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I.	INTRODUCTION

This report provides a snapshot of the health, wellbeing, and major issues facing the population in 
the Manchester region at various levels of geography depending on the data source – Manchester 
neighborhoods, City of Manchester, and Greater Manchester. Greater Manchester includes both 
the Greater Manchester Public Health Region (Auburn, Bedford, Candia, Deerfield, Goffstown, 
Manchester, and New Boston), as well as the Hospital Service Area (Public Health Region Towns 
plus Londonderry).  Sources are noted accordingly throughout the report; including when the data 
is for the Hospital Service Area (HSA) specifically. 

The development of this report was a joint community effort spearheaded and guided by the City 
of Manchester Health Department in partnership with Catholic Medical Center and Elliot Health 
System. Among other things, this report is intended to satisfy the requirements for all Manchester 
area health care charitable trusts in connection with the periodic development of a community 
health needs assessment as required by the Affordable Care Act, as well as State law. Funding 
for this project was provided by all three partner organizations, including grant funding from The 
Kresge Foundation. Technical assistance and support to this effort, including the development 
and summary of all qualitative data and report design, were provided through a contract with 
the Community Health Institute of Bow, New Hampshire. Additionally, technical assistance was 
provided in the drafting of report narrative through a contract with Pear Associates of Wellesley, 
Massachusetts, and maps on social, economic, and opportunity factors were created through a 
contract with I Squared Community Development Consulting of Dorset, Vermont. 

REPORT AIM
This report is part of a collaborative community health improvement process and has been 
developed to meet two primary aims: (1) provide a common data resource for the City’s non-profit, 
health care organizations for the development of a Community Benefits Report; and (2) provide 
an updated comprehensive needs assessment to guide community level action, as well as the 
creation of implementation plans by the health care entities in compliance with applicable rules. 
More specifically, this report will be utilized to support the creation of an updated version of the 
Manchester Neighborhood Health Improvement Strategy that was published in 2014. 

REGIONAL GEOGRAPHY 
As mentioned above, when possible, data sources were highlighted at many geographic levels to 
allow for enhanced comparison and targeted action. The Greater Manchester area includes the 
following communities in Table 1.  
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Table 1: Greater Manchester Region by Population Totals, 2013-2017
City/Town Population Estimate
Auburn 5,293

Bedford 22,019

Candia 3,932

Deerfield 4,422

Goffstown 17,899

Manchester 110,601

New Boston 5,503

Londonderry  
(included in Hospital Service Area data only)

25,114

PRIMARY DATA SOURCES & LIMITATIONS
This report utilizes various data elements as tracked and monitored by the Health Department 
on an on-going basis, as well as other national data points.  In addition, focus groups were held 
throughout the spring of 2019 to solicit information from residents. Key leader interviews were 
conducted with various community leaders, including those involved in public-sector work, as well 
as key leaders who spearhead non-profit health care work in the community, including from CMC 
and Elliot. Depending on the level of geography and type of data required, the following provides 
a listing of the most common data sources utilized within this report. For a more in-depth view 
of each of these data sources, including limitations, please visit the links provided below. *Please 
see the “Voices of Community & Resident Leaders” section of this report to view methodology for 
qualitative data collection, as well as the Appendix section of this report for the interview scripts 
utilized during these sessions. 

Quantitative Data Sources

•	 U.S. Census/American Community Survey 
(https://www.census.gov/programs-surveys/
acs/methodology.html) 

•	 Behavioral Risk Factor Surveillance System 
(BRFSS - https://www.cdc.gov/brfss/index.
html)

•	 Youth Risk Behavior Surveillance 
System (YRBSS - https://www.cdc.gov/
healthyyouth/data/yrbs/index.htm) 

•	 City Health Dashboard Estimates by RWJF 
and NYU Lagone Health (https://www.
cityhealthdashboard.com/about) 

•	 CDC 500 Cities Data (https://www.cdc.
gov/500cities/index.htm)

•	 NH State sources, such as hospital discharge, 
birth, and mortality data (https://wisdom.
dhhs.nh.gov/wisdom/#main) 

•	 Manchester local sources, such as 
Manchester School District data

Qualitative Data Sources*

•	 Key Leader Interviews

•	 Focus Groups 
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HOW TO READ THIS REPORT 
The primary sections of this report are organized into several chapters that summarize quantitative 
and qualitative data by the Strategic Framework (as proposed in Chapter 2 of this report). 
This report does not explicitly prescribe action that should be taken in response to the data. It 
presents the data that can be used to help make decisions and shape plans for community health 
improvement strategies.

Chapter I:  
Introduction 

Provides the reader of the 
report with the overall aim, 
regional geography covered 
with population estimates, 
common data sources, and 
a short description of each 
chapter. 

Chapter 2:  
Strategic Framework for Health 
Improvement

Provides a description of the 
research sources and literature 
that was utilized to guide 
the structure of the needs 
assessment. The report is 
organized into 5 goal areas – 
Social and Economic Factors; 
Health Behaviors; Clinical Care; 
Physical Environment; and 
Health Outcomes.  

Chapter 3:  
Social & Economic Factors 

Social and economic 
factors includes data 
that highlights income, 
education, employment, 
community safety, and 
social supports within 
Greater Manchester. 

Chapter 4:  
Health Behaviors 

Health behaviors includes 
data that highlights drug 
and alcohol use, diet and 
exercise, tobacco use, and 
sexual activity within Greater 
Manchester.

Chapter 5:  
Clinical Care

Clinical care includes data that 
highlights both the access 
to, and quality of, health 
care services in the Greater 
Manchester region. 

Chapter 6:  
Physical Environment

Physical environment 
includes data that 
highlights housing, 
transportation, and health-
promoting assets within 
Greater Manchester. 

Chapter 7:  
Health Outcomes 

Health outcomes includes 
data that highlights the 
length and quality of life, 
persistent poverty and 
opportunity, and health 
issues for the aging 
population within Greater 
Manchester. 

Chapter 8:  
Voices of Community and 
Neighborhood Leaders 

Provides an overview of the 
methodology utilized to capture 
qualitative data via key leader 
interviews and focus groups, as 
well as a summary of findings.  

Chapter 9:  
Next Steps

Identifies next steps for 
action planning as it 
pertains to the priority 
data findings with this 
report. 
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II.	Strategic Framework for Health Improvement 

The Institute of Medicine defines health as “a state of well-being and the capability to function in 
the face of changing circumstances.” Based on this definition, health is more than the presence 
or absence of disease. It is rooted in interactions among individual characteristics and the 
surrounding environment, such as a person’s place of residence or their social support network. As 
a community, the City of Manchester and its partners have worked diligently to embrace this broad 
definition of health as a pillar of population health. 

Subsequently, the framework for this report is a compilation of the latest research findings to 
ensure that efforts to address community needs are targeted at the root causes of poor health 
for maximum impact and long-term prevention. Specifically, the City of Manchester and its 
partners used County Health Rankings and Roadmaps, Healthy People 2020, Adverse Childhood 
Experiences, and the Opportunity Atlas to guide the approach to identifying health needs and 
determining priority areas of interest. 

County Health Rankings and Roadmaps: To assess community health status, Manchester has 
utilized the County Health Rankings model, which is collaboration between the Robert Wood 
Johnson Foundation and the University of Wisconsin Population Health Institute. The Rankings 
provide a framework of population health that emphasizes the many factors that, if improved, can 
help make communities healthier places to live, learn, work, and play. 

Manchester has aligned its health improvement strategy with the health factors identified in the 
Rankings model. Such health factors influence how well and how long we live and represent those 
things we can modify to improve the length and quality of life for Manchester residents.

The following factors are predictors of how healthy Manchester can be in the future.

•	 Health Behaviors: Actions individuals take that affect their health, such as eating well and 
being physically active; health behaviors also include actions that increase one’s risk of 
diseases, such as smoking or substance use. It is estimated that 30% of an individual’s health 
status is determined by their health behaviors. 

•	 Clinical Care: The extent to which residents have access to affordable, quality, and timely 
health care, can help prevent diseases and detect issues sooner, enabling individuals to live 
longer, healthier lives. It is estimated that 20% of an individual’s health status is determined by 
access to, and quality of, clinical care. 
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•	 Social and Economic Factors: Income, education, employment, community safety, and social 
supports can significantly affect how well and how long we live. These factors affect our 
ability to make healthy choices, afford medical care and housing, manage stress, and more. It 
is estimated that 40% of an individual’s health status is determined by social and economic 
factors. 

•	 Physical environment: Characteristics of the environments in which individuals live, learn, work, 
and play can have an impact on their overall health. A poor physical environment can affect 
our ability, and that of our families and neighbors, to live long and healthy lives. It is estimated 
that 10% of an individual’s health status is determined by their physical environment, such as 
substandard housing and poor neighborhood walkability. 
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While exploring these factors that influence health, Manchester has also looked at health 
outcomes, which represent how healthy we are right now. Such outcomes reflect the physical and 
mental well-being of residents by measuring the length of life and quality of life.

Healthy People 2020: Aligning with the County Health Rankings Model, Manchester explored 
health improvement opportunities through the social determinants of health (SDOH) lens. This 
includes exploring the conditions in the environments in which people live, learn, work, play, 
worship, and age that affect a wide range of health, functioning, and quality-of-life outcomes and 
risks. Healthy People 2020 highlights the importance of addressing the SDOH by encouraging 
communities to create social and physical environments that promote good health for all.

Adverse Childhood Experiences: Adverse childhood experiences (ACEs) are traumatic events 
occurring before age 18 that increase the risk for poor health and behavioral outcomes later 
in life. As the number of ACEs increases, so does the risk for adverse outcomes.1 ACEs include 
all five types of abuse and neglect, as well as household challenges such as mental illness, 
substance misuse, divorce, incarceration, and domestic violence. These ACEs can also play out 
within a neighborhood and can manifest further with adverse community environments, such as 
neighborhood poverty and poor housing quality and affordability.  Research about the lifelong 
impact of ACEs underscores the urgency of prevention activities to protect children from these 
and other early traumas. When children experience trauma, understanding the impact of ACEs can 
better support the use of trauma-informed interventions that help to mitigate adverse outcomes.
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Opportunity Atlas: It is critical for Manchester to be informed not only by what is currently 
happening, but what could happen in the near future based on data projections and estimates 
over time. Emerging research and available data are beginning to provide a longitudinal look 
at the health and opportunity of children growing up in Manchester. For example, the Census 
Bureau has partnered with several academic institutions to develop the Opportunity Atlas, which 
allows communities to estimate the social and economic viability of children being raised in 
specific neighborhoods. The concept of building  neighborhoods of opportunity is paramount in 
Manchester’s ability to truly embrace an SDOH lens to guide local public health activities within 
the City.  
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Based on this research, this report has adopted a framework to critically assess the health status 
of Manchester children and families under five goal areas that are necessary to produce health at a 
population level: 

1 All residents are economically self-sufficient and are socially connected to their community;

2 All residents are engaged in healthy behaviors;

3 All residents have access to quality health care and preventive health services;

4 Neighborhoods are designed to support healthy living for all residents; and

5 Systems are designed to foster neighborhoods of opportunity for generations to come.
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Manchester Health Improvement Goal #1:
All Residents are Economically Self-Sufficient and  
are Socially Connected to their Community.
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III.	 SOCIAL AND ECONOMIC FACTORS

Of all the factors impacting the health of Manchester residents, it is the social and economic 
factors that are shown to have the most significant impact on health outcomes. In fact, according 
to research conducted by the County Health Rankings and Roadmaps Project2, 40% of an 
individual’s health status is determined by their social and economic health. To examine the 
extent to which Manchester residents are economically self-sufficient and socially connected, this 
assessment looks at the community’s education, employment, and income indicators, as well as 
the presence of supportive social networks and community safety.

FACTOR 1: EDUCATION
County Health Rankings and Roadmaps asserts educational status is a significant predictor of 
health outcomes. Evidence suggests that better-educated individuals live longer and healthier 
lives than those with less education; furthermore, their children are more likely to thrive.3 
Numerous factors account for these advantages to educational attainment, including improved 
access to health information and increased socioeconomic status that results from higher paying 
employment. The social and psychological impact of education also bolsters personal control and 
social standing. Educational attainment can have multi-generational implications given that better-
educated and healthy parents are able to provide their children with access to quality schooling 
and expanded supports.

New Hampshire’s largest and oldest public school system is located within the Health Service Area 
(HSA); specifically in the City of Manchester. The Manchester School District (MSD) is comprised of 
a developmental preschool program, 14 elementary schools, four middle schools, four high schools 
(including a Career and Technical Education Center known as Manchester School of Technology).  
Across the district, MSD serves nearly 14,000 students and their families. Other surrounding towns 
in the HSA, including Auburn, Bedford, Candia, Deerfield, Goffstown, Hooksett, New Boston, 
and Londonderry, have their own individual school district structures for a total of six School 
Administrative Units (SAUs) within the region. 

The Greater Manchester area is also home to several institutions of higher education that provide 
undergraduate and graduate studies through certificate and degree programs. These include 
Manchester Community College, the University of New Hampshire at Manchester, Southern New 
Hampshire University, Saint Anselm College, New Hampshire Institute of Art, Salter School of 
Nursing and Allied Health, Massachusetts College of Pharmacy and Health Sciences, and Franklin 
Pierce University at Manchester, and Granite State College at Manchester. 
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Early Childhood Education (Preschool and Kindergarten)

Children experience significant benefits from participating in early childhood education initiatives 
by helping to minimize the gaps that often exist in school readiness, especially among children 
from low income communities. Through preschool programs, children learn to develop social, 
emotional, cognitive, and gross/motor skills in an environment that encourages learning. 
Kindergarten serves as the bridge from preschool, providing a critical adjustment to elementary 
school. 

Where does Manchester stand?

According to 2017-18 data from the Manchester School District (MSD), Manchester’s Kindergarten 
enrollment rates are slightly less than Grade 1 and 2, indicating that some families may not be 
taking advantage of the optional Kindergarten program (Table 2). However, looking across all 
grade levels (Image 1), Kindergarten enrollment figures are consistent. 

Preschool enrollment rates are significantly less than Kindergarten rates (Table 2), indicating that 
only a fraction of families are taking advantage of early learning opportunities offered through the 
MSD.

Table 2: Preschool & Kindergarten Enrollment, 2017-18
October 1st Enrollment

Grade(s) District State
PreSchool 359 3,894

Kindergarten 1036 11,422

Readiness 0 65

Grade 1 1,049 12,378

Grade 2 1,089 12,885

4
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How does the Greater Manchester Region compare?

Based on the 2013-2017 American Community Survey, Manchester’s total preschool enrollment in 
public and private schools among children age 3 and 4 years old was 47.7%.6   Looking across the 
region at preschool enrollment rates (Table 3), Manchester’s rate falls below the average rate in the 
region of 60.4%. Less than half of Manchester’s early learners are taking advantage of this critical 
opportunity for social development and skill building at the preschool level.  Hooksett has the 
highest rate of preschool enrollment in the region at nearly 82% 

Table 3: Preschool Enrollment for the Region 
Geography Preschool Enrollment
Manchester 47.7%

Auburn 63.6%

Bedford 47.6%

Candia 73.1%

Deerfield 62.4%

Goffstown 71.2%

Hooksett 81.6%

New Boston 41.5%

Londonderry 54.9%

Total Region 60.4%
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Manchester 2016-17 Enrollment by Grade 

Image 1: Manchester 2016-17 Enrollment By Grade 5
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Manchester’s preschool enrollment is slightly lower than the State rate of 51.7%; however, it is 
slightly higher than the City of Nashua’s rate, which is 45.8%7 (Table 4).

Table 4: Preschool Enrollment Comparison
Geography Preschool Enrollment
Manchester 47.6%

Nashua, NH 45.8%

New Hampshire 51.7%

Among families enrolling their children in preschool, the majority are choosing private schools 
indicated by the low preschool enrollment in the public school system, which was only 3,894 
students in FY2017.8 The five largest school districts in NH only account for 26.32% of the total 
enrollment of preschool students. Among these districts, Manchester enrolls the largest number of 
preschool students (Table 5).

Table 5: Preschool Enrollment as a Percentage of NH Total
Geography Total Preschool  

Enrollment
NH Total Preschool  
Enrollment

% of Total Preschool  
Enrollment

Manchester 359 3894 9.22%

Concord 92 2.36%

Nashua 307 7.88%

Derry 86 2.21%

Bedford 66 1.69%

Londonderry 115 2.95%

Academic Proficiency

Reading proficiency by the end of third grade is a critical marker in a child’s educational 
development because it marks when children switch from learning to read, to reading to learn.9 
Children who reach fourth grade without being able to read proficiently are more likely to struggle 
academically, repeat a grade, or eventually drop out of school. Not surprisingly, adults with poor 
reading skills are less likely to be literate about health and may find it challenging to understand 
their conditions and make informed decisions about their health. Math is also a strong predictor 
of positive outcomes for young adults, given that students need basic math in order to do high 
school and university courses.10 Undoubtedly, early reading and math proficiency can have a long 
term impact on health outcomes.
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Where does Manchester stand?

Children in Manchester are underperforming on their content-area assessments. Based on MSD 
2016-17 data, only 28% of third grade students scored proficient or above on reading compared to 
the State rate of 54%; and only 23% of seventh grade students scored proficient or above on math 
compared to the State rate of 50% (Table 7). When compared to the 500 largest cities across 
the country, Manchester falls within the bottom quartile of the lowest performing school districts 
nationally for third grade reading proficiency.

Table 7: State of NH, All Public Schools, 2015-16 & 2016-2017

Table 6: Manchester School District, 2015-16 & 2016-2017
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There are particular schools within Manchester that are challenged by disparate rates of adverse 
academic indicators. A sample of selected schools is below (Tables 8 & 9).

Table 8: 3rd Grade Reading Proficiency - Selected Schools
SY2016-17 Beech 

Street 
Gossler 
Park

Henry 
Wilson

Bakersville City of  
Manchester

New 
Hampshire

3rd Grade 
Reading 
Proficiency

10% 27% 14% 13% 31% 56%

Table 9: 7th Grade Math Proficiency – Selected Schools
SY2016-17 Southside 

Middle  
McLaughlin 
Middle

Hillside 
Middle

Parkside 
Middle

City of 
Manchester

New 
Hampshire

7th Grade 
Math 
Proficiency

17% 20% 33% 23% 23% 50%

How does the Greater Manchester Region compare?

In comparing academic proficiency across the region based on the NH Department of Education 
data from SY2017 (Table 10), Manchester’s rates are significantly below all communities in both 
3rd Grade Reading and 7th Grade Math. Manchester’s rates are also lower than Nashua and lower 
than the New Hampshire rate. Based on modeled estimates, Manchester’s third grade reading 
proficiency of 31% was lower than Nashua, NH’s rate of 46.9%, as well as the national average 
among the 500 large cities in the United States, which was 46.2%. 

Table 10: Academic Proficiency in the Region, SY2016-2017 
Geography 3rd Grade Reading Proficiency 7th Grade Math Proficiency
Manchester 28% 23%
Auburn 73% 64%
Bedford 72% 79%
Candia 76% 47%
Deerfield 35% 50%
Goffstown 66% 66%
Hooksett 61% 56%
New Boston 59% N/A
Londonderry 69% 56%
Nashua, NH 46.9% 39%
State of NH 54% 50%
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Absenteeism 

Students who are “chronically absent,” defined as missing at least 15 days of school or 10% of 
the school year for any reason,11 are at serious risk of falling behind in school. According to the 
US Department of Education’s report, Chronic Absenteeism in the Nation’s Schools- A Hidden 
Educational Crisis, being consistently absent from school not only impacts academic achievement, 
it also negatively affects a student’s ability to connect with peers, caring adults and necessary 
resources. Students become chronically absent due to a range of challenges, including but not 
limited to, poor health, limited transportation, and/or a lack of perceived safety.

Where does Manchester stand?

More than one out of every four students is chronically absent from school in Manchester 
(SY2018).13 While absenteeism rates are consistent among female and male students (26.7 vs. 28.2, 
respectively), there are disparities among Manchester’s racially diverse student body as shown in 
the Table 11 below.

Table 11: Chronic Absenteeism by Race/Ethnicity, 2017-18
Race/Ethnicity % of Total District Enrollment Absenteeism Rate 
Asian 5.3% 12.3%
Black 8.3% 25%
Hispanic 20.1% 37.9%
White 61% 25.7%
Other 5.3% 26.3%

How does the Greater Manchester Region compare?

Based on modeled estimates, Manchester’s rate of chronic absenteeism (27.4%) was slightly higher 
than the Nashua, NH rate of 24.9%, and significantly higher than the average rate of 18.1% among 
500 largest cities across the country.14 
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Special Educational Needs

The Individuals with Disabilities Act (IDEA) is a federal law that entitles all children with learning 
disabilities to a free, appropriate education.15 Children who qualify for special education must be 
provided with an educational plan that meets their unique needs, provides access to the general 
education curricula, and aligns with grade-level academic standards. Qualifying students have an 
Individualized Education Program (IEP), which is a legal document that clearly defines how the 
school intends to meet the child’s educational needs that result from their disability. A 504 plan is 
a blueprint for how the school will provide supports and remove barriers for the student to ensure 
they have equal access to the general education curriculum. 

Where does Manchester stand?

According to the New Hampshire Special Education District Report for SY2016-17, the MSD 
enrolled 2,583 children and youth with disabilities. At the preschool level, Manchester enrolled 321 
special education students in district preschool programs. 

More recent data from MSD for the SY2017-18 provides a breakdown of the 2,774 students 
enrolled that had some form of physical, emotional, or behavioral disability (Table 12). As the 
data indicates, more than a quarter of these students (28%) has a specific learning disability, and 
another 20% had some form of health impairment. 

Table 12: Disability SY2017-18
Developmental delay 371
Emotional disturbance 255
Hearing impairments 15
Intellectual disability 110
Multiple disabilities 26
Orthopedic impairment 9
Other health impairments 547
Specific learning disability 774
Speech-language 
impairments

359

Traumatic brain injury 14
Visual impairments 9
Autism 284
Deaf-blindness 1
Total 2774
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During SY2016-17, MSD enrolled 1,793 students across all elementary, middle, and high schools with 
an IEP plan. Close to one quarter (23%) of these (407) were enrolled at Gossler Park Elementary 
School, and another 20% (373) were enrolled at Beech Street Elementary School.

How does the Greater Manchester Region compare?

Fortunately, the percentage of Manchester youth with IEPs graduating from high school with a 
regular diploma surpassed the State rate (78% vs. 72.7%, respectively). Unfortunately, however, 
students with IEPs are performing far below their peers in terms of academic proficiency. For 
example, Table 13 presents outcome data among students at Manchester Memorial High School 
compared to the State.16

Table 13: Academic Achievement for Students with IEPs in Manchester, SY2015-16
c. Proficiency rate for children with IEPs against grade level, modified and alternate  
achievement standards.
District Reading State 

Target
State District Math State 

Target
State

8% 19.31% 20.06% 6% 13.29% 14.25%

Indicator 1: Graduation Rate: Percent of youth with IEPs graduation from high school with regular 
diploma: 2015-2016

Youth with Disabilities District State Target State
Manchester Memorial High School 78% 95% 72.73%

Students with Limited English Proficiency

There is an increasing number of students with limited English proficiency who not only require 
learning in the English language, but also need supportive services and resources that reflect 
their language challenges and their diversity. Schools must recognize these students have to work 
harder than native English-speaking peers to become proficient in both the English language and 
the academic content areas.  
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Where does Manchester stand?

As the most racially and ethnically diverse city in NH, with 
hundreds of immigrants and refugees moving into the 
community each year, Manchester’s schools are witnessing 
changing demographics. Among the 2018-2019 student 
population, Manchester had 1,968 English Learners 
representing 15% of the total school district enrollment. 
Manchester’s English Learner population represents 38% 
of the entire state population of 5,135 English Learners.17  
The most common language spoken by English learners is 
Spanish.18

How does the Greater Manchester Region compare?

Based on 2017 data from the NH Department of Education 
(Table 14), Manchester’s population of nearly 1500 Limited 
English Proficient students presents a stark contrast to other 
communities across the region whose combined total of LEP students is less than 100. Nashua, 
however, does enroll 798 Limited English Proficient students, with a rate closer to Manchester’s of 
7.2%; both cities have rates higher than the State rate of 2.1%.

Table 14: Limited English Proficiency in the Region, SY 2017-18
Geography Limited English Proficient Count % Limited English Proficient 
Manchester 1477 10.6%
Auburn 3 0.5%
Bedford 17 0.4%
Candia Not available Not available
Deerfield 0 0
Goffstown 31 1.1%
Hooksett 30 2.3%
New Boston 0 0
Londonderry 15 0.3%

2018-2019 Academic Year 
Language Number of ELs who 

speak language 
Spanish 1,016 
Arabic 164 
Swahili 124 
Nepali 111 
French 64 
Vietnamese 60 
Maay 57 
Bosnian 43 
Somali 40 
Portuguese 36 

 

Image 2.
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Homelessness Among Students 

Homelessness – defined by the McKinney Vento Act as the lack of a fixed, regular, and adequate 
nighttime residence20- may have an adverse effect on a child’s educational progress by creating 
challenges in accessing school resulting in poor attendance. Also, homeless children may 
experience isolation and trauma due to their family circumstances. Children living in inadequate 
housing conditions also have a higher risk of developing long-term health problems.21 It is often 
difficult to measure the extent to which homelessness impacts children and families given the 
challenge of tracking families who are highly mobile or homeless over time.

The federal McKinney-Vento Act requires schools to accommodate the needs of homeless 
students. MSD has an appointed Homeless Liaison to provide necessary assistance to homeless 
children and families to ensure equal access to educational opportunities. 

Where does Manchester stand?

According to data collected on November 15, 2017, from the MSD, there were 662 students across 
the Manchester District that were known to be living at some level of homelessness (Table 15). This 
is likely an underestimated number as many students are not formally identified as homeless due 
to stigma and other barriers. More than 50% of the known students living in homelessness within 
the district are at an elementary school level. 

Table 15: Students who are Homeless/Displaced, SY2017-18
MSD Grade Level Homeless-  

Student Count
Total School  
Enrollment

% of Students who 
are Homeless

Manchester District 622 13,528 4.6%
Elementary School Students 332 6,387 5.2%
Middle School Students 141 2,950 4.8%
High School Students 149 4,191 3.6%
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According to this November 15, 2017 MSD count, among Manchester’s student population who are 
homeless, most are living with their family in a doubled-up residence or a shelter (Table 16).

Table 16: Living/Housing Arrangements, SY2017-18
Status Living arrangements Total % of the Homeless  

Population
With Family Shelter 116 18.6%

Doubled up residence 415 66.7%
Unsheltered (car, park, campground) 16 2.6%
Hotel/motel 17 2.73%

Unaccompa-
nied

Shelter * *
Doubled up residence 57 9.2%

ALL 622
*Total suppressed; less than 10 students

How does the Greater Manchester Region compare?

All schools experience some level of homelessness within their student population. However, 
Manchester’s rate of homelessness represents 22% of the State’s total student population living 
in homelessness. Based on data reported to the New Hampshire Department of Education by 
districts in SY2016-17, Manchester’s number of children in homelessness (796) was more than twice 
as large as Nashua, which had 348 students living in homelessness (Table 17). This population of 
students was significantly higher than other districts in the region,22 which, on average, had fewer 
than 10 students living in homelessness.  

Table 17: Student Homelessness in the Region, SY2016-17
Geography # of Students who are Homeless 
Manchester 796

Auburn <10

Bedford 22

Candia <10

Deerfield 0

Goffstown 12

Hooksett <10

New Boston <10

Londonderry <10

Nashua, NH 348

State of NH 3350



22

High School Graduation

Research from County Health Rankings and Roadmaps asserts that high school graduation 
leads to higher earnings for individuals, as well as improved personal and social well-being. Data 
presented in the College Board’s report, Education Pays 2016, supports that having a high school 
diploma has become increasingly important in the labor market and provides a critical pathway 
to higher education.23 Students with a high school diploma are more likely to earn above the 
minimum wage, live above the poverty line, and have access to employer-supported benefits, such 
as health insurance and tuition reimbursement. 

Where does Manchester stand?  

Based on MSD 2016-2017 data, Manchester’s graduation rate was lower than the State rate, with 
76% of students graduating within four years compared to 89% at the State level. Moreover, 
Manchester’s high school drop-out rate was almost twice the State rate (2.1 vs. 1.1, respectively).24  

How does the Greater Manchester Region compare? 

Among the 77 high schools in New Hampshire, Manchester West High School and Manchester 
Central High School graduation rates (73.11% and 75.39%, respectively) are among the bottom 
ten schools, and Manchester School of Technology and Manchester Memorial High School rates 
(81.33% and 83.25%, respectively) are among the bottom 20 schools (Table 18). 
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Table 18: 2016-2017 Graduation Rates Among the Bottom 20 Districts25

District School Class  
Cohort # Graduated Graduation 

Rate
Rochester Bud Carlson Academy 39 3 7.69%

Franklin Franklin High School 81 55 67.90%

Pittsburg Pittsburg School (High) 10 7 70.00%

Pittsfield Pittsfield High School 40 29 72.50%

Manchester Manchester West High School 212 155 73.11%

Newport
Newport Middle High School 
(High)

77 58 75.32%

Manchester Manchester Central High School 386 291 75.39%

Hillsboro-Deering          
Cooperative

Hillsboro-Deering High School 84 65 77.38%

Milton Nute High School 46 36 78.26%

Claremont Stevens High School 129 101 78.29%

Northumberland Groveton High School 33 26 78.79%

Monadnock Monadnock Regional High School 124 99 79.84%

Raymond Raymond High School 102 82 80.39%

Manchester
Manchester School of             
Technology (High School)

75 61 81.33%

Somersworth Somersworth High School 119 98 82.35%

Laconia Laconia High School 147 122 82.99%

Manchester Manchester Memorial High School 388 323 83.25%

Berlin Berlin Senior High School 110 92 83.64%

Concord Concord High School 372 313 84.14%

Looking beyond New Hampshire, Manchester’s SY2017-18 data estimates for on-time high school 
graduation rate were 78.2%. This modeled estimate is below the average high school graduation 
rate of 83.4% for the 500 large cities across the county, as well as Nashua, NH’s estimate of 
87.4%.26

High school graduation among Manchester’s Hispanic population is only 64.5%, which is lower than 
the average percentage of high school graduation from the Hispanic population for the 500 cities 
(79.7%) and compared to Manchester’s White population, which has a graduation rate of 81.2%. 
Also, among the Manchester population of limited English proficient students, only 63.9% will 
graduate high school, which is less than the rate of high school graduation among Limited English 
proficient students across the 500 cities, which is 70%. 
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Adult Educational Achievement 

According to recent data from the U.S. Bureau of Labor Statistics, workers with a bachelor’s 
degree earn an average of $464 more per week than workers with only a high school diploma.27 
The Bureau compared 2018 unemployment rates and earnings by educational attainment and 
found that only 2.7% of workers with a bachelor’s degree are facing unemployment, compared 
with 5.2% of workers with only a high school diploma. Having a college degree is also associated 
with better health habits, accournding to a recent Lumina Foundation report.28 

Where does Manchester stand?

In 2017, only 28.3% of male students and 45.2% of female students in MSD planned to attend a 
4-year college or university. Another 29.7% of male students and 32.0% of female students were 
intending to enroll in a two-year college. In addition, 24.4% of male students and 12.9% of female 
students planned to work full-time, while another 6.5% of male students and 1.5% of female 
students planned to enlist in the Armed Forces after graduation.

Only 18.9% of Manchester adults aged 25 years and older hold a Bachelor’s degree, while 19.1% 
have completed some college-level coursework and 30.8% have only a high school diploma.29  
Educational attainment is much lower within Manchester’s center city neighborhoods, where fewer 
than 13% of residents in a number of Census tracts have a Bachelor’s degree or higher (Map 1). 

How does the Greater Manchester Region compare?

Manchester high school graduates are less likely to plan to attend four-year colleges after 
graduation than are students in other districts in the Greater Manchester Region or in the state 
as a whole (Table 19). Of note, Manchester’s male students are significantly more likely to plan to 
either work full-time or enlist in the Armed Forces after graduation than are male students in other 
Greater Manchester school districts or in the state as a whole.

Table 19: Students Plans After Graduation for the Region 
School Administrative 
Unit 

4-year College College <4 
Year

Employed Armed Forces

Male Female Male Male Female Male Female
Manchester 28.3% 45.2% 29.7% 32% 24.4% 12.9% 6.5% 1.5%
Bedford 73.2% 83.1% 8.9% 8.4% 4.2% 2.2% 3.7% 0.6%
Londonderry 48.2% 67.5% 36.1% 26.9% 8.4% 3.0% 2.6% 0.0%
Goffstown 45% 61.6% 30% 23.9% 16.7% 12.6% 5.8% 1.3%
Nashua, NH 42.6% 54.1% 23.9% 26.2% 22.6% 14.9% 6.4% 0.8%
State of NH	 42.8% 57.5% 22.1% 21.9% 21.3% 13.5% 5.2% 1%
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The percentage of Manchester adults aged 25 years and older with a Bachelors degree (18.9%) is 
lower than the State rate of 22.3%.  Looking across the Greater Manchester region, you can see 
that low levels of educational achievement (less than 25% of adults with a Bachelor’s degree) are 
concentrated in Manchester’s center city area and some portions of Goffstown (Map 2).
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FACTOR 2: EMPLOYMENT
Stable employment is associated with a healthier life. An individual with a well-paying job can 
afford to live in a neighborhood with access to quality health care and education, nutritious food, 
childcare, social supports, and recreational activities. Conversely, un- or under-employment is 
associated with a lack of access to these resources and an increased likelihood of developing 
stress-related health conditions. Unemployment and poverty have also been linked to unhealthy 
coping behaviors, such as substance use disorders, and increased levels of anxiety and 
depression.30 According to the US Census Bureau, in 2017 a family of four people with a combined 
annual income of $25,094 or less was considered to be living in poverty.

Where does Manchester stand?

Among Manchester residents aged 16 years 
and older, 69.0% are employed in the civilian 
labor workforce compared with 67.8%. of 
residents in this age group in the state as a 
whole. While Manchester’s unemployment 
rate is, on average, 6%, residents living in 
high poverty Census Tracts (more than 
20% of residents live in poverty) are twice 
as likely to be unemployed as those living 
in low poverty Census Tracts (fewer than 
20% of residents live in poverty) in both 
Manchester and the Greater Manchester 
region (10% and 5%, respectively (Image 3).

Unemployment is concentrated in center city neighborhoods in Manchester, in particular Census 
Tracts 20, 21, and 22 on the West Side, and Census Tracts 14, 15, 16, and 19 on the East Side (Map 3)
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Unemployment rates in Manchester are similar in female and male residents (4.8% vs. 4.9%, 
respectively), but rates rates vary among racial and ethnic groups (Table 20). Members of 
Manchester’s Black and Hispanic/Latino populations are significantly more likely to be unemployed 
than White residents of the city.  Unemployment rates in these population groups are also higher 
in Manchester than the average of the 500 largest cities in the US.31

Table 20: Unemployment by Race/Ethnicity, 2017
Population Manchester 500 Cities Average
Asian 3.7% 5.6%
Black 15% 11.3%
Hispanic 10.1% 7.4%
White 4.8% 5.9%
Other 8.6% 8.8%

How does the Greater Manchester Region compare?

While Manchester’s estimated unemployment rate of 5.5% was equal to Nashua’s unemployment 
rate in 2017, it was higher than the unemployment rates in New Hampshire (4.5%) and across the 
Greater Manchester region (Table 21). Manchester’s average unemployment rate is lower than the 
average rate of 7.2% in 500 large cities across the country, though in some segments of the city 
unemployment is as high as 17% (Map 3)32  

Table 21: Unemployment Rates in the Greater 
Manchester Region, 2017
Geography Unemployment Rate
Manchester 5.5%
Auburn 3.1%
Bedford 3.4%
Candia 4.7%
Deerfield 2.8%
Goffstown 4.0%
Hooksett 4.5%
New Boston 1.8%
Londonderry 3.1%
Nashua, NH 5.5%
State of NH 4.5%
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FACTOR 3: INCOME
Income provides the economic resources for housing, education, childcare, food, and medical care 
– all of which impact health outcomes. Low-income families and individuals may be forced to live 
in unsafe homes and neighborhoods with limited access to healthy foods, employment options and 
quality schools. The ongoing stresses associated with poverty can lead to cumulative physical and 
mental health challenges, including chronic illnesses.  

Household Income

Household income is calculated as the combined gross income of all people living in a residence, 
regardless of whether or not they are related. It is commonly used as an indicator of a household’s 
economic status. 

Where does Manchester stand?

Based on US Census data from 2013-2017, the median household income for Manchester was 
$56,467. Specific neighborhoods within Manchester have a significantly lower median income than 
the city average.  In particular, census tract 20 on the West Side and Census Tracts 6, 14, 15, 19 
and 2004 on the East Side, had median household incomes of less than $41,000 during this same 
period(Map 4).

How does the Greater Manchester Region compare?

Manchester’s median income of $56,467 in 2013-2017 was considerably less than the median 
income in communities across the Greater Manchester region, and significantly less than Nashua’s 
median income of $70,316 and the state’s median income of $71,305 (Table 22). Manchester’s 
median income was, however, comparable to the national median income of $57,652.33 

Table 22: Median Household Income in the Region, 2013-17
Geography Median Household Income
Manchester $56,467

Auburn $114,041

Bedford $127,975

Candia $95,195

Deerfield $92,767

Goffstown $81,842

Hooksett $85,952

New Boston $104,241

Londonderry $95,395

Nashua, NH $70,316

State of NH $71,305
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Income inequality is a measure of the divide between the poor and the affluent, comparing the 
income distribution between the top 20% of income earners nationwide and the bottom 20%. 
The scale for this indicator is -100 to +100 with 0 signifying that both income groups are present 
in equal numbers, or that all of the households fall somewhere in the middle (they are neither 
privileged nor deprived categories).  A negative score means that more households fall in the 
bottom 20% of income earners (deprived), while a positive score means that more households fall 
in the top 20% of income earners (privileged). In 2017, Manchester had an income inequality score 
of -7.8, compared to +3.7 in Nashua, and -5.5 across 500 largest US cities.34   

Poverty 

The US Census Bureau uses a series of income thresholds that vary by family size and composition 
to determine who is living in poverty. Income is calculated based on earnings, unemployment 
compensation, social security benefits, supplemental security income, public assistance, veterans 
assistance, pension or retirement income, and other sources. In 2019, the federal poverty rate for a 
family of four was $25,750. 

Where does Manchester stand?

According to the US Census Bureau, there were 16,104 residents (14.9%) living in Manchester 
with incomes below the federal poverty level (14.9% of the total population) in the 5-year period 
ending in 2017. Distinct racial and ethnic groups are disproportionately impacted by poverty in 
Manchester.  Specifically, while 13.7% of Manchester’s White residents are living below the poverty 
level, 27.2% of Black residents, 28.9% of Hispanic/Latino residents, and 18.4% of Asian residents are 
living below the poverty level in Manchester (Table 23).   

Table 23: Poverty Rates by Race/Ethnicity, 2013-2017
Population Total Total Below Poverty % Below Poverty
White 93,078 12,745 13.7%
Black 5,308 144 27.2%
Asian 5,241 963 18.4%
Hispanic/Latino of Any race 10,163 2,938 28.9%
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Image 4

The proportion of people living in poverty in Manchester is on the rise. In 2016 there were 15,700 
Manchester residents living in poverty, an 81% increase since 1990. Manchester’s areas of high 
and extreme poverty have also increased since 1990, with 7,826 people living in high or extreme 
poverty neighborhoods. In fact, nearly half of all residents living in poverty in Manchester live in 
neighborhoods considered to be high or extreme poverty areas (Image 4).
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How does the Greater Manchester Region Compare?

The proportion of residents who live in poverty is significantly higher in Manchester (14.9%) than in 
the State (8.1%) and Greater Manchester region as a whole (Table 24).   

Table 24: Poverty Rates in the Region, 2013-2017
Geography % Below Poverty Level
Manchester 14.9%
Auburn 2.1%
Bedford 1.8%
Candia 6.3%
Deerfield 5.2%
Goffstown 6.3%
Hooksett 4.3%
New Boston 1.9%
Londonderry 2.9%
Nashua, NH 10.8%
State of NH 8.1%

Children and Families in Poverty 

Growing up in poverty increases the likelihood that a child will be exposed to factors that can 
impair brain development and lead to poor academic, cognitive, and health outcomes. In fact, 
financial hardship is one of the greatest threats to a child’s overall well being.36 The negative 
impact of poverty is greatest among children who experience poverty when they are very young 
and among those who suffer persistent and extreme poverty.37

The National School Lunch Program provides subsidized free and reduced-price meals to income-
eligible students. The proportion of students who qualify for free- or reduced-price meals is often 
used as a measure of overall poverty within a school district. 
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Where does Manchester stand?

More than one in five (21.4%) children in Manchester are is living in poverty. While child poverty 
affects all racial and ethnic groups in Manchester, Black and Hispanic children in the city are more 
likely to be living below the poverty level than White and Asian children (Table 25). 

Table 25: Childhood Poverty Rates by Race/Ethnicity, 2017
Population % Children in Poverty
Asian 14.8%
Black 32.4%
Hispanic 38.7%
White 17.3%
Other 25.9%

Nearly 60% of all students in the Manchester School District are enrolled in the National School 
Lunch Program (NSLP).  In order to qualify for this program, students must live in families with 
incomes at or below 185% of the federal poverty level. Four elementary schools in Manchester 
--Beech Street, Gossler Park, Wilson and Bakersville--are particularly affected by child poverty, 
with more than 80% of students enrolled in the free or reduced-price meals program (Table 26).

Table 26: Free & Reduced Meal Enrollment, 2018-19 – Selected Schools 
Beech 
Street 

Gossler 
Park

Wilson Bakersville City of
Manchester

New 
Hampshire

Free/Reduced 
Lunch Enrollment

94% 81% 89% 82% 58% 26%

Approximately 2,000 children live in poverty in Manchester’s center-city neighborhoods, which 
means that 20% of the city’s children in poverty live in an area that comprises only 4% of the city 
as a whole (Map 5).
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How does the Greater Manchester Region compare?

Based on SY2017-18 data from the NH Department of Education,38 the percentage of Manchester 
students who are enrolled in the free and reduced-price meals program is substantially higher 
than in other districts in the Greater Manchester region and in the State of NH as a whole (Table 
27). Manchester’s free and reduced-price meal enrollment is also notably higher than Nashua’s 
enrollment rate of 42.2%.  

Table 27: Free & Reduced-Price Meal Enrollment in the Region, SY2017-18
Geography % Enrollment 
Manchester 56.9%
Auburn 11.4%
Bedford 5.7%
Candia 23.4%
Deerfield 13.6%
Goffstown 17.2%
Hooksett 19.5%
New Boston 11.5%
Londonderry 11.3%
Nashua, NH 42.2%
New Hampshire 27.3%

Based on data from the US Census, 21.4% of children in Manchester are living in poverty.  This 
rate is similar to the average child poverty rate in the 500 largest cities of 22.6%, but significantly 
higher than the child poverty rate in Nashua, which is 15.7%. 
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FACTOR 4: FAMILY AND SOCIAL SUPPORT 
Social supports include relationships with family members, friends, colleagues, and acquaintances. 
Individuals who have strong social support live longer and healthier lives than those who are 
socially isolated.39  Socially isolated individuals are at increased risk of poor health outcomes, 
including chronic diseases and unhealthy behaviors such as substance use, smoking, and 
overeating.

Single parent households 

Adults and children in single-parent households are at risk for social isolation. Single parenthood 
may result from divorce or separation, incarceration, military service, death of a partner, or being 
unmarried at the time of a child’s birth.

Where does Manchester stand?

In Manchester, 41% of households with children under 18 years of age are headed by a single 
parent. The proportion of households headed by a single-parent is much higher in some 
neighborhoods in the city. The highest percentages of single-parent households were in 
the center-city neighborhoods of Census Tracts 8, 15, 21, 2004 and 19, where 56% to 85% of 
households were headed by a single parent (Map 6).

In 2017, nearly half (45%) of the 7,206 births in Manchester were to unmarried mothers. In center-
city neighborhoods, the proprortion of births to unmarried mothers were even higher, ranging from 
54% to 71% by Census tract (Table 28).

Table 28: Unmarried New Mothers, Manchester, 2013-2017
Census Tract Location Total Births % Unmarried 
14 East CC 173 71.1%
20 West CC 203 60.1%
2004 East CC 179 49.7%
13 East CC 274 65.7%
19 East CC 245 57.6%
15 East CC 332 60.8%
16 East CC 369 62.9%
21 West CC 402 53.7%

How does the Greater Manchester Region Compare?

Within the Greater Manchester region, some areas of Goffstown, Hooksett, and Londonderry have 
rates of single parent-headed households that are similar to Manchester’s rate (Map 7).
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FACTOR 5: COMMUNITY SAFETY 
Feeling safe in your community--the places were you work, live, play, and worship--is associated 
with positive health outcomes.  An individual’s sense of safety is affected by unintentional injuries 
that occur in their environment, including drowning, motor vehicle accidents, poisoning, and drug 
overdoses. Community safety is also a associated with intentional injuries, such as violent crimes, 
domestic violence and child maltreatment. Living in an unsafe environment is associated with 
higher rates of anxiety and depression, as well as other adverse health outcomes. Moreover, fear of 
school and community violence may keep residents indoors and socially isolated. 

Violent Crime Rate

Exposure to crime and violence compromises physical safety and psychological well being 
and increases overall stress, which may lead to or exacerbate chronic disease and other health 
disorders. While crime can be broken down into many distinct categories, this report utilizes the 
categories of  Part 1 Crime and Violent Crime, as defined by the US Department of Justice and 
the Federal Bureau of Investigation, respectively.  Part 1 Crimes include murder and nonnegligent 
homicide, rape, robbery, aggravated assault, burglary, motor vehicle theft, larceny-theft, and arson.
Violent crime is composed of four offenses: murder and nonnegligent manslaughter, forcible rape, 
robbery, and aggravated assault.

Where does Manchester stand?

The violent crime rate was significantly higher in Manchester than in the state as a whole in 2015-
17, at 635.9 violent crimes per 100,000 residents versus 197.8 violent crimes per 100,000 residents, 
respectively. Part 1 Crimes were also elevated in Manchester compared to the state as a whole, 
at 3,447 crimes per 100,000 residents versus 1,945 crimes per 100,000 residents, respectively. 
Several Manchester center-city neighborhoods have crime rates well above those calcuated for 
the city as a whole.  The neighborhoods around Beech Street Elementary School and Gossler Park 
Elementary School are used as an illustration of this disparity in Image 5. 
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ADVERSE NEIGHBORHOOD 
ENVIRONMENTS 

Beech Street 
Neighborhood 

Gossler Park 
Neighborhood 

City of 
Manchester 

New 
Hampshire 

Housing build before 1940 (2011-
2015 US Census) 

66.9% 51.2% 33.9% 20.8% 

Poverty Rate (2012-2016 US Census) 34.5% 28.4% 14.6% 8.5% 

Residents who believe people in their 
neighborhood can be trusted (2014 
UNH Carsey Institute) 

42.0% 48.0% -- -- 

Part One crime rate per 100,000 
population (2015-2016 FBI Uniform 
Crime Reports, MPD) 

6552.1 4376.2 3447.0 1945.1 

Violence Crime rate per 100,000 
population (2015-2017, MPD) 

1040.2 1610.4 635.9 197.6 

 

Image 5

The Federal Bureau of Investigation has identified eight primary, or index, crimes that can be used 
to create a Crime Index Score representative of the burden of crime in a particular geographic 
area.  These crimes include both Violent Crimes and Part I Crimes, as defined above.  As illustrated 
by Map 8, the burden of crime in Manchester is concentrated in five center-city neighborhoods on 
the city’s East Side.



43

nmnm

nmnm
nm

nm

nm

nm

nm

nm
nm
nmnm nm

nm

nm

nmnm
nm

nm

nmnm

Hooksett

Bedford

Auburn

Goffstown

Londonderry

Manchester

U
S 

H
w

y 
3

State R
te 3a

St
at

e 
R

te
 2

8A

State Rte 114A

St
at

e 
R

te
 2

8

10

26

2.04

11

25

24

9.02

1.02

7

23

22

2.02

9.01

21

19 18

1.01

2.03

8
3

6

2004 12

9801.01

16
17

20

13

14

15

§̈¦93
§̈¦293

±
0 0.55 1.10.275 Miles

Source: Manchester Police Department
Map created by: Alys Mann Consulting

Crime Index
by Census Tract

Crime Index
in quintiles

Lowest crime per capita

Next lowest crime per capita

Middle

Next highest crime per capita

Higest crime per capita

nm Public Schools

Manchester Boundary

Interstates

US Highways and State Routes

Crime Index is constructed using the following indicators:
:: Per capita violent offenses 2015-2017
:: Per capita violent incidents 2015-2017
:: Per capita Part I offenses 2015-2017
:: Per capita Part II incidents 2015-2017

Map: 8



44

In 2013, approximately 60% of residents in the Beech Street and Gossler Park neighborhoods said 
that violence is a problem in their neighborhoods. Fewer than half of these residents feel safe 
walking their neighborhood’s at night40 (Table 29). 

Table 29: Perceptions of Safety and Social Connectedness, Manchester, Selected  
Neighborhoods, 2013

Bakersville Beech 
Street

Gossler Park Manchester

NEIGHBORHOOD SAFETY Agree Agree Agree Agree
I feel safe walking in my neighborhood during the day 89% 89% 94% 90%

I feel safe walking in my neighborhood at night 61% 43% 33% 50%

I feel comfortable calling the police to report 
suspicious or criminal behavior

91% 73% 81% 83%

There is little I can do to prevent or reduce crime in my 
neighborhood

46% 51% 39% 47%

Violence is not a problem in this neighborhood 69% 41% 36% 53%

Crime is not a problem in this neighborhood 58% 38% 19% 45%

TRUST AND SOCIAL CONNECTEDNESS Agree Agree Agree Agree
If a child got hurt or scared while playing outside, there 
are adults nearby I trust would help

91% 69% 84% 77%

People in this neighborhood help each other out 81% 58% 58% 69%

People in this neighborhood can be trusted 63% 42% 48% 53%

People in this neighborhood are treated respectfully 77% 60% 57% 68%

People in this neighborhood are discriminated against 22% 45% 38% 33%

LOCAL ENVIRONMENT Agree Agree Agree Agree
There is a lot of trash and/or litter on the streets 43% 66% 76% 56%

Graffiti is an issue in this neighborhood 22% 47% 53% 35%

Homes and other buildings are well-maintained 83% 54% 65% 69%

Parks and playgrounds are well-maintained and safe 74% 54% 77% 67%

It is pleasant to walk or run in this neighborhood 84% 57% 72% 72%

Note: Bolded figures indicate statistical significance between neighborhoods

How does Manchester Compare?

Manchester has a violent crime rate that is higher than the average rate for the 500 largest cities 
in the US (675.9 violent crimes per 100,000 residents versus 513.3 violent crimes per 100,000, 
respectively). Manchester’s violent crime rate was also significantly higher than Nashua’s rate in 
2015-2017, which was much lower than the 500 largest cities’ average, at 179.9 violent crimes per 
100,000 residents.
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School Safety

A safe environment is critical for effective learning.  Feeling unsafe at school has been shown to 
impact a variety of educational outcomes, including attendance and standardized test scores. A 
child that is fearful in the classroom is distracted from the learning process. 

Where does Manchester stand?

There were 159 school safety incidents across the Manchester School District during SY2016-17. The 
majority of these incidents occurred in middle and high schools (Table 30). 

Table 30: School Safety Incidents, Manchester, 2016-17
School # of School Safety Incidents
Hallsville School 9
Henry J. McLaughlin Middle School 10
Hillside Middle School 43
Manchester Central High School 31
Manchester Memorial High School 3
Manchester School of Technology 2
Manchester West High School 25
Middle School at Parkside 17
Smyth Road School 4
Southside Middle School 4
Wilson School 11
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How does the Greater Manchester Region compare?

Of the 1,073 school safety incidents that occured in New Hampshire schools during SY2016-17, 
close to 15% occurred within the Manchester School District (Table 31). The number of reported 
school safety incidents in Manchester far exceeds that in other school districts in the Greater 
Manchester region, as well as in Nashua.41 

Table 31: School Safety Incidents in the Greater 
Manchester Region, 2016-17
Geography # of School Safety Incidents
Manchester 159
Auburn 0
Bedford 3
Candia 2
Deerfield 0
Goffstown 6
Hooksett 3
New Boston 1
Londonderry 15
Nashua, NH 16

New Hampshire 1073



47

In 2017, 7.6% of Manchester high school 
students reported that they did not go 
to school because they felt unsafe at 
school or on their way to or from school, 
according to the Youth Risk Behavior 
Surveillance Survey.  That percentage 
was significantly higher than in the state 
as a whole, where 5.2% of students 
reported staying home from school 
because they felt unsafe. This indicator 
of the perception of school safety has 
remained relatively stable in Manchester 
since 2011 (Image 6).

Manchester high school students were 
also more likely to report having been 
in a fight on school property one or 
more times in the past year in 2017 than 
students in the state as a whole, 7.9% 
and 6.4%, respectively). However, it is 
notable that the rate of reported fighting 
on school property has consistently 
declined since 2011 (Image 7).

Self-reported school bullying in 
Manchester was similar to the state as a 
whole in 2017.  Specifically, 21.4% of high 
school students in Manchester reported 
being bullied on school property in the 
past year 20.5% of high school students 
in the state overall  (Image 8).  In the 
same year,  nearly 18% of Manchester 
students said they had experienced 
electronic bullying in the past year, 
compared with 19% of students 
statewide (Image 9).
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Summary of Manchester Social and Economic Factors:

As presented in this section, Manchester’s center city neighborhoods have high rates of poverty, 
lower median incomes and lower levels of educational attainment compared to the rest of the 
city and the Greater Manchester Region overall.  Using a Socio-Economic Status Index that is a 
composite of poverty rates, average educational attainment, public assistance utilization, median 
household income, and labor market participation, Maps 9 and 10 demonstrate the clear disparities 
in social and economic factors within Manchester’s center city area. This is especially evident in 
Census Tracts 13, 14, 15, 16, and 19 on the east side and in Tract 20 on the west side, which has the 
lowest Socio-Economic Status Index in the city. 
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SOCIAL AND ECONOMIC FACTORS 
Input from Community and Resident Leaders

The social and economic factors that impact health include employment, education, income, family 
and social support, and community safety. The following table summarizes the top three priority 
areas where key leaders and community members believe Manchester should invest resources over 
the next three years.

Areas for Improvement Top Three Priority Issues

•	Communication (schools with parents) 

•	Funding

•	Partnering and collaboration

•	Central community planning

•	Focus on prevention, specifically around 
substance misuse 

•	Housing: affordable, quality, safe

•	Walkability

•	Safety, violent crime reduction

•	School system: funding, high school  
graduation rates, third grade reading 
proficiency scores and absenteeism

•	Planning comprehensive systems of care

•	Sustainability planning (post IDN 
funding) for screening for and 
addressing social determinants of health.

•	 Income inequality/meaningful wage 
employment; children living in poverty, 
unemployment rates

1

2

3

School system: high school 
graduation rates, third grade 
reading proficiency, school 
absenteeism 

Violent crime

Income inequality
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DATA SNAPSHOT: SOCIAL AND ECONOMIC FACTORS
Summary of Key Data Findings

Indicator Manchester Greater  
Manchester

Nashua, NH State of NH 500 Cities

Education
Preschool  
Enrollment

47.7% 60.4% 45.8% 51.7% -

3rd Grade Reading  
Proficiency

28% 59.9% 46.9% 54% 46.2%

7th Grade Math  
Proficiency

23% 55.1% 39% 50% -

Chronic  
Absenteeism

27.4% - 24.9% - 18.1%

Limited English  
Proficient students

10.6% 1.69% 7.2% 2.1% -

Four-Year High School 
Graduation Rate

76% - 87.4% 89% -

Dropout Rate 2.1 - 1.5 1.1 -

Adults with  
Bachelor’s Degree

18.9% - 21.2 22.3% -

Employment
Unemployment 5.5% 3.7% 5.5% 4.5% 7.2%

Income
Median Household In-
come

$56,467 $94,875 $70,316 $71,395 -

Income inequality Score -7.8 - +3.7 - -5.5

Poverty
Individuals below poverty 
level

14.9% 5.1% 10.8% 8.1% -

Children living in poverty 21.4% - 15.7% - 22.6%

% of students enrolled in 
free/reduced lunch

56.9% 18.9% 42.2% 27.3% -

Family and Social Support
Single Parent Households 41.4% - 35.0% 27.8% -

Community Safety
Violent Crime Rate 675.9 - 179.9 513.3

School safety incidents 159 - 16 1073 -
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Manchester Health Improvement Goal #2:
All Residents are Engaged in Healthy Behaviors.
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IV.	 HEALTH BEHAVIORS

Health behaviors are activities individuals undertake that can have either positive or negative 
impacts on their overall health and well-being. Many leading causes of death and disease are 
attributed to negative health behaviors, such as poor nutrition and tobacco use. Social and 
economic factors, such as education and poverty, can impact whether individuals have the means 
and the opportunities to make healthy decisions. According to research conducted by the County 
Health Rankings and Roadmaps project, 30% of an individual’s health status is determined by their 
health-related behaviors. 

FACTOR 1: ALCOHOL AND DRUG USE
Excessive alcohol consumption--determined by both the amount of alcohol consumed and the 
frequency of alcohol consumption--increases the risk for high blood pressure, heart disease, liver 
disease, cancer, and alcohol poisoning.42 There is also a correlation between excessive alcohol 
consumption and increased rates of intimate partner violence and risky sexual behaviors.43 
Moreover, excessive alcohol consumption has contributed to significant rates of motor vehicle 
crashes and resulting deaths. 

Drug misuse includes the use of both illegal drugs (ie., cocaine, hallucinogens, heroin, and 
marijuana) and the misuse of prescription drugs. New Hampshire has been particularly impacted 
by the national opioid epidemic, with the highest number of opioid-related overdose deaths in 
the state occuring in Manchester.  In addition to their obvious adverse health impacts, alcohol and 
drug misuse have significant economic costs resulting from lost productivity, increase health care 
expenditures, and criminal justice expenses.

Excessive or Binge Drinking 

The Centers for Disease Control and Prevention (CDC) defines binge drinking as a woman 
consuming more than four alcoholic drinks during a single occasion or a man consuming more 
than five alcoholic drinks during a single occasion.44 The CDC defines heavy drinking as a woman 
drinking more than one drink on average per day or a man drinking more than two drinks on 
average per day. Approximately 80,000 deaths are attributed annually to excessive drinking in the 
US; it is the third leading lifestyle-related cause of death in the country.45
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Where does Manchester stand?

Overall, 17.9% of Manchester adults reported binge drinking in 2016. This rate is higher in Census 
Tracts 6, 7, 26, 19, 9.02, 19, and 10, where between 19% and 23% of adults reported binge drinking 
that year (Map 11). The Manchester neighborhoods with the highest rates of binge drinking are 
located outside the center city area where local colleges are situated and where there is less 
poverty, consistent with national data that indicate binge drinking is most common among 
younger adults and those with annual household incomes of $75,000 or more.46

How does the Greater Manchester Region compare?

Hillsborough County ranks fifth-highest for binge drinking out of all ten New Hampshire counties. 
Rockingham County has the highest reported rate of binge drinking, at 22%. The proporton of 
adults who report binge drinking in Manchester is similar to that in both Nashua (17.6%) and the 
500 largest cities in the US (17.7%).

Map 11: Binge Drinking – Adults (2016)
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Underage Drinking

Despite the fact that underage drinking is illegal, the Office of Juvenile Justice and Delinquency 
Prevention reports that youth alcohol consumption accounts for 11% of all alcohol consumed in 
the US.47 While the health consequences for youth alcohol use are similar to those associated 
with adult use, youth who drink alcohol face the added risks of academic difficulties, social 
problems, and legal issues. Youth who drink alcohol may also experience negative changes in brain 
development, disruption of healthy growth and impacts on sexual development.48 

Where does Manchester stand?

According to the 2017 Youth Risk Behavior Survey (YRBS), 12.1% of Manchester high school 
students reported having their first real drink of alcohol (not a few sips or a taste) before age 13 
years. This rate is up from 11.5% of youth who reported underage drinking in 2015, but similar to the 
rate of underage drinking reported in 2013 (12.3%).  

Also in 2017, 7.6% of high school students in Manchester reported driving a car or other vehicle 
after drinking alcohol during the past 30 days. In addition, only 38.9% of Manchester students said 
they believed that people are at considerable risk of harming themselves if they have five or more 
drinks of alcohol once or twice a week. One out of every three high school students in Manchester 
said it would be “very easy” to get beer, wine, or liquor if they wanted it. 

How does the Greater Manchester Region compare?

The proportion of high school students who report underage alcohol use is higher in Manchester 
than in the Greater Manchester and Nashua regions and in the state as a whole (Table 32). 

Table 32: Underage Alcohol Use in the Region, 2017
2017 Youth Risk Behavior Survey City of  

Manchester
Greater 
Manchester  

Greater  
Nashua50

New  
Hampshire

% of all students who had their first 
drink of alcohol other than a few sips 
before age 13 years

12.1% 11.6% 10.8% 10.7%

% of students who drove a car or other 
vehicle after drinking alcohol during 
the past 30 days

7.6% 5.4% 2.8% 5.8%
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Opioid Misuse

The United States is experiencing a public health crisis resulting from opioid misuse. When used 
appropriately, prescription medication options such as hydrocodone, oxycodone, and fentanyl 
can provide much-needed pain relief. However, opioids have properties that make them addictive, 
resulting in high rates of overuse and abuse. Across the country, overdose deaths from prescription 
pain medications increased fivefold between 1999 and 2017, with 218,000 deaths from opioid-
related overdose occurring during this period. While increased scrutiny of opioid prescribing 
patterns has reduced prescription access to these medications, alternatives such as heroin and 
fentanyl have become increasingly available.  

 Where does Manchester stand?

While Manchester has been at the epicenter of New Hampshire’s opioid crisis, as of May 2019 the 
city has seen a 20% decrease in opioid-related overdose deaths in the past year. It is projected that 
there will be 629 opioid-related overdoses in Manchester in 2019, compared with 706 recorded 
opioid overdoses in 2018 and 877 overdoses in 2017. It is important to note, however, that despite 
the fact that overdoses as a whole seem to be on the decline in Manchester, the rate of fatal 
overdoses is not; this rate is actually projected to increase by 5% in 2019 (Image 10).
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How does the Greater Manchester Region compare?

New Hampshire ranks 3rd in the nation in overdose deaths resulting from prescription and injection 
drug use. In 2016, the three states with the highest rates of deaths due to drug overdose were 
West Virginia (52.0 deaths/100,000 residents), Ohio (39.1 deaths/100,000 residents), and New 
Hampshire (39.0 deaths/100,000 residents).51  In New Hampshire, deaths from all illicit drugs are 
significantly higher in Manchester than anywhere in the state (Image 11). 

Manchester has been disproportionately impacted by the opioid crisis in New Hampshire. In 2019, 
it is projected that there will be 282 overdoses and 29 fatal overdoses in Nashua; this is less than 
half the number of overdoses predicted for Manchester in the same period. Manchester’s opioid 
overdose death rate is also significantly higher than the average rate of overdose deaths across 
the nation’s 500 largest cities, at 68.8 deaths per 100,000 residents versus 15 deaths per 100,000, 
respectively (Image 12).
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Manchester serves as the primary access point for the region and beyond for treament and harm 
reduction though Safe Station, located in the Manchester Fire Department.  Approximately half 
of all clients served by Safe Station live outside Manchester. In fact, between January and May of 
2019, 59% of Safe Station clients reported living outside the City of Manchester. Over the past 12 
months, the Safe Station program has had an average of six visits per day from individuals looking 
for treatment services for substance misuse. 

FACTOR 2: DIET AND EXERCISE
Physical activity and a balanced, nutritious diet are essential for good health. While inadequate 
nutrition can hinder growth and development, excessive calorie consumption can lead to weight 
gain and obesity. Physical activity not only helps maintain a healthy weight, it also promotes better 
emotional health and reduces the risks of many chronic diseases, such as heart disease.

Adult Obesity

An individual is considered to be overweight when their body mass index (BMI)--calculated from 
a person’s weight in relation to their height--is 25 or higher and obese when their BMI is 30 or 
higher. Being overweight or obese increases the risk for many health conditions and chronic 
diseases, including type 2 diabetes, heart disease, high blood pressure, and cancer, among others. 
Despite these health risks, more than one-third of adults in the United States are obese. While 
genetics is a factor in the development of obesity, it is most often the result of an unhealthy diet 
combined with physical inactivity. Obesity contributes to significant economic costs from medical 
bills and lost productivity.52

Where does Manchester stand?

Close to one third (29.5%) of Manchester adults report being obese, compared with 26.2% of 
adults in New Hampshire as a whole. Several neighborhoods in Manchester have significantly 
higher obesity rates than the state, with Census Tract 14 having the highest rate of obesity, at 
36.6% (Map 12). 
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How does the Greater Manchester Region compare?

The adult obesity rate in Manchester is similar to that in Nashua (28.2%) and across the 500 
largest cities in the United States (29.2%). However, there is wide variation in adult obesity within 
Manchester, with rates ranging from 25% to 37% by Census Tract, including 12 neighborhoods with 
rates above 31%.   

Youth Obesity

According to the CDC, the percentage of children and adolescents in the United States with 
obesity has more than tripled since the 1970s, with data indicating that nearly 1 in 5 youth ages 
6 to 19 years are considered to be obese.53 As in adults, youth obesity can be linked to genetics 
and metabolism; however, obesity in youth is more often the result of poor eating and a lack of 
physical activity. 

Map 12: Obesity – Adults (2016)
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Where does Manchester stand?

According to the 2017 YRBS, 15.1% of Manchester high 
school students were obese, compared with 12.8% in 
the state as a whole.

How does the Greater Manchester Region compare?

Based on statewide data, 12.4% of high school 
students in the Greater Manchester Region, were 
obese in 2017 (Image 13).  This rate is similar to the 
Greater Nashua Region, where 12.9% of high school 
students were categorized as obese the same year.

Adult Physical Inactivity

Physical inactivity is associated with higher risks of a number of chronic diseases and is a leading 
cause of preventable death.  In the Unites States, adult physical inactivity is calculated to be the 
cause of 11% of premature mortality each year. Some research has shown that elevated crime rates 
in neighborhoods may deter physical activity among residents.

Where does Manchester stand?

In 2016, nearly one quarter (24.6%) of Manchester adults reported being physically inactive with 
no leisure-time physical activity in the past 30 days. There are specific neighborhoods that are 
disproportionately impacted by physical inactivity, including the center city Census Tracts 20, 14, 
and 15, in which 35% of residents or more report being physically inactive (Map 13). 

How does the Greater Manchester Region compare?

Manchester’s rate of physical inactivity among adults is 24.6%, which is slightly higher than 
Nashua’s rate (22.8%) but similar to that in the 500 largest cities in the US (24.0%).54 

Image 13
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Youth Screen Time Use

While regular physical activity is essential for lifelong health and wellbeing, many children and 
adolescents are not meeting current physical activity guidelines and recommendations.55 This 
is due, in part, to the increasing amount of time youth spend watching television, playing video 
games and interacting with their smartphones. It is recommended that children and youth get no 
more than 2 hours of screen time per day. These activities not only contribute to a sendentary 
lifestyle, but they may also expose youth to media messages that negatively impact academic 
success, healthy relationships, self-esteem, and overall well-being.56 

Where does Manchester Stand?

In 2017, more than half (51.9%) of Manchester high school students surveyed reported playing 
video games or using a computer for something other than school work more than 3 hours each 
day, compared with 48.0% of students in the Greater Manchester Region and 47.8% of students 
in the state as a whole.  The same year, only 46.1% of Manchester high school students reported 
getting the recommended amount of physical activity--60 minutes or more per day 5 or more days 
per week--compared with 48.5% of students in the Region and 47.2% of students statewide.

Map 13: Physical Inactivity – Adults (2016)
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How does the Greater Manchester Region 
compare?

According to data from 2015 (the most recent year 
for which this geographic comparison is available), 
the proportion of high school students within 
Manchester’s public health region who watched 
television more than three hours per day was 
statistically similar to that in most other regions 
throughout the state and in the state as a whole 
(Image 14). 

Insufficient Sleep

According to the Office of Disease Prevention and Health Promotion, sleep is a critical determinant 
of health and wellbeing. Yet 25% of adults in the US report getting insufficient sleep or rest at least 
15 out of every 30 days.57 Insufficient sleep is associated with chronic diseases and conditions, as 
well as injuries from car accidents and occupational errors.

Where does Manchester Stand?

In 2016, slightly more than 38% of Manchester residents reported insufficient sleep patterns 
defined as usually less than 7 hours of sleep, on average, during a 24 hour period. Data from the 
500 Cities Project indicate that residents in Manchester’s center city neighborhoods are sleeping 
even less, with rates as high as 41% of residents reporting insufficient sleep in some neighborhoods 
(Map 14).

How does the Greater Manchester Region compare?

The proportion of Manchester adults who report insufficient sleep (38%) is higher than the rates 
of insufficient sleep in both the Greater Manchester Region and the state as a whole (35.1% and 
33.2%, respectively).

Image 14
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FACTOR 3: TOBACCO USE
Tobacco use is the leading cause of preventable disease and death in the United States, with 
evidence consistently linking smoking and other forms of tobacco use to adverse health outcomes. 
Tobacco use causes an average of 480,000 deaths each year; these deaths include non-smokers 
whose deaths are linked to secondhand tobacco smoke exposure.

Where does Manchester stand?

In 2016, more than 20% of Manchester adults reported smoking (defined as smoking at least one 
hundred cigarettes in their lifetime and currently smoking either every day or most days). An even 
higher proportion of residents in Manchester’s Census Tracts 21, 20, 19, 14, 16, 15, and 13 reported 
smoking; adult smoking rates in these neighborhoods are at least 25% and as high as 30% 58 (Map 
14). 

How does the Greater Manchester Region compare?

Based on data from the 500 Cities Project, the proportion of adults who report smoking is higher 
in Manchester than in Nashua (20.8% and 18.2%, respectively). Both cities have higher than average 
smoking rates among adults when compared to the 500 largest cities in the US (17.4%). 

Of note, the percentage of adults who report smoking in Hillsborough County is lower than the 
state average when you remove Manchester and Nashua residents from that region (Image 15).

Map 14: Smoking – Adults (2016)
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Youth Tobacco Use

According to the CDC, tobacco product use is usually initiated and established during 
adolescence. Given this fact, the tobacco industry often targets youth through flavored products 
that are more appealing to young people. Data indicates that recent increases in tobacco use 
by teens is the result of rising e-cigarette use or vaping in this population.59 Unfortunately, these 
products remain largely unregulated, despite clear evidence that excessive levels of nicotine can 
cause physical health concerns and even acute health distress in young people.  

Where does Manchester stand?

Data from 2017 indicate that 8.8% of Manchester 
high school students had smoked a whole 
cigarette for the first time before age 13 years, 
and 6.5% had smoked a cigarette at least once 
over the past 30 days. In the Greater Manchester 
region, 39.3% of high school students reported 
having used an electronic vapor product and 
19.7% said they had used one at least once in the 
past 30 days. 

How does the Greater Manchester Region 
compare?

The prevalence of cigarette smoking among 
youth is similar in the Greater Manchester region, 
the Greater Nashua region and the state as a 
whole (Image 16). 

Image 15

Image 16
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FACTOR 4: SEXUAL ACTIVITY
High-risk sexual activity can have both immediate and long-term health consequences and can 
affect the economic and social wellbeing of individuals and families. Engaging in unprotected sex 
can lead to sexually transmitted infections (STIs) such as gonorrhea and chlamydia, both of which 
are on the rise in the United States. Unprotected sex can also lead to unintended pregnancy, which 
is associated with delayed prenatal care and poor mental and physical health during childhood.

Teen Birth Rate

Approximately 75% of teen births in the United States are unintended.60 While the teen birth rate 
has decreased across the country, there remain significant health consequences for teen mothers 
and their babies. Pregnant teens are less likely to access prenatal care, are more likely to have pre-
term or low birthweight babies, and are at increased risk for STIs and repeat pregnancies. Teen 
parents are also less likely than their peers to complete high school, and more likely to live below 
the poverty level.

Where does Manchester stand?

Manchester’s teen birth rate is 25.4 births per 1,000 females ages 15-19 years. This rate is 
significantly higher among Hispanic teens (33.4 births per 1,000 females) than among Black or 
White teens in the city (14.9 and 11.7 births per 1,000 females, respectively).61

How does the Greater Manchester Region 
compare?

The teen birth rate in Manchester is significantly 
higher than the rate in the state as a whole, at 
25.4 births per 1,000 females ages 15-19 years 
compared with 11 teen births per 1,000 females, 
respectively--a two-fold difference (Image 17).  
Manchester’s teen birth rate is also significantly 
higher than Nashua’s rate, at 12.8 births per 
1,000 females ages 15-19 years.

The teen bith rate in Manchester is slightly 
higher than the 500 largest cities average (23.6 
births per 1,000 females). 

Image 17
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Sexually Transmitted Infections

Chlamydia, the most common STI, affects both men and women but can cause severe and 
permanent damage to a woman’s reproductive system, including infertility and ectopic pregnancy.  
Gonorrhea infections are also common and can affect the genitals, rectum and throat. Rates of 
both chlamydia and gonorrhea are on the rise locally and nationally.  

Where does Manchester stand?

In 2017, there were 2,896 diagnoses of chlamydia and 405 cases of gonorrhea in the City of 
Manchester.

How does the Greater Manchester Region compare?

Hillsborough County in general, and the City of Manchester in particular, bear much of the burden 
for both chlamydia (Image 18) and gonorrhea (Image 19) in New Hampshire.
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New Hampshire Infectious Disease Surveillance Section
STD/HIV Summary Report

2013-2017
Chlamydia

YEAR

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

TOTAL 3095 234.0 2316 174.3 3683 276.9 4047 303.1 3686 274.5 County Case Rate

GENDER Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases
#

Rate
1

Cases
#

Rate
1

Carroll 169.2

Male 920 140.8 747 113.7 1198 182.0 1325 200.5 1258 189.2 Coos 199.8

Female 2175 324.9 1569 233.6 2485 369.9 2720 403.5 2427 358.1 Belknap 209.0

AGE-SPECIFIC Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Sullivan 211.6

0-12 1 * 1 * 5 2.7 0 0.0 1 * Rockingham 238.1

13-19 809 658.6 574 474.6 891 750.0 963 821.8 899 774.8 Cheshire 242.8

20-24 1436 1617.6 1029 1136.0 1611 1768.3 1789 1963.6 1627 1798.9 Merrimack 255.1

25-29 470 620.4 374 4754.0 655 829.4 716 889.3 628 755.6 Grafton 299.3

30-34 207 276.5 167 219.7 255 331.5 290 369.5 261 325.0 Hillsborough 313.9

35-39 69 95.2 82 112.8 117 159.2 142 188.5 129 166.9 Strafford 383.0

40-44 50 55.9 39 45.5 70 85.9 57 73.9 56 74.9

45-49 27 26.6 25 25.5 39 40.8 42 44.5 35 37.9

50-54 19 16.8 20 17.8 20 18.1 19 17.8 27 26.0

55-59 5 4.8 3 * 15 13.8 19 17.2 17 15.4

60+ 2 * 2 * 5 1.6 10 4.4 6 1.8

RACE Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

White 2559 205.2 1717 137.6 2498 199.9 2675 213.7 2365 188.2

Black 117 605.7 102 518.1 127 640.8 154 759.9 160 753.3

Asian/Pacific Isl. 25 76.6 25 72.7 28 78.9 37 101.5 57 150.7

AmInd/AlaskNat 10 265.5 4 * 10 257.4 7 178.3 5 125.7

Other/Unknown
2

384 1949.5 468 2029.8 1020 4797.3 1174 5221.5 1099 4787.8

ETHNICITY Rate
1

Rate
1

Rate
1

Rate
1

Rate
1

Hispanic
3

154 366.7 117 268.7 155 339.8 160 339.6 169 341.0

HIV INFECTED
4

Rate
1

Rate
1

Rate
1

Rate
1

Rate
1

Total 11 NC 15 NC 12 NC 16 NC 25 NC

COUNTY/CITY
5

Cases^ Rate
1

Cases^ Rate
1

Cases^ Rate
1

Cases^ Rate
1

Cases^ Rate
1

Belknap 150 249.6 100 166.2 164 272.2 169 278.9 127 208.9

Carroll 37 77.9 42 88.7 74 156.4 93 196.2 80 166.4

Cheshire 188 245.5 169 221.6 230 302.5 211 278.7 184 242.2

Coos 62 194.1 26 79.3 70 216.5 60 188.0 64 202.3

Grafton 229 256.0 140 156.6 237 266.8 250 279.9 266 297.6

Hillsborough 1082 268.2 848 209.4 1255 309.1 1458 357.6 1280 312.4

Manchester 521 472.3 430 389.4 624 565.8 700 632.1 621 558.5

Nashua 247 284.0 165 189.1 283 322.7 288 327.5 277 313.6

Merrimack 363 246.8 281 190.5 436 295.5 423 285.6 379 254.0

Rockingham 515 172.2 394 130.9 695 230.9 773 254.3 722 235.7

Strafford 346 277.6 229 181.7 414 327.9 497 390.5 488 379.4

Sullivan 122 283.6 70 162.4 90 213.7 109 253.3 91 211.2

#
Cases excluded due to unknown gender in 2016 (2) and 2017 (1)

^Cases excluded due to unknown county in 2013 (1), 2014 (17), 2015 (18), 2016 (4), and 2017 (5)

2013 2014 2015 2016 2017
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New Hampshire Infectious Disease Surveillance Section
STD/HIV Summary Report

2013-2017
Gonorrhea

YEAR

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

TOTAL 114 8.6 230 17.3 247 18.6 467 35.0 521 38.8

GENDER Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

2013 2014 2015 2016 2017

Male 66 10.1 136 20.7 181 27.5 333 50.4 333 50.1 MSM 34 58 94 124 101

Female 48 7.2 94 14.0 66 9.8 134 19.9 188 27.7 Heterosexual Contact 48 90 98 202 309

AGE-SPECIFIC Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Unknown/Other 32 82 55 141 111

0-12 0 0.0 0 0.0 0 0.0 1 * 0 0.0 114 230 247 467 521

13-19 9 7.3 27 22.3 31 26.1 48 41.0 42 36.2

20-24 38 42.8 66 72.9 74 81.2 105 115.2 111 122.7

25-29 22 29.0 60 762.7 41 51.9 92 114.3 116 139.6

30-34 7 9.3 38 50.0 38 49.4 70 89.2 65 80.9

35-39 9 12.4 13 17.9 11 15.0 42 55.7 65 84.1

40-44 9 10.1 7 8.2 14 17.2 26 33.7 32 42.8

45-49 11 10.8 10 10.2 19 19.9 29 30.7 31 33.6

50-54 6 5.3 5 4.5 8 7.3 25 23.4 26 25.1

55-59 0 0.0 3 * 6 5.5 19 17.2 16 14.5

60+ 3 * 1 * 5 1.6 10 4.4 17 5.1

RACE Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

White 97 7.8 172 13.8 181 14.5 334 26.7 370 29.4

Black 9 46.6 19 96.5 18 90.8 24 118.4 35 164.8

Asian/Pacific Isl. 1 * 2 * 5 14.1 4 * 16 42.3

AmInd/AlaskNat 2 * 0 0.0 0 0.0 1 * 1 *

Other/Unknown
2

5 25.4 37 160.5 43 202.2 104 462.6 99 431.3

ETHNICITY Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Hispanic
3

6 14.3 13 29.9 14 30.7 23 48.8 27 54.5

HIV INFECTED
4

Rate
1

Rate
1

Rate
1

Rate
1

Rate
1

Total 6 NC 16 NC 24 NC 29 NC 25 NC

COUNTY/CITY
5

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Cases Rate
1

Belknap 3 * 4 * 6 10.0 12 19.8 45 74.0

Carroll 2 * 2 * 2 * 1 * 3 *

Cheshire 9 11.8 17 22.3 27 35.5 19 25.1 16 21.1

Coos 1 * 1 * 1 * 7 21.9 5 15.8

Grafton 4 * 9 10.1 10 11.3 19 21.3 23 25.7

Hillsborough 52 12.9 89 22.0 111 27.3 251 61.6 236 57.6

Manchester 25 22.7 51 46.2 72 65.3 171 154.4 86 77.3

Nashua 14 16.1 18 20.6 21 23.9 33 37.5 46 52.1

Merrimack 12 8.2 21 14.2 24 16.3 48 32.4 60 40.2

Rockingham 20 6.7 48 15.9 35 11.6 68 22.4 87 28.4

Strafford 11 8.8 33 26.2 26 20.6 34 26.7 41 31.9

Sullivan 0 0.0 6 13.9 5 11.9 8 18.6 5 11.6
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Summary of Manchester Health Behaviors:

Manchester’s center city residents are disproportionately affected by unhealthy behaviors, 
including smoking, physical inactivity, obesity, and inadequate sleep. These behaviors have a 
strong impact on overall healthy outcomes, longevity and quality of life. According to a compound 
measure of unhealthy behaviors, the Unhealthy Behaviors Index, Census Tracts 14, 15, 16, and 19 
on Manchester’s east side and Tract 20 on Manchester’s west side have the highest prevalence of 
unhealthy behaviors in the city (Map 15). 
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HEALTH BEHAVIORS 
Input from Community and Resident Leaders

Health-related behaviors include tobacco, alcohol and drug use, diet and exercise, and sexual 
activity. The following table summarizes the top three priority areas where key leaders and 
community members believe the City should invest resources over the next three years.

Areas for Improvement Top Three Priority Issues

•	 Communication and health messaging

•	 Supporting small minority-focused agencies 
which lack infrastructure

•	 Substance misuse – opioid overdose deaths

•	 Teen birth rates 

•	 Addressing root causes of substance misuse 

•	 Prevention

•	 Homelessness

•	 Support for minority residents

•	 Planning comprehensive systems of care

•	 Supporting residents to navigate complex 
health and social systems/services

•	 Engaging state support, especially for opioid 
crisis

1

2

3

Substance misuse: opioid crisis, adult binge 
drinking and tobacco use, teen vaping

Adult physical inactivity

Health education and messaging
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DATA SNAPSHOT: HEALTH BEHAVIORS 
Summary of Key Data Findings

Indicator Manchester Greater 
Manchester

Nashua, 
NH

State of 
NH

500 Cities

Alcohol and Drug Use
Binge Drinking- Adults 17.9% 17.6% 17.7%

% of all students who had 
their first drink of alco-
hol other than a few sips 
before age 13 years

12.1% 11.6% 10.8% 10.7% -

% of students who drove 
a car or other vehicle 
after drinking alcohol 
during the past 30 days

7.6% 5.4% 2.8% 5.8% -

Diet and Exercise
Obesity Rate – Adults 29.5% - 28.2% - 29.2%

Youth Obesity among 
High School Students - 10.3% 12.9% 12.8% -

Physical Inactivity – 
Adults 24.6% - 22.8% - 24%

Insufficient Sleep among 
Adults 38% 35.1% - 33.2% -

Tobacco Use
Rate of Current Smoking 
– Adults 20.8% 18.2% 17.4%

Sexual Activity
Births to Teen Mothers 25.4 - 12.8 23.6

Chlamydia, 2017 621 cases - 277 cases 3,686 
cases -

Gonorrhea, 2017 86 cases - 46 cases 521 cases -
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Manchester Health Improvement Goal #3:
All Residents have Access to Quality Health Care and 
Preventive Health Services.
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V.	 CLINICAL CARE

When residents have access to affordable, quality, and timely care, they also have the best health 
outcomes, enabling them to live longer and lead healthier lives. The availability of clinical care 
services in a community can be divided into two categories, Access to Care and Quality of Care. 

•	 Access to Care is measured by both the number of primary care providers in a community and 
the number of residents who have health insurance in a community.

•	 Quality of Care is measured  by a combination of preventive care utilization rates and the 
number of preventable hospital visits that occur in a particular community. 

According to the County Health Rankings and Roadmaps initiative, these two measures of clinical 
care account for 20% of an individual’s health status. 

FACTOR 1: ACCESS TO CARE
Access to care is dependent on an individual’s ability to obtain the right care, at the right time, in 
the right setting. Location is often a barrier to care when needed services are not available close 
to home. New Hampshire, like many areas across the United States, is experiencing a shortage of 
healthcare providers amidst growing patient needs. 

The high cost of care can also be a barrier to access, especially for those who lack health 
insurance. Uninsured individuals are less likely to have primary care providers than the insured, and 
therefore have less access to preventive care, routine diagnostic screening and ongoing chronic 
disease management. Healthcare costs can also be a barrier to care for those with insurance if they  
face high out of pocket costs for co-pays, insurance deductibles or prescriptions.  
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Medically Underserved Area

The US Health Resources and Services Administration designates areas with too few primary 
care providers as Medically Underserved Areas (MUAs). This designation is based on an index 
of medical “underservice,” which is calculated using four measures: the population-to-provider 
ratio, the percent of the population that lives below the federal poverty level, the percent of the 
population that is older than age 65 years, and the infant mortality rate.62

Where does Manchester Stand? 

Six neighborhoods in East Manchester have been designated as MUAs: Census Tracts 6, 13, 14, 15, 
16, and 2004. Four neighborhoods in West Manchester--Census Tracts 2.02, 3, 20, and 21--have 
been identified as Exceptional Medically Underserved Areas, which is a designation for areas that 
do not meet the formal criteria for a MUA but have exceptional need (Map 16). 

How does the Greater Manchester Region Compare? 

A total of ten neighborhoods in Manchester have received designations as MUAs.  Manchester is 
one of only two non-rural communities in New Hampshire to receive MUA designation. 

Uninsured

According to the Kaiser Family Foundation, “health insurance makes a difference in whether 
and when people get necessary medical care, where they get their care, and ultimately, how 
healthy they are.” Uninsured individuals may postpone necessary care and forgo preventive care 
altogether, with potentially severe consequences. For many uninsured individuals, other essential 
expenses like food and housing will take priority over healthcare.

Where does Manchester stand? 

Based on 2016 data, 13.3% of Manchester adults ages 18-64 years had no health insurance. This 
percentage varied significantly by neighborhood, with as few as 3% of residents having no 
insurance in some areas of the city and as many as 35% of residents being uninsured in center city 
neighborhoods (Map 17). 
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Manchester’s uninsured rates also vary among racial and ethnic groups, with higher rates of 
uninsurance among the city’s Asian, Black, and Hispanic residents, compared to White residents. 
Hispanic residents are particularly likely to be uninsured, at 22.4% (Table 33). 	

Table 33: Uninsured by Race/Ethnicity, Manchester, 2017
Population % Uninsured 
Asian 15.6%
Black 17.0%
Hispanic 22.4%
White 11.3%
Other 11.3%

How does the Greater Manchester Region compare?

The percentage if adults in Manchester who are uninsured is similar to that in the 500 largest cities 
in the US (12.8 and 12.9%, respectively). However, Manchester’s adult uninsured rate is higher than 
in Nashua, where 9.5% of adults report being uninsured. Uninsurance rates vary across the Greater 
Manchester region; with Manchester’s center city neighborhoods having the highest rates of 
uninsurance in the region (Map 18). 
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Preventive Health Care

Preventive care includes both disease prevention and early detection strategies. For instance, 
vaccination can prevent an individual from contracting a transmittable disease, while screening 
can identify a disease before symptoms arise and when treatment is likely to be most effective. 
However, each year millions of people do not receive the preventive services recommended 
by national experts for their age group. People with lower incomes and those without health 
insurance are less likely to utilize preventive health care services than other populations.

Where does Manchester stand?

The majority of Manchester adults aged 18 years and older (71.8%) report visiting their doctor for a 
routine checkup within the past year. However, only about a third of older adults receive a core set 
of preventive services on a routine basis. In 2016, only 37.8% of Manchester men aged 65 years and 
older reported getting all three core preventive medical services:  flu vaccine, pneumonia vaccine, 
and colorectal cancer screening at the recommended frequency. Even fewer women in this age 
group received their core preventive services, with only 32.6% reporting that they received flu 
and pneumonia vaccines and both colorectal screening and mammography at the recommended 
frequency.

How does the Greater Manchester Region compare?

The percentage of older adults aged 65 years and older who report recieving core preventive 
services is higher in Manchester than in the 500 largest cities in the US (35.0% versus 32.6%, 
respectively), but slightly lower than in Nashua, where 36.8% of older adults report receiving 
recommended preventive care. Adults in Manchester’s center city neighborhoods are less likely 
than those in other neighborhoods to be up to date on core preventive services (Map 19).
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Map 19: Preventive Services – Adults (2016)

Ambulatory Care Sensitive Conditions

Ambulatory Care Sensitive Conditions (ACSCs) are health conditions for which appropriate 
management in the primary care setting should prevent the need for hospitalization. When 
patients lack adequate access to primary care, emergency room visits for ACSCs are more likely, 
making this an effective indicator of overall access to care in a community. Admissions for ACSCs 
are divided into two categories, acute ACSCs (infections and vaccine preventable diseases) and 
chronic ACSCs, such as diabetes and asthma.
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Where does Manchester stand?

Between October 2012 and September 2015, Manchester residents had 19,164 emergency room 
admissions for acute ACSCs, or 5,808.5 visits per 100,000 residents. During the same period, 
Manchester residents had 7,905 emergency room admissions for chronic ACSCs, calculating to a 
rate of 2,395.9 visits per 100,000 residents.

How does the Greater Manchester Region compare?

Admissions for acute and chronic ACSCs occur at a significantly higher rate in Manchester than 
in the Greater Manchester Hospital Service Area and in the state. Of note, the rate of admissions 
for acute ACSCs was significantly higher in Manchester than in the state as a whole despite the 
fact that this rate was lower in the Greater Manchester Hospital Service Area than in the state as a 
whole (Table 34).

Table 34: Ambulatory Care Sensitive Conditions, 2012-2015
Indicator Geography # of ED Visits Rate per 100,000 Residents

Acute
NH 180,994 4545.8
Greater Manchester 24,470 4451.5
Manchester 19,164 5808.5

Chronic
NH 65,305 1640.2
Greater Manchester 10,157 1847.7
Manchester 7,905 2395.9

Acute Health Care Access 

While appropriate access to primary care can prevent many emergency department visits, 
hospitalization is necessary for some acute and life-threatening conditions. Most births in the US 
also occur in hospitals, as delivery complications often require immediate access to medical care.65

Where does Manchester stand?

Between October 2012 and September 2015, the most common emergency department visits 
among Manchester residents were for abdominal pain (7,833 patients), upper respiratory infections 
(6,219 patients), superficial injuries and contusions (6,191 patients), nonspecific chest pain (5,992 
patients), and muscle sprains or strains (5,874 patients). Hospital admissions during this period 
were most common for births (4,376 patients), septicemia (1,809 patients), congestive heart failure 
(1,151 patients), pneumonia (1,151 patients), and osteoarthritis (1,111 patients).



83

How does the Greater Manchester Region compare?

Upper respiratory infections are the 2nd leading cause of emergency department visits in 
Manchester, while only the 5th cause of emergency department visits in the state as a whole. More 
than 83% of all patients admitted to the emergency department for upper respiratory infections 
in the Greater Manchester Hospital Service Area during 2012-2015 were residents of the City of 
Manchester (Table 35). It is likely that many of these infections could have been managed in a 
primary care setting.

Table 35: Top Reasons for Emergency Department (ED) Visits, 2012-2015

Geography Rank Reason for Visit # of ED 
Visits

% Total 
ED Visits

Rate per 
100,000  
Population

Manchester

1 Abdominal pain 7833 4.7% 2374.1

2 Other upper respiratory  
infections 6219 3.7% 1884.9

3 Superficial injury; contusion 6191 3.7% 1876.4
4 Nonspecific chest pain 5992 3.6% 1816.1
5 Sprains and strains 5874 3.5% 1780.4

Greater  
Manchester  
(HSA)

1 Abdominal pain 10045 4.6% 1827.4
2 Nonspecific chest pain 8419 3.8% 1531.6
3 Superficial injury; contusion 8056 3.7% 1465.5

4 Other upper respiratory      
infections 7476 3.4% 1360

5 Sprains and strains 7393 3.4% 1344.9

NH

1 Superficial injury; contusion 68500 4.5% 1720.4
2 Abdominal pain 65014 4.2% 1632.9
3 Sprains and strains 64159 4.2% 1611.4
4 Nonspecific chest pain 55059 3.6% 1382.9

5 Other upper respiratory      
infections 54007 3.5% 1356.4
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Not surprisingly, childbirth was the number one reason for hospitalization in Manchester, the 
Greater Manchester region and the state overall in 2012-2015. Chronic conditions that typically 
affect aging populations at a higher rate, such as congestive heart failure and osteoarthritis, were 
also among the top five reasons for hopitalization in all three geographic regions.  (Table 36). 

Table 36: Top Reasons for Hospitalization, 2012-2015

Geography Rank Reason for Visit # of Hospital 
Discharges

% Total  
Discharges

Rate per 100,000  
Population

Manchester

1 Childbirth 4,376 11% 1326.3

2 Septicemia     
(except in labor) 1,809 4.6% 548.3

3
Congestive 
heart failure;           
nonhypertensive

1,151 2.9% 348.9

4 Pneumonia 1,151 2.9% 348.9

5 Osteoarthritis 1,111 2.8% 336.7

Greater  
Manchester 
(HSA)

1 Childbirth 6,135 10.6% 1116.1

2 Septicemia     
(except in labor) 2,694 4.7% 490.1

3 Osteoarthritis 1,978 3.4% 359.8

4
Congestive heart 
failure; nonhyper-
tensive

1,732 3% 315.1

5 Pneumonia 1,685 2.9% 306.5

NH

1 Childbirth 35,359 9.4% 888.1

2 Osteoarthritis 16,413 4.4% 412.2

3 Septicemia     
(except in labor) 14,529 3.9% 364.9

4
Congestive 
heart failure;           
nonhypertensive

11,119 3% 279.3

5 Pneumonia 10,829 2.9% 272
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Dental Care

Regular dental visits are essential to maintaining healthy teeth and gums.  Routine dental cleanings 
may also help reduce the risks of other conditions linked to oral health, such as heart disease and 
stroke. Dentists can also look for early signs of other diseases, like diabetes, during a regular visit.  
At a minimum, children and adults should visit their dentists twice a year.

Where does Manchester stand?

In 2016, only 64.2% of Manchester adults reported visiting a dentist or dental clinic in the past year. 
This rate varied by neighborhood, with fewer than 60% of adults in nine Census Tracts--and as few 
as 45.3% of adults in one Census Tract--visiting the dentist in the past year (Table 37).

Table 37: Adult Dental Care Access by Neighborhood, Manchester, 2016
Census Tract % of Adults Receiving Dental Care
3 58.3%
2004 58.3%
17 55.6%
21 55%
13 54.5%
19 51.9%
16 50.3%
14 46.2%
15 45.3%

How does the Greater Manchester Region compare? 

Based on BRFSS data,66 the percentage of Manchester adults who visited a dentist within the past 
year was lower than the Greater Manchester Region and the state as a whole (71.9% and 72.0%, 
respectively). In the City of Manchester, the proportion of adults who received dental care in the 
past year was similar to that in the 500 largest cities in the US (63.2%), but somewhat lower than 
that in Nashua (67.9%).

Late or No Prenatal Care

Early and adequate prenatal care is essential to reducing pregnancy complications and ensuring 
the best health outcomes for both mother and child. 67  Late or no prenatal care, defined as 
prenatal care only in the third trimester or not at all, is associated with higher rates of preterm 
birth and low birthweight, as well as other negative maternal and child health outcomes.



86

Where does Manchester stand?

Between 2013 and 2017, more than 1 in every 20 Manchester women who gave birth received 
late or no prenatal care (388 women; 5.4%). This rate was significantly higher in some east side 
center city neighborhoods-Census Tracts 13, 14, and 2004-where as many as 11.0% of women who 
gave birth received late or no prenatal care (Table 38). Prenatal care can provide opportunities 
to identify pregnancies that may be at risk of Neonatal Abstence Syndrome (NAS), a group of 
medical problems that occurs after birth when a newborn experiences withdrawal from opioid 
exposure in the womb.  In 2017, there were 122 infants born with NAS in Manchester. 

Table 38: Late or No Prenatal Care by Neighborhood, Manchester, 2013-1017
Center City  
Census Tract

Location Total Birth % Late or No 
Prenatal Care

Total Women with Late  
or No Prenatal Pare

Manchester 7206 5.4% 388

13 East Side 274 9.5% 26

14 East Side 173 11.0% 19

2004 East Side 179 9.5% 17

How does the Greater Manchester Region compare?

The percentage of Manchester women who received late or no prenatal care (5.4%) in 2013-2017 
was higher than the state rate of 4%, but similar to the national average, which was 6%.68

FACTOR 2: QUALITY OF CARE
Health care services that are timely, evidence-based and patient-centered result in the best 
overall health care outcomes. Despite local and national efforts to improve quality of care, many 
patients do not receive recommended screenings and treatment, or they experience poor care 
coordination.

Health Screenings

Mammograms are the most effective tool for detecting breast cancer; their routine use has been 
associated with up to a 30% reduction in overall breast cancer mortality. Mammograms are 
recommended annually for women ages 45 to 54 years and every two years for older women who 
are not at increased risk for breast cancer.

Cholesterol screening is used to detect lipid disorders, heart disease, and other signs of 
cardiovascular risk. The CDC recommends that healthy adults have their cholesterol checked every 
4 to 6 years, while those with certain chronic diseases and risk factors should have it checked 
more often.
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Three tests are used for colon cancer screening: fecal occult blood tests (FOBT), sigmoidoscopy 
and colonoscopy. The most common screening method is a FOBT to determine if you have blood 
in the stool. Sigmoidoscopy and colonoscopy allow doctors to examine all or part of the colon for 
polyps, lesions, or other issues. The American Cancer Society recommends colon cancer screening 
for all adults beginning at age 45 years.  

Where does Manchester stand?

Based on 2016 data, 75.4% of Manchester women ages 50-74 years have received a mammogram 
in the past 2 years; 75.6% of Manchester adults aged 18 years and older have received cholesterol 
screening in the past 5 years; and 68.4% of Manchester adults ages 50-75 years have received 
some form of routine colon cancer screening (FOBT in the past year; sigmoidoscopy in the past 5 
years plus FOBT in the past 3 years; or colonoscopy in the past 10 years). 

How does the Greater Manchester Region compare?

The rates of preventive health screenings in Manchester are similar overall to those in Nashua and 
in the US as a whole Table 39.

Table 39: Preventive Health Screenings, 2015 & 2016
Prevention Measure United States Manchester Nashua
Cholesterol screening among adults (2015) 75.2% 75.6% 77.1%

Mammography use among women 50-74 (2016) 77.7% 75.4% 76.9%

Fecal occult blood test, sigmoidoscopy, or         
colonoscopy among adults ages 50–75 years (2016)

64.2% 68.4% 70.4%

Prenatal Care in the 1st Trimester 

Early initiation of prenatal care allows clinicians to identify risk factors for poor birth outcomes 
and initiate intervention as needed. Unfortunately, the women who are at the highest risk of 
experiencing problems related to childbirth are often the least likely to receive early and adequate 
prenatal care.70

Where does Manchester stand?

In Manchester, 7,206 women gave birth between 2013 and 2017, of whom 71.7% received prenatal 
care in the first trimester of pregnancy. Early initiation of prenatal care was lower in all center city 
neighborhoods during this period, including Census Tracts 13, 14, 15, 16, 19, 20, 21, and 2004 (Table 
40).
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Table 40: Prenatal Care in the 1st Trimester by Neighborhood, Manchester, 2013-2017
Census Tract Location Total Births % Prenatal Care 

in 1st Trimester
Total Women Receiving  
Prenatal Care in 1st Trimester

Manchester 7206 71.7% 5166
13 East CC 274 53.3% 146
14 East CC 173 58.4% 101
15 East CC 332 63.6% 211
16 East CC 369 64.2% 237
19 East CC 245 61.6% 151
20 West CC 203 63.5% 129
21 West CC 402 68.2% 274
2004 East CC 179 63.7% 114

How does the Greater Manchester Region compare?

Looking at data for 2017 only, the proportion of births in which prenatal care was initiated in the 
first trimester was 80.2% in Manchester versus 84.8% in Nashua. Manchester’s rate was higher than 
the average rate of 78.4% across the 500 largest cities in the US. 

Unfortunately, Manchester exhibits racial disparities when it comes to prenatal care; the 
percentage of births that received early and adequate prenatal care in Manchester’s Black 
population in 2016 (63.8%) was significantly lower than than in the city’s Asian (84.6%), Hispanic 
(82.8%), and White populations (86%). Of note, the percentage of births to Black women 
that received early and adequate prenatal care was 70.6% in the 500 largest cities, which is 
substantially higher than in the City of Manchester.

Summary of Clinical Care in Manchester:

Manchester residents who live in center city neighborhoods receive fewer preventive health care 
services overall than residents living outside the center city area. Center city residents have lower 
rates of insurance coverage, routine medical and dental care, and receipt of preventive screenings 
and vaccines. The Prevention Index is a combination of clinical care indicators that can be used to 
measure a population’s access to preventive care at a neighborhood level. According to Map 20, 
the center city neighborhoods in Census Tracts 13, 14, 15, 16, 19 and 20 have the lowest Prevention 
Index values in Manchester.
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Map: 20
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Areas for Improvement Top Three Priority Issues

•	 Health education about taking care of yourself, 
available services, appropriate use of services

•	 Obesity

•	 Access to healthy foods

•	 Prevention

•	 Cancer Screening 

•	 Coordinating services/resources

•	 Access to services : transportation, mental 
health, dental

•	 Supporting children’s social and emotional 
development 

•	 Frequent mental distress

•	 Frequent physical distress

•	 Life expectancy

•	 Premature death

•	 Uninsured (some neighborhoods)

•	 Diabetes (some neighborhoods)

•	 High blood pressure (some neighborhoods)

1

2

3

Access to care: integrated services, 
behavioral health, dental

Expanded healthcare coverage: insurance 
affordability, focus on the whole person 

Obesity

CLINICAL  CARE 
Input from Community and Resident Leaders

The clinical care factors that determine health include both access to healthcare and quality of 
healthcare services. The following table summarizes the top three priority areas where key leaders 
and community members believe the City of Manchester should invest resources over the next 
three years.
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DATA SNAPSHOT: CLINICAL CARE
Summary of Key Data Findings

Indicator Manchester Greater  
Manchester

Nashua, NH State of 
NH

500 Cities

Adequate Access
Uninsured Rate 12.8% - 9.5% - 12.9%

Adults who had routine 
checkups within the past 
year

71.8% - 72.2% 69.7% -

Older adults 65+  
reporting receiving  
preventive services

35% - 36.8% - 32.6%

Emergency Room Visits 
for Acute Ambulatory 
Care Sensitive Conditions

5,808.5 4,451.5 - 4,545.8 -

Emergency Room Visits 
for Chronic Ambulatory 
Care Sensitive Conditions

2,395.9 1,847.7 - 1,649.2 -

% of adults receiving  
dental care

64% - 67.9% - 63.2%

% of women receiving 
late or no prenatal care

5.4% - - 4% 6%

Quality of care
Mammography use 
among women 50-74 
(2016)

75.45 - 76.9% - 77.7%

Cholesterol screening 
among adults (2015)

75.6% - 77.1% - 75.2%

Fecal occult blood test, 
sigmoidoscopy, or  
colonoscopy among 
adults aged 50–75  
years – 2016

68.4% - 70.4% - 64.2%

Rate of women  
receiving prenatal care in 
first trimester

80.2% - 84.8% - 78.4%
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Manchester Health Improvement Goal #4:
Neighborhoods are Designed to Support Healthy 
Living for All Residents
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VI.	 PHYSICAL ENVIRONMENT

Your physical environment includes where you live, learn, work, and play. People interact with 
their physical environments in numerous way that can affect their health, from breathing the air to 
playing in a park or traveling to work. Environmental factors associated with good health include 
clean air and water, safe and affordable housing, access to fresh food, public safety, and the 
availability of recreational opportunities, among others.  According to research conducted by the 
County Health Ranking and Roadmaps project, as much as 10% of an individual’s health status is 
determined by their physical environment.71 

FACTOR 1: HOUSING
Safe, affordable and stable housing is important to overall well-being. Lead-based paint and lead-
contaminated dust in older buildings can cause lead poisoning, especially in children.72 Indoor 
allergens, such as mold and dust, and residential crowding can increase risks for asthma, infectious 
disease and psychological distress. Unstable or high-cost housing leads to emotional stress and 
directs limited family resources away from health promoting priorities such as nutritious food and 
medical care. 

High Potential Lead Risk

Lead-based paint and contaminated dust in older housing is the most common cause of lead 
poisoning. Elevated blood lead levels are most common among children younger than 5 years and 
are associated with impaired physical and mental development and behavior problems. Individuals 
and families who live in low-income areas with older housing stock are particularly vulnerable to 
lead poisoning. 

Where does Manchester stand?

Based on 2017 data, 32.1% of Manchester’s housing stock has a high potential lead risk-significantly 
higher than the 500 largest cities average rate of 18.5%. In specific neighborhoods, the percentage 
of housing stock that poses a high lead risk is even more substantial, at up to 55.9% (Table 41). 
Potential lead risk in housing is determined by weighted estimates for the likelihood of lead 
exposure in housing stock by era (i.e. pre-1939, 1940-59, etc.). This risk calculation was created by 
NYU Lagone Health.
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Table 41: High Potential Lead Risk, Manchester, 2017
Census Tract Location % of Housing Stock
Manchester n/a 32.1%
Tract 21 West side 48.3%
Tract 7 East side 48.4%
Tract 6 East side 48.8%
Tract 16 East side 53.8%
Tract 3 West side 55.4%
Tract 15 East side 55.9%

A lead exposure risk index is created by combining the percentage of housing with potential lead 
risk with the percentage of people who live in poverty (Map 21). The risk score is calculated on a 
scale of 1-10, where 10 indicates the highest risk of exposure. Lead exposure risk is elevated overall 
in Manchester, with an index score 8 out of 10.  Five Manchester neighborhoods-Census Tracts 10, 
14, 15, 16, and 2004-have a lead exposure risk index of 10, while an additional 5 neighborhoods 
have a risk index score of 9 (Census Tracts 3, 13, 17, 20, and 21). This risk calculation was created by 
NYU Lagone Health.

Map 21: Lead Exposure Risk Index – Manchester (2017)
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The rates of confirmed child blood lead elevations in Manchester neighborhoods mirror the 
location and density of older housing stock within center city neighborhoods. In 2017, more than 
70 children in Manchester (72 children) had elevated blood lead levels. (Map 22). According 
to the CDC, a blood lead level at or above 5.0 ug/dL is considered elevated and requires 
preventive action, while a level above 10 ug/dL is considered lead poisoning and requires medical 
intervention.

How does the Greater Manchester Region compare?

Manchester housing stock is significantly more likely to have a high potential lead risk compared 
with the 500 largest cities in the US (32.1% versus 18.5%, respectively). Homes in Manchester 
are also more likely to have a high potential lead risk compared with homes in Nashua (21.4%). 
Manchester’s Lead Risk Index score of 8 was substantially higher than Nashua’s score of 5 and the 
500 largest cities average score of 5.5. 

The risk of exposure to lead increases with older housing, particularly housing units built prior 
to 1980.  In the Greater Manchester region, 40-50% of housing stock in Auburn was built prior to 
1980, along with 59-73% of homes in Candia, 40-50% of homes in Deerfield, and 51-73% of homes 
in Goffstown (51-73%) (Map 23). 
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Crowding

Crowding is defined as housing occupied by more than one person per room (including living/
family rooms, offices, bedrooms and kitchen).73 A housing unit with more than 1.5 persons per 
room is considered severely crowded.  Crowded housing is most common in low-income families 
and neighborhoods and is frequently a consequence of a lack of affordable housing. Early 
exposure to crowding can affect health, developmental, social, and economic outcomes later in 
life.74 

Where does Manchester Stand? 

Social vulnerability data from the New Hampshire Department of Health and Human Services 
shows a disparity in crowding within Manchester. While some city neighborhoods have little to no 
crowding, as many as 10% of housing units in Manchester’s center city neighborhoods meet the 
definition for crowding. 

Map 24: Crowding – Manchester (2011-2015)
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How does the Greater Manchester Region Compare?

Crowded housing is more common in Manchester than in other towns within the Greater 
Manchester region (Map 25).  

Excessive Housing Costs

Financial experts recommend that no more than 30% of one’s household income should be 
devoted to housing costs; contributing more than 30% of income to housing results in a significant 
financial strain, or housing cost burden. A family is considered to be severely housing cost 
burdened when they spend more than 50% of their household income on housing.  When families 
dedicate too-large a portion of their income to housing, they may be unable to pay for other 
necessities, such as childcare, food, health care, and transportation. 

Based on cost of living estimates, the livable wage for a single-parent family with two children in 
NH is $27/hour, nearly four times the current minimum wage of $7.25/hour.77  As housing costs in 
NH continue to rise, low-income families increasingly struggle to find housing that is both safe and 
affordable.76

Map 25: Crowding – Greater Manchester (2011-2015)
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Where does Manchester stand?

Between 2013 and 2017 in Manchester, 40% of households reported spending more than 30% 
of their incomes on housing costs. Nationally, communities with housing cost burden rates at or 
above 40% are considered to be at serious risk of increasing homelessness. Many neighborhoods 
in Manchester exceeded this mark, with more than 45% of owner-occupied households reporting 
being housing cost burdened in Census Tracts 20, 21 6, 13, and 15; more than 15% of owner-
occupied households reported severe cost burdens-more than 50% of family income dedicated to 
housing-in Census Tracts 3, 20, 2.03, 15, and 16 (Image 20).

Renters in Manchester are even more impacted by housing costs; more than 50% of renter-
occupied households were cost burdened in 2013-2017 in Census Tracts 3, 15, 1.01, 22, and 23, and 
more than 30% of renters were severely cost burdened in Census Tracts 22, 2004, 19, 15, and 1.01 
(Image 20).

Households at the lowest income ranges are disproportionately impacted by housing costs, with 
12.9% of households making $20,000 a year or less spending more than 30% of their income on 
housing compared with only 2.2% of households making $75,000 per year or more (Table 42).

Table 42: Housing Costs by Household Income, Manchester, 2013-2017
Income 
Range

Total # of  
Occupied  
Housing Units

% of Total  
Housing Units 
in Manchester

Monthly    
Housing Costs 
Less Than 20% 
of Income

Monthly    
Housing Cost 
20-29% of In-
come

Monthly   
Housing Cost 
More Than 
30% of Income

<20,000 6,804 14.9% 0.5% 1.5% 12.9%

$20,000-
$34,999

6,777 14.8% 0.6% 1.6% 12.6%

$35,000-
$49,999

5,784 12.6% 0.9% 5% 6.7%

$50,000-
$74,999

9,341 20.4% 6.1% 8.6% 5.6%

≥$75,000 16,197 35.4% 24.2% 9.0% 2.2%

How does the Greater Manchester Region compare?

Manchester’s households are more likely to be housing cost burdened (40%) than those in Nashua 
(34.4%) and the 500 largest US cities (37%).
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Vacant Housing

Vacant and abandoned properties are one of the primary indicators of neighborhood-level 
distress.78 Vacant properties are associated with lower rates of literacy in a community and higher 
rates of violence, chronic illness, unhealthy eating and exercise habits, as well as a lack social 
networks and social capital. 

Where does Manchester Stand?

The proportion of housing units that are vacant is higher in Manchester’s center city 
neighborhoods than in neighborhoods outside the center city, with the highest vacancy rates in 
Census Tracts 12, 14, 15, 16 and 17 (Map 26).

How does the Greater Manchester Region Compare?

Manchester is the only community in the Greater Manchester region with high rates of housing unit 
vacancy (5-8%) with surrounding towns falling predominately within the 0-2% range of housing 
unit vacancy. Hooksett and Londonderry, however, did have some neighborhoods with higher 
proportions of vacant units, at 3-4% and 3-8%, respectively (Map 27).
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FACTOR 2: TRANSPORTATION
The transportation system in a community includes public transportation such as city or regional 
buses, as well as cars and bikes, sidewalks, streets, bike paths, and highways. By exploring the 
ways this system connects people to each other, and to home, work, health care, and other 
services, we can determine how transportation positively or negatively impacts health outcomes.

Personal Vehicle Access

Access to transportation is essential to public health; without it, individuals lack access to basics 
like food, recreation and healthcare, as well as educational opportunities and better paying 
jobs. Since access to public transportation is limited in Manchester, access to a motor vehicle is 
important to an individuals overall well-being.

Where does Manchester stand?

In 2013-2017, the vast majority of Manchester workers aged 16 years and older had access to a 
vehicle (96.6%). Access was most limited in Manchester’s center city neighborhoods, where more 
than 10% of households in Census Tracts 6, 8, 16, 19, 24, and 25 had no access to a vehicle and 17.6-
38.2% of households in Tracts 13, 14, 15, 29, and 2004 had no access to a vehicle (Map 28).

How does the Greater Manchester Region compare?

Manchester has the highest proportion of workers without access to a vehicle in the Greater 
Manchester region. A section of Bedford has a slightly increased prevalence of households with 
no access to a vehicle (4.2%-8.6%), while the remaining communities in the region have relatively 
small proportions (0-4.1%) of households without access to a vehicle (Map 29).
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Map 30: Walkability – Manchester (2018)

Walkability

Living in neighborhoods with high walkability encourages people to be more active and less reliant 
on vehicle use. Those living in communities with low walkability have higher risks of obesity and 
diabetes, and may be exposed to poorer air quality. Walkability is measured using the Walk Score, 
a metric that is based on a combination of the density of intersections and residences and the 
accessibility on foot to grocery stores, parks, and restaurants. Walkability scores below 50 indicate 
that a community is car-dependent, while scores at or above 50 indicate that a community is at 
least somewhat walkable.

Where does Manchester Stand?

Overall, Manchester has a Walk Score of 48.4, just below the cut-off for being a somewhat 
walkable community. As expected, the Walk Score is higher in Manchester’s center city 
neighborhoods, with scores above 85.0 in Census Tracts 14, 15, 16, and 2004. By comparison, 
Census Tracts 2.04 and 10 on the outskirts of the city have Walk Scores of less than 10 (Map 30). 

How does the Greater Manchester Region compare?

Manchester’s Walk Score of 48.4 is slightly higher than the score of 44.5 for the 500 largest cities 
in the US, and clearly higher than Nashua’s score of 37.
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FACTOR 3: HEALTH PROMOTING ASSETS
Health promoting assets are factors that promote and maintain health and help reduce health 
disparities. Access to healthy food and proximity to parks or green space, for example, are 
associated with better nutrition and higher levels of physical activity; these, in turn, are linked to 
reduced risks of obesity, diabetes, cancer, and heart disease.82

Access to Healthy Foods

A number of factors can impact an individual’s access to healthy foods, including proximity 
grocery stores and restaurants, local food prices, and the availability of nutrition assistance 
programs. Limited access to fresh, nutritious foods combined with a high density of fastfood 
restaurants in communities increases the risk of developing obesity and related health conditions. 

Where does Manchester stand?

The US Department of Agriculture considers individuals who live more than a half-mile from the 
nearest grocery store, supermarket or superstore to have limited access to healthy food.  Based 
on this measure, more than three-quarters (77.4%) of Manchester residents had limited access to 
healthy food in 2015.  Ten Census Tracts in the city are more than a half-mile from a grocery store, 
meaning that 100% of residents in those Tracts--1.01, 2.02, 2.03, 3, 7, 9.02, 9.01, 10, 13, and 21--lack 
access to healthy foods (Map 31).

Map 31: Limited Access to Healthy Food – Manchester (2015)



110

Manchester’s Asian residents are more likely than other racial or ethnic groups in the city to lack 
access to healthy foods (Table 43). 

Table 43: Limited Access to Healthy Foods by Race/Ethnicity, Manchester, 2015
Population % with Limited Access to Healthy Foods
All 77.4%
Asian 81.6%
Black 75.2%
Hispanic 66%
White 77.8%

How does the Greater Manchester Region compare?

The percentage of Manchester residents who live in locations with limited access to healthy foods 
(77.4%) was similar to that in Nashua (78.5%) in 2015, while both cities had higher proportions of 
residents with limited access to healthy food than the 500 largest US cities (61.9%). 

Park Access

Parks provide public spaces for residents to be physically active and to connect with their 
community. Green spaces also create a restorative environment that can moderate stress levels 
and promote both physical and emotional well-being.

Where does Manchester stand?

Nearly two-thirds (61.2%) of Manchester residents live within a 10-minute walk to a park. 
Manchester’s commitment to park access was highlighted by the Healthy Eating Active Living 
(HEAL) NH Workgroup as part of the NH Healthy People Healthy Places (HPHP) Plan84  (Images 21 
& 22). 

How does the Greater Manchester Region compare?

Manchester residents have similar access to parks compared with the 500 largest cities in the 
US, with 61.2% and 60.6%, respectively, living within a 10-minute walk from a park. Manchester 
residents are more likely than those living in Nashua (53.3%) to live in close proximity to a park.  
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Manchester, NH 

 

Manchester, NH 

 

Image 21

Image 22
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PHYSICAL ENVIRONMENT 
Input from Community and Resident Leaders

The physical environmental factors that determine health include air and water quality, housing, 
transportation, and health promoting assets. The following table summarizes the top three priority 
areas where key leaders and community members believe the City should invest resources over 
the next three years.

Areas for Improvement Top Three Priority Issues

•	 Partnering and collaboration, engaging 
business

•	 Community engagement

•	 Meaningful data

•	 Housing - lead risk, affordability

•	 Walkability

•	 Access to healthy foods

•	 Handicap access

•	 Infrastructure: roads, sewer, water

•	 Places for gathering

•	 Violent crime and safety, including 
undocumented

1

2

3

Quality affordable housing

Access to healthy foods

Safety 
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DATA SNAPSHOT: PHYSICAL ENVIRONMENT
Summary of Key Data Findings

Indicator Manchester Nashua, NH 500 Cities

Housing
Housing with High Potential Lead Risk 32.1% 21.4% 18.5%

Lead Risk Index (scale 0-10 w/ 10=highest 
risk)

8 5 5.5

Households with Excessive Housing Costs 40% 34.4% 37%

Transportation
Walkability (scale 0-100 w/ 100 = highest) 48.4 37 44.5

Health Promoting Assets
Limited Access to Healthy Foods (more 
than ½ mile to a full-service supermarket)

77.4% 78.5% 61.9%

Access to Parks (more than 10-minute 
walk from park space)

61.2% 53.3% 60.6%
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Manchester Health Improvement Goal #5:
Systems are Designed to Foster Neighborhoods of 
Opportunity for Generations to Come



115

VII.	HEALTH OUTCOMES & OPPORTUNITY

The ultimate goal of any health improvement strategy is to maximize individual and poulation 
well-being. The most common health outcomes used to measure population health are the length 
and quality of life. For this report, we also reviewed economic opportuty and healthy aging as 
important health outcomes for Manchester residents.

FACTOR 1: LENGTH OF LIFE
The life expectancy of an individual is determined primarily by genetics and lifestyle choices. At 
the population level, life expectancy is impacted also by social and economic factors, including 
poverty, safety, and educational opportunity.

Life Expectancy

Life expectancy at birth is a statistical measure of the average number of years a person is 
expected to live based on demographic (race, ethnicity and gender) and geographic (where the 
person lives) characteristics. According to the National Center for Health Statistics, the average life 
expectancy at birth of someone born in the US in 2016 was 78.6 years.86

Where does Manchester stand?

The average life expectancy at birth of Manchester residents was 77.6 years in 2015. However, 
residents born in center city neighborhoods had much lower life expectancies. Specifically, the 
anticipated life span of residents born in census tracts 13 and 17 was less than 70 years in 2015, 
while those born in census tracts 6, 8, 20, and 2004 could expect to live between 70-74 years 
(Map 32).

How does the Greater Manchester Region compare?

The average life expectancy at birth of Manchester residents is lower than that of Nasua residents 
(79.7 years) and of residents of the 500 largest US cities (78.8 years). 
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Premature Death

In the US, premature death is defined as death prior to age 75 years, the average life span of a US 
resident. Premature death is calculated as potental years of life lost per 100,000 individuals in a 
population. County Health Rankings and Roadmaps recommends measuring premature mortality 
rather than overall mortality because it is a better measure of preventable deaths and gives more 
weight to deaths that occur in younger populations. 

Where does Manchester Stand?

In 2014-2016, there were 8,900 years of potential life lost per 100,000 residents in Manchester.  By 
comparison, there were 6,900 years of potential life lost per 100,000 residents in Nashua and an 
average of 7,431 years of potential life lost per 100,000 individuals in the 500 largest US cities. 

Map 32: Life Expectancy, Manchester Neighborhoods, 2015
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How does the Greater Manchester Region compare?

The rate of potential years of life lost per 100,000 residents was similar in Hillsborough County 
(6,800 years of potential life lost) and in other counties throughout the state (Table 44).

Table 44: Years of Potential Life Lost, County, 2015-201788 

Geography Years of Potential Life Lost per 100,000
Belknap 7,200

Carroll 7,500

Cheshire 6,700

Coos 8,400

Grafton 5,400

Hillsborough 6,800

Merrimack 6,400

Rockingham 5,600

Strafford 7,000

Sullivan 6,700
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Leading Causes of Death

In 2016, the leading causes of death in the United States for individuals of all age groups were 
heart disease, cancer and unintentional injuries.89 Deaths from unintentional injuries or accidents 
are on the rise due to escalating numbers of drug opioid overdose deaths, which have quadrupled 
since 1999.90 

Where does Manchester stand?

Between 2016 and 2018, the five leading causes of death in Manchester residents of all ages were 
heart disease, cancer, unintentional injuries, chronic lower respiratory diseases, and Alzheimer’s 
disease 91 (Table 45). Nearly one in every four deaths in Manchester was related to heart disease, 
including coronary artery disease (artery blockage), heart attack, high blood pressure, and heart 
failure.  Unintentional injuries, including drug overdoses, were the third leading cause of death in 
Manchester during this period.

Table 45: Manchester Leading Causes of Death, All Ages, 2016-2018
Rank Cause # % Rate per 100,000 Population

1 Diseases of the heart 756 23.1% 227.9
2 Malignant neoplasms (cancer) 572 17.5% 172.4
3 Accidents (unintentional injuries) 329 10.1% 99.2
4 Chronic lower respiratory diseases 205 6.3% 61.8
5 Alzheimer’s disease 134 4.1% 40.4
6 Cerebrovascular diseases (stroke) 105 3.2% 31.6
7 Diabetes mellitus 79 2.4% 23.8
8 Intentional self-harm (suicide) 78 2.4% 23.5
9 Influenza and pneumonia 76 2.3% 22.9

10 Chronic liver disease and cirrhosis 50 1.5% 15.1

How does the Greater Manchester region compare?

Overall, the leading causes of death for all ages are similar in Manchester and the Greater 
Manchester region. However, heart disease is the number one cause of death in Manchester, while 
cancer is the leading cause of death in the state as a whole. In addition, Alzheimer’s disease 
is the fifth leading cause of death in Manchester and the Greater Manchester Region, while 
cerebrovascular disease in the fifth leading cause of death in the state (Table 46).
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Table 46: Leading Causes of Death, All Ages, 2016-2018
Cause of Death: All Ages Manchester Greater  

Manchester (HSA)
New  

Hampshire
Rate Rank Rate Rank Rate Rank

Diseases of the heart 227.9 1 205.8 1 192.4 2

Malignant neoplasms (cancer) 172.4 2 168.7 2 194.7 1

Accidents (unintentional injury) 99.2 3 76.2 3 64.6 3

Chronic lower respiratory       
diseases

61.8 4 52.4 4 52.8 4

Alzheimer’s disease 40.4 5 39.3 5

Cerebrovascular disease (stroke) 34 5

Special Section:  Leading Causes of Death by Age

Birth to 6 years: The number one cause of death among infants and children ages birth to 6 
years in Manchester is “certain conditions originating in the perinatal period” (Table 47). These 
conditions include, but are not limited to: deaths related to maternal factors or complications 
of pregnancy, labor and delivery; disorders related to length of gestation and fetal growth; birth 
trauma; respiratory and cardiovascular disorders specific to the perinatal period; and infections 
specific to the perinatal period. Importantly, many of these conditions can be prevented or 
lessened with early and adequate prenatal care. 

Manchester babies and young children (ages birth to 6 years) were more than twice as likely as 
that same age group in the state of NH to die due to conditions originating during the perinatal 
period. The prevalence of deaths due to certain conditions originating in the perinatal period is 
significantly higher in Manchester than in Greater Manchester and the state as a whole.

Table 47: Leading Causes of Death, Birth-6 years, 2016-2018
Cause of Death: Birth-6 Years Manchester Greater  

Manchester (HSA)
New Hampshire

Rate Rank Rate Rank Rate Rank
Certain conditions originating in 
the perinatal period 64.3 1 50.1 1 28.4 1
Accidents (unintentional injuries) * 2 * 2 0.8 3
Congenital malformations * 3 * 3 5.5 2
Malignant neoplasms (cancer) * 4 * 4 * 5
Assault (homicide) * 5 * 5 1.8 4
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. . 

Ages 7-17 years: For youth ages 7-17 years, accidents and unintentional injuries were the leading 
cause of death at all geographic levels in 2016-2018 (Table 48). For children ages 7 to 17 years, 
the top three causes of death were accidents and unintentional injuries, aortic aneurysm and 
dissection, and intentional self-harm (suicide). 

Table 48: Leading Causes of Death, 7-17 years, 2016-2018
Cause of Death: Youth 7-17 
Years

Manchester Greater  
Manchester (HSA)

New  
Hampshire

Rate Rank Rate Rank Rate Rank

Accidents (unintentional injuries) * 1 7.1 1 3.8 1
Aortic aneurysm and dissection * 2 * 2 * 4
Intentional self-harm (suicide) * 3 * 3 3.8 2
Malignant neoplasms (cancer) 1.5 3
Cerebrovascular disease (stroke) * 5

                                                                                                                                                                                                                
Ages 18-24 years: In young adults, ages 18 to 24 years, the top five causes of death were accidents 
and unintentional injuries, intentional self-harm (suicide), cancer, assault (homicide), and diabetes. 
(Table 49). Accidents and unintentional injuries accounted for 56.8% of all deaths in this age group 
in 2016-2018. The leading causes of death were accidents/unintentional injuries and intentional 
self-harm (suicide) in young adults ages 18 to 24 years at all geographic levels in 2016-2018. 

Table 49: Leading Causes of Death, 18-24 years, 2016-2018
Cause of Young Death Adults 18-24 
Years

Manchester Greater  
Manchester 

(HSA)

New  
Hampshire

Rate Rank Rate Rank Rate Rank
Accidents (unintentional injuries) 62.7 1 54.1 1 44.9 1
Intentional self-harm (suicide) 17.9 2 20.5 2 21.9 2
Malignant neoplasms (cancer) * 3 * 3 1.6 5
Assault (homicide) * 4 * 4 2.1 4
Diabetes mellitus * 5 * 5
Diseases of the heart 2.4 3

* rate is suppressed due to small sample size

* rate is suppressed due to small sample size
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Ages 25-64 years: The number one cause of death in Manchester residents ages 25 to 64 years 
in 2016-2018 was accidents and unintentional injuries, including drug overdose (Table 50). Also 
among the top five causes of death in this age group were intentional self-harm/suicide--a 
reflection of the high rates of mental distress in Manchester residents--and chronic liver disease 
and cirrhosis, which are often the result of alcohol abuse and hepatitis infection in this age 
group. Among adults ages 25-64 years, the top four causes of death were similar in Manchester, 
the Greater Manchester Region and the state in 2016-2018 (Table 50). However, accidents 
and unintentional injuries were the first leading cause of death in Manchester and the Greater 
Manchester Region, while cancer was the first leading cause of death in the state.  

Table 50: Leading Causes of Death, 25-64 years, 2016-2018
Cause of Death Adults ages 25-
64 Years

Manchester Greater  
Manchester (HSA)

New  
Hampshire

Rate Rank Rate Rank Rate Rank

Accidents (unintentional injuries) 138.8 1 98.5 1 68.3 2
Malignant neoplasms (cancer) 91.6 2 86.4 2 95.8 1
Diseases of the heart 74.3 3 58.6 3 57.1 3
Intentional self-harm (suicide) 34.7 4 25.9 4 23.4 4
Chronic liver disease and cirrhosis 20.1 5 17.4 5
Chronic lower respiratory diseases 14.2 5

Ages 65 years and older: The top five causes of death in adults aged 65 years and older were 
the same across all three geographic regions in 2016-2018 (Table 51). These causes of death 
were: diseases of the heart, cancer, chronic lower respiratory diseases, Alzheimer’s disease, and 
cerebrovascular disease (stroke).

Table 51: Leading Causes of Death, 65+ Years, 2016-2018
Cause of Death Adults 65+ Years Manchester Greater  

Manchester (HSA)
New  

Hampshire
Rate Rank Rate Rank Rate Rank

Diseases of the heart 1,230.1 1 1,135.2 1 928.6 1
Malignant neoplasms (cancer) 794.2 2 786.1 2 820.4 2
Chronic lower respiratory diseases 336.4 3 287.9 3 259.1 3
Alzheimer’s disease 266.7 4 256.2 4 184.3 4
Cerebrovascular disease (stroke) 183.1 5 193.9 5 176.5 5
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FACTOR 2: QUALITY OF LIFE
Quality of life is impacted by factors ranging from physical and emotional health, to education and 
employment, to living in a safe and supportive community. Persistent mental and physical distress 
and traumatic experiences can have profound impact on an individual’s quality of life.Adversity 
in childhood, such as child maltreatment, can negatively affect mental and behavioral health into 
adulthood.93,94

Adverse Childhood Experiences

Adverse childhood experiences (ACEs) are traumatic events occurring before age 18 years 
that increase the risk for poor health and behavioral outcomes later in life. Examples of ACEs 
include domestic violence, substance abuse by a caregiver, emotional and sexual abuse, maternal 
depression, physical and emotional neglect, parental divorce, mental illness among parents or 
caregivers, incarceration of a parent, and homelessness. As the number of ACEs increases, so does 
the risk for long-term adverse health outcomes.95 

Where does Manchester stand?

In 2016, nearly one in every ten Manchester residents (9.5%) reported having experienced four or 
more adverse childhood experiences.

How does the Greater Manchester Region compare?

The percentage of adults who reported experiencing four or more adverse childhood experiences 
was slightly higher in Manchester than in the Greater Manchester region or in the state in 2016 
(both, 9.1%). 

Frequent Physical and Mental Distress

According to the CDC, individuals who report frequent poor physical and mental health tend to 
utilize the health care system more frequently and have a higher rate of mortality.96 Frequent 
mental and physical distress are linked to chronic health conditions including cancer, diabetes, 
obesity, and arthritis, and can be associated with health behavior risk factors, such as physical 
inactivity, substance misuse, and smoking.
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Where does Manchester stand?

According to 2016 data, 12.8% of Manchester adults reported that their physical health was not 
good for more than 14 days during the past 30 days, a measure know as frequent physical distress. 
An even larger proportion of residents in Census Tracts, 14, 15, and 20 reported frequent physical 
distress, ranging from 17% to 19% of adults (Map 33). 

Map 33: Frequent Physical Distress – Manchester Neighborhoods (2016)

During this same period, 13.4% of Manchester adults reported frequent mental distress (mental 
health not good for more than 14 days during the past 30 days). Adults living in Manchester’s 
center city Census Tracts 15 and 20 were at greatest risk of frequent mental distress, with nearly 
one in five residents (18%) reporting their mental health was not good for more than 14 of the past 
30 days (Map 34).
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Map 34: Frequent Mental Distress – Manchester Neighborhoods (2016)

How does the Greater Manchester Region compare?

The percentage of Manchester adults who reported frequent mental distress in 2016 was higher in 
Manchester than in Nashua (12.1%) but similar to the 500 largest cities in the US. Rates of frequent 
physical distress in 2016 were similar in Manchester, Nashua and the 500 largest cities in the US.   

Child Abuse and Neglect

The Federal Child Abuse Prevention and Treatment Act defines child abuse and neglect as, at a 
minimum, “any recent act or failure to act on the part of a parent or caretaker which results in 
death, serious physical or emotional harm, sexual abuse or exploitation, or an act or failure to act 
which presents an imminent risk of serious harm”.97 In New Hampshire, the number of accepted 
referrals for child abuse and neglect increased by 33% between 2013 and 2017,  with more than 
12,000 reports of child maltreatment statewide.98  

Where does Manchester stand?
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In 2016, the Division for Children, Youth and Families (DCYF) accepted 11,197 referrals for 
investigation, of which 1,691 were in Manchester--more than any other city or town in the state. 
Of the Manchester referrals, 57.3% involved substance misuse. The overall number of DCYF cases 
(both placement and in-home) in 2016 was up 27%; the most substantial increase was seen in 
Manchester, where cases were up 69%.

How does the Greater Manchester Region Compare?

New Hampshire has seen an increase in accepted assessments of child abuse and neglect in 10 out 
of 11 district offices, as well as an increase in telework cases and special investigations.  The district 
offices with the highest number of accepted assessments were those in Manchester (1,691 cases), 
Nashua (1,532 cases), Concord (1,485 cases), and the Seacoast (1,079 cases). Approximately half of 
the accepted assessments in these offices included substance abuse as a risk factor (Image 23).

Image 23
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FACTOR 3: PERSISTENT POVERTY & LIMITED OPPORTUNITY
Persistent poverty and limited economic opportunity remain a challenge for far too many 
Americans; one in six children in the US is living in poverty, according to the Urban Institute.99 
Experts agree that persistent intergenerational poverty is a complex problem, compounded 
by conditions in high-poverty urban neighborhoods that undermine children’s long-term 
opportunities for success.100 

Persistent Poverty

Persistent poverty is defined on the geographic level as an area that has had 20% or more of 
its population living in poverty over the past 30 years. Research shows that communities with 
poverty rates exceeding 20% experience more acute poverty-related issues, such as poor housing 
conditions and lower access to economic oppotunity, than lower poverty communities.

Where does Manchester stand?

Manchester’s center city neighborhoods have experienced high (20%-40% poverty) and extreme 
(40%+ poverty) poverty rates since 1990. In fact, the number of Manchester neighborhoods with 
high or extreme poverty rates has more than quardrupled since 1990, from two census tracts 
in 1990 to nine Census Tracts in 2016 (Table 53). Manchester’s west side has been particularly 
impacted by this increase in high or extreme poverty rates. Census Tracts 14 and 2004 have 
experienced high or extreme poverty since 1990, therefore meeting the federal government’s 
definition of neighborhoods with persistent poverty.

Table 53: Manchester Neighborhoods with High or Extreme Poverty
Census Tracts 1990 Census 2000 Census 2010 Census 2016 Census
14** X X X X
2004** X X X X
6 X X
15 X X X
20 X X X
13 X X
16 X X
3 X
2.02 X

21 X

19 X

**Persistent poverty
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2000 6% 11%
2010 6% 13%
2016 7% 15%

1990 6% 15%
2000 9% 32%
2010 18% 47%
2016 23% 50%

Percent of Poor People that live in a 
high or extreme poverty tract:

Poverty Rate:

How does the Greater Manchester Region compare?

While persistent poverty has been an enduring problem in the rural regions of the US, 14% of 
persistent poverty counties across the country are metropolitan areas like Manchester. 

Image 24
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Current Levels of Opportunity

Numerous factors impact the opportunity for economic mobility within a community. Communities 
with low access to higher paying jobs, poor acadademic achievement in schools, and high 
transportation costs, for example, provide few opportunities for individuals to move up the 
income distribution and for families to break the cycle of poverty. Opportunity indices--composite 
measures of economic opportunity-related factors within a community--can be used to help 
governments and funders target interventions and strategies to promote economic mobility to 
the neighborhoods where they are needed most. Five common opportunity indices include: the 
labor market engagement index, the school proficiency index, the socio-economic index, the jobs 
proximity index, and the low transportation costs index.

Where does Manchester stand?

Compared with other towns in the Greater Manchester region, Manchester neighborhoods fall 
within the lowest quintile for the labor market engagement index, the school proficiency index and 
the socio–economic index.  Eight Manchester Census Tracts were also in the lowest quintile for the 
jobs proximity index (Image 25).

On the other hand, Manchester’s center city neighborhoods were in the highest quintile for the 
low transportation cost index, indicating that families in these neighborhoods pay a relatively low 
percentage of their incomes to transportation costs (Image 26).

How does the Greater Manchester Region compare?

Another way to look at these opportunity indices is to measure the number of indices within a 
community that are above the average (better than average) for a region. Within the three-county 
region of Hillsborough, Rockingham and Merrimack Counties, Manchester ranks low in opportunity, 
with 15 Census Tracts scoring above average on only two indices-one of which is transportation 
cost-and seven Census Tracts scoring above average on only three indices (Map 35).  Of note, 
none of the neighborhoods in Manchester received above average scores on all five opportunity 
idices, compared with most of Londonderry and about half of Bedford. 
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Future Opportunity for Children

The neighborhood in which a child grows up has substantial causal effects on their prospects of 
upward mobility. The Opportunity Atlas is an innovative project that uses multiple data points 
from the Census Bureau collected over 30 years to predict which neighborhoods in the US provide 
children the most opportunity for social mobility during their lives. The Opportunity Atlas can 
be used to identify pockets of low opportunity for children where interventions are needed to 
interrupt the systemic cycle of poverty.

Where does Manchester stand?

In Manchester, children growing up in Census Tract 14 have the lowest estimated household 
incomes as adults compared with children growing up in other areas of the city ($26,000 
annually). Children growing up in all of Manchester’s center city neighborhoods have low predicted 
adult incomes, forecasting continued generational poverty in these neighborhoods (Image 27). 
Children growing up in Manchester’s north end neighborhood (Census Tract 1.01), by comparison, 
have the highest predicted household incomes as adults, $62,000 annually, among all children 
growing up in the city.  

How does the Greater Manchester Region compare?

Bedford children have the highest predicted incomes as adults in the Greater Manchester region, at 
$70,000 annually (Image 28). 
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Image 27
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Image 28
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FACTOR 4: AGING POPULATION
The number of Americans aged 65 years and older is projected to more than double by 2060, 
from 46 million to over 98 million.101 The aging of the population may fuel higher demand for health 
care services for chronic diseases, as well as nursing home care, particularly for the rising number 
of adults with Alzheimer’s disease.  

Where does Manchester stand?

New Hampshire has the second highest median age in the nation, with 20% of the state’s 
population aged 60 years and older.102 In Manchester alone, there are 14,552 residents aged 65 
years or older. More than half (58.8%) of these older adults in Manchester are female, and the vast 
majority (95.9%) are White, with a small (3.8%) Hispanic/Latino population. More than half (56.3%) 
of older adults in Manchester completed high school and almost a quarter (23.6%) have a college 
degree. 

According to the 2019 New Hampshire Healthy Healthy Aging Community Profile, Manchester  
residents aged 65 years and older fare significantly worse than the state average on 45 Healthy 
Aging Idicators. Table 54 highlights just 11 of those Healthy Aging Indicators that were worse for 
Manchester residents than for the state as a whole.

Table 54: Health Indicators Worse than State Average, 65+ years, Manchester Neighborhoods
Health Indicator Manchester: West 

Neighborhoods
Central Manchester 
Neighborhoods

Manchester:  
South  
Neighborhoods

Asthma X X
Blindness/visual impairment X X
Chronic kidney disease X X
Depression X
Diabetes X
Ischemic heart disease X X
Mortality X
Multiple comorbidities X X X
Personality disorders X
Schizophrenia and psychotic 
disorders

X

Stroke X
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How does the Greater Manchester Region compare?

Residents of Nashua had worse rates than the state on 35 Healthy Aging Indicators, versus 45 
indicators that were worse than the State in Manchester. The following table, Table 55, presents 
prevalence rates for a selection of indicators for which Manchester’s rate was worse than the state, 
with Nashua’s rates included for comparison. 

Table 55: Rates for Selected Indicators, Adults 65+ years
Indicator Manchester Nashua New Hampshire
% injured in a fall over the past year 12.3% 12.5% 10.4%
% clinically diagnosed obese 19.6% 17.5% 16.7%
% with high cholesterol 78.0% 76.7% 72.2%
% with depression 33.9% 31.1% 28.8%
% with anxiety disorders 27.8% 24.3% 21.9%
% with diabetes 34.3% 31.3% 28.2%
% with chronic obstructive  pulmonary 
disease

25.6% 21.3% 20.5%

% with hypertension 74.6% 73.8% 70.2%
% with ischemic heart disease 38.8% 37.1% 34.3%
% with osteoarthritis/rheumatoid arthritis 53.9% 49.8% 49.1%
% with chronic kidney disease 28.0% 28.9% 22.3%
% with 4 or more chronic conditions 62.6% 56.9% 54.4%
% with self-reported ambulatory difficulty 24.3% 20.5% 18.8%

Summary of Health Outcomes in Manchester: 

The Health Outcomes Index is a measure of overall health outcomes, including chronic disease, 
mental health and oral health, in an adult population. In Manchester, center city Census Tracts 20, 
14, 15, 16, and 8 have the highest levels of unhealthy outcomes in the city (Map 36). 
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Health Outcomes Index is constructed using
the following indicators:
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   who have been screened in the past 5 years
:: Chronic kidney disease among adults 18 years old and older 
:: COPD among adults 18 years old and older
:: Coronary heart disease among adults 18 years old and older 
:: Diagnosed diabetes among adults 18 years old and older 
:: Mental health not good for 14 or more days among adults
   18 years old and older
:: Physical health not good for 14 or more days among adults
   18 years old and older
:: All teeth lost among adults 65 years old and older
:: Stroke among adults 18 years old and older

Map 36
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DATA SNAPSHOT: HEALTH OUTCOMES
Summary of Key Data Findings

Indicator Manchester Greater  
Manchester

Nashua, NH State of NH 500 Cities

Length of Life
Life expectancy 77.6 years 79.7 years - 78.8 years

Premature death 8,900 years 6,800 years 6,900 years - 7,431 years

Quality of Life
Four or more adverse 
childhood experiences

9.5% 9.1% - 9.1% -

Frequent mental distress 13.4% - 12.1% - 12.8%

Frequent physical  
distress

12.8% - 11.9% - 12.3%

Total accepted  
assessments for child  
maltreatment in 2016

1,691 - 1,532 11,197 -

Child maltreatment  
assessments with  
substance abuse risk factor

57.3% - 49.8% 51.5% -

Aging Population
% 60+ injured in a fall over 
the past year

12.3% - 12.5% 10.4% -

% 60+ clinically  
diagnosed obese

19.6% - 17.5% 16.7% -

% 60+ with high  
cholesterol

78.0% - 76.7% 72.2% -

% 60+ with depression 33.9% - 31.1% 28.8% -

% 60+ with anxiety  
disorders

27.8% - 24.3% 21.9% -

% 60+ with diabetes 34.3% - 31.3% 28.2% -

% 60+ with chronic  
obstructive  pulmonary 
disease

25.6% - 21.3% 20.5% -

% 60+ with hypertension 74.6% - 73.8% 70.2% -

% 60+ with ischemic heart 
disease

38.8% - 37.1% 34.3% -

% 60+ with osteoarthritis/
rheumatoid arthritis

53.9% - 49.8% 49.1% -

% 60+ with chronic kidney 
disease

28.0% - 28.9% 22.3% -

% 60+ with 4 or more 
chronic conditions

62.6% - 56.9% 54.4% -

% 60+ with self-reported 
ambulatory difficulty

24.3% - 20.5% 18.8% -
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VIII.	Voices of Community and Neighborhood Leaders

BACKGROUND AND METHODS: 
Over the course of 5 months in 2019, a local consultant group known as the Community Health 
Institute (CHI) interviewed twelve key leaders from Manchester, who were identified by their peers 
as leaders who understand current and emerging issues within the city. These leaders represented 
government, the educational system, the health delivery system, and non-profit organizations.  In 
addition, CHI administered seven focus group sessions that included veterans, older adults, people 
with chronic health conditions, differently abled persons, and community members from diverse 
backgrounds.

A standard script and protocol were used for conducting the key leader interviews and focus 
groups. All key leader interviews were conducted by phone. All focus groups were conducted in 
person at the Manchester Health Department. Structured questions were asked to capture detailed 
information specific to the community’s ability to address four major factors known to determine 
the health of a community population: (a) social and economic factors, (b) health behaviors, (c) 
clinical care and health outcomes, and (d) physical environmental factors. 

Overall, participants were asked to identify:
1.	 factors that make a community the best place to live;

2.	 community/neighborhood priority areas;

3.	 new or emerging health and safety issues they would like to discuss with local policy makers; 
and

4.	 the leadership and infrastructure needed to move the city from assessment to planning and 
action.

In all cases, CHI tried to honor participant voice while protecting participant privacy. The findings 
reported herein are opinions and perspectives of participants interviewed for this assessment, and 
do not necessarily reflect the opinions of the City of Manchester, its partner agencies, and/or the 
funders of this report. The contents were not fact-checked for accuracy, but reported as provided 
to maintain the integrity of participant input.

The following section summarizes findings from these discussions, including prioritized issues and 
ideas to address these issues. The entire report of findings can be found in the Appendix of this 
document. 
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PRIORITY AREAS
Focus group participants were asked to identify the top three health priorities from each of the 
categories as listed below. For efficiency purposes, the health outcomes goal area was combined 
with clinical care. The following is a snapshot of the recommendations for action that were 
identified to address the priority areas. 

SOCIAL & ECONOMIC FACTORS
	Priority #1: Improve Our Schools  
	Develop a campaign about how our schools could be a driving force to attract people to 

Manchester.
	Get the attention of the State about the fact that Manchester is a leading city. Manchester 

has great economic potential and we need more state funding for our schools.
	Everything with education should start early. Thus, we need affordable preschool access 

across the spectrum, as well as affordable summer and after school programming.

	Priority #2: Decrease Violent Crime 
	Increase police presence in neighborhoods, and ensure rapid response by the justice     

system to enforce consequences for violent actions.
	Legislate gun control.  Guns should be registered and training provided on responsible 

handling and safety of guns. Do not allow bump guns.
	Increase funding for the Police Department and decrease its need to rely on State and 

Federal Grants.

	Priority #3: Decrease Income Inequality & Poverty 
	Keep jobs in the city; the City needs better paying jobs with living wages.
	Ensure affordable preschool access across the spectrum. Start with the state and           

advocacy. We have good data defining the link between education and income.

HEALTH BEHAVIORS 
	Priority #1: Address and Prevent Substance Misuse   
	Enhance prevention and early detection of substance misuse.
	Make safe spaces for teenagers that keep them busy and enable a level of supervision and 

monitoring.
	Develop policies that ensure oversight of prescribers & pharmaceutical representatives.

	Priority #2: Increase Physical Activity  
	We need to start young, and focus on changing behaviors of our youth, starting with early 

childhood, through education.
	Promote alternative forms of transportation, like biking or walking to work. 
	More exercise groups in elderly housing, for example, chair exercise and yoga. Make        

exercise programs relevant to participants.
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	Priority #3: Increase Health Education and Consistent Messaging  
	The City needs a campaign for helping people understand healthy behaviors, which could 

include using the Verizon sign to reach many people.
	Educate groups of residents at their own level about issues and in ways that are relevant 

to them. For example, many elderly do not have or use computers, so communication and 
health education should not be only electronic.

	Engage our youth. The student voice is important, driving discussions behind some of the 
most successful programs.

CLINICAL CARE 
	Priority #1: Improve Access to Care    
	Provide care coordination and support to navigate the complex health system, particularly 

for the elderly.
	Improve access to affordable dental care, especially for people using substances.
	Recognize that oral health, general health, and mental health are not separate lanes. Each 

of these lanes needs to screen and consider issues related to each of the others with       
regard to prevention (for example, a dentist should check a patient’s blood pressure,      
behavioral health should include blood pressure checks and basic labs).

	Establish centers that provide integrated services in places that are convenient to access. 
For example, provide integrated mental health and primary health services to people in 
their homes, in schools, and at community policing substations.

	Priority #2: Expand Health Coverage & Support Prevention   
	Retool the payment system so we have time to help people. This is beginning to work. The 

whole thing is coming together: science and payment system.
	Develop a system and build incentives to track patients’ care across medical providers.
	Make health insurance affordable.

	Priority #3: Decrease and Prevent Obesity  
	Provide education about the linkages between lack of exercise and poor health outcomes. 

We must start early in schools.
	Providers need training in motivational interviewing (e.g. how to tell a child/and his par-

ents that he needs to lose weight).
	Expand the teams for chronic illness model, which allows us to be proactive about issues 

like nutrition choices.
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PHYSICAL ENVIRONMENT 
	Priority #1: Improve Access to Quality, Affordable Housing     
	Establish or enforce existing regulations: housing codes, lead exposure, fire alarms,          

inspection process to obtain certificates of compliance, and do something about bedbugs.
	We need a full range of low to high-income housing. Assess current inventory of housing 

neighborhood by neighborhood. Use planning and zoning requirements regarding density 
to inform development of low- income housing.

	Hold absentee property owners accountable for the condition of their properties.

	Priority #2: Improve Access to Healthy Food   
	Some communities have implemented traveling farmers markets that come to               

specific neighborhoods at regular times. Create a mechanism to use SNAP cards through 
cell phones to identify scheduled van routes. This could be particularly beneficial given the 
walkability issues.

	Distribute food banks across the City so that families and community members living on 
the outskirts have access to these resources.

	Increase available grocery stores in some areas, for example, the West side.

	Priority #3: Improve Neighborhood Safety  
	Increase police presence in neighborhoods to improve neighborhood safety. People live in 

houses with their door closed and locked. Living in unsafe neighborhoods is a barrier to 
making social connections. We need to build community social connection.

	Continue momentum on gains made in walkability in the City. We have a great river run-
ning through the City. We should build a river walk. We need to be able to gather safely on 
Elm Street. Ensure that neighborhoods have sidewalks that are passable in all seasons.
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KEY SUMMARY OF FINDINGS
Key leaders and community members were reflective and open with their input. They want to work 
together to continue to revitalize and move Manchester forward for everybody. Many great health 
improvement strategies and initiatives are underway; however, better integration and alignment is 
needed to ensure the city is moving in the same direction, under one shared vision for health.

Leadership reported feeling detached from the larger community as they work to influence 
global issues.  They expressed the need to truly create a sustainable leadership body with 
authority to proactively design and implement a comprehensive, cohesive, funded strategy for 
City revitalization and the production of health. While several leadership forums in the past have 
successfully addressed key health and revitalization issues of the City, concerted and coordinated 
leadership often is hampered by a lack of resources as grant funding dwindles. Inconsistent 
funding and reliance on grant funding to accomplish global, City-wide improvements does not 
work and may perpetuate the development of redundant projects and administrative costs. There 
was consensus among key leaders that the City needs to create a funded leadership forum with 
universal buy-in and authority to implement a strategic plan that is proactive in its scope and deep 
enough to effect change.

At every focus group, community members talked about loneliness in their everyday lives. They 
talked about not having extended family to rely on for social support, and of being isolated in their 
apartments where they do not know their neighbors or how to connect with them. Participants 
mentioned a lack of local gathering places, and lack of awareness about existing opportunities to 
connect with others. Community members stated that one reason they wanted to connect with 
others was so that they could learn from others and also help others when they were able.

Participants identified improvements in many aspects of Manchester’s health and revitalization. 
They expressed a desire to connect with others at personal, community, and leadership levels to 
advance these efforts and promote the vibrancy of this caring City.

Health care organizations, City government, and community partners are working closely to 
address emerging health needs, such as opioid misuse and increasing homelessness. Participants 
identified improvements that have occurred over the last five years in many aspects of 
Manchester’s health and City revitalization efforts. Similar to the focus group participants, they 
also expressed a desire to connect with others at personal, community, and leadership levels for 
the betterment of the City. 
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Manchester is well positioned to develop a robust population health improvement strategy. The 
City has excellent data available for tracking and monitoring improvements. Leadership and 
community members have identified priority issues to be addressed in the short term, as well as 
longer term goals and aspirations for the City. Committing now to a common purpose and vision 
with clearly defined goals, objectives, and processes is the next step for the City.

Measurably improving the health and well-being of local populations requires an understanding 
of the local landscape and its complexities to better target root causes. Cities like Manchester 
are multifaceted entities that need to embrace urban health strategies and approaches that 
transcend traditional health partners. The Healthy Cities Commission published the following 
key recommendations for such work, and with a shared vision and harnessing all of its resources 
towards a multidisciplinary strategic plan, Manchester can more intentionally move from crisis 
response to strategic action.

The Healthy City Commission’s five key recommendations:

1.	 City governments should work with a wide range of stakeholders to build a political 
alliance for urban health. In particular, urban planners and those responsible for 
public health should be in communication with each other.

2.	 Attention to health inequalities within urban areas should be a key focus when 
planning the urban environment, necessitating community representation in arenas 
of policy making and planning.

3.	 Action needs to be taken at the urban scale to create and maintain the urban 
advantage in health outcomes through changes to the urban environment, 
providing a new focus for urban planning policies.

4.	 Policy makers at national and urban scales would benefit from undertaking a 
complexity analysis to understand the many overlapping relations affecting urban 
health outcomes. Policy makers should be alert to the unintended consequences of 
their policies.

5.	 Progress towards effective action on urban health will be best achieved through 
local experimentation in a range of projects, supported by assessment of their 
practices and decision-making processes by practitioners. Such efforts should 
include practitioners and communities in active dialogue and mutual learning.

 (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3428861/)
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IX.	 NEXT STEPS

In the opening pages of this report, a Strategic Framework for Health Improvement was described 
with the following goal areas that are necessary to improve health at a population level:

1.	 All residents are economically self-sufficient and are socially connected to their community; 

2.	 All residents are engaged in healthy behaviors; 

3.	 All residents have access to quality health care and preventive health services; 

4.	 Neighborhoods are designed to support healthy living for all residents; and 

5.	 Systems are designed to foster neighborhoods of opportunity for generations to come. 

These areas guided this assessment and will continue to guide planning and action in a Community 
Health Improvement Process. More specifically, it is the intent of the City of Manchester Health 
Department and its partners to update the Manchester Neighborhood Health Improvement 
Strategy. This Strategy will serve as the community action plan to foster and harness collective 
action towards a common vision for the health and vitality of Manchester, as well as a basis for 
implementation plans.
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To support future action planning, the major data findings/indicators under each goal area that 
should be prioritized for further discussion and strategic action include:

SOCIAL & ECONOMIC FACTORS 
Improve Educational Outcomes

•	 Preschool and kindergarten enrollment
•	 Chronic absenteeism
•	 3rd grade reading proficiency
•	 On-time graduation rates
•	 Adults with Bachelor’s degrees or higher 

HEALTH BEHAVIORS
Address and Prevent Substance Misuse 

•	 Opioid overdoses and deaths 
•	 Rates of death for unintentional accidents
•	 Tobacco use and teen vaping
•	 Excessive drinking and underage drinking 

CLINICAL CARE 
Improve Access to Care

•	 Prenatal care – 1st trimester care; late or no prenatal care
•	 Rates of ED visits for ambulatory care sensitive conditions
•	 Adult preventive dental access
•	 Mortality rates for intentional harm (suicide)

PHYSICAL ENVIRONMENT
Increase Access to Quality, Affordable Housing 

•	 Lead housing risk 
•	 Homelessness 
•	 Housing cost burden 
•	 Crowding 

HEALTH OUTCOMES & OPPORTUNITY  
Address and Prevent Trauma 

•	 Persistent poverty
•	 Child abuse and neglect 
•	 Frequent mental and physical distress 
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INTRODUCTION
Based on the findings from this community 
needs assessment process, Manchester Health 
Department (MHD) will work with local funders, 
community partners, policy makers, school 
administrators, City departments and most 
importantly, the residents themselves, to design 
a health improvement strategy centered around 
Manchester’s most vulnerable children and 
families; starting first in clearly identified local 
neighborhoods (to be determined based on 
criteria developed to establish the feasibility of 
success and best return on investment). 

As the Chief Health Strategist, MHD was 
charged to assess, revise, update and improve 
its neighborhood and City health information to 
include more current population health data, and 
community input regarding recommendations for 
future program and service delivery priorities. In 
an effort to facilitate this process, the Community 
Health Institute (CHI) was contracted by MHD 
to provide technical assistance and support 
through the process of: conducting 12 key leader 

interviews and analyzing/summarizing findings; 
and by administering seven focus group meetings 
and analyzing/summarizing findings. 

Manchester Health Department seeks to update 
and improve their neighborhood health strategic 
plan for the city. The new strategy will present a 
shared vision for the production of health within 
neighborhood populations. It will serve as the 
overarching guidance document for establishing 
the potential collective impact of community 
based health improvement efforts for the next five 
years.

The following narrative offers a summary of 
findings from these key leader interviews and 
focus groups. We thank all those persons in 
Manchester who participated. We will forever 
be touched by the stories we heard during this 
process. We hope that through this report we are 
able to capture the insights and knowledge we 
gained to advocate for a strong strategic plan for 
the City’s health. 

 A MODEL FOR STRATEGIC PLANNING
Health and social needs have changed radically 
over time, as has our ability to respond and plan 
for systems that meet these needs. Globally, we 
have moved from applying a simple medical model 
of cause and effect to population health to a more 
complex model that demands consideration of the 
interrelationships of multiple causes and effects. 
In support of our increased knowledge about 
health production, Public Health has made great 
strides in its ability to measure population health 
from the perspective of multiple dimensions. In 
addition, medicine has increasingly recognized 
and developed systems to address the sometimes 
symbiotic relationship between physical and 
mental health, as well as the influence of social 

and physical environments, health behaviors, 
and prosperity on the continued well-being of a 
population. 

This assessment was framed and informed by the 
County Health Rankings and Roadmaps (https://
www.countyhealthrankings.org/), a collaboration 
between the Robert Wood Johnson Foundation 
and the University of Wisconsin Population 
Health Institute . The County Health Rankings 
uses county-level data to rank the health of 
populations by counties across the United States. 
The County Health Rankings Model identifies the 
following four modifiable health factors and their 
weight (%) of contribution to overall population 
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health outcomes: 1) social and economic factors 
(40%), physical environment (10%), health 
behaviors (30%), and clinical care (20%). We 
used the County Health Rankings Model as the 
framework both for our data collection as well as 
for our data summary. The Roadmaps portion of 
this collaboration provides insight on evidence-
based policies and practices associated with 
improvement of health outcomes and will be a 
useful resource to Manchester as it begins its work 
of strategic planning for health improvement. 

Through our discussions with key leaders and 
community members it became clear that 
participants recognized that improving the 
determinants that “produce health” can only be 
accomplished when there exists a foundation of 
strong and informed leadership, proactive and 
focused strategic planning, and clear values that 
reflect the importance of community design on 
health production. To accommodate this forward 
thinking and insight, we developed a Manchester 
specific health production model, illustrated in its 

simplest form in Figure 1 below. 

The Manchester Model depicts the major 
determinants of health in a circular design with 
arrows illustrating that each determinant is 
connected to all others. The strong influence of 
intentional community design is located in the 
center of the model and described as strong 
leadership with accountability for outcomes, 
proactive strategic planning that accounts for 
community assets, and ongoing communication. 
Both key leaders and community members 
mentioned these key attributes as being essential 
for driving processes and actions that influence 
the determinants of health. This  
Model is similar to that developed for Manchester 
in 2009. 

This Manchester Model has been useful in guiding 
the discussion of our findings from the key leader 
interviews and focus groups and will be helpful as 
City leaders work to develop a strategic plan for 
future improvement. 

Quality of Life                                    Q
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METHODS: KEY LEADER & FOCUS GROUP DISCUSSIONS
Between January and May of 2019, the 
Community Health Institute (CHI) staff interviewed 
twelve key leaders from the city, identified by their 
peers as leaders who understand well the current 
and emerging issues of Manchester. Overall, key 
leaders represented city and town government, 
the education system, the health delivery system, 
non-profit social organizations, and police. In 
addition, CHI administered seven focus group 
sessions that included veterans, senior citizens, 
people with chronic health conditions, differently 
abled persons, and community members from 
diverse backgrounds.

A standard script and protocol were used for 
conducting the key leader interviews and focus 
groups. All key leader interviews were conducted 
by phone. All focus groups were conducted in 
person at the Manchester Health Department. 

Structured questions were asked to capture 
detailed information specific to the community’s 
ability to address four major factors known to 
determine health of a community population: 

(a) social and economic factors, (b) physical 
environmental factors, (c) health behaviors, 
and (d) clinical care and health outcomes. The 
following section summarizes findings from 
these discussions, including prioritized issues 
and actions steps to address these issues. In all 
cases, we tried to honor participant voice while 
protecting participant privacy. 

Additionally, we asked participants to identify:

1.	 factors that make a community the best place 
to live; 

2.	 community/neighborhood priority areas;

3.	 new or emerging health and safety issue they 
would like to discuss with local policy makers; 
and 

4.	 the leadership and infrastructure needed to 
move the city from assessment to planning 
and action. 
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KEY FINDINGS: DETERMINANTS OF HEALTH FACTORS

SOCIAL AND ECONOMIC FACTORS
The socioeconomic factors that determine health include employment, education, income, family  
and social support, and community safety. The following table summarizes the top three priority areas 
where key leaders and community members believe the City should invest resources over the next  
five years.

Areas for Improvement Top Three Priority Issues

•	 Communication (schools with parents) 

•	 Funding

•	 Partnering and collaboration

•	 Central community planning

•	 Focus on prevention, specifically around 
substance misuse 

•	 Housing: affordable, quality, safe

•	 Walkability

•	 Safety, violent crime reduction

•	 School system, specifically funding, high 
school  graduation rates, third grade reading 
proficiency scores and absenteeism

•	 Planning comprehensive systems of care

•	 Sustainability planning (post IDN funding) 
for screening for and addressing social 
determinants of health.

•	 Income inequality/meaningful wage 
employment: children living in poverty, 
unemployment rates

1

2

3

School system: high school graduation 
rates, third grade reading proficiency, 
school absenteeism 

Violent crime

Income inequality [Note: although 
participants identified this as a priority 
issue, few actions steps were offered]
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RECOMMENDED ACTIONS FOR PRIORITY ISSUES 

PRIORITY 1: IMPROVE OUR SCHOOLS 
•	 Hire a school advocate. 

•	 Develop a campaign about how our schools 
could be a driving force to attract people to 
Manchester.

•	 Get the attention of the State about the 
fact that Manchester is a leading city in NH. 
Manchester has great economic potential 
and we need more state funding for our 
schools.

•	 Look into having a school board separate 
from the Mayor and Alderman (e.g., Concord 
School Board). Concord residents have two 
different bodies that the community can 
lobby – the School Board and the City Board.

•	 Everything with education should start early. 
Thus, we need affordable preschool access 
across the spectrum as well as affordable 
summer and after school programming (e.g., 
free summer program is very limited and 
although there are other programs available, 
many people cannot pay the $200/week fee). 

•	 Teachers should be accountable for school 
outcomes but need support through better 
pay and training.

•	 Make schools smaller enabling individual 
attention for kids, and facilitating parent 
involvement. 

•	 Focus education on teaching values and 
respect and development of youth resiliency. 
Engage youth in this work. 

•	 Those who home school would like 
Manchester to have a curriculum to follow – 
such a program does not exist currently. 

PRIORITY 2: DECREASE VIOLENT CRIME
•	 Increase funding for the Police Department 

and decrease its need to rely on State and 
Federal Grants. 

•	 Increase communication between 
community members and the police to build 
a more trusting environment. Sometimes 
community members witness crimes but do 
not report them because they are afraid of 
the police department. People need to feel 
confident that when they report a crime they 
will not have to serve as a witness to the 
crime and/or that their own status in  
the community (if undocumented) will not 
be jeopardized. 

•	 Legislate gun control.  Guns should be 
registered and training provided on 
responsible handling and safety of guns. Do 
not allow bump guns. 

•	 Increase police presence in neighborhoods, 
and ensure rapid response by the justice 
system to enforce consequences for violent 
actions. 

PRIORITY 3: DECREASE INCOME INEQUALITY 
AND POVERTY

•	 Keep jobs in the city; the City needs better 
paying jobs with living wages.

•	 Some of the highest rates of poverty exist 
on the West Side. The river divides us. The 
West Side would benefit from having a Boys 
& Girls Club. Engage existing resources in 
a collaborative partnership to make that 
happen. 

•	 Foster a perception among organizations of 
themselves as part of the larger community, 
rather than separate entities. 

•	 Ensure affordable preschool access across 
the spectrum. Start with the state and 
advocacy. We have good data defining the 
link between education and income. 
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PHYSICAL ENVIRONMENT
The physical environmental factors that determine health include air and water quality, housing, 
housing and transit. 

RECOMMENDED ACTIONS FOR PRIORITY ISSUES 

PRIORITY 1: IMPROVE ACCESS TO QUALITY 
AFFORDABLE HOUSING

•	 Establish or enforce existing regulations: 
housing codes, lead exposure, fire alarms, 
inspection process to obtain certificates 
of compliance, and do something about 
bedbugs.

•	 Think about imposing rent control in the City.

•	 Hold absentee property owners accountable 
for the condition of their properties.

•	 Control loan interest for homeowners.

•	 We need a full range of low to high-income 
housing. Assess current inventory of housing 
neighborhood by neighborhood. Use 
planning and zoning requirements regarding 
density to inform development of low-
income housing. 

•	 Be mindful of the implications of 
building more affordable housing on the 
neighborhoods and schools.

•	 City residents should have priority for 
enrollment in elderly housing. 

Areas for Improvement Top Three Priority Issues

•	 Partnering and collaboration, engaging 
business

•	 Community engagement

•	 Meaningful data

•	 Housing - lead risk, affordability

•	 Walkability

•	 Access to healthy foods

•	 Handicap access

•	 Infrastructure: roads, sewer, water

•	 Places for gathering

•	 Violent crime and safety, including 
undocumented

1

2

3

Quality affordable housing

Access to healthy foods

Safety 
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PRIORITY 2: IMPROVE ACCESS TO HEALTHY 
FOODS

•	 Improve the quality of food at food pantries, 
including fresh food that can be stored for a 
few days.

•	 Ensure that healthy meals are available to 
kids in school. 

•	 Some communities have implemented 
traveling farmers market that come to 
specific neighborhoods at regular times.  
Create a mechanism to use SNAP cards 
through cell phones to identify scheduled van 
routes. This could be particularly beneficial 
given the walkability issues.

•	 Increase available grocery stores in some 
areas, for example, the West Side.  Having 
the new Market Basket on Elm is helping to 
revitalize the City.

•	 Expand hours when the grocery stores are 
open. 

•	 Mobile food trucks may also address this 
issue, in part. 

•	 Ensure that all residents, including those 
who are undocumented, feel safe accessing 
services (for example, the food pantry), and 
their doctors, churches – everybody that 
they encounter should communicate that 
message. 

•	 Distribute food banks across the City so that 
families and community members living on 
the outskirts have access to these resources. 

PRIORITY 3: SAFETY
•	 Screen applicants to elderly housing, and 

limit eligibility to the elderly. Stop taking 
people in to elderly housing from off streets.

•	 Start community watch groups in elderly 
housing.

•	 Increase communication between 
community members and the police to build 
a more trusting environment. People need to 
feel confident that when they report a crime 
they will not have to serve as a witness to 
the crime and/or that their own status in the 
community (if undocumented) will not be 
jeopardized. 

•	 Increase police presence in neighborhoods 
to improve neighborhood safety. People live 
in houses with their door closed and locked.  
Living in unsafe neighborhoods is a barrier to 
making social connections. We need to build 
community social connection.  

•	 Educate community members about 
strategies to protect them from fraud and 
scams.

•	 Continue momentum on gains made in 
walkability in the City. We have a great 
river running through the City.  We should 
build a river walk. We need to be able to 
gather safely on Elm Street. Ensure that 
neighborhoods have sidewalks that are 
passable in all seasons. 

•	 Address safety in schools and improve 
communication with parents. 
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HEALTHY BEHAVIORS
The healthy behaviors that determine health include tobacco, alcohol and drug use, diet and exercise 
and sexual activity.

RECOMMENDED ACTIONS FOR PRIORITY ISSUES 

PRIORITY 1: ADDRESS AND PREVENT  
SUBSTANCE MISUSE 

•	 Develop policies that ensure oversight 
of prescribers and pharmaceutical 
representatives.

•	 Promote alternative pain control methods. 

•	 Enhance prevention and early detection of 
substance misuse.  

•	 Remove abandoned buildings, which provide 
a space for people to use drugs.

•	 Make safe spaces for teenagers that keeps 
them busy and enables a level of supervision 
and monitoring. 

•	 Address the expanding needs of the growing 
numbers of kids who are homeless or living 
with aunts, uncles, or in foster care.  Many 
kids are placed into group homes due to 
inadequate foster care resources.

Areas for Improvement Top Three Priority Issues

•	 Communication and health messaging

•	 Supporting small minority-focused agencies 
which lack infrastructure

•	 Substance misuse – opioid overdose deaths

•	 Teen birth rates 

•	 Addressing root causes of substance misuse 

•	 Prevention

•	 Homelessness

•	 Support for minority residents

•	 Planning comprehensive systems of care

•	 Supporting residents to navigate complex 
health and social systems/services

•	 Engaging state support, especially for opioid 
crisis

1

2

3

Substance misuse: opioid crisis, adult binge 
drinking and tobacco use, teen vaping

Adult physical inactivity

Health education and messaging
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PRIORITY 2: PROMOTE / FACILITATE PHYSICAL 
ACTIVITY

•	 More exercise groups in elderly housing, for 
example, chair exercise; yoga. Make exercise 
programs relevant to participants.

•	 Get kids engaged in healthy behaviors, for 
example, encourage road races, biking etc.

•	 Kids need to see a real graphic difference 
that will occur if they choose unhealthy 
versus healthy behaviors (for example, 
wrinkled skin from sun damage or smoking).

•	 We need to start young, and focus on 
changing behaviors of our youth, starting 
with early childhood, through education.

•	 Promote alternative forms of transportation, 
like biking or walking to work.  While a 
person can safely bike on a footbridge on 
the West Side, many road surfaces are 
bad and there are no internal city bike 
paths.  Continue to build the rail trail to 
link up to others.    These efforts will also 
facilitate socialization and help to create a 
“community” feeling on this non-vehicle 
traffic pattern.

PRIORITY 3: HEALTH EDUCATION AND  
MESSAGING

•	 The City needs a campaign for helping people 
understand healthy behaviors, which could 
include using the Verizon sign to reach many 
people. 

•	 Use state funds (such as dollars from the 
multi-state lawsuit on the producers of 
OxyContin) for marketing to reach sub-
communities and connect people with 
available resources. 

•	 Educate groups of residents at their own 
level about issues and in ways that are 
relevant to them. For example, many 
elderly do not have or use computers, so 
communication and health education should 
not be only electronic. In addition, people 
with substance use disorder in recovery 
might talk about their own experiences.

•	 Engage our youth. The student voice is 
important, driving discussions behind 
some of the most successful programs. 
Discussions start now in middle school, 
but we need to raise those conversations 
in a developmentally appropriate way in 
elementary school. 

•	 Parents should have the essential information 
to be able to talk effectively about substance 
misuse.
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CLINICAL/HEALTH CARE AND HEALTH OUTCOMES
The clinical care and health outcomes that determine health include access and quality of care as well 
as specific outcomes for targeted chronic diseases. 

Areas for Improvement Top Three Priority Issues

•	 Health education about taking care of yourself, 
available services, appropriate use of services

•	 Obesity

•	 Access to healthy foods

•	 Prevention

•	 Cancer Screening 

•	 Coordinating services/resources

•	 Access to services : transportation, mental 
health, dental

•	 Supporting children’s social and emotional 
development 

•	 Frequent mental distress

•	 Frequent physical distress

•	 Life expectancy

•	 Premature death

•	 Uninsured (some neighborhoods)

•	 Diabetes (some neighborhoods)

•	 High blood pressure (some neighborhoods)

1

2

3

Access to care: integrated services, 
behavioral health, dental

Expanded healthcare coverage: insurance 
afford-ability, focus on the whole person 

Obesity
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RECOMMENDED ACTIONS FOR PRIORITY ISSUES 

PRIORITY 1: IMPROVE ACCESS TO CARE

•	 Provide information about services using 
a wide range of methods. Some people do 
not know what services are available or how 
to access them. Many elderly feel excluded 
from communication because they have no 
access to computers etc.  

•	 Provide care coordination and support 
to navigate the complex health system, 
particularly for the elderly. 

•	 Improve access to affordable dental care, 
especially for people using substances.

•	 Ensure that Safe Stations accept anyone 
accessing services, regardless of whether 
they are residents. Manchester is where the 
resources are, so it attracts people who need 
these services. 

•	 Increase capacity for substance use disorder 
treatment, including drop-in centers, day 
treatment centers, and rehab beds.

•	 Recognize that oral health, general health, 
and mental health are not separate lanes. 
Each of these lanes need to screen and 
consider issues related to each of the others 
with regard to prevention (for example, 
a dentist should check a patient’s blood 
pressure, behavioral health services should 
include blood pressure checks and basic 
labs).

•	 Establish centers that provide integrated 
services in places that are convenient to 
access. For example, provide integrated 
mental health and primary health services 
to people in their homes, in schools, and at 
community policing substations. 

•	 Support, through funding, utilization of the 
IDN social determinants of health assessment 
tool. 

PRIORITY 2: EXPAND HEALTH COVERAGE & 
SUPPORT PREVENTION

•	 Develop a system and build incentives to 
track patients’ care across medical providers. 

•	 Residents should have access to universal 
health care.

•	 Make health insurance affordable.

•	 Retool the payment system so we have time 
to help people.  This is beginning to work.  
The whole thing is coming together: science 
and payment system.

PRIORITY 3: REDUCE OBESITY
•	 Provide education about the linkages 

between lack of exercise and poor health 
outcomes. We must start early in schools.

•	 Providers need training in motivational 
interviewing (e.g. how to tell a child/and his 
parents that he needs to lose weight).

•	 Expand the teams for chronic illness model, 
which allows us to be proactive about issues 
like nutrition choices.  
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KEY FINDINGS: OPEN-ENDED QUESTIONS

MANCHESTER IS A CARING 
COMMUNITY

 Manchester City has a long history of protecting 
and assuring the health and well-being of 
those who live and work in the city. In the late 
19th century, the largest employer, Amoskeag 
Manufacturing Company, collaborated with the 
City to promote the health and well-being of the 
people who worked for them. They set up an 
Accident Department, provided in-home nursing 
care for sick workers, and even helped new 
mothers learn to care for their new infants.

VISION OF THE IDEAL MANCHESTER
Before Manchester leadership dives into the 
details of its health data to develop its plan 
for improving the health and well-being of its 
population it is wise that they consider first – 
with no barriers – what the “Ideal Manchester” 
might look and feel like. Below we summarize 
this picture as painted by your key leaders and 
community members. 

During our discussions of factors that make a 
community the best place to live, we found that 
community members and leaders were able to 
paint a clear picture of the “Ideal Manchester”. 
This vision of an ideal city continues to express the 
“heart” of the City residents and leaders, and their 
desire to look out for, and care for one another. 
It is this vision and dream of an ideal community 
that will continue to guide the City toward the 
future of its better and best self.

Manchester is a city  
with a great vibe.

Amoskeag manufacturing Company Hospital Room  
MHA Collection (AMCGN 0624)

Key leaders and Community Members 
Describe the Ideal Manchester

Participants described the ideal community as 
one that is - first, and foremost – safe, without 
crime, violence or drug use. Residents of all 
ages, but especially young people, engage 
with the community and each other, and there 
are spaces and opportunities for socializing. 
The city is clean, with green spaces and 
adequate housing. Residents have access to 
affordable, quality services and healthy food. 
The ideal city is a community where residents 
help each other, and share a common purpose 
and common pride.
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Figure 2. Single Most Important Issues Facing the City as  
Identified by Participants (n=36)

PRIORITY ISSUES FACING THE COMMUNITY 
After discussions of the determinants of health 
and their impact on the local population, and 
after describing the ideal Manchester; leaders 
and community members were poised to name 
the priority issue facing the City. Figure 2 below 
represents frequency of mentions from most 

mentioned issue to least mentioned issue. When 
asked to choose one topic they would speak to 
community leadership the top issues were basic 
needs, income and housing.  
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PRIORITIES FOR POLICY MAKERS AND COMMUNITY LEADERS TO CONSIDER

OUR BASIC NEEDS MUST BE MET FIRST
Both focus group participants and key leaders 
mentioned that people’s basic needs for housing, 
food and safety must be met before they can 
focus on higher-level improvements – like 
behavior change. This thinking is consistent with 
the psychology research and is depicted clearly in 
the graphic below of Maslow’s hierarchy pyramid.

http://personalityspirituality.net/articles/the-hierarchy-of-human-
needs-maslows-model-of-motivation/ 

Needs lower down in the hierarchy must be 
satisfied before individuals can attend to needs 
higher up. From the bottom of the hierarchy 
upwards, the needs are physiological, safety, love 
and belonging, esteem and self-actualization. 
https://www.simplypsychology.org/maslow.html 

BASIC NEEDS: HOUSING IN RELATIONSHIP 
TO WAGES

•	 Manchester residents suffer from housing 
insecurity. Right now, rent for low-income 
housing exceeds 31 or 32% of the median 
wage. We need better low-income housing 
and to increase wages so we can pay for 
housing. 

•	 We need a housing mix that can raise the 
right revenue.

•	 Manchester needs to figure out how to 
capture federal money for housing, and to 
collaborate with businesses for housing. We 
need a roadmap to understand the available 
funding, and then we need to develop a plan.

•	 How we design property taxes does not work 
in Manchester:  if a rental does not have 
high value it attracts people with lots of kids, 
and we do not collect enough taxes to build 
schools for these kids. The City needs to get 
rid of the tax cap that prohibits increasing 
the budget by a certain percentage.  

•	 Can the City add a tax for hotels – for 
example, $2/room, and use those dollars 
toward housing? 

Manchester is a great 
city. It does have city 
problems but it is a 
vibrant city with a 

city vibe. I am a huge 
advocate for this city.

Affordable housing is a 
top priority going back to 
the basics of food, shelter, 

clothing, safety..

Self  
Actualization:  

Achieving one’s  
full potential,  

including  
creative activities

Esteem Needs:
Prestige and Feeling of  

Accomplishment

Belongingness and Love Needs:
Intimate Relationships, Friends

Safety Needs:
Security, Safety

Physiological Needs:
Food, Water, Warmth, Rest

http://personalityspirituality.net/articles/the-hierarchy-of-human-needs-maslows-model-of-motivation
http://personalityspirituality.net/articles/the-hierarchy-of-human-needs-maslows-model-of-motivation
https://www.simplypsychology.org/maslow.html 
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SAFETY: KIDS AND SECURITY FOR  
THE FUTURE
Focus group participants and key leaders indicated 
that many of Manchester’s children are impacted 
by adverse childhood events. The overarching 
theme that arose as participants talked about 
children and schools was that we need to do the 
work now to support our children to become 
healthy productive adults, or we will face a huge 
crisis within our population when these kids 
become adults.  

Additionally, it is clear from our discussions that 
both key leaders and community members see 
links between low-income levels, poor housing, 
unsafe neighborhoods, and overstressed 
schools.  Key leaders provided many examples of 
professionals working in Manchester, but choosing 
to live elsewhere based on a perception that the 
schools in the City were not as good as those 
located outside of the City. This outward migration 
of professionals perpetuates the neighborhood 
and school inequality issues. 

•	 We need to start talking about ACES, 
particularly with children. In the next 5-10 
years we will be facing an ACES crisis that is 
much larger than the current opioid crisis 
if adverse childhood experiences are not 
addressed. Beech Street School had a 65% 
transition rate of children coming in and out 
of school.

•	 Open school-based mental health and health 
centers in every school to reach the next 
generation and their parents. Establish or 
enhance existing integrated behavioral health 
and primary health services in the school. 
Students are a captive population, and their 

school is the safest and most stable place for 
many of these kids.

•	 We are seeing more students who have 
experienced traumatic events, and this 
impacts the teachers and staff who work 
with them. We need to provide support for 
teachers, as well as students.

•	 Cultivate student leadership development, 
similar to the Gossler School program. 

BELONGING: ISOLATION 
In almost every focus group participants talked 
about isolation. Participants reported that they 
did not have family here to rely on for socialization 
and that there was no place for them to go in 
Manchester to make new friends, to share in 
activities with others or to even offer help to 
others.  Overall, there was the sense that people 
who felt isolated are harder to reach as they 
stay in their homes, thus participants suggested 
a “proactive” effort to find these persons and 
actively help them engage in positive community 
life. 

•	 The City is different now than it was 
generation ago – many of these problems 
were solved within extended families where 
there was support and people were not so 
isolated.  Without this foundation of multi-
generational homes, some people feel very 
isolated.

•	 Isolation is pervasive.  It is less friendly 
here.  I would talk to the Mayor about how 
Worcester has addressed isolation. 

•	 People that really need the help are not 
going to look for it. Establish an outreach 
committee to find out where isolated people 
are living, and check on them. Someone 
needs to find these people. 

•	 Those who may benefit from mental health 
services need to have somebody go and 
support them to take advantage of City 
services. 

Open school-based 
mental health and  

health centers in every 
school to reach the  

next generation.
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•	 Sharing activities helps establish friendships. 
We should establish neighborhood-based 
drop-in places to go and meet people 
from other communities, and from other 
countries. If we speak the same language, 
we can talk. If we find out we have the same 
issues, we can help each other. The cost of 
organizing the gathering opportunity does 
not have to fall to any organization; people 
could bring a cultural dish to share. They 
could have time to share together and learn 
about each other. People can share their 
talents and abilities, for example, making 
jewelry or baking.  

SELF ESTEEM:  HEALTHY BEHAVIORS –  
DRUG USE AND OBESITY
Across all discussions, the sentiment was 
expressed that basic needs of all residents 
must be addressed before we can expect major 
improvements in other health determinant 
factors. 

•	 If you do not address basic services, you are 
not going to get healthy behaviors. 

•	 Health is not determined by the health 
system, it is determined by multiple 
interacting factors including healthy 
behaviors. 

•	 Learning about healthy behaviors is complex.  
The City and providers of care need to spend 
more time with people to understand their 
needs. 

•	 Expand existing wraparound services, 
especially for families affected by substance 
misuse.

IMMIGRANTS/REFUGEES AND  
PRODUCTIVITY
Focus group participants expressed mixed feelings 
about refugees and immigrants. While some 
participants associated refugee and immigrant 
populations with poverty, bedbugs and the opioid 
crisis, others felt that the City should be doing a 
better job helping these persons to feel safe and 
valued in the community. Several key leaders 
described immigrants and refugees as “an asset to 
the City”.  

•	 It is important that people feel safe asking 
for services (for example, accessing the 
food pantry). They should hear from their 
doctors, their churches – everybody that 
they encounter should have and share the 
information that it is safe for them to go for 
services. 

•	 We need to see more sensitivity for 
immigrants.  They are not asking for anything 
for free, but for services to be accessible, like 
going to food pantries and agencies where 
you can get help. It is more difficult now 
for both documented and undocumented. 
People live with more fear; some people are 
starving because they are afraid to go out 
and get help. 

•	 Improve the economy. One way to do this 
would be to make changes in policy to allow 
undocumented residents to get a driver’s 
license.  This would help the economy 
because undocumented persons would 
pay for the license, would be able to get a 
job, and would pay taxes on their income. 
Additionally, they would not be breaking the 
law. 

Major problems like 
the opioid crisis  tie 

into homelessness and 
mental health issues. 
These problems  are  

all intertwined.

Immigrants and  
refugees are an asset  

to the  city. 
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• It is difficult to help refugees/immigrants
work up to their full potential, as the U.S.
does not recognize foreign training and
degrees.

EVERYONE NEEDS TO WORK TOGETHER IN 
A FOCUSED WAY

• Sometimes there is so much great work going
on in the city, but right now, I do not feel
like there is always synergy, as in everyone
working together.

• We have been doing a good job of pulling
in local restaurants into the homelessness
discussion. They are invested in the plight of
individuals who are panhandling or laying in
the streets downtown.

• We need a Task Force around housing and
school issues. We need everyone to work on
the same issue.

There’s a lot going on  
and there are some of  

us that are sitting at  
all of those tables, and  

it’s exhausting. I’d love to  
see alignment of the work. 

Let’s stop creating all of 
these different pockets of 
work, and build a Russian 

nesting doll structure, rolling 
all of these things up under  

some umbrella.
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STRATEGIC PLANNING: 

THE LEADERSHIP AND INFRASTRUCTURE NEEDED TO MOVE THE CITY FROM 
ASSESSMENT TO PLANNING AND ACTION

WHAT HAVE WE LEARNED FROM PAST 
WORK?
Key leaders recognize the need to develop a 
strong central planning infrastructure focused 
on health improvement of the City’s population. 
Both Key leaders and community members 
discussed this need within the context of the 
complex funding, decision making, and service 
development structure that currently exists. 

First, participants report that there were too many 
forums, councils, projects, and meetings and that 
these are not being coordinated under any one 
City Vision.

•	 “There is a lot going on and there are some 
of us that are sitting at all of those tables, 
and it’s exhausting. I would love to see 
alignment of the work and say: let’s stop 
creating all of these different pockets of 
work.  Instead, let’s build a ‘Russian nesting 
doll’ structure and roll all of this work up 
under some umbrella. I hope that there 
is opportunity during this process or your 
engagement with stakeholders to get at that. 

•	 There are too many forums, too many 
councils, gazillion different groups, with a 
lot of overlap, diluting focus. We have1000 
quasi-good services and programs. 

•	 We have lots of great programs and great 
ideas but we cannot move anything to scale. 

Second, many leaders expressed a desire to re-
structure/reactivate the leadership council.

•	 Our leadership council is not active now. 
There is no buy-in; there is no common 
agenda.

•	 The Neighborhood Health Improvement 
Strategy and its corresponding leadership 
team was established in 2014. That group 
now oversees a number of projects, like the 
regional public health network and Project 
LAUNCH. However, they have not met in 
over a year. Nevertheless, the few times 
that the group has met, it has largely been 
information sharing rather than action-
oriented. 

•	 If we did a Venn diagram of people sitting 
on the leadership of the Integrated Delivery 
Network (IDN), those on the NHIS group, 
Manchester Proud, and the youth council 
for Project LAUNCH, there is tremendous 
overlap. 

Third, there is a recognition that many of the 
issues the City faces regarding structure and 
process of improvement, directly tie to the fact 
that most programs and projects are still driven 
by grant funding. This is closely associated with 
duplication of services and lack of sustainability for 
long-term impactful change. 

•	 Project goals in the City are directly related 
to funders. 

•	 We have little flexibility for how to use grant 
funds.

•	 Grant funded projects like The Sustainable 
Access Project die out when funding is over. 

Manchester is tough.  
Every one of the players 

wants to lead, but no  
one is big or powerful 
enough to get people  

to the table.
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•	 The State’s responses to grant funding are 
problematic. For example, the 1115 waiver 
makes some resources available, but we 
expect that the waiver will die in year and a 
half.

•	 A few years ago, the Promise Neighborhoods 
grant brought together many organizations 
to improve the health and well-being of 
neighborhoods. We felt like we could get this 
initiative to work, but the City is so strapped 
and underfunded that we soon felt like we 
were paddling upstream. 

WHAT LEADERSHIP STRUCTURE IS BEST 
FOR MANAGING THE CITY’S VISION FOR 
HEALTH?
Key leaders agreed that everyone should have a 
place at the leadership table and that leadership 
should be associated with authority to get the 
work done. However, there was no consensus as 
to where the hub of leadership should live.

•	 The leadership council should be in the 
Mayor’s office with the Mayor as convener.  
The Mayor’s office might convene our Vision 
for 2025.

•	 We need an unbiased group, maybe like 
the Manchester Health Department, to say 
that they are coordinating XYZ projects in 
support of the Mayor’s Office. This group 
needs strong leadership and authority, which 
is reflected in their job description. I feel 
that the Manchester Health Department is 
somewhat hamstrung because of the way 

they have to report out to the Board of 
Selectmen and Board of Alderman, etc. 

•	 In Manchester, leadership must come from 
business. Business is the only sector with 
muscle to bring people to the table. In other 
places, I have seen civic and elected folks 
leading together. 

•	 It does not matter who convenes the group 
or starts the work, but it is good to have a 
mix of people around the table including 
large employers, social service agencies, and 
healthcare and clinical organizations. 

•	 The City should replicate the central 
leadership/decision making model at the 
neighborhood level. Include leaders of small 
groups – diverse groups – and have on-going 
and regular conversations, similar to these 
focus group meetings now.  Find out what 
refugees, working class, upper class need/
want. Bring that information back to the 
Central Planning Leadership Team. 

HOW DO WE DESIGN A CLEAR PROCESS 
FOR DECISION-MAKING AND ACTION?

•	 Both key leaders and community members 
were able to define a clear process for 
strategic planning. 

•	 We need buy in and engagement from the 
beginning.  

•	 Use a broad definition of health to frame this 
work

•	 Agree on a common vision, and develop 
tactics to fit this vision, i.e., clear goals and 
objectives

I dislike top down 
central planning, but 

if it is informed by the 
community then it might 

be good.

Having said that,  
how do you prioritize  

the work?
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•	 Lay out a logic model – must do X to get to Y 
– a model that cannot fail.  We need to start 
with things that are very transactional, get 
credibility on those tasks, and then move to 
less transactional, more aspirational work. 

•	 Create a position/job to move goals forward 
and to hold us accountable.

•	 Develop an action-oriented model of 
leadership in which we work together.

•	 Each organization on the leadership council 
should be required to execute on the vision.  

»» Similar to the Sustainable Access Project

»» It should be mandatory that everyone 
show up committed to action and 
resource sharing. 

•	 Take advantage of the community organizing 
work through Manchester Proud, and The 
Doorway, the emerging hub and spoke 
model serving individuals with substance 
use disorder, and broaden the scope of that 
public-private partnership and dialogue to 
include a wider berth of issues beyond just 
education.  

•	 At the community level, we need to engage 
youth and the entire community from the 
roots.

»» Have listening sessions (former chief of 
police used to do this), and forums for 
constituents - find the quiet ones and 
write down their concerns and ideas.  
Keep minutes of these gatherings.

»» Find ways to score this data and 
information.

»» Develop a format for sharing the 
information that community members 
can understand. Look for the brilliant 
nugget within the information collected. 

»» Provide feedback to community members 
so that they do not just see problems but 

begin to see solutions. These community-
level data, as they are collected and 
used overtime, will shift understanding 
from individual, siloed perspective to 
community engagement. 

HOW DO WE CREATE A PLAN THAT  
ACCOUNTS FOR ALL COMMUNITY ASSETS?
Manchester City has many assets that should be 
engaged at the highest level of planning. However, 
it was clear from leadership that planning 
becomes fruitless without funding. 

•	 We should develop a map of resources 
illustrating what every partner brings to the 
table.  We would have to define “resource”. 
Then we can pair organizations together to 
match each other’s needs and strengths as a 
way to help organizations and partners see 
themselves as part of the larger community. 
For example:

»» On the West Side, we need a Boys and 
Girls Club and we could use a partner to 
make that happen. 

»» Elliott Hospital staff would like to be 
engaged in volunteer work but are not 
connected to the needs in the community 
– we need to make this an easy match of 
skills to need. 

»» We wish the clinical organizations would 
consider providing money for housing 
development. 

•	 We know that the Manchester Health 
Department is a leader in planning.

No one, by themselves,  
is going to make a  

dent on the work that  
we need to accomplish.
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•	 We need to use all media to engage 
community members and leadership in the 
work of improving the City.  Social media has 
created a world where we do not get our 
information form varied places – we need to 
create those sources. 

•	 Strategic funding requires assessment of all 
funding sources, and allocating resources 
more creatively. 

•	 Use all data sources for input, including the 
Manchester Proud data. 

•	 We can only do so much. Need infusion 
of funds from outside area. If this were an 
infectious disease, CDC would be here; NIH 
would be here; FEMA:  everyone would be 
here.

HOW DO WE PROACTIVELY PLAN FOR THE 
FUTURE? 

•	 Leaders and community members expressed 
a need for the city to be more proactive 
in thinking about the future. “Manchester 
is good about addressing the crisis of the 
day, but not at anticipating the crisis of 
tomorrow.”

•	 We should not have to stop our work every 
few years to write the State mandated 
community benefit plan. Rather, we should 
have a system in place of ongoing data 

collection – in real time. In addition, we 
should use that data iteratively for citywide 
improvement work.  

•	 Every day in the papers or on the media 
news, we should read or hear a discussion 
about what the City is going to do or is doing 
about its issues – how it is working toward 
improvement. 

•	 We need to help business see their role in 
the process of improvement and delineate 
the mechanics of this process for them.

Manchester is  
good about addressing  
the crisis of the day, but 

not at anticipating  
the crisis of tomorrow.
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CONCLUSION
Key leaders and community members were reflective and open with their input. They want to work 
together to continue to revitalize and move Manchester forward for everybody. Many great health 
improvement strategies and initiatives are underway; however, better integration and alignment is 
needed to ensure the city is moving in the same direction, under one shared vision for health.

Leadership reported feeling detached from the larger community as they work to influence global 
issues.  They expressed the need to truly create a sustainable leadership body with authority to 
proactively design and implement a comprehensive, cohesive, funded strategy for City revitalization 
and the production of health.  While several leadership forums in the past have successfully addressed 
key health and revitalization issues of the City, concerted and coordinated leadership often is hampered 
by a lack of resources as grant funding dwindles.  Inconsistent funding and reliance on grant funding 
to accomplish global, City-wide improvements does not work and may perpetuate the development 
of redundant projects and administrative costs. There was consensus among key leaders that the City 
needs to create a funded leadership forum with universal buy-in and authority to implement a strategic 
plan that is proactive in its scope and deep enough to effect change.

At every focus group, community members talked about loneliness in their everyday lives. They talked 
about not having extended family to rely on for social support, and of being isolated in their apartments 
where they do not know their neighbors or how to connect with them. Participants mentioned a lack 
of local gathering places, and lack of awareness about existing opportunities to connect with others.  
Community members stated that one reason they wanted to connect with others was so that they 
could learn from others and also help others when they were able.

Participants identified improvements in many aspects of Manchester’s health and revitalization. They 
expressed a desire to connect with others at personal, community, and leadership levels to advance 
these efforts and promote the vibrancy of this caring City.

Health care organizations, City government, and community partners are working closely to address 
emerging health needs, such as opioid misuse and increasing homelessness. Participants identified 
improvements that have occurred over the last five years in many aspects of Manchester’s health and 
City revitalization efforts. They also expressed a desire to connect with others at personal, community, 
and leadership levels to advance these efforts and further promote the vibrancy of this caring City. 
Manchester is well positioned to develop a robust population health improvement strategy. The City 
has excellent data available for tracking and monitoring improvements.  Leadership and community 
members have identified priority issues to be addressed in the short term, as well as longer term goals 
and aspirations for the City. Committing now to a common purpose and vision with clearly defined 
goals, objectives, and processes is the next step for the City.  
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Measurably improving the health and well-being of local populations requires an understanding 
of the local landscape and its complexities to better target root causes.  Cities like Manchester 
are multifaceted entities that need to embrace urban health strategies and approaches that 
transcend traditional health partners. The Healthy Cities Commission published the following key 
recommendations for such work, and with a shared vision and harnessing all of its resources towards 
a multidisciplinary strategic plan, Manchester can more intentionally move from crisis response to 
strategic action.

The Healthy City Commission’s five key recommendations  
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3428861/.

•	 City governments should work with a wide range of stakeholders 
to build a political alliance for urban health. In particular, urban 
planners and those responsible for public health should be in 
communication with each other.

•	 Attention to health inequalities within urban areas should be a 
key focus when planning the urban environment, necessitating 
community representation in arenas of policy making and planning.

•	 Action needs to be taken at the urban scale to create and maintain 
the urban advantage in health outcomes through changes to the 
urban environment, providing a new focus for urban planning 
policies.

•	 Policy makers at national and urban scales would benefit from 
undertaking a complexity analysis to understand the many 
overlapping relations affecting urban health outcomes. Policy 
makers should be alert to the unintended consequences of their 
policies.

•	 Progress towards effective action on urban health will be best 
achieved through local experimentation in a range of projects, 
supported by assessment of their practices and decision-making 
processes by practitioners. Such efforts should include practitioners 
and communities in active dialogue and mutual learning.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3428861/


24

APPENDICES



Key leader Title Agency Interviewer Date

Kris McCracken President & CEO
Manchester Community 
Health Center Dotty Bazos 4/15/19

Patrick Tufts President & CEO Granite United Way Dotty Bazos 4/17/19
Dr. Joseph Pepe President & CEO Catholic Medical Center Dotty Bazos 4/19/19
Robert Tourigny Executive Director NeighborWorks Southern NH Dotty Bazos 4/19/19
Dr. Steve Paris Medical Director Dartmouth-Hitchcock Dotty Bazos 4/22/19

Cathy Kuhn
Vice President of 
Research & Training Families in Transition Dotty Bazos 4/22/19

Amy Allen Asst. Superintendent
City of Manchester School 
District Dotty Bazos 4/22/19

Borja Alvarez de 
Toledo President & CEO Waypoint Dotty Bazos 4/24/19

Dr. Greg Baxter
President & Executive 
VP of Solution Health Elliot Health System Dotty Bazos 4/29/19

Joyce Craig Mayor City of Manchester Dotty Bazos 5/13/19

Bill Rider President & CEO
Mental Health Center of 
Greater Manchester Dotty Bazos 5/13/19

Carlo Capano Chief of Police
City of Manchester Police 
Department Dotty Bazos 5/13/19

APPENDIX 1:
KEY LEADERS



APPENDIX 2
FOCUS GROUP PARTICIPANTS

Focus group # of 
Participants

Date

Focus Group 1 3 4/30/19
Focus Group 2 2 4/30/19
Focus Group 3 10 5/9/19
Focus Group 4 2 5/9/19
Focus Group 5 0 5/9/19
Focus Group 6 1 5/14/19
Focus Group 7 7 5/14/19
Focus Group 8 1 5/14/19

Outreach efforts aimed to include representation from Manchester's diverse population. Focus group 
participants included veterans, senior citizens, people with chronic health conditions, differently abled 
persons, and community members from diverse backgrounds representing families from the East and 
West side.
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April 8, 2019 

Dear Community Leader,  

The City of Manchester Health Department (MHD), in partnership with the local 

health care organizations, is conducting an update of the community health 

needs assessment, as required for NH Charitable Trusts. As part of this process, 

MHD has contracted with CHI to conduct focus groups and key leader interviews 

to inform the development of the new needs assessment.  

Your insight and expertise as a key community leader is vital to the successful 

creation of a meaningful document that will guide community action. We 

respectfully request a telephone interview with you (or your designee) to best 

capture your thoughts. This phone call should take 45-60 minutes to complete. 

Courtney Castro from the Community Health Institute will contact your office by 

phone next week to set up an interview time that is convenient for you. We 

hope to complete all interviews in April.  

To assist leaders in preparing for the phone interview AND to expedite the 

conversation, we have attached the Key Leader Interview Packet for you to 

review before our phone meeting. This document contains the following 

elements:  

o Key Leader Survey (Please complete this survey prior to the Key Leader 
call as we shall ask for your responses during our phone meeting) 

o Data Dashboard and 16 Discussion Questions focused on the key health 

determinants summarized in the Data Dashboards 

o Four open ended questions designed to capture your vision for the City 

of Manchester as it works over the next five years to improve the health 

and well-being of its population.  

Thank you for your consideration! We know that you have many responsibilities 

and obligations, and we appreciate your time.  

 

Dorothy A. Bazos, Ph.D, RN 

 

Lea Ayers LaFave, Ph.D., RN 

 

Courtney Castro (Phone: 603.573.3308  
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KEY LEADER DISCUSSION QUESTIONS: DETERMINANTS OF HEALTH 

We would like to talk to you about some of the leading indicators that are known to determine/influence 
the health of populations. Our list of indicators is derived from the RWJF Roadmaps and County Health 
Rankings Framework. Our data benchmarks are derived from the City Health Dashboard 
https://www.cityhealthdashboard.com/. 

 

The City Health Dashboard 

More than 80 percent of the United States population lives in urban areas. A key 
ingredient for thriving communities is healthy people, yet neighborhoods right next to 
each other can provide drastically different opportunities for health and well-being. 
Adding to the challenge of differences in opportunities for health and health outcomes 
among populations is that for mayors, city managers, community development staff and 
local health officials seeking to drive health improvements, there has been no 
standardized tool for understanding and benchmarking a city’s performance and relative 
standing on indicators of health and health risk.  

The City Health Dashboard bridges this gap by measuring and comparing health at the city 
-- rather than at the county and state -- level. It equips the largest 500 cities in the U.S., 
those with populations of about 66,000 or greater, with a one-stop resource allowing 
users to view and compare data from multiple sources on health and the factors that 
shape health to guide local solutions that create healthier and more equitable 
communities. The project is led by NYU School of Medicine’s Department of Population 
Health with support from the Robert Wood Johnson Foundation  and in partnership 
with NYU’s Robert F. Wagner School of Public Service, the National Resource Network, 
the International City/County Management Association, and the National League of Cities. 

The City Health Dashboard allows you to see where the nation's 500 largest cities stand on 
37 key measures of health and factors affecting health across five areas: Health Behaviors, 
Social and Economic Factors, Physical Environment, Health Outcomes, and Clinical Care. 
These categories align with those used in the County Health Rankings & Roadmaps, a well-
known program that provides health data at the county level. 

Data come from federal, state, and other datasets with rigorous standards for collection 
and analysis. The Dashboard team chose these measures, with guidance from a City 
Advisory Committee, because cities can act on them, they were collected within the last 
four years, they are updated regularly, and they are backed by evidence. Below, you will 
find information on each metric including a metric description, data source, years of data, 
how the measure is calculated, and a link to more information. 

 

 

 

 

https://www.cityhealthdashboard.com/
http://cityhealthdashboard.com/
http://www.rwjf.org/
http://wagner.nyu.edu/
http://www.nationalresourcenetwork.org/en/home
https://icma.org/
https://www.nlc.org/
http://www.countyhealthrankings.org/what-is-health
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SOCIAL AND ECONOMIC FACTORS 

The following indicators represent areas in which Manchester as a whole experiences poorer outcomes than 
other cities nationally.*  

Indicator 
Manchester 

Average/Rate 
500 Cities Average/Rate 

High School Graduation On Time                                                         

(completion within 4 years of entering 9th Grade) 
74.9% 83.4% 

Chronic School Absenteeism                                                                 

(> 15 days of school missed in academic year, 2015-16)  
27.4% 18.1% 

Income Inequality                                                                             

(more households in the bottom 20% of income, 2017)  
-7.8 -5.5 

Violent Crime Rate                                                                     

(murder, aggravated assault, robbery, forcible rape, 2017) 
675.9 offenses 

per 100,000 
513.5 offenses per 100,000 

Third Grade Reading Proficiency                                             
(students reading at or above grade level in 3rd grade) 

30.5% 46.2% 

Households with Excessive Housing Costs                                              

(> 30% of income on housing, 2017)  
40% 37% 

*Comparison values were generated for each of the indicators from data provided by 500 of the largest cities from 
across the country. (Source: City Health Dashboard, https://www.cityhealthdashboard.com/ 

In addition, some of Manchester’s neighborhoods experience poorer outcomes than other cities:  

x Children Living at 100% of Federal Poverty Level, 2017 (as high as 51.4% in one neighborhood; 
14 neighborhoods have elevated child poverty rates as compared with other cities) 

x Unemployment Rates, 2017 (as high as 14.4% in 1 neighborhood; more than 25% of all 
neighborhoods in Manchester have elevated unemployment rates compared with other cities)  

 

THINKING ABOUT SOCIAL AND ECONOMIC FACTORS… 

Question 1: What improvements in services or resources to families has Manchester made in the past five 
years?  

Question 2:  What do you think Manchester could do better in regard to this factor?  

Question 3: What are the top 3 areas where Manchester could/should take action and invest resources over 
the next five years?  

Question 4:  What would be needed to make action possible around issues mentioned above and in general 
regarding social and economic factors?   

 

https://www.cityhealthdashboard.com/
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PHYSICAL ENVIRONMENT  

The following indicators represent areas in which Manchester as a whole experiences poorer outcomes than 
other cities nationally.*  

Indicator 
Manchester 

Average/Rate 
500 Cities Average/Rate 

Housing with a High Potential Lead Risk                                        
(based on age of housing stock, 2017) 

32.1% 18.5% 

Lead Exposure Risk Index                                                                          
(based on age of housing stock and poverty rates, 2017) 

8 out of 10 5.5 out of 10 

Limited Access to Healthy Foods                                                                 
(residents who live more than ½ mile from supermarket, 2015) 

77.4% 61.9% 

*Comparison values were generated for each of the indicators from data provided by 500 of the largest cities from 
across the country. (Source: City Health Dashboard, https://www.cityhealthdashboard.com/ 

 

In addition, some of Manchester’s neighborhoods experience poorer outcomes than other cities:  

x Walkability, 2018 (11 neighborhoods have walkability scores lower than other cities) 
 

THINKING ABOUT THE PHYSICAL ENVIRONMENT… 

Question 5: What improvements in services or resources to families has Manchester made in the past five 
years? 

  

Question 6: What do you think Manchester could do better in regard to this factor?  

 

Question 7: What are the top 3 areas where Manchester could/should take action and invest resources over 
the next five years?  

 

Question 8: What would be needed to make action possible around issues mentioned above and in general 
regarding physical environment factors?   

 

 

 

 

 

https://www.cityhealthdashboard.com/
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HEALTH BEHAVIORS 

The following indicators represent areas in which Manchester as a whole experiences poorer outcomes than 
other cities nationally.*  

Indicator 
Manchester 

Average/Rate 

500 Cities 

Average/Rate 

Adult Binge Drinking                                                                         
(4+ drinks for women and 5+ drinks for men, 2016) 

17.9% 17.7% 

Teen Birth Rate                                                                                        
(births among teens age 15-19 years, 2014-2016)  

25.4 births per 
1,000 

23.6 births per 
1,000 

Adult Physical Inactivity                                                                     
(no leisure time physical activities in past month, 2016)  

24.6% 24% 

Adult Tobacco Use                                                                         
(100 cigarettes in lifetime or currently smoking, 2016) 

20.8% 17.4% 

Opioid Overdose Deaths 

 (confirmed deaths due to opioids, 2014-2016) 

56.5 deaths per 
100,000 

11.7 deaths per 
100,000 

*Comparison values were generated for each of the indicators from data provided by 500 of the largest cities from 
across the country. (Source: City Health Dashboard, https://www.cityhealthdashboard.com/ 

The following indicators represent Youth Health Behaviors from the Youth Risk Behavior Survey, 2017. 

x Teen Binge Drinking (15.4% - 4 or more drinks for females and 5 or more drinks for males) 
x Teen Tobacco Use (8.7% smoked cigarettes during the past 30 days)  
x Teen Heroin Use (3.1% have used heroin at least once in their lifetime) 

 

THINKING ABOUT HEALTH BEHAVIORS… 

Question 9: What improvements in services or resources to families has Manchester made in the past five 
years?  

 

Question 10: What do you think Manchester could do better in regard to this factor?  

 

Question 11: What are the top 3 areas where Manchester could/should take action and invest resources 
over the next five years? 

 

Question 12: What would be needed to make action possible around issues mentioned above and in general 
regarding health behavior factors?   

 

https://www.cityhealthdashboard.com/
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CLINICAL CARE AND HEALTH OUTCOMES 

The following indicators represent areas in which Manchester as a whole experiences poorer outcomes than 
other cities nationally.*  

Indicator 
Manchester 

Average/Rate 

500 Cities 

Average/Rate 

Adult Obesity                                                                                                          
(as defined by Body Mass Index – BMI, 2016) 

29.5% 29.2% 

Adults in Frequent Physical Distress                                                                
(14 or more days per month, 2016)  

12.8% 12.3% 

Adults in Frequent Mental Distress                                                                    
(14 or more days per month, 2016)  

13.4% 12.8% 

Life Expectancy                                                                              
(average life expectancy at birth, 2010-2015) 

77.6 years 78.8 years 

Premature Death                                                                                
(in a population before the age of 75 years, 2014-2016) 

8900 years 7431 years 

*Comparison values were generated for each of the indicators from data provided by 500 of the largest 
cities from across the country. (Source: City Health Dashboard, https://www.cityhealthdashboard.com/ 

In addition, some of Manchester’s neighborhoods experience poorer outcomes than other cities:  

x Uninsured Adults, 2017 (One neighborhood is as high as 25.7%; five neighborhoods are > 20%) 
x Adults with Diabetes, 2016 (Five neighborhoods are over 10%)  
x Adults with High Blood Pressure, 2015 (10 neighborhoods are over 30%)  
x Adults Receiving Dental Care, 2016 (One neighborhood is as low as 45.3%; eight are under 63%) 
x Adults Receiving Preventive Services, 2016 (Four neighborhoods are under 32%)   

THINKING ABOUT CLINICAL CARE… 

Question 13: What improvements in services or resources to families has Manchester made in the past five 
years?  

 

Question 14: What do you think Manchester could do better in regard to this factor?  

 

Question 15: What are the top 3 areas where Manchester could/should take action and invest resources 
over the next five years?  

 

Question 16: What would be needed to make action possible around issues mentioned above and in general 
regarding clinical care factors?   

 

https://www.cityhealthdashboard.com/
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WRAP UP – WHAT IS YOUR VISION FOR AN IDEAL MANCHESTER? 

QUESTION 17: What is the single most important issue facing your community?  

 

 

 

 

QUESTION 18: What do you believe makes a community the best place to live?  

 

 

 

 

 

QUESTION 19: If you could talk to the Mayor about one new or emerging health and safety issue in your 
community, what would it be?  

 

 

 

 

 

QUESTION 20: DO YOU HAVE ANYTHING YOU WOULD LIKE TO ADD TO THIS DISCUSSION? 

 

 

 

 

 

THANK YOU IN ADVANCE FOR YOUR TIME AND INPUT 



7 

BACKGROUND RESOURCES 

- County Health Rankings and Roadmaps Model: http://www.countyhealthrankings.org/ 

- City Health Dashboard: https://www.cityhealthdashboard.com/  

- IHI Pathways to Population Health: 

http://www.ihi.org/resources/Pages/OtherWebsites/Pathways-to-Population-Health.aspx 

- Manchester Community Schools - Neighborhood survey tools from 2012 

- 2009 Manchester Community Needs Assessment  

http://www.countyhealthrankings.org/
https://www.cityhealthdashboard.com/
http://www.ihi.org/resources/Pages/OtherWebsites/Pathways-to-Population-Health.aspx
mailto:jcraig@manchesternh.gov
mailto:lsmith@manchesternh.gov
mailto:amyallen@mansd.org
mailto:ccapano@manchesternh.gov
mailto:mbeau@fitnh.onmicrosoft.com
mailto:WBaxter@Elliot-HS.org
mailto:Steven.a.paris@hitchcock.org
mailto:kmccracken@mchc-nh.org
mailto:AlvarezdeToledoB@waypointnh.org
mailto:AlvarezdeToledoB@waypointnh.org
mailto:riderwil@mhcgm.org
mailto:jpepe@CMC-NH.ORG
mailto:Patrick.Tufts@graniteuw.org
mailto:rtourigny@nwsnh.org
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WELCOME AND INTRODUCTION 
 

Welcome, we are so glad to have you here! My name is Dotty Bazos and my colleagues are Lea 
LaFave and Courtney Castro.  We have been asked by the Manchester Health Department to 
conduct several different focus groups on their behalf in an effort to learn more about 
Manchester City from a resident’s perspective. We are excited that you are interested in 

helping us better understand the supports and resources you rely on as you care for your young 
children in this City. Your voice is truly unique and valuable and we look forward to learning 
more about your experiences of parenting in Manchester City. Please note that there is no right 
or wrong answer to any of our questions as you are our expert parents here today.  

Before we get started I would like to go over some guidelines for a respectful discussion. First of 
all, please speak up so everyone can hear, but also be mindful that you are not talking out of 
turn or over someone else. This is especially important because we want to be sure we can hear 
everyone and we do not want our note taking to be distorted. Courtney will be taking notes 
during this session and these notes will be summarized with notes from all other focus groups 
into “general findings”.  This input will be used by the Manchester Health Department to 

develop an updated Neighborhood Health Improvement Strategy that will outline new efforts 
to meet your needs as parents of the City’s most valuable assets – its children. While we will be 
on a first name basis, rest assured that your name will not be attached in any report we create. 
All of your responses will be kept confidential and the paper notes we are taking will be deleted 
once the data is entered.  

Again, remember that what is said during this Focus Group session, remains in this room. *Of 
course, if I were to learn that somebody was hurting you or your child, I might need to talk to 
others to ensure that everyone stays safe. Our discussion will last about an hour and a half, and 
while we will not be taking any formal breaks, you are more than welcome to take care of your 
needs as necessary. Bathrooms and drinking fountains are located__________. Does anyone 
have any questions before we begin? Let’s begin!  
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FOCUS GROUP PROCESS 
 

We have a lot of material to cover during our discussion, thus we shall observe the 

following process:  

Focus Group Leadership:  The following leaders will run the focus group 

Group Leader:  Will lead all discussion topics 

Facilitator/Timekeeper:  Will keep the discussion moving and on time and will assure that everyone has 
an opportunity to provide equal input.  For each discussion point, we shall go around the group circle 
and call on each individual for his/her comments so that everyone has an opportunity to provide input. 
The timekeeper will have to ask you to wrap up your response if the group needs to move on to the next 
person or topic.  

Recorder:  Will take notes of the Discussion and will collect all flip chart notes for review after our 
meeting.  

 

Focus Group Process Steps 

1. Discussion of Health Factors: 

a. Welcome and Introduction 
b. The following discussion format will be followed for each of the four major Health 

Factors (Socio-economic, Physical Environment, Health Behaviors, Clinical Care and 
Health Outcomes) 

i. Definition of each Health Factor 
ii. Discussion of data about the Health Factor 

iii. Prioritize work to be done to improve each Health Factor (DOT VOTING) 
iv. List action-steps to be taken to start improvement work 

2. Discuss your vision for an Ideal Community 

3. Complete 18-question written survey (15 min) 

4. Receive gift card and thank you for participation. 

 

 

 

 



3 

 

SOCIAL AND ECONOMIC FACTORS:  The socioeconomic factors that determine 
health include: employment, education, income, family and social support and 

community safety.  

 
Although Manchester hopes to further improve its social and economic factors, the City has done a great 
deal of work over the past five years to improve employment, education, income, family support and 
community safety of the City’s population.  

Question 1:  When you think about the last five years, have you or your family experienced any 
improvements in services or resources around these social and economic factors?   

Manchester City is committed to improving social and economic factors of its City’s residents.  Some 

specific areas for improvement for which we have good data and information are listed below.  As 
compared to 500 cities across the United States, Manchester falls below average on the following 
indicators:  

 High school graduation rates  

 School Absenteeism   

 Income  

 Violent Crime   

 Third Grade Reading Proficiency  

 Housing Costs  

 Children living in poverty (in some neighborhoods) 

 Unemployment rates (in some neighborhoods) 

 

Question 2:  Are there any other social or economic factors of importance to you that should be added to 
this list?  (List is up on flip chart and we add thoughts to list.) 

 

Question 3: Based on the list of indicators where Manchester is below average, what would you list as the 
top 3 areas where Manchester could/should take action and invest resources over the next five years? 
(DOT Voting) 

Question 4:  What specifically would be needed to make action possible around these issues (start with 
Top Three) and in general regarding social and economic factors?   
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PHYSICAL ENVIRONMENT FACTORS:  The physical environmental factors that 
determine health include: air and water quality, housing and transit. 

 
Although Manchester hopes to further improve its physical environmental factors, the City has done a 
great deal of work over the past five years to improve its housing and transportation systems.  

Question 5:  When you think about the last five years, have you or your family experienced any 
improvements in services or resources around these physical environmental factors?   

Manchester City is committed to improving physical environmental factors of its City’s residents.  Some 

specific areas for improvement for which we have good data and information are listed below.  As 
compared to 500 cities across the United States, Manchester falls below average on the following 
indicators:  

 Housing with Potential Lead Risk  

 Lead Exposure Risk Index  

 Access to Healthy Foods 

 Walkability is poor in some neighborhoods 

 

Question 6:  Are there any other physical environmental factors of importance to you that should be 
added to this list?  (List is up on flip chart and we add thoughts to list.) 

 

 

Question 7: Based on the list of indicators where Manchester is below average, what would you list as the 
top 3 areas where Manchester could/should take action and invest resources over the next five years? 
(DOT Voting) 

 

 

Question 8:  What specifically would be needed to make action possible around these issues (start with 
Top Three) and in general regarding physical environmental factors?   
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HEALTH BEHAVIORS: The health behaviors that determine health include 

tobacco, alcohol and drug use, diet and exercise and sexual activity.   

Although Manchester hopes to further improve the health behaviors of the City’s population, the City has 
done a great deal of work over the past five years to improve health behaviors of the City’s population.  

Question 9:  When you think about the last five years, have you or your family experienced any 
improvements in services or resources around tobacco, alcohol and drug use, diet and exercise and sexual 
activity?   

Manchester City is committed to improving health behaviors of its City’s residents.  Some specific areas 

for improvement for which we have good data and information are listed below.  As compared to 500 
cities across the United States, Manchester falls below average on the following indicators:  

 Adult Binge Drinking  

 Teen Births  

 Adult Physical Inactivity  

 Adult Tobacco Use  

 Opioid Overdose Deaths  

 

Question 10:  Are there any other health behavior factors of importance to you that should be added to 
this list?  (List is up on flip chart and we add thoughts to list.) 

 

 

Question 11: Based on the list of indicators where Manchester is below average, what would you list as 
the top 3 areas where Manchester could/should take action and invest resources over the next five years? 
(DOT Voting) 

 

 

Question 12:  What specifically would be needed to make action possible around these issues (start with 
Top Three) and in general regarding health behaviors?   

 

 

 



6 

 

CLINICAL CARE AND HEALTH OUTCOMES: The clinical care and health outcomes 

that determine health include access and quality of care as well as specific 

outcomes for targeted chronic diseases.  

Although Manchester hopes to further improve its clinical care and health outcomes, the City has done a 
great deal of work over the past five years to improve quality and access to health care services as well as 
specific health outcomes of the City’s population.  

Question 13:  When you think about the last five years, have you or your family experienced any 
improvements in services or resources around clinical care or health outcomes for a chronic disease?   

Manchester City is committed to improving clinical care and health outcomes of its City’s residents.  Some 

specific areas for improvement for which we have good data and information are listed below.  As 
compared to 500 cities across the United States Manchester falls below average on the following 
indicators:  

 Obesity  

 Frequent Physical Distress  

 Frequent Mental Distress  

 Life Expectancy  

 Premature Death  

 Uninsured – some neighborhoods  

 Diabetes - some neighborhoods 

 High Blood Pressure – some neighborhoods 

 

Question 14:  Are there any other clinical care and health outcomes of importance to you that should be 
added to this list?  (List is up on flip chart and we add thoughts to list.) 

 

Question 15: Based on the list of indicators where Manchester is below average, what would you list as 
the top 3 areas where Manchester could/should take action and invest resources over the next five years? 
(DOT Voting) 

 

Question 16:  What specifically would be needed to make action possible around these issues (start with 
Top Three) and in general regarding clinical care and health outcomes?  
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WRAP UP – WHAT IS YOUR VISION FOR AN IDEAL MANCHESTER? 

QUESTION 17:  What is the single most important issue facing your community?  

 

 

 

 

QUESTION 18: What do you believe makes a community the best place to live?  

 

 

 

 

QUESTION 19: If you could talk to the Mayor about one new or emerging health and safety issue in your 
community, what would it be?  

 

 

 

 

QUESTION 20:  DO YOU HAVE ANYTHING YOU WOULD LIKE TO ADD TO THIS DISCUSSION? 
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