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“At Whittier, we are treating today’s most pressing needs with proactive and innovative care.”  
       – FEDERICA WILLIAMS, PRESIDENT & CEO



M E S SAGE  F ROM  OU R  PR E SIDEN T  &  CEO 
&  BOA R D  CH A IR
Jacqueline Woodley is the kind of patient we seek to retain, 

sustain, and maintain at Whittier Street Health Center. 

Coming to us since she was a little girl, Jacqueline utilizes 

our primary care, oral health, eye care, pharmacy, urgent 

care, preventative screenings, onsite public housing 

wellness activities, community garden, and our brand new 

Fitness Club. A longtime cancer survivor, she cares about 

her health.

And Jacqueline loves Whittier. Just ask her about our 

Laboratory Department. “The blood department is 

awesome,” she says. “They never hurt. I never come out 

black and blue. Whittier has top of the line people. They care 

about us. They’re not just having anyone in there. You can 

tell by giving blood.” 

Creating a compassionate, comprehensive, coordinated 

health care system that attends to the whole person is 

our means to becoming the leader in urban health care. 

By delivering holistic services wrapped around individual 

needs, we are promoting wellness and eliminating health 

and social disparities among Boston’s most vulnerable and 

diverse populations. 

We offer one-stop shopping in our 3-year-old state-of-

the-art building by integrating and coordinating primary 

care, behavioral health, oral health, eye care, specialty 

care, pharmacy, a wellness institute, and urgent care. 

By stratifying risk levels with our Boston Health Equity 

Program, we ensure appropriate connection to care, 

and we follow up on all of our programs with outcome 

measurement to track and improve our impact.

We address the social and environmental determinants 

of health in our community. Studies have shown that 50 

percent of what keeps us healthy is lifestyle; therefore, we 

focus on improving everything that can have a negative 

impact on our patients’ health.

We are in the community expanding our outreach and 

educating, empowering, and engaging our neighborhoods 

in healthful living. Our neighbors are isolated due to a 

variety of factors, so we work on establishing trust and then 

building on that trust to create a partnership. 

We’ve added innovative lifestyle-change and support 

opportunities to our roster of 40 programs, including 

bringing Dana-Farber Cancer Institute onsite at Whittier 

and, in June, opening our Wellness Institute, consisting of 

the patient’s Prescription for Health, the area’s only Fitness 

Club inside a health center, and our Community Garden that 

serves to feed and hands-on educate.

At Whittier, we are treating today’s most pressing needs 

with proactive and innovative care. 
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ME S SAGE F ROM OUR PR E SIDENT & CEO & BOA R D CH A IR (CONTINUED)

Frederica M. Williams
PRESIDENT & CEO
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Our efforts have not gone unnoticed. In 2014 and 2015, 

The Boston Globe and The Commonwealth Institute 

recognized us as one of the Top 100 Women-Led 

Businesses in Massachusetts. The Boston Business 

Journal included us in its “Transformations” award, for 

reshaping the real estate landscape, and its Women  

of Influence and Power 50, for getting things done.  

Our Connections for Cardiovascular Health ambassador 

program garnered a Tufts Health Plan Quality  

Innovation Award.

We are grateful for the recognition, but we are not resting 

on our laurels. The issues in our community are far too 

serious. There is a shocking 33-year life expectancy gap 

between our community in Roxbury and Boston’s Back Bay, 

and so we take action. 

We champion our holistic approach because we believe 

that by focusing on every aspect of a person’s daily life we 

will truly be able to address disparities in health care. In 

other words, we strive to be indispensable in the health of 

our community. 

Jacqueline Woodley believes we already are. “I don’t know 

what I would do without Whittier,” she says. “Sometimes I 

feel so bad that I have to run right over. If I can’t make it to 

the hospital, I go to urgent care. I am a longtime patient 

at Whittier Street, and I will stay there. They take care of 

me from the top floor to the ground floor. They give great 

advice, and I’ll tell you one thing, they’ll return your call  

right away.”

Vernon Nelson
BOARD CHAIR



Helen Credle has been a Whittier patient for most of her 74 years. “I love the way we all engage culturally there, regardless of age, ethnicity, 

level of education, or level of expertise,” she says. “There is a coming together of the staff at Whittier that I talk about all the time. I have to 

stop talking about it because I get so passionate about it that people think it’s phony. It’s very real.”

We work hard to cultivate commitment to Whittier like Helen’s. We began as a well-baby clinic in 1933 and grew over the years to meet 

community needs. Today, Whittier serves more than 28,000 people in Roxbury and surrounding communities as a federally Section 330 

funded and Joint Commission accredited community health center. 

In our third year in our permanent home, we have continued to expand and improve upon our services not only to provide one-stop health 

care but also to embrace the whole person in a service area of diverse populations, cultures, and languages.

Our 40 programs, with multicultural and multilingual staffing, provide primary care, behavioral health services, dental care, vision care,  

urgent care, and wellness and prevention services that include an onsite fitness club and community garden, regardless of ability to pay.  

Our mission-based services and outreach in the community work to override barriers common in inner cities to seeking and receiving care. 

Collaboration with assets in our community such as the Department of Public Health, Boston Public Health Commission, Boston Medical 

Center, Dana-Farber Cancer Institute, Brigham and Women’s Hospital, Children’s Hospital, halfway houses Brook House and McGrath 

House, Boston Housing Authority, Boston Public Schools, Suffolk House of Corrections, and several social service organizations ensures our 

ability to address housing, education, employment, and support. 

Our patients present with Boston’s highest rates of chronic diseases, including diabetes, hypertension, cancer, asthma, obesity, and 

depression, which we target with stratified care, self-management education, and tracked follow-up. Seventy percent of our patients are 

diagnosed with at least one chronic medical condition; 27 percent are diagnosed with two or more. 

Our neighborhoods are among the neediest and most vulnerable in Boston, with more than 30 percent of children living in poverty. Seventy-

six percent have a high school diploma or GED, and 69 percent are on government assistance. In our most recent annual Community Needs 

Assessment survey, 69 percent said they suffer from chronic illness and would benefit from mental health and substance counseling. 

Living with Boston’s highest rates of homicides, rapes, assaults, and robberies, our service area population also experiences the city’s 

highest rates of stress and unemployment. At Whittier, we foster a safe haven within our medical home.

As Helen Credle says, “I walk through the doors and it’s like the ugly of the world is left behind.”

Our Community
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Patient information and statistics 
• More than 28,000 patients served

• 42% African American, 40% Hispanic, 6% white, 6% unreported, 7% other

• 81% living in public housing

• 112,000 clinic visits and more than 20,000 outreach visits

• 35% uninsured

• 53% below the poverty level

• $1,764,000 in free care
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The Holistic Approach:  
Integrating and Coordinating Care
The availability of parking first enticed one of our HIV patients 

to Whittier, but it was our integrated care that has cemented 

his – and his family’s – relationship with us over the past 

several years. Believing that we must tend to the whole 

person when addressing health and wellness, we are weaving 

specialty services into the routine visit. 

In the last year, we have integrated HIV services into primary 

care appointments. With HIV patients living longer and while 

stigma can still be attached to the disease, we believe we 

serve our HIV patients better with one-stop comprehensive 

care in a routine setting.

Our HIV patients receive seamless adult medicine and HIV 

management services with primary care providers during 

appointments, when they review lab work, check the self-

management plan, and attend to routine care such as flu and 

pneumonia shots. 

Thanks to a departmental reorganization, our HIV patients 

also have access to an HIV high risk nurse, an infectious 

disease specialist, a medical aide, a medical case manager, a 

behavioral health clinician, and a dentist. A psychologist with 

extensive HIV and HIV research experience in Africa and the 

U.S. now leads our HIV Department. 

In addition, HIV testing is part of routine physical exams for 

all patients ages 15 and up and available in our urgent care 

clinic. If a test comes back positive, we immediately connect 

the patient to medical case management and other needed 

services. Additionally, we are training other staff in HIV 

treatment to broaden our base for HIV care.

Our efforts are already paying off. New patients are coming in 

as they hear about our program, and patients who received 

care but stopped coming are returning. Not only do patients 

receive quality, comprehensive care, they are also treated 

with compassion.

Tracy McCallum is our HIV senior outreach coordinator, 

leading our Hep C support group, testing for HIV, and 

counseling people who come to urgent care for sexually 

transmitted disease testing. She is also an HIV/AIDS patient.

“I can’t say enough about the kind of support, the kind of, for 

lack of a better word, love that I get as a patient, never mind 

as a co-worker,” she says. 
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Tracy has been living with HIV for 22 years come December 

17, and was diagnosed with AIDS about 10 years ago.  

She remembers the exact date that she learned she had HIV 

– through a curt phone call from a doctor’s secretary –  

but nothing else about the rest of that day. 

With no follow-up, no counseling, no medical advice, Tracy 

was lucky to be taken under the wing of the infectious disease 

director at the then-place of her employment. Another 

serendipitous moment occurred when a receptionist 

witnessed yet another bad experience for Tracy. 

“She said, ‘I wouldn’t stand for that. You should try Whittier,’ ” 

Tracy relates. “At Whittier, I was immediately connected with 

case management. I still have that same case manager today. 

I absolutely love her. I’ve had phenomenal nurse practitioners. 

I have a phenomenal doctor – and he’s my co-worker. How 

cool is that!”

A certified nursing assistant working with the chronically ill 

when she was first diagnosed, Tracy moved into HIV services 

when “something clicked inside me – that I could use this 

as a positive instead of a negative to help other people, so 

here I am. I don’t want anyone else to go through what I went 

through before I came to Whittier.”

Just as with HIV, Whittier is unrelenting in devising ways to 

provide compassionate, holistic health care to our patients in 

other areas requiring immediate attention.

To address the dramatic rise in heroin overdoses, we are 

expanding our substance abuse program. With training, 

more providers will be able to prescribe sub Oxone to wean 

addicts off heroin, recognize addiction, and provide opioid 

alternatives when prescribing pain medication. 

Additionally, our Narcotics Committee of doctors and 

nurse practitioners meets to review difficult cases, share 

information, and identify addicts seeking pain medication 

from multiple departments.

Since more than half of our patients indicate that they need 

behavioral health care, we have integrated behavioral health 

into primary care visits. The integrated care clinician works 

with physicians either during appointments or after the 

doctor’s visit. The program has been a huge success. From 

October to August, the clinician linked 196 people during a 

primary care appointment to further behavioral health care. 

We have also integrated services such as screening HIV, 

substance abuse, and mental health into our Urgent Care 

Clinic to link patients to care right away with referrals for 

follow-up as necessary. 

A behavioral health clinician and nurse practitioner are now 

on hand to address issues on the spot, triage new patients 

into the system and schedule them for orientation. Last year, 

1,000 new behavioral health patients were introduced to 

Whittier in this way. Just as important, our urgent care clinic 

has diverted approximately 12,000 visits annually from the 

emergency room. 

We utilize our partnership with Massachusetts College of 

Pharmacy and Health Sciences to integrate pharmacist-

provided medication support in our specialty clinics and 

support groups. 

The clinical pharmacist also assists primary care providers in 

managing patients who otherwise would be sent to hospital 

specialty clinics, and, with pharmacy students on rotation, 

assists in managing medications for our highest risk patients.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Out of all of our departments facing increasing demand, our 

dental department is the fastest growing at Whittier. Not 

only have we added general dentists, specialists, hygienists, 

and dental assistants to meet the challenge, but we are also 

integrating dentistry into our pediatrics, CenteringPregnancy, 

CenteringParenting, and WIC programs. Our pediatric dentist 

on staff works collaboratively with our pediatrics department 

to improve dental screenings for our youngest patients.

Sandra Vega can attest to the excellence of our dental 

department. She is one of those people who are afraid of the 

dentist. But not anymore. At age 36, she realized she couldn’t 

afford to lose more teeth due to her fear. And then she met 

one of our dentists. “He’s all the time concerned if I’m okay. 

He says, ‘Let me know if you feel pain or something is not 

right.’ That just makes me feel like, yes, I can do this. Also, 

everyone on staff is so nice,” Sandra says. 

In fact, Sandra is now such a believer that she has this to say: 

“When I hear people complain about the dentist, I say, ‘You 

know what, try Whittier. You’ll see. They are great.”

Willie Mae Craig, 95, is a believer in Whittier, too. She makes 

sure she has regular eye checkups for eye diseases such 

as glaucoma, the number one cause of blindness in our 

patient population. So far, so good, she reports. “I get good 

treatment,” she says, adding, “I have been wearing glasses for 

years, and now I get my glasses at Whittier.”

Knowing that vision services are integral to health and 

wellness, we have integrated eye care into our group medical 

visits, including the diabetes group. With annual eye exams, 

people with diabetes can ward off the risk of severe vision loss 

from diabetic eye disease.

Out of the 1,200 patients at Whittier who have been 

diagnosed with diabetes, more than 700 of these patients 

are considered obese. In order to reach these patients who 

are particularly at risk of heart attack and stroke, we are 

introducing our Diabetic Healthy Heart program this year.

Research has shown that people with diabetes can lower their 

risk for heart attack and other heart problems by managing 

their diabetes. In keeping with our holistic care philosophy, 

our Diabetic Healthy Heart program provides a combination 

of clinical support, nutrition education, case management, 

and free coaching and membership in our Fitness Club and 

community garden. 

Since 70 percent of our patients are diagnosed with at least 

one chronic medical condition, we offer targeted chronic 

disease management education to complement our medical 

care here as well. Helen Credle, the 74-year-old introduced 

earlier in this report, has led workshops in chronic disease 

management as a health ambassador. 

An example of an activity during a session is developing an 

action plan that includes dealing with difficult emotions, pain 

or fatigue, and eating better, Helen explains. “We discuss the 

action plan at every session. That’s the main staple,” she says. 

“You can’t self-manage if you don’t have a plan.”

Fifteen to 20 attended her workshops this summer, Helen 

says. “I haven’t seen a dropout yet. After the third session, 

they can’t wait to get there. When it’s completed, they’re 

sorry it’s over. These are people who are sick and tired of 

feeling sick and tired. They just need someone to show them 

the way.”

Helen is now in training for our geriatric clinic’s Matter 

of Balance fall prevention program, an 8-week series of 

workshops that include various exercises and healthy snacks. 

She was selected for her own attitude toward aging. 

“Instead of growing older, we’re older growing,” Helen 

says. “There’s a mindset in people 50-plus of looking at 

their lives as going downhill as their age goes up. It’s not 

up or down, it’s how your life expands, and how you can be 

serious about your wellness. You can change anything you 

want if you set your mind to it.”

Helen saw just how people could change their health 

with a shift in mindset while observing Matter of Balance 

workshops during her training. At the beginning of the 

series, people wouldn’t go fix their snacks without using 

their walkers, she says.

“At the end of the session, their walkers were parked in the 

back of the room and they were walking without them,” Helen 

reports. “I wouldn’t have believed it if I hadn’t seen it with my 

own eyes.”
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Health and Wellness: Addressing Social  
and Environmental Determinants of Health
In its first month, our Wellness Institute began to accomplish precisely what we had planned: dramatically increase the opportunity for 

lifestyle change by tailoring a holistic approach to individual needs. 

Serving 500 patients from its June 2015 inception to September, the program screened high percentages of our adolescent patients 

for mental health, physical health, and body mass index, and enrolled 60 percent of obese youth in a coordinated care plan. Adults 

were screened for depression and diabetes. 

A combination of the Care Coordination Program (CCP), the Fitness Club, and the Community Garden, the Wellness Institute is 

designed to manage and prevent the chronic illnesses so prevalent in our neighborhoods. Recognizing that our patients live where 

fear for safety limits physical activity, where a variety of social and environmental determinants exacerbates stress, and where lack of 

fresh fruit and vegetables dictates meal choices, we are counteracting these challenges by blending preventative health care regimen 

and education with quality, affordable access to fitness and nutritional opportunities. 

Through the collaboration of primary care provider and/or behavioral health provider, health coach, and nutritionist, the Wellness 

Institute provides the setting, the means, and the follow-up to forming lifelong healthy habits. 

Providers use our electronic medical records to generate a Prescription for Health referral that serves as the clinical basis for the 

wellness regimen designed by the health coach. The coach, who is a registered dietician and certified fitness trainer, is responsible for 

managing and motivating each patient to attain daily, weekly, monthly, and annual exercise, nutrition, and stress reduction goals. The 

progress is documented in our electronic medical records for monitoring by participating staff and tracking for outcomes. 

Aerobics, Zumba, yoga, meditation, and acupuncture – shown to address chronic pain, depression, anxiety, obesity, substance abuse, 

and smoking – are some of the innovative ways we involve and empower our patients to live healthy lives.
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Jacqueline Woodley, a Whittier patient since childhood, loves 

the program. “I enrolled in the new Fitness Center, which is 

amazing,” she says. “The facilities are awesome. I use the gym 

equipment. I’ve participated in yoga and Zumba. It helps to get 

me in shape, and it relaxes me.” 

As for the Community Garden, patient and HIV senior 

outreach coordinator Tracy McCallum says, “I look out the 

window and see the love that goes into it. Patients as well as 

staff protect that garden.”

To further address the social and environmental needs of 

our community, we are in the process of tailoring services to 

the LBGTQ (lesbian, bisexual, gay, transgender, and queer or 

questioning) community. 

In July, we began to collaborate with three LBGTQ agencies to 

prepare for a “Coming Out” day, when we will formally welcome 

this community to our building. 

Local LBGTQ residents who seek health care and support 

elsewhere tell us that they would like to be treated in the 

community, by people who look more like them. Another 

impetus: Research shows that new HIV infections are mainly in 

men who have sex with men. We believe that we can serve this 

segment of the population with our expanded HIV services 

and multicultural staff.  

Our LBGTQ Committee is in the process of ensuring a 

positive experience for LBGTQ patients. From participating in 

parades, to training staff on terminology, to providing unisex 

bathrooms, we are in the final stages of readiness preparations 

for sensitive and appropriate care. 

Services to the LGBTQ community include disease risk 

reduction and prevention, STD and HIV screening and 

treatment, transgender health services such as hormonal 

medical care, and medical and behavioral services for youth, 

along with sensitively provided chronic disease management, 

family planning, OB-GYN services, well adult care, well child 

care, urgent care, and support services.

Outreach to the LGBTQ community is a natural extension of 

our expansion of HIV and other infectious disease services. 

Our Community High Impact Prevention (CHIP) program 

seeks to reduce HIV in our community by 10 percent, 

decrease risky sexual or drug-using behaviors, optimize health 

outcomes, and reduce HIV-related health disparities.

The reorganization of our HIV department includes the 

addition of an infectious disease specialist who sees complex 

clients. Our Infectious Disease Clinics serve as a mechanism 

to see a specialist quickly for patients who might need 

medication changes or are having complications. 

Recognizing the prevalence of STDs in our community, 

our Urgent Care Clinic provides STD and rapid HIV testing, 

counseling, and linkage to follow-up care. Our patient 

population is also at high risk for Hepatitis C, and we  

are responding. 

Two new Hepatitis C support groups, one for those infected 

with Hep C and the other for family members, provide 

opportunities for peer sharing, information from expert 

speakers, and Q&A sessions. The open, drop-in sessions for 

those already infected take place every other week. Family 

members can drop in on open sessions once a month.

Violence is another prevalent social and environmental barrier 

to a healthy life in our community. In response, we offer 

multiple services to counteract domestic violence, recidivism, 

neighborhood violence, and trauma. 

Our Domestic Violence Coordinator provides consultation and 

advocacy for domestic violence victims, safety planning, court 

accompaniment, and survivor support group leadership. 

Our Post-Prison Release/Re-Entry program helps men and 

women gain control over their lives upon returning to the 

community by offering linkage to primary care, behavioral 

health services, mentorship and workforce development, and 

referrals to housing, employment, and support services.
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Jared Blount was incarcerated for 14 years. He came to 

Whittier after release from prison upon the recommendation 

of a fellow halfway house resident. 

In six months, Jared has taken full advantage of Whittier’s 

services: mental health medication management, Men’s 

Health services, laser surgery on both eyes for glaucoma, 

and regular dental and primary care visits. At the time of his 

interview, he was about to start physical therapy. 

Jared also participates in one of our new mental health 

therapy groups. “The group has helped me out with the 

adjustment. I can talk about what’s on my mind, various 

issues, daily happenings,” he says. 

“I recommend the group and everything else at Whittier to 

new residents coming into the halfway house,” Jared adds. 

“They always have their doors open for us. Even though the 

group ends at 4:30, they stay there until six o’clock, so if we 

need to see someone one on one, they’ll take care of us and 

speak to us one on one.”

Believing that Whittier can be a force in positively influencing 

the health of tomorrow’s community, we focus a number 

of programs on youth and families to counteract the 

environment in which they live today.

To reduce trauma in our neighborhoods due to violence 

and sexual abuse, we have instituted our Intensive Family 

Team, which responds to crisis with family therapy and other 

services, and Inoculation Against Violence groups for 5 to 7 

year olds with accompanying sessions for parents.  

Our DecisionArts groups reach pre-adolescent and 

adolescent girls who have been subjected to violence through 

self-esteem building, healthy relationship training, and healthy 

choices education.

Our Defending Childhood Initiative partners with and 

advocates for parents in preventing and intervening in trauma 

for their children. 

Our Building Vibrant Communities Youth Summer Camp 

provides a safe and supportive alternative to hanging out on 

the street, where children can be exposed to gang violence 

and other high-risk behaviors such as substance abuse. 

Youngsters age 6 to 12 who live in public housing or are 

homeless are eligible to participate in the camp. Priority is 

given to children who are overweight or obese, or who are 

identified as high risk for behavioral health issues by their 

provider.

Camp activities include team sports, arts therapy sessions, 

healthy eating workshops, museum tours, and creative 

projects. Past participants over the age of 12 are invited to 

become counselors and are coached by Whittier staff on 

leading workshops and activities. 

Healthy weight is part of our summer camp because one in 

five of Whittier’s pediatric patients are overweight. We work 

to help children achieve a healthy weight through a number of 

programs that include nutritional counseling.

Our Mommy & Me program teaches healthy meal preparation 

skills to low-income mothers and their children. Sessions 

include cooking demonstrations, a grocery store tour, and gift 

cards to the grocery store, so participants can practice what 

they have learned.

Our Healthy Weight Program combines intensive case 

management, nutritional counseling, and physical activities. 

The family-centered approach and encouragement in 

nutrition-related behavior changes, such as drinking less 

soda, have frequently resulted in weight loss within months.

Five-year-old Devanna Baker was not overweight, but 

underweight. The culprit? Too much juice, her mother Diane 

Battle says. Thanks to nutritional counseling, Devanna is up to 

a healthy weight.

“The nutritionist’s advice was to lay off the juice and supply 

lots of vegetables and milk instead,” Diane says. “When she 

had her physical this year, she was good. Whittier is the best. 

They are numero uno.”

 “The group has helped me out with the adjustment. I can talk about what’s on 
   my mind, various issues, daily happenings.”   – JARED BLOUNT



As beautiful as our permanent home is, we do not 
wait inside for people to come to us. We are out in the 
community in so many ways, linking our neighbors to a 
better life through holistic care. 

We go to health fairs and other places where people 
congregate to connect the uninsured and vulnerable to 
coverage and care. 

We hold our own events, including our Men’s Health 
Summit, youth activities, after school programs and Back 
to School BBQ, to engage the community. 

We set up shop in public housing developments with  
onsite services. 

We employ successful patients as health ambassadors to 
empower self-management in their peers. We partner with 
community assets, including schools, to further our reach.

In an area where isolation increases the likelihood of health 
disparities, we provide transportation with our van to and 
from appointments. 

Our new medication delivery service ensures that high risk 
patients, including geriatric patients with chronic disease 
and patients living with HIV, receive their medication on 
an ongoing basis. The service is managed by our onsite 
pharmacy and case managers. 

Social Health Coordinators located in five public housing 
developments are on hand 24/7 to connect residents 
to care through screenings, conversation, referrals, and 
primary care. Cooking classes and Zumba sessions are 
examples of engagement activities that take place right 
where patients live. 

The coordinators are housing development residents 
themselves, and so they are on the inside track
of understanding how to address the social and 
environmental factors that contribute to chronic diseases 
such as diabetes, hypertension, and depression.

Utilizing the power of peer relationships is also key in our 
health ambassador program, where we train patients to 
serve as role models for the behavior change necessary 
for a healthier lifestyle.
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In the Community: Expanding Outreach,  
Education, Empowerment, and Engagement
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Our Cardiovascular Community Health Ambassadors, 
for example, provide screenings, linkage to care,  
and education to improve cardiovascular health 
outcomes. The series they teach includes nutrition 
education, medication compliance, medication 
management, and related disease information as well  
as an exercise component.

Bernice Woodley, a Whittier patient who first came to 
us 56 years ago when her son was 2 years old, says she 
“learned a lot” when she attended an ambassador-led 
cardiovascular workshop series.

“I learned about trans-fat, how to have a well-balanced 
diet, how to exercise, how to deal with stress,” Bernice 
says. “My blood pressure was fine the other day: 123/82.”

Bernice is a believer in self-improvement. She has also 
attended our ambassador-led classes in fall prevention 
and diabetes. 

“When they ask me to come, I come,” she says.  
“My subject for myself is to learn more, to get more 
knowledge. They’re patient with you in the classes.  
They let you raise your hand, really get into it. I took 
notes and brought them home. Sometimes I look 
through my notes and fliers for reminders.” 

By screening 980 African American women for diabetes 
in the housing developments where they live, we 
were able to connect those at risk to medical care, 
including eye and foot care; behavioral health care; 
group medical visits; case management; pharmacist-
empowered medication adherence; counseling with our 
diabetes educator and dietician; classes led by health 
ambassadors; and exercise opportunities that now 
include our new Fitness Club.

Our Men’s Health rap groups draw in men with varying 
issues to, as participant Robert Edwards says, “talk out 
the problem instead of run away from the problem.” 

Post-prison release, drugs and alcohol, domestic 
violence, or just plain interest can be reasons that  
men come monthly for professionally guided peer 
support and information sharing. “I like to listen, go 
home and read up on a topic, and then bring back what  
I learned to the group,” Robert says. “I’m always given 
the time to speak.”

Men across all racial and ethnic groups are typically less 
likely than women to seek out a primary care provider, 
much less talk about their issues. Robert, a native of 
Jamaica, participates in both our English- and Spanish-
speaking group sessions. Over time, he has seen 
positive impact on his fellow attendees.

“I’ve seen men back with their families, back into rehab, 
coming back looking good, dressing good,” he says. 

Reaching out into the community to support our youth 
is another crucial component in our outreach. With our 
Youth Violence Prevention Program, we target at-risk 
youth in Department of Children & Families custody 
or juvenile detention, or who are referred by school 
guidance counselors. We connect participants to 
case management, behavioral health counseling, GED 
training, and other services to divert them from high-
risk behaviors and toward positive futures. Standout 
participants are trained as peer leaders to lead 
workshops on important topics such as overcoming 
neighborhood violence. 

Our team of arts therapists works in the schools and 
meets individually or in groups with developmentally 
disabled youngsters ranging in age from pre-
kindergarten to young adult in such schools as the 
Tobin School, Mission Grammar School, Carter  
School, CHARMS Collaborative, and South Shore 
Educational Collaborative.  

We also make presentations, including sessions on HIV, 
at Boston Adult Technical Academy, on a regular basis. 

We are in the community because we understand our 
community. We begin to build lifelong relationships 
with our feet on the sidewalks, in the schools, and at 
public housing. We sustain these relationships with 
engagement and empowerment. Through personal 
attention, targeted education, and accessible services, 
we are eliminating health and social disparities in the 
most challenging circumstances.

And people are responding. Humberto Davila heard 
about Whittier from his neighbors. “I was told that  
was the place to go, so I went and everything has  
been better.”
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Three years ago, we launched our Boston Health Equity 
Program (BHEP) to promote disease prevention, disease 
management, outreach, and wellness support. By 
stratifying all patients into one of three levels of care, we 
are ensuring that we holistically connect each individual 
to the services that they need. An added bonus is that by 
improving health outcomes, we are reducing health care 
and emergency room costs.

Since BHEP Level 3 patients have chronic illnesses under 
control, we help them maintain a healthy lifestyle.

Level 2 patients present with complex problems, so we 
help manage their care and medication, and provide them 
with self-management education.

Level 1 patients have advanced or poorly controlled 
chronic diseases, complex psychosocial issues, resistance 
to treatment, and/or frequent hospitalizations and 
emergency room visits. 

We target Level 1, high-risk patients with specialty care 
and intensive support. We assign each of these patients 
to a multidisciplinary team of health professionals to help 
them achieve wellness goals.

A nurse care manager leads the team’s coordination 
efforts, tracks health outcomes, follows up after 
emergency room visits or hospital discharge, works with 
the pharmacist to resolve any medication issues, and helps 
reduce noncompliance through patient education and 
empowerment.

Every month, we measure outcomes to compare against 
our BHEP five-year goals to see where we can improve and 
what we can do better. For instance, our goal for the total 
number of enrolled patients in 2017 is 40,000. In 2012, our 
baseline, we had 19,457 patients. As of September of this 
year, we serve 28,750 patients.

Our Impact: Measuring Outcomes  
and Customer Satisfaction
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We are ahead of schedule in some of our goal areas, such as documenting BMI in our youth (80 percent goal, 91 percent  
this September), controlling depression in adults (72 percent goal, 89 percent this September), and hypertension screening  
(70 percent goal, 75 percent this September).

To date, we have dramatically increased over our baseline the percentages in providing youth physicals, diabetic screening,  
and overweight and obese youth and adult care plans; in controlling HIV CD4 levels; and in following up on emergency room 
visits and hospitalizations. 

Meeting our goals has the constant challenge of a moving target. As our patient population increases, we see more chronically 
ill patients. In particular, obesity and obesity-related diseases in both adults and children are a constant struggle for us.

As a result, we are falling behind in some areas, including adults with a healthy BMI (25 percent baseline in 2012, 22 percent in 
September 2015), controlled hypertension (63 percent baseline, 57 percent in September 2015), and controlled diabetes  
(40 percent baseline, 35 percent in September 2015), and so we know where to focus renewed effort.

Surveying our customers is also continual and taken seriously. In a recent survey, patients rated us highly in physician quality, 
provider explanation, provider listening, and clerk’s courtesy and respect.

Patients’ conversations with us, however, tell our story best.

   
   “It’s beautiful. I feel so   
    much better.”
   

    –  HUMBERTO DAVILA

“For what they call a community health center, Whittier is 
far above and beyond that. I would recommend for anyone 
to come to Whittier Street Health Center and, as a matter 
of fact, I do promote and talk about Whittier Street.”

   – ROBERT EDWARDS

   “People ask, ‘Where’s    
    your clinic?’ and I say,      
   ‘Whittier Street. They   
    take very good care of   
    you.’ It’s exceptional care.”       

   – JACQUELINE WOODLEY

 

“You want to go where everybody knows your name. 
The security staff at the front desk, they know patients 
by their first names, the people in the pharmacy, 
you have a special bond with them, and I can go 
throughout the building.”

   – TRACY MCCALLUM 

“I love when they do things for kids every year. They 
open up three rooms for a haunted house, and have 
pizza and goodie bags at Halloween. For Christmas, 
Santa comes and there are presents, food, face painting, 
and other activities. For Thanksgiving, there are 
vouchers for the turkey and fixings.”

   – DIANE BATTLE

“I get all my care at Whittier. I never went
any other place. If I feel something’s wrong, 
I give myself a little time for my years and then 
I run on down to Whittier. Excellent (singing), 
excellent is their name.”
   – BERNICE WOODLEY 
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J
John Reardon has made health care finance his lifelong 
career – and his focus in retirement, too. Whittier’s CFO 
when he retired in June 2012, only to return as interim CFO 
from October to December of that year, John still keeps a 
watchful eye on finances on a volunteer basis.

“I have maintained a presence a couple days a week to offer 
my services in certain areas,” John says. “I do whatever 
current CFO Jim Lee wants me to do to help support him 
as well as grant accounting and accounts for the realty 
corporation, which is part of the financing aspect of the 
new building as the debt matures.”

When John joined Whittier in 2000, the health center had 
just moved into its former building. Initially, he dealt with 
the financial ramifications of that transition. Fast-forward 
to the planning for today’s permanent home, and John 
helped with the construction budget management.

What initially attracted John to Whittier is what keeps  
him involved today. 

“The first thing, obviously, is the mission to provide 
quality and accessible health care to the surrounding 
neighborhoods, as well as the commitment to sound 
financial leadership,” he says. 

“It is also a very enjoyable place to work, with a multicultural 
staff. There are a lot of good people buying into what the 
organization is all about.”

John also remains an active member of the Healthcare 
Financial Management Association. Today, he sits on 
the board and has responsibility for the oversight of the 
certification program for Massachusetts and Rhode Island. 

“I still have a financial interest in health care,” he says.  
“I like keeping my finger in the pie.”

RETURNING TO SUPPORT  
FINANCIAL HEALTH
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In her roles as Clinical Psychologist, Director of the 
Behavioral Health Department, and, since 2013,  
Vice President of Programs & Services, Jane Brodie has 
made quite an impact on Whittier over the past 11 years. 

When patient Evelyn Brooks heard Jane was retiring at the 
end of December, she wanted to cry. Evelyn started seeing 
Jane when her granddaughter Syratha Shepard was three 
and a half years old. Syratha is now 8, and after a hiatus, the 
two were back with Jane to iron out some issues.  

“Jane made me, and my granddaughter, very, very 
comfortable,” Evelyn says. “We both love her so much.” 
The feeling is mutual, according to Jane, a testament to 
the caring coupled with wisdom that she provides. 

Another example of the rapport Jane formed: Saying  
hello in the hallway one day, a former patient told her 
friend, “That’s my therapist.” When Jane later checked,  
the last time she saw the patient was five years earlier. 

Jane joined Whittier in 2004 to develop the then-tiny 
behavioral health clinic. She brought her past experience 
to grow the department from three to 21 on staff. 

“We needed to do a lot of expansion, and this was 
something that I could do in one of my final jobs in life: to 
try to make this the best clinic in Boston,” Jane says, “and 
that appealed to me.”

Substance abuse services, working with traumatized 
children, and dramatically expanding services are some of 
the accomplishments Jane notes over the years. In just 
the past year, in her VP role, access to behavioral health in 
urgent care and expanding services in HIV are highlights.   

What Jane particularly likes about community health is 
the ability to work with the whole person. “I can work in an 
integrated way on what’s troubling someone, and that’s 
a really powerful thing. I’d be handicapped if it weren’t a 
whole health center the way it is here.”

And what Jane particularly likes about Whittier is the 
diverse population that works and comes to the health 
center. “The thing I know about Whittier staff is that they 
will be welcoming no matter who comes through the door. 
The staff is very embracing, very mission based.”

At the time of this interview, Jane was “agonizing” over the 
family decision to leave Massachusetts to live equidistantly 
between son and daughter. “I’m working to have things 
organized as I leave,” she says, “but I’m leaving things in 
good hands. I know I’ll miss it, guaranteed.”

BUILDING ON THE POWER OF  
HOLISTIC HEALTH CARE



2015                              Event Highlights
FROM LEFT TO RIGHT

Whittier Street Health Center’s Community 
Garden

Whittier’s Annual Meeting & Black History Month 
Celebration - Vernon Nelson, Senator Sonia 
Chang-Diaz (honoree), Frederica Williams,  
Alberto Vasallo III

FROM LEFT TO RIGHT 

Children finding their way around Whittier’s 
Community Garden!

Whittier’s Annual Gospel Concert – Colette 
Phillips, Dr. Bobby Jones (host), Frederica Williams, 
Governor Deval Patrick (honoree)

FROM LEFT TO RIGHT

Ribbon cutting ceremony for Whittier’s  
brand new fitness club – Mayor Marty Walsh,  
Frederica Williams, City Councilor Tito Jackson, 
Colette Phillips

2015 Men’s Health Summit held at Whittier Street 
Health Center – Craig Estes, Esq. (honoree),  
Dr. Stephen Wright, Dr. Jean Charles MD (honoree), 
Frederica Williams, Andre Porter (honoree),  
Dr. Gene Kelly

FROM LEFT TO RIGHT 

Whittier staff and volunteers put on a  
successful Back to School BBQ for patients  
and community members

Whittier receives the 2015 Tufts Health Plan 
Quality Innovation Award. Claire Levesque,  
Mariella Spencer, Yinette Fuertes,  
Adeola Ogungbadero and Jonathan Harding  
join this photo in celebration of the honor. 



2015                              Event Highlights
FROM LEFT TO RIGHT

Women for Whittier December Tea –  
Juliette Mayers, Sonja Kelly, Frederica Williams,  
Deborah Daccord (honoree), Colette Phillips

The Mayor takes a ride on a fitness bike at the 
Grand Opening of Whittier’s Fitness Club – 
Frederica Williams, Mayor Marty Walsh

FROM LEFT TO RIGHT 

Debra Miller accepts her award at Whittier’s  
Annual Gospel Concert – Debra Miller (honoree), 
Frederica Williams, Dr. Bobby Jones

Kids dance and play at Whittier’s  
Back to School BBQ and celebration

FROM LEFT TO RIGHT

Every child went home with a free backpack at 
Whittier’s Back to School BBQ!

2015 All-Star Reunion Roast – Back Row: 
Joseph Nolan, Linda Fulks (patient),  
Cindy Walker (patient), LaToyia Edwards (MC),  
Phil Quartier (patient), Reginald Njoku (patient), 
Devin Williams, Frederica Williams, Michael 
Gorswold, Pastor Ray Hammond, Jimmy Tingle . 
First Row: Paul S. Grogan, Ted Kelly,  
Bob Mahoney, Andrew Dreyfus, 
Dr. Edward Benz Jr., William Van Faasen.

FROM LEFT TO RIGHT 

CEO Frederica Williams presents award to 
Ludmila Svoboda at the 2015 Men’s  
Health Summit 

Jimmy Tingle, Joseph Nolan, Frederica Williams, 
Thomas P. O’Neil III celebrate the 2015  
Annual Roast!
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250,000+
Health Resources and Services Administration

Office of Community Services

100,000 – 150,000+
Executive Office of Health and  

Human Services

50,000 – 99,999
Amelia Peabody Charitable Fund

Eversource Energy

Tufts Health Plan

Tufts Health Plan Foundation 

25,000 – 49,999
Blue Cross Blue Shield of Massachusetts

Blue Cross Blue Shield of Massachusetts 
Foundation

Boston Children’s Hospital

Boston Medical Center HealthNet Plan

Covidien

Dana Farber Cancer Institute

Liberty Mutual Group

Thomas J. May and Donna May

Yawkey Foundations 

10,000 – 24,999
Bank of America

Colette Phillips Communications, Inc.

CVS Caremark Corporation

Deborah A. Daccord

Delta Dental Plan of Massachusetts

Eastern Bank Charitable Foundation

Frederica M. Williams

John Hancock Financial Services

Josh & Anita Bekenstein Charitable Fund

Kelly Family Foundation

Matthew F. Shadrick

MFS Investment Management

Mintz Levin Cohn Ferris Glovsky and Popeo, PC

Robert L. Beal

Robert Popeo

Shields Health Care Group LP

Suffolk Construction Company

The Connors Family Office

5,000 – 9,999
American Association of University Women

Beacon Health Strategies, LLC

Belmont Savings Bank

Boston Private Bank and Trust Co.

Centene Management

Connell Limited Partnership

Edward O. Owens

EMC Corporation

Intercontinental Real Estate Corporation

James J. Judge and Mary Judge

John T. Hailer

Joseph R. Nolan

JSI Research Institute

Morgan Stanley Global

NASCO

Neighborhood Health Plan

Optum Health Financial Services

Santander Bank

Senior Whole Health

Stop & Shop New England

The TJX Foundation, Inc.

Wells Fargo Bank

Whittier Street Health Center Pharmacy

2,500 – 4,999
Alexander, Aronson, Finning and Company

Bay State Physical Therapy

Boston Center for Youth and Families

Boston Red Sox Foundation

Celticare Health

Deloitte

Donoghue Barrett & Singal PC

Harbor Health

Massachusetts League of Community Health 
Centers

Okoye Lauretta

O’Neill and Associates, LLC

Owens Movers

Robert Sachs

Steward Health Care System

The Boston Foundation

University of Massachusetts-Boston

West Insurance Agency 
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1,000 – 2,499
Baystate Financial Services

Brown Paper Tickets, LLC

Daniel J. Brennan

DHK Architects, Inc.

EasCare, LLC

Edward J Russavage

Greg Shell

James Lee

Kimberly Karbott

Marc Spooner

Proctor & Company

Stephen Tordone

Thomas Daccord

William C. Van Faasen 

500 – 999
Anne Levine

Charm Medical Supply

Healthwise

Jennifer B. Petrillo

John D. Reardon

Osiris Family Institute, LLC

Paul La Camera

Rodman Ford Sales, Inc.

Ronald Jewell

Sonja Kelly

WB Mason Company

WCVB-TV Channel 5 

250 – 499
Central Boston Elder Services, Inc.

Citizens Bank Charitable Foundation

Colleen Doherty

Community Development Corporation of Boston

Craig Estes

Detwiler Fenton Investment Management

Dream Collaborative

John Kwiatek

M. Keith Peifer

Mark Touhey

Massachusetts Prostate Cancer Coalition

Melissa MacDonnell

Northeastern University

Sean Richmond

Sunyoung Lee

Thomas Oksanen

Vernon E. Nelson

Virginia A. Nelson

YMCA of Greater Boston

100 – 249
Alison V. Douglass

Anthony Leonardo

Caribbean Foundation of Boston

Christine List

Christine Pajarillo

Christopher Davis

Crystal Palmer

Everald Henry

Francine Dube-Vehr

Habib Sioufi

Hank Waltmire

Heather Tarrant

Irwin Levin

James Farrow

Jane Brodie

Jeremiah Kilmartin

John Nichols

Katie Stewart

Kim Wendell

Lauren Louison

Lisa Pereira

Lori Andrews

Mark Von Vogt

Mary Concannon

Michael DiMaggio

Michelle Marcotte

Phil Quartier

Richard Mahoney

Robin E. Parker

Robyn Racheotes

Ryan O’Donnell

Scott Harrington

Scott MacKilligan

Shane Rawson

Sorie Kaba

Stephen J. Jansen

Thank you to all of our 
other supporters!
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Fiscal  Year 2015
Financia ls

Balance Sheet   
Assets 
  Current $ 11,728,033        
                    Restricted Cash $ 1,734,731  
  Notes Receivable $ 18,379,500 
  Financing Fees $ 600,892  
  Fixed Assets $ 32,618,139

T O T A L  A S S E T S  $ 65,061,295

Liabilit ies
  Current $ 1,726,435
  Long Term $ 33,200,000
T O T A L  L I A B I L I T I E S  $ 34,926,435

Net Assets  $ 30,134,860
 
T O T A L  L I A B I L I T I E S  &  N E T  A S S E T S  

   $  65,061,295

Statement of Operating Support 
And Revenues & Expenses

Revenue
  Patient Service Revenue $ 10,426,937  
  Grants & Contracts $ 7,759,754
  Fundraising and Contributions $ 1,120,882
  Other $ 4,922,122

T O T A L  R E V E N U E  $ 24,229,695

Expenses  

  Clinical Programs $    19,838,035  
  Adimin & Finance $ 2,571,253
  Facilities $ 1,288,101
T O T A L  E X P E N S E S  $ 24,697,389

N E T  O P E R A T I N G  I N C O M E / ( L O S S )  
   $ 532,306

In FY2015, Whittier provided $1,764,000  

in free health care. 

Sources of Revenue: 

• 43% from patient services revenue and  

57% grants, contracts, fundraising and other.

• 36% of our patients are uninsured.

• 100% of our social services and public  

health programs are free of charge.

Pat ient  Prof i le

None/Uninsured (36%)

Medicaid (33%)

Medicare (7%) 

Public Insurance (5%)

Private Insurance (19%)
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 Unknown (48%)

100% & below (30%)

101-150% (11%)

151-200% (6%)

Over 200% (5%)

112,000 clinic visits and more than 
20,000 outreach visits

5%, patients reported living at or below 
200% of the Federal Poverty Level

57%, Female

47%, Patients best served in a 
language other than English

89%, Patients who are part of an  
ethnic or racial minority

Patient by Income Level as 
Percent of Federal Poverty Limit

Medical Insurance Source

Black/African (41%)

Hispanic/ Latino (40%)

White (6%)

Unreported/Other (13%) 



Pat ient  Prof i le

Senior Management
Frederica M. Williams 
President and Chief Executive Officer

Jane Brodie, Ph.D. 
Vice President of Programs and Services

Jim Lee 
Vice President of Finance and Chief Financial Officer

Michael Ndungu 
Chief Information Officer 

 
Adeola Ogungbadero 
Vice President of Clinical Support Services

Dr. Satbir Singh 
Director of Oral Health Services

Christine Pajarillo 
Director of Behavioral Health Services

Ms. Frederica M. Williams 
President and Chief Executive Officer,  
Whittier Street Health Center

Mr. Matthew Shadrick 
Executive Vice President, Eastern Benefits

Mr. Richard Lynch 
Former President and CEO, CeltiCare Insurance

Mr. John Jenkins, President 
President, West Insurance Agency

Ms. Colette Phillips 
President and CEO, Colette Phillips Communications

Mr. Marc Spooner 
Senior Vice President of Health Care Services,  
Tufts Health Plan

Ms. Sonja Kelly-Farmer 
Managing Director, Kelly Family Foundation

Dr. Gene Lindsey 
CEO Emeritus, Atrius Health

Ms. Frederica M. Williams, President and CEO

Mr. Vernon Nelson, Chair

Craig Estes, Esq, Treasurer

Alicia Wedderburn, WSHC Volunteer

Pastor Gerald Bell, Vice Chair

Ms. Vianka Perez Belyea, Secretary

True See Allah

Ms. Omolara Bankole

Ms. Cindy Walker

Ms. Donna Dellota

Whittier Health & Wellness Foundation Board

Community Board of Directors

Content: President’s & Development Office

Design: Chiarella Design

Photography: Chris Aduama

Printer: Innovative Resource Group

Writer: Helen Graves
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We apologize for any and all inaccuracies or errors 
of omission. Please contact Alexandria Lattimore 
so we can improve our lists in the future. Please 
note that multiyear pledges are recognized only in 
the year pledged. Thank you!



1290 Tremont Street   n    Roxbury, Massachusetts 02120
T 617.427.1000    n    F 617.989.3247

wshc.org


