold a la carte in school stores, snack 
bars and through vending machines. These 

HEALTHY SCHOOL mEALS

additional sources of food and drink make up 
a significant portion of a school child’s daily 
school nutrition and must be considered when 
evaluating school meals. 

Where We Are todAY 

n Only 15 percent of Massachusetts high 
school students eat five or more servings of 
fruit and vegetables a day and 14 percent 
of middle school students eat three or more 
servings of vegetables a day.55

n The Massachusetts Farm-to-School Project 
offers valuable assistance to educational 
institutions such as public school districts, 
private schools and colleges, providing 
assistance to about half of the nearly 250 
institutions now serving local foods. 
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n The American Recovery and Reinvestment 
Act (ARRA) provided some federal support 
for school food service equipment such as 
appliances and other tools, and the federal 
“Healthy, Hunger-Free Kids Act of 2010” 
provides roughly $4.5 billion in new funding 
for child nutrition programs over the next 10 
years.56 

best prACtiCes

n Despite funding restrictions and often 
inadequate cooking facilities, innovative 
school nutritionists in Massachusetts have 
led a movement to re-introduce fresh fruits 
and vegetables into the schools, to bring 
back on-site cooking, and to utilize locally 
produced foods.

n School systems in Boston, Lawrence and 
Salem have brought chefs into public 
schools to prepare healthy meals on site.

n “Shape Up Somerville,” a collaboration of 
the City of Somerville and Tufts University, 
has worked to restore full cooking capability 
to city schools.

n Louisiana adopted a new law requiring 
schools to sell bottled water, low-calorie 
beverages, fruit juices, and low-fat or 
skim milk. In addition, Vermont launched 
a program designed to encourage the 
purchasing of local milk and meat for 
school meals.

Current poliCY lAndsCApe

n In the spring of 2010, the Massachusetts 
Legislature passed a School Nutrition Act 
that facilitates the direct purchase of foods 
from Massachusetts farmers by schools. It 
also bans the sale of salty and sugary snacks 
and high-calorie sodas in public schools 
and establishes standards for snacks and 

beverages sold in vending machines, school 
stores and cafeteria a la carte lines.57

n Additionally, the bill requires the Department 
of Public Health to set guidelines for the 
training of school nurses to screen and help 
children with diabetes, eating disorders, and 
childhood obesity. 

GrAde: C 

rAtionAle: Reforming school lunches 
remains a huge challenge, given funding 
constraints, poor school facilities and federal 
limitations. However, advocacy from the public 
health community has resulted in stricter 
standards for competitive foods—foods that 
are not part of the subsidized school lunch 
program. 

rAisinG the GrAde

n The Healthy People/Healthy Economy 
Coalition supports the Massachusetts 
Department of Public Health in its efforts to 
strengthen the School Nutrition Act.

n The state should ensure that the Nutrition 
Act’s mandates fit cohesively with federal 
nutrition standards so that schools facing 
budget crises are not given conflicting 
mandates. 

n An increase in the purchasing power 
of small school districts will assist them 
in collaborating to purchase healthier 
options and improve the school nutrition 
“infrastructure” with central kitchens, 
storage areas and freezers.58
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bACKGround
Trans fats are partially-hydrogenated oils that 
increase bad cholesterol (LDL cholesterol) and 
decrease good cholesterol (HDL cholesterol). 
Until the recent movement to eliminate them, 
margarines, shortenings and baked goods often 
contained or were processed with trans fats.59

Consuming trans fats is associated with 
heart disease, stroke and type 2 diabetes.60 
According to dietary guidelines published by 
the U.S. Department of Health and Human 
Services, people should limit their intake of 
trans fats and keep their consumption of 
trans fats to the lowest level possible.61 The 
American Heart Association recommends 
limiting trans fats to less than 2 grams per 
day.62

Where We Are todAY 

n In 2006, the U.S. Food and Drug 
Administration (FDA) mandated that the 
Nutrition Facts label on all packaged foods 
must indicate the quantity of trans fatty 
acids in a serving of the food product. 
The regulatory action has caused food 
manufacturers to reformulate many of their 
products to decrease levels of partially-
hydrogenated fats. It has also resulted in 
an increased awareness about dietary trans 
fatty acids in the general public, and it has 
sparked efforts by a number of cities and 
states to limit the trans fatty acid content  
of restaurant foods.

TRANS FATS POLICY

best prACtiCes

n Some Massachusetts cities and towns, 
including Boston, Brookline and Cambridge, 
have taken action against trans fats by 
regulating them. For instance, the Boston 
Public Health Commission passed  
a trans fats regulation in March 2008 which 
affected restaurants, grocery stores and 
other food establishments. 

n Although several local trans fats bans exist 
across the country (including New York City, 
Philadelphia, Albany County in New York, 
and King County in Washington), California 
is the only state with a statewide ban on 
trans fats.63

Current poliCY lAndsCApe

n There is no statewide ban on trans fats but 
legislation was filed in January of 2011 to 
curb the use of trans fats statewide.64,65

GrAde: d 

rAtionAle: While the visibility of this issue 
has diminished as major fast food chains drop 
the use of trans fats, Massachusetts has yet 
to take binding action on the use of these 
unhealthy substances.

rAisinG the GrAde
Massachusetts should enact legislation to 
eliminate the use of trans fats in restaurants 
throughout the state. 

GRADE:

D
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Investments in Health and Wellness 
eMploYee heAlth proMotion

publiC heAlth FundinG 

priMArY CAre 

©
 N

IC
O

LE
 S

. Y
O

U
N

 |I
ST

O
C

K



30

bACKGround
Employee health promotion and wellness 
programs have grown steadily among U.S. 
employers in recent years as a powerful 
strategy for preventing the onset of major, 
highly preventable diseases. The most 
comprehensive wellness programs typically are 
sponsored by large firms that self-insure and, 
as such, are in a position to reap direct savings 
from averted medical costs when employees 
improve their health and health habits.66 
 

EmPLOYEE HEALTH PROmOTION

Where We Are todAY 

n An analysis of employee health programs 
conducted by Mercer for the Massachusetts 
Division of Insurance in 2010 focusing on 
employers with 500+ employees found that, 
unlike peer firms nationally, Massachusetts 
firms are somewhat more likely to rely solely 
on health plans for wellness programs and 
are less likely to obtain more comprehensive 
services.  
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best prACtiCes

n Several national standards-setting 
organizations have published standards for 
best practices based on lessons learned 
from major employers.67 Key components 
of successful programs include: the use 
of health risk assessment (HRA) tools; 
financial incentives for participation; access 
to diet and fitness programs and services; 
access to health coaches; and customized 
programs that target specific health risks 
such as hypertension.68

n A number of large companies with 
major facilities in Massachusetts have 
earned recognition for employee health 
management programs,69 including 
EMC Corporation, which has conducted 
innovative clinical trials of Web technologies 
to improve health risk behaviors.70 

Current poliCY lAndsCApe

n The Massachusetts Department of 
Public Health is encouraging smaller 
and mid-sized firms to create worksite 
wellness programs through its “Mass In 
Motion” campaign to improve health and 
fitness. About 20 employers are currently 
participating in pilot projects under the 
program.71  

n Governor Patrick and the Massachusetts 
Legislature took a major step forward with 
the passage of Chapter 288 in 2010. Under 
its provisions, the Massachusetts Group 
Insurance Commission (GIC) is directed to 
adopt a comprehensive wellness program 
for Massachusetts state employees and 
retirees. In addition, the Commonwealth 
Connector Authority is directed to provide 
eligible employers with a five percent 
subsidy toward the adoption of wellness 
programs approved by the Authority. 

Chapter 288 also authorizes the creation 
of new small business health benefits 
“purchasing cooperatives,” covering up to 
85,000 people in the Commonwealth, and 
mandates that the cooperatives have access 
to wellness programs. 

 
GrAde: b 

rAtionAle: In 2010 Massachusetts enacted 
a promising set of policies to promote 
employee health and wellness, but now faces 
the challenge of turning policy into practice on 
a wide scale. 

rAisinG the GrAde
The implementation of Chapter 288 could be 
a major step forward for Massachusetts in the 
area of employee health management and 
wellness. The Governor and the Legislature 
should continue to fund implementation costs 
as the GIC adopts and rolls out its program—
and support the wellness tax credit authorized 
for Connector-approved programs. Mass In 
Motion should be sustained to demonstrate 
the benefits of low-cost wellness activities 
among smaller companies and worksites. And, 
since Massachusetts employers rely heavily on 
health plans for employee health management 
services, the Governor, Legislature and other 
stakeholders should ensure that future health 
care payment reforms encourage health plans 
to provide intensive health promotion services. 
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bACKGround
Public health agencies and public health 
professionals are best known for initiatives 
to prevent or contain outbreaks of infectious 
disease. Yet the public health field has 
increasingly organized initiatives to avert 
disease by promoting healthy behaviors, 
most notably in successful initiatives against 
smoking. 

Where We Are todAY 

n Public health agencies throughout the 
country have had substantial budget cuts 
since the onset of the “Great Recession” 
in 2008. Current state spending for the 
Massachusetts Department of Public 
Health is one-third less than it was 10 years 
ago (after adjustment for inflation), and 
spending for the Department is down 14 
percent since 2008.72

best prACtiCes

n The Boston Public Health Commission’s 
Putting Prevention to Work Initiative 
is an aggressive and comprehensive 
effort to reduce unhealthy weight and 
reduce smoking. Goals include reduced 
consumption of sugar-sweetened 
beverages, increased biking and walking, 
expanded urban gardening and increased 
physical activity among schoolchildren.73  

n The State of Vermont’s Blueprint for Health 
pioneers the integration of public health 
interventions with health care reform. It 
attacks preventable chronic disease—both 
the root causes and treatment—by pairing 
community health workers with primary 
care physician practices. Early results 
show increasing improvements in health 

PUBLIC HEALTH FUNDING

outcomes and a reduction in health care 
spending.74 

Current poliCY lAndsCApe

n The Massachusetts Department of Public 
Health leads a comprehensive campaign 
to improve unhealthy diet and fitness 
behaviors through the Mass in Motion 
initiative.75

n Successful implementation of Mass in 
Motion is threatened by continued budget 
cuts. 

GrAde: F 

rAtionAle: The Commonwealth’s public 
health programs have been national models 
for many years. But continued severe budget 
cuts threaten to weaken them at a time when 
public and community health programs should 
be seen as vital elements in overall health care 
reform, particularly the prevention of chronic 
disease and the accompanying reduction of 
long-term health care costs.

rAisinG the GrAde
Since 2008, the Commonwealth has joined a 
majority of states in severely reducing public 
health expenditure. Per capita public health 
spending in Vermont—site of a cutting-
edge national experiment in public health 
and health care reform—is as much as $20 
per capita higher than in Massachusetts.76 
Innovative reforms to reduce chronic disease 
and cut health care costs will require restoring 
and expanding public health investment in 
Massachusetts.  

GRADE:

F
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bACKGround
Research shows that access to primary care 
physicians (PCPs) is strongly associated with 
good health outcomes and lowered health care 
spending.77 Access to PCPs in Massachusetts 
has increased: from 2006-2008, the number 
of residents reporting that they had no PCP 
declined from 12.2 percent to 11 percent.78 

Where We Are todAY 

n Massachusetts has the highest primary 
care physician-to-population ratio in 
the country,79 but PCPs are not evenly 
distributed: 14 percent of residents live 
in federally-defined health care shortage 
areas.80 In 2009, 22 percent of the state’s 
residents reported difficulty in finding 
primary care. 

n Residents who rely on Medicaid are at 
special risk: recent data suggest that less 
than two-thirds of PCPs in the state accept 
Medicaid patients.81 

best prACtiCes

n The Commonwealth Care Alliance (CCA) 
utilizes multidisciplinary teams that integrate 
medical care with community services, 
significantly improving health outcomes and 
reducing nursing home admissions and 
the cost of care for elderly and disabled 
patients.82

n Innovation in primary care practice redesign 
currently centers on the adoption of the 
patient-centered medical home model, 
which emphasizes highly-coordinated, 
team-based care, preventive medicine,  
and direct engagement with patients to  
help them maintain health. 

PRImARY CARE

Current poliCY lAndsCApe

n The Department of Public Health’s Primary 
Care Office coordinates federal, state and 
local resources to support new PCPs, 
particularly in communities with health 
disparities. The state’s efforts may be 
succeeding: since 2008 more than half of 
all newly-licensed physicians are PCPs.83

n Major, publicly-supported initiatives 
include: the Safety Net Medical Home 
Initiative, under which 14 Massachusetts 
community health centers are being 
converted to the medical home model; and 
the Massachusetts Medical Home Initiative, 
which is assisting 46 physician practices 
throughout the state to convert to the 
medical home model over three years.

GrAde: C 

rAtionAle: Massachusetts has enormous 
assets for primary care, including leading-edge 
primary care practices. But the state’s health 
care reform and health care payment reform 
strategies have not as yet put the expansion 
of highly-coordinated, team based care at the 
center of plans for improvement. 

rAisinG the GrAde
The Governor, the Legislature, and key 
stakeholders are working on new proposals 
to reform health care payment and control 
costs. Massachusetts should articulate a clear 
vision in which payment reforms strongly 
support a primary care system that is fully 
integrated with other proven resources, such 
as community health programs and public 
health interventions. 

GRADE:

C
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bACKGround
Health literacy is the ability to obtain, 
understand and use health information. 
The health literacy of individuals becomes 
increasingly important as health care, 
particularly care for chronically ill patients, 
becomes more complex.84  Numerous studies 
link individuals who have limited health literacy 
with poor health status and, in some cases, 
with higher rates of mortality.85 Poor health 
literacy is a direct contributor to health and 
health care disparities among the elderly, 
low-income individuals, and racial and ethnic 
minorities.86,87,88,89

HEALTH LITERACY 

Where We Are todAY 

n The first—and so far only—national survey 
of health literacy was released in 2003 
as part of the National Assessment of 
Adult Literacy (NAAL). The survey found 
that 36 percent of adults—or 90 million 
Americans—have skills deemed basic 
or below-basic for dealing with health 
material.90

n No state-level data on health literacy exist 
as yet, but basic illiteracy (limited reading 
ability) in Massachusetts was estimated at 
10 percent in 2003, compared to a national 
rate of 14 percent.91

n The national economic impact of low health 
literacy is estimated to be as much as $238 
billion annually.92 

 

best prACtiCes

n Responses to poor health literacy are taking 
several forms. One stresses translating 
often-confusing health care materials 
and oral communications from health 
care professionals into “plain language.” 
Another overlapping approach stresses 
the development of techniques to improve 
“patient engagement” and participation in 
health care decision-making. 

n An example of the plain language approach 
is a Minnesota law that requires materials 
used for determinations of health care 
benefit eligibility be rendered at the 7th 
grade level.93

 n An example of a more expansive, patient 
engagement-oriented approach is Boston 
Medical Center’s Project RED. Project RED 
(Re-Engineered Discharge) has replaced 
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GRADE:

I
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standard instructions given to patients on 
discharge from the hospital and replaced 
them with a personalized discharge booklet, 
along with assistance in making any follow-
up appointments. Between 2006 and 2007, 
the effort helped reduce re-admission rates 
for the first month after discharge by 30 
percent and costs by 33 percent.94 

Current poliCY lAndsCApe

n Health literacy and patient engagement are 
stated goals of the federal government. In 
June 2010, the Department of Health and 
Human Services launched a National Action 
Plan to Improve Health Literacy and reduce 
complex medical language in health-related 
materials, forms and websites.95 

n The 2010 national health care reform 
legislation (the Affordable Care Act) 
provides support for incorporating 
patient-physician shared decision-making 
techniques into daily health care practice 
and makes patient engagement a goal of 
new Accountable Care Organizations. The 
recently announced Partnership for Patients 
aims to improve the safety of hospital 
care and reduce unwarranted hospital 
re-admissions, partly through improved 
communication and engagement directly 
with patients and caregivers. 

n In Massachusetts, patient engagement is a 
major goal of collaborative efforts to improve 
the quality of health care for state residents. 
Massachusetts Health Quality Partners, 
representing most major health care 
providers and health plan organizations in 
the state, has made patient engagement a 
centerpiece of its Aligning Forces for Quality 
Program, and is developing a set of core 
patient engagement messages and tools for 
use by all partners. 

GrAde: i 

rAtionAle: Little is being done as yet to 
address health literacy systematically, either 
in Massachusetts or elsewhere. However, 
numerous initiatives, now in early stages, aim 
to increase the engagement of Massachusetts 
residents in their health and health care—a 
task that will require health care and public 
health professionals to overcome limited health 
literacy among Massachusetts residents.

rAisinG the GrAde

n Massachusetts and its health care 
stakeholders should incorporate strong 
messages on improvement of health 
behaviors (particularly diet and fitness 
behaviors) into any coordinated approach 
toward improved patient engagement and 
patient decision-making. Just as health care 
payment reform should provide support 
for closer coordination between primary 
health care practice and community 
and public health workers, so should 
patient engagement strategies be closely 
coordinated with efforts to educate the 
public on pervasive health risks such as 
overweight and obesity. 



38

bACKGround
Body Mass Index (BMI) is a calculation based 
on height and weight and is used as an 
indicator of a person’s body fat.96 While BMI 
measurements have real limitations,97,98 they 
generally do correlate with direct measures of 
body fat and are utilized as an inexpensive and 
easy way to screen for weight problems.99 

Where We Are todAY 

n In 2009, more than 57 percent of 
Massachusetts adults had a BMI that would 
categorize them as overweight or obese100

n That same year, analysts determined that 
34.3 percent of the state’s public school 
children were either overweight or obese.101

best prACtiCes

n In 2004, Arkansas became the first state to 
institute BMI reporting for all public school 
students (although it has scaled back its 
program). Since then, 20 other states have 
either passed or begun to consider bills that 
would ask schools to report on student BMI 
to parents and doctors.102

n The Body Adiposity Index (BAI) has been 
proposed as an alternative measurement 
to BMI reporting. The BAI is a more 
complicated equation utilizing the ratio of 
hip circumference to height.103,104 

Current poliCY lAndsCApe

n Massachusetts students in grades 1, 
4, 7 and 10 are required to have their 
BMI measured and reported as part of a 
Massachusetts public health regulation 
adopted in 2009, with the results sent to 
parents and guardians. 

SCHOOL-BASED BmI REPORTING

n Students with high BMIs (above the 85th 
percentile) or low BMIs (below the 5th 
percentile) are referred to a health care 
provider. Student BMIs remain in their 
health records and the data are sent to 
the Massachusetts Department of Public 
Health.105 

n In addition to height and weight measure-
ments, some Massachusetts schools 
(Cambridge Public Schools as part of its 
Healthy Children Initiative, for example) 
have implemented fitness reporting to 
assess the health and fitness levels of their 
students.106 

GrAde: b 

rAtionAle: In 2009 the Massachusetts 
Public Health Council took a major step 
forward by requiring school-based BMI 
reporting. Massachusetts could underscore 
the importance of fighting childhood obesity 
by writing the regulation into law. Despite the 
ongoing state fiscal crisis, support for school 
health should be a local aid priority.

rAisinG the GrAde

n Codification of BMI regulations in state law 
will further demonstrate the commitment 
of the state and the public to addressing 
unhealthy weight as a major public health 
problem in Massachusetts. On behalf of the 
Healthy People/Healthy Economy Coalition, 
legislation to make school BMI reporting law 
was filed in the Massachusetts House in 
early 2011.

GRADE:

B
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bACKGround
Health impact assessments (HIAs) are tools 
for measuring the potential health impact of 
policies, plans and projects before they are 
implemented, not unlike environmental impact 
reports performed before major public projects 
are permitted and built.107 HIAs can contribute 
to recommendations that will increase positive 
health outcomes while minimizing adverse 
health outcomes and avoiding unintended 
consequences and unexpected costs.108

Where We Are todAY 

n HIAs are being used in a limited way 
throughout the country. The national Health 
Impact Project and the Centers for Disease 
Control and Prevention have identified 
nearly 120 HIAs that have been completed 
or are in progress in 24 states.109  

n Proposals to require or expand the use of 
HIAs in connection with public sector or 
major development projects are enjoying 
increasing support throughout the public 
health community—either as a way to 
achieve environmental equity or as a way 
to promote the design of projects that will 
encourage healthy behaviors, such as 
increased physical activity. 

best prACtiCes

n HIAs represent a young field, but Boston 
Medical Center’s Medical Legal Partnership 
used HIAs in 2005 to analyze proposed 
changes in the Commonwealth’s Rental 
Voucher Program. The assessment 
projected the health effects of changes in 
eligibility and tenant obligations, based on 
the strong influence of secure housing and 
housing costs on child and family health.110

HEALTH ImPACT ASSESSmENTS

Current poliCY lAndsCApe

n The 2009 Massachusetts Transportation 
Reform Act mandates the creation of a 
health impact assessment process as 
an element of the state’s new Healthy 
Transportation Compact.

n Prior legislation in the Massachusetts 
Legislature called for HIAs on major projects, 
public and private, with a likely impact on 
the health of neighborly residents. 

GrAde: d 

rAtionAle: Debate over more extensive use 
of HIAs, which would raise public awareness 
about the critical role of healthy environments 
in determining health, has been limited. 
However, Massachusetts is making an 
important effort to include HIAs in statewide 
transportation planning. 

rAisinG the GrAde

n Legislation filed on behalf of the Healthy 
People/Healthy Economy Coalition calls for 
HIAs on all state capital facility projects. 

n The next step toward strengthening 
the health impact assessment process 
in Massachusetts will be the effective 
implementation of HIAs within the planning 
of transportation projects. 

n Other government agencies involved in 
major infrastructure projects should also 
look for opportunities to use HIAs as a 
way to integrate health considerations into 
current and future initiatives.111

GRADE:

D
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Conclusion

Massachusetts leads the nation in access to health care, medical innovation and educational 
attainment—milestones that are at the core of our state’s economic competitiveness. However, 
as we have seen, the recent doubling of adult obesity and the increasing percentage of 
children who are overweight or obese in the Commonwealth are resulting in a rising tide of 
preventable chronic disease. That, in turn, is increasing the likelihood of unsustainable cost 
burdens on families, businesses and the Commonwealth. 

The Healthy People/Healthy Economy Coalition seeks to reverse these trends and 
the threat they pose to residents’ health and the Commonwealth’s fiscal health and 
competitiveness. Its ultimate goal is to address the crisis in preventable chronic disease among 
Massachusetts residents while improving lives and curtailing health care costs.

The Healthy People/Healthy Economy Coalition’s policy agenda is designed to focus 
attention on transformative best practices and policies, to inspire action at every level, and to 
foster collaboration across sectors, institutions, cities and towns. 

Success will benefit all residents of the Commonwealth, and particularly those now lacking 
access to physical activities and fresh nutritious foods. Reducing preventable chronic disease 
rates in all of our communities will reduce future spending on medical services and free up 
public and private resources to invest in the social determinants of health such as education, 
recreation and community safety. That, in turn, will help to increase health equity, boost 
economic dynamism and make Massachusetts the national leader in health and wellness. 

This annual Report Card tracks the progress of the Commonwealth’s adoption and 
implementation of proven policies and best practices. In the future, the Report Card will 
connect our progress on policies with health outcomes and costs. 

The Healthy People/Healthy Economy Coalition addresses one of the Commonwealth’s 
greatest challenges—the rebalancing of our investment in health care services with our 
investment in the basic determinants of health—in order to create the kind of future we all 
need if we are to achieve the goal of “healthy people in a healthy economy.” 

Please join us. 
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