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Milford Regional Medical Center
2015 Community Health Assessment

EXECUTIVE SUMMARY

Introduction

In2012,Milford Regional Medical CentéMRMC) commissioned Health Resources in Action JH&RIA
non-profit public health organization based in Boston, MA, to conduct a community health assessment
(CHA) of its twentyown service area in Southern Worcester County. This CHA aimed to provide an
empirical foundation for future health planning as Mes fulfill the community health assessment
mandate for norprofit institutions put forth by the MA Attorney General and the Internal Revenue
Service (IRS).

Through a review of secondary social, economic, and epidemiological data in the regior,ass wel
through discussions with community residents and leaders, the following health issues emerged in 2012
as priority areas for the region to address:

Health promotion and chronic disease prevention;
Health care access;

Behavioral health and substanceuse prevention; and
Violence prevention.

=A =4 =4 =4

Since the 2012 CHA was finalized, MRMC with a coalition of community partners have engaged in an
ongoing community health improvement planning (CHIP) process to strategically and collaboratively
address these issgdn the region. In addition, in accordance with the IRS mandate of conducting a
community health assessment every three years, MRMC commissioned HRIA to conduct its 2015 CHA.

The 2015 MRMC CHA provides an updated assessment on a broad range efdiemdthstrengths and
needs of the Greater Milford region as well as probes more specifically aafdhementionedpriority
areas to further inform the ongoing CHIP process and strategic direction.

Methods and Limitations

The 2015 Milford Regional Ml Center Community Health Assessment (MRMC CHA) defines health

in the broadest sense through the social determinants of health framework, where numerous factors at
multiple levels from lifestyle behaviors (e.g., health eating and active living) mbiceli care (e.g., access

to medical services), to social and economic factors (e.g., poverty) to the physical environment (e.qg.,
transportation infrastructureg K @S 'y AYLI Ol 2y GKS O2YYdzyrieQa KS

The 2015 MRMC CHA updates data from the 2012 CHA through the following: a review and synthesis of
new and updated secondary data sources; a brief community survey administered online and in waiting
roomsin English, Spanish, and Portuguasé4,013 residets of 13 communities in the Greater Milford

region; and key informant interviews with eight individuals representing diverse sectors, including
leaders in health, government, public safety, and faith communities. Also, as previously mentioned, this
2015 ®A specifically focuses on the four identified priority areas from the 2012 CHA.

It should be noted that for the secondary data analyses, in several instances, regional data could not be
disaggregated to the town level due to the small population sizb@tommunities in the region.
Additionally, several sources did not provide current data stratified by race/ethnicity, gender, or age;



thus, these data could only be analyzed at the overall population level. Likewise, data based on self
reports, such athe Behavioral Risk Factor Surveillance Survey, should be interpreted with particular
caution, as respondents may over underreport behaviors and illnesses based on fear of social stigma
or misunderstanding the question being asked, or be prone talr&gas. For primary data collection
through surveys and interviews, it is important to recognize results are not statistically representative of
a larger population due to nerandom recruiting techniques and small sample size.

Findings
The followingprovides a brief overview of key findings that emerged from this assessment.

Gommunity Social, Economic, and Physical Context
When compared to the state, the MRMC service areahasa  gDye to the increases ir
higher concentration of residents that are young, White, and .

highly educated. Certain segments of the population face da the cost of I|V|ng and

to-day challenges related taccess to services, transportation health care, itis
limitations, and the rising cost of housing and living. difficult to stay in
1 Demographic Characteristic&ll cities and towns in the this area to support

MRMC primary service area have a higher .
concentration of young people under the age of 18, the famny and fQCUS,

when compared tdhe state. Over 90% of residents on eating healthilgb €

overall seHidentified as White across eight of the nine C Surveyparticipant

cities/ towns in the region. Milford reported the lowest

White population in the region (81.6%); however, this percentage is still higher than the state
percentag overall (with 75.7% seidentifying as White). One in four Milford residents (26.1%)

speak a language other than English at home, and key informants identified that there are

growing populations of EcuadoriaBuatemalanand Portuguese residents amdmigrants in

Milford.

1 Income, Poverty, and Employmen#&ll communities had a higher median household income
than the state overall ($66,866), with the exception of Milford ($66,311) and Northbridge
Whitinsville ($66,541). This differed from the 2012 CiAich used the 2008010 ACS
SadAYlIGSas 6KSNB |ff O2YYdzyAtASa Ay GKS awal/ Qa
income than the state overall. Similarly, while the 2012 CHA data reported that all MRMC
service area cities/ towns had poverty ratesdwelthe state average (7.5%), the percent of
families below the poverty level in Milford (8.4%) now surpasses that of the state (8.1%), in the
most current estimates. One in three survey participants identified employment or job
opportunities as hard to @ess in their community, with youth jobs and jobs for those over the
age of 55 specifically identified as limited.

1 Educational AttainmentQuantitative data show variation in educational attainment across the
Milford region. Approximately half of adultsilents aged 25 years or older in Franklin,

Medway, and Mendon have a college degree or higher, exceeding the statewide percentage
(39.4%). In contrast, Bellingham, Blackstone, Milford, NorthbrAtfgéinsville, and Uxbridge
have lower higher education t@s than the state.

9 Overall Access to ServiceBhe 2015 Greater Milford CHA Survey asked respondents to think
about the different services available in their community and rank how easy or hard they are to
access. The top services identified as Hardccess, in rank order, included: affordable public
transportation (77.4%); alcohol or drug treatment services for youth (62.8%); counseling or
mental health services for youth (54.5%); alcohol or drug treatment services for adults (52.9%);



affordable halth insurance (40.6%); affordable housing (40.6%); employment or job
opportunities (34.1%); and services to address domestic violence (30.7%).

0 Transportation:Over three out of four survey respondents identified affordable public
transportation as hardtd O0S&aax f AYAGAYy3a NBaAARSydGaqQ |
amenities and services available in the community, such as health care and social
services, and job opportunities. Numerous respondents also commented that active
transportation options, such asiking and walking, are limited due to poor
infrastructure and safety concerns.

0 Housing and Cost of Livingiwo in five survey respondents deemed affordable housing
as hard to access. A few respondents drew connections between the increasing cost of
houdng, and its impact upon housing stability, maintaining a healthy lifestyle through
the purchasing of healthy foods or participation in physical activity, and accessing
community services.

1 Crime and ViolenceOverall, the Greater Milford region was debed as a safe community, with
rates of violent and property crime throughout all MRMC cities and towns being lower than the
statewide rate overall. However, as in the 2012 CHA, interviewees continued to identify bullying
(and particularly cybebullying)among youth, and domestic violence as concerns. In addition, a few
key informants identified sexual violence as an area of concern.

1 Social Support and Cohesiolmterviewees identified the importance of connectedness, social
support, and cohesion was digssed as an important determinant of health that impacted a range
of issues, and particularly substance abuse and mental health. Populations of particular concern
included youth, young adults (e.g. those between the ages €f@0the elderly, and ethai
communities.

Perception of Health Status and Health Issues of Concern

The MRMC primary service area overall is a healthy community, with a lower percentage of
individuals reporting fair or poor health, and poor physical health, when compared todtae.
However, alcohol or substance use or abuse, access to health care, mental health issues, chronic
disease, and overweight or obesity continue to be key health concerns for the community. These
priority areas coincided with three of the four priogitareas identified in the 2012 CHgspecifically
health promotion and chronic disease prevention, health care access, and behavioral health and
substance abuse prevention.

Greater Milford CHA survey respondents were each asked to identify the top tbedth lissues
impacting their families and themselves, and the top three health issues impacting the communities in
which they lived or worked. The results are detdiln the following figure.
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Top Three Health Issues with the Largest Impact on the Ragpnt/ Family and on the Community,
2015 (n=968)

Alcohol or substance use or abuse (e.g., marijuana, hert-' ; i‘"i
opiates, prescription drug misuse) 40.3%
Access to health care (transportation, health insuran_ %
cost, etc.) 46]2%
Mental health issues A 2 29
Chronic disease (diabetes, heart disease, candi GGG ———M 411.0%
Overveight or obesiy P °1.0%
Health concerns related to aging (Alzheimer's, arthritm 30.9%
dementia, falls, etc.) 9%
Interpersonal violence (domestic violence, sexual violenﬁ i ioﬁ
bullying, cyber-bullying, etc.) 17.5%
Infectious/contagious disease (tuberculosis, pneumon_ &(?LA%
flu, etc.) 15.1%
smoking. | 989
Oral or dental health | T ————— 27.9%
Teen pregnancy |med ’s 50

Asthma [ — 15.9%
Other [J8, 7-2%

0% 10% 20% 30% 40% 50%
® You/Your family mYour community
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015
bh¢9Y 5FdF FNNIFYyYy3ISR Ay RSAaOSyRAYy3I 2NRSNI o6& a, 2dzNJ O2YYdz

Health Care Coverage, Access, and Utilization
Medical services in the MRMC region are of high quality overall;

GThe most pressing

however, there is concern that the sergis available cannot meet health concern in the
demand. Access to care, identified as a key priority area in the 201 community is the
CHA, continues to be of concern among assessment participants d dearth of providers

to barriers to accessing timely and affordable health care.

1 Health Care Access and Utilizatiddearly one in four both primary care

individuals ages 18€ported not receiving an annual checku physicians and
in the past year for thestate, MetrdNest region, and mental health
individual MRMC service aredies and towns. ndividual providersp g

cities and towns in the MRMC primary service area surpass
the statewide percentage of 23.3% of individuals who did nc
receive an annual checkup in the past year, ranging from
25.6% in Hopedale to 27.2% in Franklin. The data also show thaixapptely one in ten
individuals reported not having a personal doctor for the state, region, and individual MRMC
cities and towns.

¢ Interview participant



9 Barriers to CareSurvey participants identified the following as the most common barriers to
accessing health servicdn (ank order): long wait times for appointments (32.3%); lack of
evening or weekend services (27.5%); office not accepting new patients (26.3%); cost of care
(21.4%); unfriendly provider or office staff (14.9%); and insurance problems/ lack of coverage
(14.6%). Specifically, shortages of primary care physicians, behavioral health providers, and
substance abuse services were mentioned as concerns. In addition, concerns went beyond the
absolute cost of health insurancerany patients were identified as uadnsured, or unable to
afford the associated costs of health care even with their current insurance. Finally, the
importance of ensuring that health services accommodate diverse populations was mentioned.

Health Outcomes and Behaviors

Health outcome ingtators varied across cities and towns in the MRMC primary service area, when
compared to the region overall and the state. Assessment participants specifically identified

outcomes related to healthy eating and physical activity, substance use and alarsgmental health

as particular concerns. In addition, a shortage of available and effective substance abuse services and
behavioral health services were identified as concerns.

1 Chronic DiseaséAssessment participants mentioned concerns around chronic conditions, and
particularly diabetes and hypertension. However, these concerns were mentioned in direct
connection to obesity, healthy eating, and physical activity.

o Coronary Heart Disease (CHBipspitalization rates related to CHD in the region ranged
from 252.8 per 100,000 population in Hopedale to 340.1 per 100,000 population in
Medway. The MA rate falls in between this range, at 293.9 per 100,000 population.

0 Stroke Overallstroke €erebiovascular diseaddospitalization rates in the Greater
Milford region were generally lower than the state rate (224.4 per 100,000), with the
exception of Mendon and Northbridge, at 273.0 and 231.8 per 100,000, respectively.

o Diabetes and Hypertensiorzor diabetes, the statewide percentage3®) was slightly
lower than that of the Greater Milford region (9.3%), while for hypertension, the
statewide percentage (29.3%) was higher than that of the region (26.6%).

o Asthma:The ageadjusted rate of asthmaelated hospitalizations for all cities/towns in
aAf T2NR wS3IAz2ylf aSRAOFf / SyYyGdSNIRA& LINAYLF NE
state (885.6er 100,000), ranging from 512.7 per 100,000 in Mendon to 825.6 per
100,000 in Northbridge

o CancerCance continues to be a chronic condition affecting many in the region. With
exception to Blackstone, Medway, and Northbridge, all the other cities and towns have
ageadjusted cancerelated hospitalization rates higher than that of Massachusetts as a
whole. Rates range from 318.1 per 100,000 in Northbridge to 435.0 per 100,000 in
Hopedale.

1 Healthy Eating and Physical Activitfhe CHA highlights efforts in the Greater Milford region to
increase healthy eating and physical activity for community residedieh efforts, some of
which stemmed from the 2012 CHA and improvement planning process, included community
fitness events and getting fresh fruits and vegetables from local farmers to a local food pantry.
Assessment participants mentioned the continueskd for greater access to affordable, healthy
fruits and vegetables, public transportation, welhintained sidewalks and bike paths, and safe
parks and playgrounds to improve nutrition and increase physical acaty indicate that
residents irthe Greater Milfordregionhave similar healthy eating and physical activity
behaviors to residents statewidle ¢ A G K af AIKdite tSaa GKFry wHm: 27F
more than five fruits and vegetables per day, and less than 20% getting no physicaeeixerci
the last month.




Overweight and ObesityData show there is a slightly higher percentage of overweight

individuals in the Greater Milford region (63.5%) in comparison to in the state overall (58.7%),

while the percentage of obese individuals is slighiwer in the region (21.2%) than in the state

overall (23.1%)interviewees discussed that obesity particularly impacts lower income,

immigrant, and minority populations, likely due to financial constraints and cultural barriers that

limit access to hdthy foods, physical actiwit and preventive health car€&or adolescents,

approximately one in five MetroWest 1st graders are considered overweight or obese according

to BMI data, while one in four 4th, 7th, and 10th graders in the region are considered

overweight or obeseOverall, a higher percentage of younger childrekst, 4th, and 7th

graderg in Milford are overweight or obese, while Bellingham has a greater percentage of 10th

graders in that category.

Substance Use and Abudearticipants in the 2015 Greater Milford CHA survey ranked alcohol

or substance use or abuse as thetop hedlth & dz8 A Y LI OGAy3d (KS NBAEALRYRS
affecting individuals from all walks of life. Beyond the resultant health impacts, substance abuse

was identified as impacting community wbking and safety. For adolescents, between 2006

2014 there has beea steady decline among both middle and high school youth for current

cigarette smoking, current alcohol use, and current marijuana use. However, when stratified by

sexual orientation, data show that substance use disproportionately impacts sexual mnemorit

with current cigarette, alcohol, and marijuana use being 12.9, 4.7, and 8.8 percentage points

higher, respectively, for sexual minority students compared to heterosexual students. For

adults, binge drinking and current tobacco use rates in the MRNgES/downs were slightly

lower than the statewide rates; however, interviewees specifically mentioned opioid and other

drugs (e.g. prescription drugs) as conceriWithin the MRMC region, Nbrd had the highest

number of unintentional opioid fatal ovdoses between 2012014.

Substance Abuse Treatment Servic&$tie 2015 CHA survey , o

identified alcohol or drug treatment services for youth and drhe conmunity is

I Rdzt Ga +a 2yS 2F GKS G2L) aSt  working hardtoget 5 aKt
_Interwewees echoeql these findings, |qlept|fy|ng h;serv_lc_es as safety net patientsi;nto
inadequate to effectively address addiction, and/ or difficult to .
access due to service shortages and location of services. [b_ehaworal_h_ealth]
Mental Health: Compared to the state percentage of 8.9%, the SErvices, but it is a wor
MetroWest region and all MRMC individual citieslaowns had in progress

lower percentages of residents reporting poor mental health, & & & & \ 5 &
6.1% for the region, and ranging from 6.3% in Franklin to 7.3% SOSNEFKS
Bellingham and Milford. Yet, 2015 assessment participants
continue to identify mental health as a priority healisue in

the region. Anxiety, depression, and dedfrming behaviors continue to be of concern,
particularly for youth. Mental health issues were attributed to stress and academic pressures
for youth, and social isolation for both youth and adultsadidition to impacting health and
guality of life, mental health issues were identified as exacerbating substance use and abuse,
and violence.

Mental Health Servicednterviewees identified the need for increased mental health services.
Long wait timesthe location of services, and the difficult navigation between primary care and
behavioral health services were mentioned as specific barriers to accessing services and
resources.

Injury: While riding as a passenger in a car with a driver impaired bhalltas decreased
steadily for high school students, in 2014, one in three high school youth (30%) rode in a car

¢ Interview participant
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driven by a high school student who was texting @n&iling while driving in the past 30 days.
In addition, approximately two in five studen{38%) reported driving while texting in the past
30 days. While this number decreased overall since 2010, when stratified by grade level, reports
of texting while driving doubled between 1 frade (25%) and Ygrade (51%). Milford
reported the highst rate of motor vehicleelated emergency visits (1,173.4 per 100,000
L2 Lddzf F GA2y 0 |Y2y3d GKS NBIA2yQa OAlGASaxk (2éya:z
the state (1,075.9 per 100,000 population).

1 Communicable/ Infectious Diseas&Vhile infrequently mentioned by assessment participants,
an increase in active tuberculosis was mentioned by a few as a concern, particularly among
immigrant populations.

9 Oral Health:Assessment participants expressed concern for the availability of afferdatol
accessible preventative oral health services.

Prioritizing for the Future
Survey participants prioritized resources for health issues within the  gThere is a |lot of work
larger domains of health promotion and chronic disease prevention being done in

health care access; behavioral health (mental health and substanc

abuse); and violence prevention. - a At T2NRC
1 Health Care Acces80% of respondents ranked access to impressed by how
primary care providers as high priority for resource allocatio quickly the

followed by access to specialty care providers (62.8%), and

providers of dental and oral health ségs (60.0%). Almost community Is

half of respondents identified prescription drug assistance NBaLlZyRA)
(49.5%), providers who accept Medicaid (47.1%), and servi seems like we need
to help people navigate the health system (46.5%) as high to start something,

priority. Interviewees frequently identified patienutreach,
navigation, and followup services as gaps in the health ther_e are peopl_e whc
system. By focusing on patient navigation, interviewees will start running
believed that there would be increased use of preventive thingsq) €
services and decreased usage of the emergency roomeas tl ¢ Interview participant
primary source ohealth care
1 Health Promotion and Chronic Disease Preventiémost
nine out of ten (87.4%) survey participants reported that the health or social services in their
community should focus more on prevention of diseases or health conditions. Approximately
70% of survey respondents ranked programs that help peoegnt chronic disease (e.g.,
diabetes, heart disease), and schbalsed programs that promote physical activity and health
eating as high priority. These priority areas coincide with concerns about the rising cost of
health care, and the increase commiynémphasis upon chronic disease prevention for
I R2f Sa0Syida FyR | RdZ Gao ¢CKS 2LJiA2y (2 LINRA2NARI
0A1S Ay @2dzNJ O2YYdzyAGeé NBOSAGSR (KS KAIKSaAd a
due to effortsthat have been made in the region already, or due to the fact that an upstream
policy change intervention may have felt far removed from the topic of chronic disease
prevention and health promotion to survey respondents.
1 Behavioral Health (Mental Healthrad Substance AbuseBervices focused upon youth were
ranked as high priority, with almost three in four (72.5%) survey respondents highly prioritizing
youth mental health screening and counseling for issues such as depression and suicide, and
two in three(66.2%) highly prioritizing schebased prevention and counseling on mental
health and substance abuse. Interestingly, over 90% of survey participants ranked all of the

Vil



listed health programs and issues as medium or high priority, possibly indicagimgportance
of behavioral health to the MRMC region overall.

9 Violence PreventionSchoolbased programs to prevent bullying and dating violence were both
ranked as high priority areas for the MRMC region, at 69.9% and 64.5%, respectively. Similarly,
two in three respondents (67.1%) ranked counseling and advocacy to support victims of
domestic and sexual violence as a high priority area. This is consistent with key informant
interviewees concerns regarding adolescent bullying, cyber bullying, domidénce, and
sexual violence, as mentioned in the Crime and Violence section of the report. Of all issue and
program areas, outreach and education to specific populations such as seniors, LGBTQ, persons
with disabilities, and noiienglish speaking victinad domestic and sexual violence received the
lowest prioritization of all priority areas. However, interviewees identified many of these
populations as being socially isolated; this could imply susceptibility to violence that remains
under the radar.

Conclusion

The 2015 CHA reaffirmed that chronic disease prevention and health promotion, health care access,
behavioral health, and violence prevention continue to resonate as community priorities. While much
has been done to make strides in eachitafse areas, the 2015 MRMC CHA will continue to guide the
ongoing community health improvement planning process.

viii



Milford Regional Medical Center
2015Community Health Assessment

INTRODUCTION

It is increasingly recognized that when it comes to hedltly; Z{P&ode may be more influential than

2 y Qyénatic codgRobert Wood Johnson Foundation Commission to Build a Healthier America, 2014)
Human behavioyopportunities to pursue healthy lifestyleand health outcomeare not only shaped by
clinical care, but alsby the physical, cultural, and socioeconomic environments in which people live
Non-profit hospitals have a tradition of not onproviding critical health care services to community
members, but also in engagimgth the community to address its broader needs through a public health
approach. Founded in 1903, Milford Ratal Medical Center (MRMC) serves theager Milfordregion

in Massachusetts (hereafter referred to as Greater Milford, or the MR&t@ce areawith high quality
medical care as well as community wellness and educational programs.

Several years ago #012, Milford Regional Medical Center (MRMC) commissionadtiHResources in
Action (HRiA), a neprofit public health organization based in Boston, MA, to conduct a community
healthassessment (G& of itstwenty-town service area in Sobérn Worcester County. This Eldimed
to provide an empirical foundation fduture health planning as well as fulfill the community health
assessment mandate for neprofit institutions put forth by the MA Attorney General and the Internal
Revenue Service (IRS).

Through a review of secondary social, economic, and epidemialadgita in the region, as well as
through discussions with community residents and leaders, the following health issues erireRjdd
as priority areas for the region to address:

Health promotion and chronic disease prevention;
Health care access;

Behavioral health and substance abuse prevention; and
Violence prevention.

= =4 =4 =

Since the 2012 Gxwas finalized, MRMC with a coalition of community partners have engaged in an
ongoing community health improvement planning (CHIP) process to strategicaltybaigbratively
address these issues in the region. In addition, in accordance with the IRS mandate of conducting a
community health assessment every three years M@Rcommissined HRIA to conduct its 2015 &H

The 2013VRMCCHA provides an updated asssmenton a broad range olfiealthrelated strengths and
needs of the Greater Milford regicas well agprobesmore specifically on the priority areas to further
inform the ongoing CHIP process and strategic direction.

About Milford Regional Medical Q&er

Milford Regional Medical Center (MRMggyves the healthcare needs of the residentewér twenty
townsin Central Massachusett®IRMC is a comprehensive healthcare system that comprises the
Medical Center; TiCounty Medical Associates, Inc., anliatled physician practice group; and the
Milford Regional Healthcare Foundatigks a fullservice, community, and regional teaching hospital,
MRMCis a 145bed, nonprofit, acutecare facilitywith more than300primary care physicians and
specialists ortheir active medical staff



In 2014, MRMC broke ground on a new buildisigted for completion in 2015. This buildimgj house:
1 Anew emergency department, increasing its capacity from 30 to 52, lmadsdoubling its size
to nearly 30,000 squarkeet;
1 A new intensive care unit, increasing its capacity from 10 to 16 beds, and almost tripling its size
to 13,000 square feet; and
1 A new telemetry floor with 24 private patient rooms that will allow the hospital to convert
multi-patient rooms in other aas to private rooms without reducing capacity.

In addition, MRMC hosts eight staté-the art operating suites, consolidated surgical services (including

admitting and preadmission testing), a medical/ surgical floor with private rooms that have addance

patient monitoring capabilities, a Maternity Center with hottilee labor, delivery, recovery, and

postpartum rooms, and &ancer Centethat providescomprehensive cancer services (including

radiation therapy) from the worldenowned Dandarber/Brighant YR 2 2 YSy Qa /I yOSNI / Sy
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Milford Regional Medical Center dedicated to the improvement of community health through
leadership and effective partnership to promote wellness and eliminate health disparities in our
service area(Milford Regional Medical Center, n.d.)

Community health improvement efforts are conductectoilaboration withthe Community Health
Network Area (CHNA) 6 and otlemmunity partners to address unmet health needs in the service
area, with a particular focus on the uninsured, elders, adolescents, and immigrants. In addition, in
response to previdza | & & S a a Y ynindudity Bemefits pfbgram has alseen active in the
following priority areas:

1 Supporting healthcare reform and reducing health disparities;

1 Addressing adolescent risk factors; and

1 Chronic disease management in disadvantaged pdious

Geographiand PopulationScope of the MRMCHA

TheMRMCCHA focused onumerousii 2 gy & G KI (i O aeficN&eanFiguael. atheQ &
community health assessment survey focused on the communitiBelihgham, Blackston®ouglas,
Franklin, Hopedale, Medway, Mendon, Milford, Northbridgitinsville,Sutton, Uptonand Uxbridge

a4 GKS& IINB O2YYdzyAiliASa gAGKAY awa/ Qad aSNIBBAOS | NB
Network Area (CHNA) 6, the community coalition that is a key partner in the planning and
implementation phase of this process. Due to the constraim@vailability of secondary data by
community, in many instances data only represent several of the communities within the rélale

the CHA process aimed to examine the health concerns across the entire region, there was a particular
focus on identying the needs of the most underserved population groups of the region, including

youth, the elderly, and those with the greatest barriers to health care (e.g., low income residents, non
English speakers).



Figurel: Milford Regional Medical CenteBervice Areas
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A Community BenefitédvisoryCommitteeof MRMQprovided strategic oversight throughout the CHA
proces. The committee, which was comprised2dfmembers fromcommunity organizations and

MRMC institutionsncludingadministrators clinicians andleaders in patient support services, provided
guidance on each step, including feedback on CHA methodology, identification of key informant
interviewees, and discussisof preliminary findings.n addition to different departments wlin

MRMC, Advisorgommittee members were from organizations suclCaster for Adolescent & Young
Adult Health Edward M. Kennedy Health Center, Family Continuity, Inc., Community Health Network
Area 6, Hockomock Area YMCA, Tri County Medical Associates, Milford Puliis,2attbTri River

FamilyHealthCenters.

COMMUNITY HEALTH ESSMENT METHODS

Overview

The 2015Milford Regional Medical Center Community Health Assessment (MRMQidtégs data
from the 202 CHA through the review of new and updated secondary datarses, as well through the
engagement of community residents through an online survey and key informant intervieves.asAls
previously mentionedthis 2015 CHA also specifically focuses on the four identifigbrity areas from

the 2012 CHA.

The followng section describes the theoretical framework that undergifdsapproach to the 2015
MRMC CH, as well as specific methods for data collection and analysis.



Theoretical Famework

The places where an individual lives, works, learns, and plays impa&soa KSI f § K 0 SKI @A 2 NJ
outcomes. Thus, as in the 2012 @Hthe 2015CHA uses the social determinants of health theoretical

framework todefine health in the broadest senseThis frameworkecognizeshat numerous factors at

multiple levels from lifestyle behaviors (e.gexerciseand alcohol consumptignto clinical care (e.g.,

access to medical service) social and economic factors ¢e. employment opportunities}o the

physical environment (e.gransportatioNt all have animpaaty G KS O2YYdzyA & Qa KSI

Thediagram inFigure2 provides a visual representatiar the multitude of factors that affect health
demonstrating how individual &ktyle factors, which arelosestto health outcomes, are influenced by
more upstreamfactors such aguality of housingandeducational opportunitiesThis report provides
information on many of these factors, as well as reviews key health outcomes ahmragidentsof
Greater Milford.

Figure2: Social Determinants of Health Framework
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Quantitative Data

Reviewing Existing Secondary Data

As in the 201MMRMCCommunity Health Assessmenkistingand updateddata were drawn from state,
Community Health Network Area (CHNA), and local sotocgsvelop a social, economic, and health
portrait of the Milford Regional Medical Center primary service ai®aurces of data included, but were
not limited to, theU.S. Census§;enters for Disease Control and Preventdassachusetts partment

of Public Healthand F.B.l. Uniform Crime Reporsside from population counts, agand racial/ethnic
distribution, other data from the U.S. Census derive from the Araer@ommunity Survey, which is
comprised of data from a sample of a given geographic dPea.Census recommendations, aggregated
data from the past five yeamsere used for indicators to yield a large enough sample size to look at
results by municipality.

Other types of data included seléported dataof health behaviors from large, populatidrased
surveys such as the Behavioral Risk Factor Surveillance System (BRFSS), as well as vital statistics based



on birth and death recorddt should be noted tare are some data in this current report that were also
included in the previou012 CHAecause of the lack of updated dadmailable within the three year
timeframe.

Additionally, various communityevel datapertaining to a number of the communitie@thin Greater

Milford were accessed through a local data warehouse developed by the MetroWest Health Foundation.
These localizedada resourceslrawfrom a variety of sourceincludng MA Department of Public

Health, vital statisticBRFS%ndthe U.S Census.

Survey
To gather quantitative data that were not provided by secondary sources, a brief community survey was

developed and administered online and as hard copies in waiting rooms to residents of 13 communities
in the Greater Milford regionThe survewas administered in three languageg&nglish, Spanish, and
Portuguese. The survey explored key health concerns of community residents as well as their primary
priorities for services and programming copy of theEnglish version of theurvey instrunent can be

found in Appendix A.

The Advisory Committeeeviewed and provided feedback on the survey and aksisted with
disseminating the survey link via their partners (e.g., sending an email announcement out to their
contacts). These pamers included, but were not limited to, the Edward M. Kennedy Community Health
Center, the Milford Youth Center, and Community Partners for Health (CHSAdYball method was
used, with partners asking others to forward on the survey link.

To engage r@dents without Internet access, hard copy surveys in all three languages were disseminated
in numerous locations and eventacluding in waiting rooms, at church events, at community meetings,
and at the YMCA.

Survey analyses were restrictedrespondents who live in one of the 13 communities in Milford
wSAA2ylf aSRAOItT /SyidSNRa aSNIBAOS IINBlFe ! G241t 2
answered the survey and thus, were included in the final sample characteristics of seey

respondents are presented ifablel.

Overall, the majority of respondents identified as the following:
1 Between the ages of 464 years of age (64.2%);
1 Female 83.6%);
9 Caucasian/White, Nehlispanic (87.2%); and
1 Primarily English speakers at home (93.6%).

Approximately half or slightly over half of respondents identified as the following:
1 College graduate or more (55.8%);
1 Not a parent of children under 18 (58.3%)
1 Residenbf Milford (48.2%); and
1 Employment in Milford (52.4%).

For type of employment, there was a wider spread of responses: 30.9% of respondents identified as a
health or social service provider, 19.6% were employed in the business, retail, foagk senother
sector, 16.9% identified as a municipal employee, and 13.7% were not employed or retired.



Tablel: Greater Milford Community Health Assessment Survey Respondent Characteristics (N=1,013)

‘ Percent
Age
Under 40years old 18.3%
40-64 years old 64.2%
65 years old or older 17.5%
Gender
Male 16.4%
Female 83.6%
Race/Ethnicity
African American/Black, Nedispanic 0.8%
American Indian/Native American, Nétispanic 0.9%
Asian/Pacific Islander, Netispanic 1.1%
Brazilian, NorHispanic 2.1%
Portuguese, Noitispanic 1.3%
Caucasian/White, Nehlispanic 87.2%
Hispanic/Latino(a), any race 3.5%
Middle Eastern, Nolispanic 0.5%
Other, NonHispanic 1.2%
Two or more races, NeHispanic 1.5%
EducationalAttainment
High school graduate or less 15.3%
Some college/Associate's degree 28.9%
College graduate or more 55.8%
Type of Employment
Not employed or retired 13.7%
Stayat-home parent 5.7%
Student 2.4%
Health or social service provider 30.9%
Municipal employee (e.g., work for local government, town employee, teacher, law) 16.9%
Clergy 0.5%
Employed in business, retail, food service, or other sector 19.6%
Other 15.9%
Primary Language Spoken at Home
English 93.6%
Spanish 3.0%
Portuguese 2.6%
Arabic 0.8%
Parent of Children under 18
Yes 41.7%
No 58.3%




Percent

City/Town of Residence

Bellingham 3.7%
Blackstone 3.2%
Douglas 3.8%
Franklin 7.6%
Hopedale 5.9%
Medway 1.8%
Mendon 5.6%
Milford 48.2%
Millville 1.3%
Northbridge 6.6%
Sutton 1.7%
Upton 3.4%
Uxbridge 7.4%
City/Town of Work
Bellingham 0.9%
Blackstone 0.5%
Douglas 0.5%
Franklin 5.0%
Hopedale 1.3%
Medway 0.8%
Mendon 0.9%
Milford 52.4%
Millville 0.1%
Northbridge 2.1%
Sutton 0.4%
Upton 1.4%
Uxbridge 1.0%
None ofthe above 32.5%

DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015




Qualitative Data:Key Informantinterviews

Key informantnterviews were conducted witkeightindividuals representindiversesectors, includig

leaders irhealth, government, public safety, and faith communitieShe interviews explored

pl NIi A OA LI y (i & e hed@HNBS LWIGHASRY & NSy IGKa yR ySSRa 2F aw
specifically probed on addressing the four current CHIP priority adeasified through the 2012
assessmentinterviews were conducted by phone, lasted up to an hour in length, and follovsedha

structured interview guide to ensure consistency in the topics covered.

Analyses
Survey data frequencies were conducteging SPSS statistical software, Version 20. Some response
options were collapsed for ease of interpretation.

As in the 2012 CA] the collected qualitativelatagathered from the operended questions of the online
survey as well as the key informant inteews weremanually coded and then analyzed thematicédily

main categories and suthemes.Data analysts identified key themes that emergeniass all groups

and interviews as well as the unique issues that were noted for specific populakoegueny and

intensity of discussions on a specific topic were key indicators used for extracting main themes. While
municipality differences are noted where appropriate, analyses emphasized findings commortlaeross
greater Milford regionSelectedparaphrasedjuotesc without personal identifying information are
presented in the narrative of this report to further illustrate points within topic areas.

Limitations

As with all research efforsnd as was true in the 2012 CHRere are several limitationelated to the
FaaSaaySyidQa NBXaSINOK YSGK2Rao LG akKz2dZ R 0SS y24S
instancesregional data could not be disaggregated to the town level due to the small population size of

the communities in the region. many instances, data at the Community Health Network Area (CHNA)

6 are provided. CHNAi$a large geographic area anddsnprised oBellingham, Blackstone, Douglas,

Franklin, Hopedale, Medway, Mendon, Milford, Millville, Northbridge, Sutton, Upton|xiddge.

Thus, while many of these cities and towns overlap with the MRMC service area, it is not a perfect

overlap.

Additionally, several sources did not provide current data stratifiechbg/ethnicity, gender, or age;

thus, these data could only banalyzedat the overall populatiodevel Townspecific datavere largely

not available, and in cases where such data were available, sample sizes were often small and must be
interpreted with cautionln some instances, data for only a few towns werailable for the region.

Likewise, data based on se#fports, such as the Behavioral Risk Factor Surveillance Sshayd be
interpreted with particular cautionln some instances, respondents may ev@runderreport behaviors
and ilinesses based dear of social stigma or misunderstanding the question being askedddition,
respondents may be prone to recall biathat is, they may attempt to answer accurately but remember
incorrectly. In some surveys, reporting and recall bias may differ aiogptal a risk factor or health
outcome of interest.

For thesurveydata, it is important to recognizessults are not statistically representative of a larger
population due to norrandom recruiting techniqguesFor example, Wile over 1,000 participants
participatedin the 2015 Greater Milford Community Health Assessment suresppndents were
recruitedvia email lists or at community location¥hus, these individuals were already engaged in the

6



health systenor in the communityand may share similar perspectives, when compared to those who
may not beengaged

In addition, for qualitative dataylRMC identified key informants for interviepandmany of these
participantswere community leaders and health practitionetdseady ivolved in the community health
improvement planning processsulting from the 2012 CHAThusthese individuals manot be
representative of community leaders or providers across the regiessome have beemvolved with
MRMC and its partners, and halbeen actively engaged in the planning process to improve the health
of the community

Lastly, it is important to note that data were collected at one point in time, so findings, while directional
and descriptive, should not be interpreted as definitive.

DEMOGRAPHIC CHARARIBEICS

Who Lives in Greater Milford?

Many factors are associated with the health of a community, including the resources and services
availableas well as theharacteristics of aommunityQ & LJ2 LBefow i§ & d@sdation of the

population of the @eater Milford region, characterized by population coamd growth age, gender,

race and ethnicity. While these characteristics are importantfaaee amh Y LI OG0 | LISNE2Y Q&
distribution of these characteristics in a comanity can affect the needs of a community, as well as the
number and type of services and resources availablaeet these needs

Population
According to 2002013 American Community Survey (ACS) population estimates, therel3@@&22

LJIS2LX S Ay awa/ Qa ThieR). Fiankh ard SiNdzia® Se lardged tomdunities
followed by Bellingham. U.S. Census data from 2000 and 2010 Cexeakthat there has been
population growth across the region in the past decade NatthbridgeWhitinsville (19.2%) and
Uxbridge (20.6%3%awthe largest increase in its population during that time period.

Table2: Population byState and Cities/ Towns, 2062013

Geographic Location Population
Massachusetts 6,605,058
Bellingham 16,438
Blackstone 9,035
Franklin 32,064
Hopedale 5,928
Medway 12,866
Mendon 5,851
Milford 28,109
NorthbridgeWhitinsville 15,844
Uxbridge 13,487

DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2§13089earAmerican Community
Survey



Age Distribution

Table3 showsthat in comparison to the state overall, all of the cities/ towns in the MRiVi@ary
service aredave a higher concentration of young people under the age oMg@st notably,

approXmately Z7% of thepopulatiors of FranklinHopedale, and Medwagre under 18 years old,
compared to 213%in the state.

NorthbridgeWhitinsville,Hopedale and Bellinghanare the communities with the largest senior
populatiors (65+) with approximatel3% of the population in that age grofgr each community This
is comparable to the senior population in MA overall, with1% of the population in MAeingover the

age of 65.
Table3: Age Distribution by State and Citie/owns, 209-2013
Under 18 yrs| 18to24yrs| 25to 44 yrs| 45t064yrs| 65yrsold

Geography old old old old and over
Massachusetts 21.3% 10.4% 26.4% 27.8% 14.1%
Bellingham 22.0% 8.5% 26.7% 30.2% 12.5%
Blackstone 23.2% 9.3% 23.0% 33.5% 11.0%
Franklin 27.4% 9.3% 24.3% 27.9% 11.1%
Hopedale 27.0% 5.7% 21.2% 33.3% 12.7%
Medway 26.8% 6.8% 20.9% 34.3% 11.3%
Mendon 25.1% 7.4% 21.7% 34.3% 11.6%
Milford 24.6% 7.5% 27.5% 28.1% 12.4%
NorthbridgeWhitinsville 25.7% 7.8% 25.4% 28.4% 12.9%
Uxbridge 23.8% 7.7% 23.9% 32.1% 12.4%

DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2€13089earAmerican Community

Survey

Table4 demonstrate great variabilitin the increases in the senior population in the lastate, as was
reported in the 2012 CA From 2000 to 2010,)xbridge £50.4%) and Mendon+40.4%) experiered
substantial growth in their senior populations according to U.S. Gemsudid Bellinghaift+28.5%and
Franklin (+23.1%MHopedale was the only geographic location that reportetbarease in the senior

population(-12.0%).

Table4: Percent Change in Population Aged 65+ by State and Cities/Towns, 2000 and 2010

2000 Aged 65+ 2010 Aged 65+ % Change 2000 to

Geographic Location Population Population 2010
Massachusetts 860,162 902,724 4.9

Bellingham 1,483 1,906 28.5
Blackstone 890 1,018 14.4
Franklin 2,418 2,977 23.1
Hopedale 913 803 -12.0
Medway 1,137 1,325 16.5
Mendon 443 622 40.4
Milford 3,448 3,618 4.9

NorthbridgeWhitinsville 1,821 2,070 13.7
Uxbridge 1,105 1,662 50.4

DATA SOURCE: Wbspartment of Commerce, Bureau of the Census, 2000 Census and 2010 Census




Racial and Ethnic Diversity

As was seen in the 2012 &Hhe Greater Milford region is predominantly Whiteth over 90% of

residents seldentifying as White across eight of the nine cities/towns in the region. While still higher
than the White population for the state overall (with 75.7% sedntifying as White), Milford reported

the lowest White populdbn in the region at 81.6%Key informant interviewees particularly identified
that there are growing populations of Ecuadorian, Guatemalan, and Portuguese residents and
immigrants in Milford. One key informant also addéd,. (i & S Su¥hould atid|abthe5 to6,000
people toa A f T @eNdR<papulation numbers to accounttfar growth in immigrant populations. |
R2y Qi GKAY]l] GKS OdzdMNByYy (G ydzyoSNB OF LWidz2NB G KI (o

Table5 shows the racial andthnic distribution by townaccording tahe 20092013 AC®stimates

lY2y3d GKS yAyS (G2éya Ay awal/ Qa aASNDAOSo)&NNS| = aAif T
Black @.2%) populationf the regionBellingham (3.%) Franklin (4.20) andMedway (4.836) have the

largestAsian population the region.

There is variation in the region on the percent of the population that speaks a language other than

English ahome. Milford has the largest population of n&mglish speakers at home (26.1%),

adzN1J aaAy3d GKS adlrisSQa NradsS 20SNItft G Hmatdd: ¢ . S
9.4%) follow after MilfordFranklin, which had the second largest pa@tidn of nonrEnglish speakers at

home at the time of the 2012 @tinow ranksfifth in the region at 9.0%d~gure3).

In Milford, Portuguese is the language mosmmaonly spoken by neknglish speakers (at 11.5% of the
population), bllowed by Spanish (at 8.4%)aple6). These rates are slightly higher than what was
reportedin the 2012 CHA (at 10.6% and 7.9%, respectively) using the2ZBQ06American Community
Survey fiveyear estimates. While small in population, one key informant also mentioned the need for
Quechua translation, which is an unwritten language spoken éyEttuadorian population.

Table5: Racial/ Ethnic Composition by State and Cities/ Towns, 20023

Two or

Hispanic/ more
Geography White Black Asian Latino races Other
Massachusetts 75.7% 6.3% 5.5% 9.9% 1.8% 0.8%
Bellingham 90.5% 1.9% 3.7% 2.2% 1.0% 0.7%
Blackstone 92.6% 1.0% 1.0% 3.8% 1.0% 0.6%
Franklin 91.6% 0.9% 4.2% 2.2% 1.0% 0.1%
Hopedale 94.6% 0.2% 1.6% 3.7% 0.0% 0.0%
Medway 89.8% 0.4% 4.3% 3.6% 1.7% 0.2%
Mendon 93.7% 0.5% 0.9% 3.9% 0.5% 0.5%
Milford 81.6% 2.2% 2.5% 10.0% 1.9% 1.8%
NorthbridgeWhitinsville 94.6% 0.4% 0.9% 2.2% 1.9% 0.0%
Uxbridge 96.8% 0.4% 1.0% 1.1% 0.6% 0.1%

DATA SOURCE: U.S. Census Bureau2P08%YearAmerican Community Survey

NOTE: White, Black, Asian, and Other include iodiyiduals that identify as one race; Hispanic/Latino include
individuals of any race

NOTE: Other includes American Indian and Alaska Native, Native Hawaiian and other Pacific Islander, or other race

alone



Figure3: Percent of Ppulation Who Speak Language Other Than English at Home by State and Cities/
Towns,20062010 and2009-2013
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DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2813089earAmelican Community
Survey

Table6: Languages Most Spoken in Milford, M20062010,2009-2013

20062010 20092013
Language N Percent N Percent
Portuguese 2,996 10.6% 2,994 11.5%
Spanish 2,213 7.9% 2,191 8.4%
French 174 0.6% 270 1.0%
Guijarati 133 0.5% 158 0.6%
Italian 113 0.4% 134 0.5%

DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2€12086d 2002013 5Year American
Community Survey

Income, Povertyand Employment

Similar to the findings in 201the median household income cbmmunitiesin the regionvaried,
ranging from $66,311 in Milford to $106,132 in MedwBig(re 4) Notably,using the 2002013 five
year American Community Survey (ACS) estimatespmmunities had a higher median household
income than the state overall ($66,866), with the eption of Milford ($66,311) and Northbridge
Whitinsville ($66,541)This differed from the 2012 @Hwhich used the 2002010 ACS estimates,
where all communitiesintha wa / Q& LINR Y| Nad a GighevJiddi@rSncomehan the state
overall.
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Figure4: Median Household Income by State and Cities/Tow28062012 and20092013
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DATA SOURCE: U.S. Department of Commerce, Bureau of the 2e862910 and20092013 5YearAmerican
Community Survey

Like median householicicome, verty rates in the regiomaried. Using the 2062013 ACS estimates,
the percent of families below the poverty level ranged from 1.0% in Bellingham to 8.4% in Milford
(Figure 5) Notably, vhile the 2012 CIA data reported thatach of the citiefowns in the primary
MRMC service area hambverty rates below the state average (7.5% ¥ percent of families below the
poverty level in Milford8.4%)now surpasses that of the stat8.1%)in the most current estimates
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Figure5: Percent of Families Below Poverty Level by State and Cities/Towns,-2006, 20092013
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DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2€12086d 2002013 5Year American
Community Survey

Interview participants discussed how tB808economic downturrstill affectsthe region a similar

theme that emerged in discussions in the previous CAg\onecurrentinterviewee noteddlike every

other community, the downturn of the economy in 20Q8&Hté community. There has been an uptick of
people getting services from the local food pantry. People are getting back to work, but we still have a
ways to gob dumerous participants mentioned the need fobp and job trainingn the region.

Thistheme was reiterated among survey respondef@se in three participants (34.1%) in the 2015
Greater Milford Community Health Assessment Survey identified employment or job opportunities as
hard to access in their communitigigure6). As one survey respondent commented,
aUnderemployment and previous job loss make many things difficult to afford for my éamdiso many

2 0 KSNJ f 2 OS$pecifidally, Wduth jol@s@diiagbs for those who are over the age of 55 were
identified as limited.

Unemploymentatesin all ofthe cities/towns of Milford Regional MedicaSG/ it S N a LINR Y I NB

havecontinued to rie since the 2012 Gxwas completed, with thenemployment percentages of
NorthbridgeWhitinsville (7.2%) and Blackstone (6.5%) exceeding that of the state overall. (6.0%)
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Figure6: Percent of Population Aged 16+ Years Unemployed by State and Cities;ZIBand 2009
2013
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DATA SOURGQES. Department of Commerce, Bureau of the Cer36-2010 and2009-2013 5Year American
Community Survey

Educational Attainment

Quantitative datashow variation in educational &inment across the Milford regioffrigure?).
Approximately half of adult residents aged 25 years or older in Franklin (50.5%), Medway (50.0%), and
Mendon (47.3%) have a college degree or higher, ediog the statewide percentage (39.4%). In
contrast,Bellingham (30.6%), Blackstone (27.7%), Milford (35%), Northbvikgensville (29.2%), and
Uxbridge (33.2%) havewer higher education rates than the state.
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Figure7: Educational Attainment of Adults 25 Years and Older by State and Cities/Towns, -2003
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DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2§13089ear American Community
Survey

SOCIAL AND PHYSIENVIRONMENT

Overall Access toedvices

The 2015Greater Milford CIA Survey asked respondents to think about the different services available

in their community and rank how easy or hard they are to access. Survey results are visualized in Figure
8, and the top services identified as hard txass, in rank order, included:

Affordable public transportation (77.4%);

Alcohol or drug treatment services for youth (62.8%);
Counseling or mental health services for youth (54.5%);
Alcohol or drug treatment services for adults (32)9
Affordable heah insurance (42.9%);

Affordable housing (40.6%);

Employment or job opportunities (34.1%); and

Services to address domestic violence (30.7%).

=4 =4 -4 4 _a_a_°a_2
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Figure8: Services that CHA Survey Respondents Considered Hard to Access in the Com2Qdtty,

Affordable public transportation EEEE—— 77.4%

Alcohol or drug treatment services for youthiE 62.8%
Counseling or mental health services for youtilll 54.5%
Alcohol or drug treatment services for adultSIIIIEGEGEGEEEEEEEEEEE 52.9%
Affordable health insurance I 42.9%
Affordable housing [N 40.6%
Employment or job opportunities [N 34.1%
Services to address domestic violencE 30.7%
After-school activities for youth [N 27.3%
Legal services NN 26.1%

Programs to help people quit smokinglll 24.5%

Interpreter services during medical visits/when receivi .
health care Com 18.7%

Affordable gym membershipslll 18.5%
Primary care physicians [l 18.2%
Walkable streets (e.g., sidewalks, bike paths, street lighiS)lllll 17.0%
Health or medical providers that accept your insurancElllll 14.8%
Dental/oral health services lllll 12.3%
Health providers that speak your languagélill 7.7%
Fresh fruits and vegetables|ll 7.0%
Parks or recreation centers [l 6.9%
Hospital services, including emergency cal@l 3.6%
Grocery stores Wl 3.1%

0.0% 20.0% 40.0% 60.0% 80.0%

DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015
NOTE: Data in arranged descending order

100.0%
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Transportation

Asseen in Figure 8, 77.4% of surveyp@sdents identified affordable public transportation as hard to
access. The lack of transportation is particularifical to note as numerous survey respondents
commented that while their community may hadezerseamenities and services available, esg is
limited by transportation availabilityOne survey respondembmmented

G2S KI@S | t20 Ay aAfF2NRY odzi AT &2dBuRe y20 RNJ
participant

Echoing the survey participant, the majority of key infonthimterviewees alsanentioned the lack of
publicor sharedtransportation as an ongoing issue that impacts the health of residents. As one
interviewee statedg ¢ KSNB Aa y2 LlzoftAO0 (GNIyaLR2NIFGA2Y FyR LIS
LiQaAy3IS@@NBRS a 022YSNRBR NB J2Ay3T Ayid2 NBIGANBYSyY

Specifically, the limited public transportation was seen as a hindrance to acckssitigcare and social

servicedn the community. One interviewee described this, saying, ¥ & 2dz ySSR (2 3Si G2
aAf F2NRX @2dzQNB 2dzi 2F f dzO1 @ LT &82dz2QNBE 20SNJcn |
L2aaAoAt AdGed Ly SaaSyoSsz GKIFIGQa GKS 2yfe Lzt Ao
you walk. Wwant a fixed route and on demand transportation system for Milford. The challenge is

money. Milford is not in the catchment area of the Massachusetts Bay Transportation Authority (MBTA).
¢tKAa ySSRa 2 o6S | LINA2NR{G& d¢

Specificallyas in the 2012 CA{limited public transportatiorwas seen particularly as an issue for youth,

who are not yet of driving age. Therefore, they may be unable to get themselves to recreational

facilities or medical appointments, or take advantage of employment opportuni@eee interviewee

stated, 6 ¢ KSNBEQa y2 o0dza G2 22NOSaildSN® YARa OFyQiG 3Si

2 2NDS&aiSNE a2 1ARa ¢6K2 RARYQO KIFI@S | 220 O2dzZ R 3S
Northbridge within walking dista® T2 NJ { A Ra ®¢

Table7 details the percentage of community residents that use various forms of transportation as they
commute to and from their workplace#\s was sen in the 2012 CA, onsistent with the state, the
majority of residents in these cities/towns commute alone via car, truck, or Fanthe remaining
residents, only in Franklin (as well as with the statewide average) are commuters more likely to take
public transit than carpoglthis was alsérue at the time of the 2012 CM
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Table7: Means of Transportation to Work for Workers Aged 16+ by State and Cities/Town, -2003

Car, truck, or van Car, truck, or van Public Transit
Geography (alone) (carpool) (excluding Taxis)
Massachusetts 72.1% 7.9% 9.3%
Bellingham 86.0% 5.9% 2.8%
Blackstone 92.1% 3.1% 1.0%
Franklin 76.3% 6.4% 9.0%
Hopedale 85.1% 6.9% 1.4%
Medway 84.0% 6.0% 3.2%
Mendon 78.5% 8.0% 3.3%
Milford 80.8% 9.9% 2.0%
NorthbridgeWhitinsville 87.3% 6.9% 0.0%
Uxbridge 84.0% 9.8% 0.5%

DATA SOURQES. Department of Commerce, Bureau of the Cerad832013 5YearAmerican Community
Survey

In addition to the lack of affordable, public transportation, humerous survey respondents commented

that active transportation options, such as biking and walking, are limited due to poor infrastructure and

safety concerns. Specifically, numerous respasieited a lack of sidewalks, poorly designed

sidewalks, or unmaintained, crumbling sidewalkssages One respondent statedt ¢ KS aARSg I f 1 &
NEFR FNB | YS&aaH ood LIQa SSNE RIYy3ISNRdza F2N LIS2 L
andNER | R\aothér respondat echoed this concern, stating,wS 3 NRAyYy 3 Wgl f { ot S adan
0A1S LI GK&X o0dzi 2dzNJ aA RS t tupant tdkenOlhage Jio Bidadowe dzy | @
anyone in a wheelchair gets around. They oftendwithat side of the road they are on so a pedestrian

would have to cross back and forth through traffic. Or, [they are] very ofteiSriork & G Sy (i d ¢

In addition, a few respondents cited speeding as an issue that impacts active transportatiorsofii®n
one respondentcommentedi 2 S ySSR 0SGGSNI SyF2NOSYSyid 2F aLISSR
ALISSRAY3I Aa | gle 2F fAFSoe

Housingand Cost of Living

As seen irrigure9, two in five survey respondents deemed affootiahousing as hard to access. A few
respondents drew connections between the increasing cost of housing, and its impact upon housing

stability and maintaining a healthy lifigge. One responde commented@ 2 A § K NBOSAGAy 3 yS3
wages due to the increases in the cost of living and health care, it is difficult to stay in this area to

support the family and focus on eating hedtt éAnother respondent echoed this, writing,¢ K S NBE | NB
MANY woking class poor rightere in this community. In nown home, many times in the last year

there have been mighty slim pickings in the kitchen. The mortgage comes first, then healthy food. If you
choose to eat healthy, the costs are out of reach. Huoality food is encouraged because it is cheaper.

LF Y2ySeé Aa (GA3IKGZT GKSy @2dz 32 OKSI Llp¢

Smilar to the 2012 CH, updated data showd that the median monthly housing cost for a mortgage or
for rental unitswere similaracrosshe region(Figure 9) Forexample,according to most recent
estimatesmonthly mortgage costs rangkfrom $2,00Zper month in Bellingham to $23%/ month in
Medway (a range of $435 This is similar tmortgage costs statewide ($2,1/h6onth) as well. Monthly
rental costs rangefrom $760/month in Medway to $1,249n Bellingham (a range of $489Again, this
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was similar tathe statewide average of $1,080r rental costs.Interestingly, while Medway had the
lowest median monthly rents in the region, it simultaneously had tighést median monthly mortgage
costs as well.

Figure9: Monthly Median Housing Costs for Owners and Renters by State and Cities/Towns; 2009
2013
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DATA SOURCE: U.S. Department of Commerce, Bureau of the Cens2§1308%ear Anerican Community
Survey

While absolute housing costs are telling, they do not necessarily speak to how housing prices compare
to the overall cost of livingFigurelQillustrates the percentage of renters and owners whose housing
costs comprisé 35% or more of their householddome. Overall, this proportion vedower for
homeowners with a mortgage than for rentesisross all cities and towngvhile alnost all of the
cities/towns in Geater Milford hadcomparable otower percentages of renters and homeownersav
paid more than a third of their income towards hongithan at the state level (40.5% of renters, 28.3
of homeowners), there wasubstantial variability anmg these communities. Specificaliyo in five
renters in Blackstone (40.6%), Hopedale (42.1%), and M{#i@d%)put at least 35% of their income
towards housingcompared to fewer than one in four in Medway (22.9%inong homeownersylilford
hadthe highest percentagef residents whespent35% or more of their income on housing st
28.3% this is comparable to the statewide percentage as well
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FigurelO: Percent of Renters Whose Housing Costs are 35% or more o$éhmid Income by State
and Cities/Towns, 2002013
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DATA SOURGES. Department of Commerce, Bureau of the Cerad832013 5YearAmerican Community
Survey

In addition tohousing, survey respondents commentedtthacess to different services waependent
dzLI2 Yy 2y SQ& TanghmedrB.A0né suriey tegpdntiehtsuwecinctly stated, G KAy 1 F2NJ Y2,
LIS2 L)X S Al O02YSa R2gy (2 Y2ySeo LG R2Sa FT2N YSo¢

Numerous respondents mentioned that there were community services and youth programs in the

Greater Milford region; haever, as one respondent commentad¢ KSNS A a |t gl &a | LJ I
a wealthy family. However, there are many families that simply cannot afford after school programs.
Withmorethm2yS OKAf R GKS O2adGa NB (22 3INBIGPE

A few other respondents commented that opportunities to exercise and sociaéirelimited, due to
the lack of availability and/or inaccessibility of parks and playgrouhéstiming of community exercise
classes during work hourand the pricing of gyn memberships at neighborhood community centers.

Crime and Violence

Bothviolent crime and property crime diffed ON2 da (GKS OAdGASa FyR (2¢6ya Ay
area ([Table8). Violent crime rates we lowest in Medway4.7 per 100,000 population) and highest in

Hopedale 802.4per 100,000 ppulation) in 2013athough these rates we all laver than the

statewice rate (4134 per 100,000 population)The violent crime rateincreasedor the state and

across the majority of cities/towns mwa / Q& & SHGEeAh® 3012 MBdwever, exceptions

include Franklin-35.5 per 100,000 population), Medwa39.1per 100,000), Mendon-84.1 per

100,000), and Milford-164 per 100,000).
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PropertyONRA YS NI (iS4

T2NJ awedf @5 SAB NBA ¢S CRER Feli 0BEBME v NI G

population), and varied from 524.0 per 100,000 in Franklin to 1,921.9 perd@&Northbridge

Whitinsville

Table8: Offenses Known to Law Enforcement per 100,000 Population by State and Cities/Towns, 2011

and 2013
Violent Crime | Violent Crime | PropertyCrime | Property Crime
Geographic Location Rate*(2011) Rate*(2013) | Rate**(2011) | Rate** (2013)
Massachusetts 428.4 413.4 2258.7 2,051.2
Bellingham 176.5 210.6 2075.2 1,751.0
Blackstone 165.2 186.9 1486.6 923.7
Franklin 157.0 215 358.2 524.0
Hopedale 218.6 302.4 1076.2 957.7
Medway 46.8 7.7 771.6 858.5
Mendon 119.1 84.7 510.6 965.8
Milford 368.9** 204.9 1779.0** 1,843.7
NorthbridgeWhitinsville 164.5 237.1 1771.8 1,921.9
Uxbridge 169.9 154.1 1314.7 1,291.4

* Violent crime includes: murder and naregligent manslaughter; forcible rapegbbery; and aggravated assault
**Property crime includes: burglary; larcetlyeft; motor vehicle theft; and arson

*** Milford crime rate data not available in the UCR for 2011. 2010 data are noted in the table above.

DATA SOURCE: Federal Bureau of ligegsth (2011and 2013, Uniform Crime Reports, Offenses Known to Law
Enfacement, by State, by City

When the issugof violence and safety were discussed by interviewees, in general, the Greater Milford

region was deemed as safe, whére@ 2 dz OF Y y @I B TINBB G RIFI@ 2N yAIKGE GA
However, as in the 2012 @Hbullying(and particularly cybebullying)among youthand domestic

violence continued to be identified as concerris.addition, a few key informants identified sexual

violence as marea of concern.

Bullying
One interviewee talked about the difficulty of preventing and addressing bullying in timely ways, since it

often happens subtlety within and between peer gropypad online through social media. This

interviewee statedt . dzft f @ Ay 3 A& | NBFffe (2dAK GKAy3a G2 3Si
,2dz TAYR @GA2ftSyO0S wiKIFG NBadzZ a FNHeWin@erddwee8 Ay 368 ¢K
mentioned that schools have resource officers as well aslartying policies to address bullying;

however, as reflected in the quote, often these resourass activatedn response to bullying once it

boils overinto overt reactions New and continued @proaches to bullying prevention continue to be

needed. As one interviewee suggestel,lL Y Y& YAYRX wé2dzikKe ySSR Y2NB YS
FYR LI2aAGAGS NREtS Y2RSTt & d Suck d SpbroattonwdiRd ndt Snfyinpatl ¢ K 2
bullying,but other health issues such as mental health and substance abuse.

While data on bullying specific tbe MRMCcommunities were not availablepdatedregionaltrend
data from the MetroWest Adolescent Health Survey, funded by the Metro\WeatthFourdation, is
shownin Figurell and Figurel?2. It should be noted thathese dada were from 21 school districts from
I NB3IA2Y I NHSNJ ( KHoweves they provitle adsSaNdict tef20114, 12858%dbf
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middle school youtthad been the victims of bullyingas compared to 37.7% in 20@@decrease of

almost ninepercentage points) Similarly, there was a decrease of eight percentage points for high
school students who repogtl being the victims of bullying, from 31.8% in 2010 to 23.7% in 2014. This is
an improvement from the 2012 @Hwhich had shown a slightdrease in the percent of high school
students reporting bullying victimization between 2602610.

Cyberbullying, by contrast, remained relatively steady between 2010 and 2014, increasing by less than
two percentage points for both middle school youth arigh school youth (from 17.2% to 18.6% among
middle school youth, and 20.0% to 21.2% among high school youth).

Figurell: Trends in Percent of Youth (Grades 7 and 8) Bullying Victimization in MetroWest Region,
20102014
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28.8%

30%
25%
20%

Percent

15%
10%
5%

0%
2010 2012 2014

m Bullying Victim m Cyberbullying Victim

DATA SORCE: MetroWest Health Foundati@®14MetroWest Adolescent Héth Survey Middle School Report
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Figurel2: Trends in Percent of Youth (Grades 9 through 12) Bullying Victimization in MetroWest
Region, 2012014
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Domestic violence

GLYGSNLISNE2Y I @A2fSyO0S Aa Fy SOSNBRIE @Azt SyO

LI NByidaz yR @A0S dfoNdbolerbe of gedpl@ who énévBandsléve dn& dzy 6 NB

Fy2(3iKSNWD ¢tKS&S | NB GKS § KAnyediaw parficipant 2 OOdzNJ 0 SK A
While local domestic violence dataweye2 G | @+ Af 1 6f S al dal OKdzaSiaida

u

Census of Domestic Violence Services demonstrate the magnitude of domesticed A OG0 A Y & Q
assistanceHRigurel3). In a oneday period, 1,795 victimgere assisted through housing services
(including emergency shelters and transitional housing) andresidential assistance and services
OAYy Ot dzZRAY 3 O2dzyaSt Ay3as f Sgiouds). YeR @nah@lor@ day, alngsRIO00 K A £ R N.
people had unmet requests for services, of which 68% were housing related. According to this census,
reported causes of unmet requesor help included:

1 Reduced government funding;

1 Not enough staff reported,;

9 Cus from private funding sources; and

9 Reduced individual donations.
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Figurel3: Number of Adults and Children Serviced by Local Domestic Violence Programs in
Massachusetts ifOne Day, 2014
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DATA SOURCE: National Network to Bawhestic Violence, Domestic Violence Counts: National Census of

Domestic Violence Services (Census) 2014, as cited by Jane Doe Inc.

bh¢oY 5FdF F2NJ {SLWGSYOSNI MAnZ wamn & LINL 2F bldAzyl f
Counts, an annuaount of unduplicated adults and children seeking services U.S. domestic violence shelter

programs in one 24our period

In the Greagr Milford region, one interviewee named the Northbridge Association of Churches as taking
up the charge to connect viotis with support and resources.

Sexual Wlence

While there wa no localized data around sexual assault and violence, anecdotally a few interviewees
expressed concern for both children and adults. As one intervieweess@ids | NB &aSSAy3 Y2NB
FdaldZ 6a Ay@2t gAy3a OKATRNBY (KFIYy Ay 20KSNJ O02YYdzyA

Another interviewee talked about how sexual assault often leads to other health problems, such as
mental health issues and substance use and abiibes, this person underscored the importance of
the need for services to outreach to and follap with victims of sexual violence.

Social Support and Cohesion

GLF GKSNBE ¢SNBE 2yS (KAy3 GKIFIG ySSRa G2 0S LINA?2
village and continuing to build a path of connectedness. This is for people of all ages. We need

to connect people, and also connect organizations. WRneé 2 4SS ¢K2Qa R2Ay3 ¢
our focus needs to be. Keeping the entire community connected is the only way to help the
O2YYdzyAllé KSI f c¢hgriRewdparticipantK ST £ G K& dé

As in the 2012 CX the importance of connectedness, social suppart] eohesion wasidcussed as an

important determinant of health that impacted a range of issues, and particularly substance abuse and
mental health. As one interviewee statedy ¢ KSNB | NB &2 YIlye LIS2LIXS K2 KI
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f A @S a dfeeling lkrel andiiBlling through the cracks. There are a lack of positive role models and
O2yys0irazyad 28 yS8SR O2YYdyAde AyAGAFGAGSE (G2 IR

Paopulations of particular concerimcluded youth, young adults (e.g. those between the ages €0

and the elderly. Intervieweasentioned technology as a culprit for breaking down social

connectedness, particularly for youth and young adulis.one assessment participastated,

G9ODPSNEBO2Re Aa O2yySOGSR o0& OSWdseeltbistanyg&idg péopi) buti K S NB
Ffaz2 Ay a2YoanSaduits betd@eensti® tadesbod 20 werean age group of concern as well

since they were out of school and not always integrated into a consistent familial or community

structure. Finally interviewees mentioned the need to ensure that the elderly populati@s

integrated into community life. As one interviewee s@idf KSNB A& a2 YdzOK t2yStAyS
are seeing more and more people liyalone in their homes. Themallyare no people checking on

these older people, whidkally affectghe hospital community. More people are coming and

YSRAOIf A&aadadzSa 0S02YS Y2NB LINRBYAYSYl 6KSy f2ySteo

For ethnic communities, one interviewee stated thia¢re is social cohesion drsupport within the

Greater Milford region, aé I £ 20 2F LIS2LX S (1 1S OFNB 27 BCEOKIZHNK:
anotherinterviewee also mentioned that in the broader communiiyiere are issues of xenopholgja

the fear of people who are héike us. You can see it in the political structufei Q& dzy RSNJ G KS NI
Thus, while there might be internal supports within immigrant and minority communities,rttasy

potentially need more opportunities and access to connect with groups and izagams in the broader

community.

Finally, churches and faith communities were highlighted by a few interviewees as resources to promote
community connectedness.

PERCEPTIOR&HEALTH STATWSID HEALTH ISSUESOORCERN

When compared to the statewe rates, the MetrdVest region and individual cities and towns for which
small area data estimates were available reeddbwer percentages of individuals reporting fair or poor
health, and poor physical health forare than fifteen daysKigurel4). Overall, 12.3% of MA residents
reported having only fair or poor health, compared to 6.9% for the MetroWest region, &% &

Milford, which hadthe hichest percentage among the individual cities and towns. Similarly, 8.7% of MA
residents overall repodd having poor physical health for more than fifteen days, compared to 5.9% of
residents in the region and 6.9% in Milfordhich again hathe highest pecentage among individual

cities and towns. Franklin halle lowest percentage of individuals reporting fair or poor health, or poor
physical health for more than fifteen days, at 6.4% and 5.7%, respectively.
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Figurel4: PercentReporting Fair or Poor Healtlor Poor Physical Health for More than 15 days
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DATA SOURCE: Massachusetts DepartmdPuldfcHealth as cited by MetroWest Health Foundation, MetroWest
BRFSS Telephone Survey, 20051
NOTEData not availabléor Blackstone, Northbridg&Vhitinsville, and Uxbridge

t | NI A ObpBleafthilss@sf Concern

Greater Milford CA survey respondentsere eachasked to identify the top thredealth issues
impacting their families and themselves, ahe top three health issueisnpacting the communities
which they lived or worked. Thesults are detailed ifrigurel5.

The following are the topealth issue&dentified as having the biggest impact upon survey respondents
or their family, in rank order:

Access to health care (41.2%);

Chronic disease (diabetes, heart disease, cancer) (41.0%);

Overweight or obesity (31.0%);

Health concerns related to aging (RIS A YSNR A& | NOKNAGAAZ RSYSYydGdAl = 17
Oral or dental health (27.9%).

=A =4 =4 =8 =4

The following are the top health issues identified as having the biggest impact upon the community in
which the survey respondent lived or worked:

9 Alcohol or substance use abuse (e.g., marijuana, heroin, opiates, prescription drug misuse)
(40.3%);

Access to health care (e.g., transportation, health insurance, costs, etc.) (40.2%);

Mental health issues (26.3%);

Chronic disease (e.g., diabetes, heart disease, cancer) (22:8%6);

Overweight or obesity (22.3%).

= =4 =4 =9
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Thesedentified priority areascollectivelycoincided with three of the fourpriority areas identified in the
2012 CIA ¢ specificallyhealth promotion and chronic disease prevention, health care aceess,
behavioralhealth and substance abuse prevention.

Figurel5: TopThreeHealth Issues with the Largest Impact on the Respondent/ Family and on the
Community, 2015n=968)

Alcohol or substance use or abuse (e.g., marijuana, her_' ; iwi
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DATA SOURCE: Greater Milford Community HéatlessmenSurvey 2015
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HEALTH CARE COVERAGEESS, AND UTATION

d{The most pressing health concern in the commurstyfjedearth of providers, both primary
care physicians (PT&nd mental hedl K LINRc@hteRiSANartzpant

Access to care, identified as a key priority area in the 2012 CHA, continues to be of concern among
FaaSaayYSyid LINIGAOALI yilad 2 KAfS GKS LI &aar3asS 2F a!l
Affordable Care Actinnmn KIF @S NBRIzOSR (GKS adrisSQa KSFEGK dzya
accessing timely and affordable health care continue to exist. The following sections discuss the state of
health insurance coverage in Massachusetts, access and utilizatiorepboadrbarriers to accessing

care for residents in the Greater Milford region.
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Insurance Coverage

Figurel6 depicts the uninsurance rate of individuals of all ages for MA overall (4.0%), and for cities and
towns in the MRMC service area. While the majority of cities and towns have similar or lower
uninsurance rates than the state overall, Blackstone and Milford have rates slightly higher than the
state, at 5.0% and 6.5%, respectively. Hopedale has the lowest uninsurance rate in the region, at 0.5%.
Interview participants discussed the challengéth insurance coverage, particularly among seniors and
those who were low income. It is important to note that while an individual or family may have health
insurance, coverage is not necessarily continuous. For example, gaps can occur as people move
between jobs and/or miss timelines for-enrollment or recertification(Chen, Lao, Lee, Stillman, &
Weintraub, 2013)

Figurel6: Uninsurance Rate of Individuals of All Ages by State and Primary Service Area22039
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DATA SOURCE: U.S. Census Bureau2®08%YearAmerican Community Survey

From the Greater Milford Community Health Assessment Survey, only 0.8% of respondents reported
that they were uninsured, which was lower than the rate of the state and individual MRMC cities and
towns Figurel?). With so few sample respondents being uninsured, it is important to note that the
experiences of survey respondents may not be representative of the experiences of the MRMC service
area population overall, and particularly, the uninsured population.
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DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015

Health CareAccess andUtilization

In spite of low uninsurance rates, nearly one in four individuals ages 18+ reportegicedting an

annual checkup in the past yefar the state, MetraVest region, and individual MRMC service area

cities and townsHKigurel8). Individual cities and towns in the MRMC primary service area surpassed

the statewide percentage of 23.3% of individuals who did not receive an annual checkup in the past
year, ranging fron25.6% in Hopedale to 27.2% in Frankiline data also shothat approximately one

in ten individuals reported not having a personal doctor for the state, region, and individual MRMC cities
and towns.

From respondents to the 2015 Greater Milford Comiityiiealth Assessment Survey, over nine out of

0§SYy ARSYGATASR LINAGIGS R20G2NDa 2FFAOSa TabNd I NP dzLJ
9. {f AYAfINI &z gKSYy |a{1SR T2NI NBalLRyRSyGtaQ a2da2NDOSa 2
nurse, or other health provider, with over six in ten identifying websitégurel9). The top five

sources of health information identified, in rank order include:

Doctor, nurse or other health provider (91.2%)

Websites (61.9%);

Pharmacy (38.1%);

Family members (22.9%); and

Employer (14.2%).

=A =4 =4 =8 =4
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Figurel8: Health Care Access and Utilization Indicatéos MA Residents Ages 18by State, Region,

and Cities/Towns, 2002011
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DATA SOURCE: Massachusetts DepartmdtulgfcHealth as cited by MetroWestealth Foundation, MetroWest

BRFSS Telephone Survey, 20071
NOTEData not available for Blackstone, Northbridg#nitinsville, and Uxbridge

Table9: Survey Respondents' Providers of Main Medical Care, 201849)

Percent
Piivate doctor's office or group practice 91.6%
Community health center 4.5%
Walkin medical clinic 0.2%
Free medical program 0.9%
Emergency Room 0.8%
Veteran's Administration facility 0.7%
Other 1.2%

DATA SOURCE: Greater Milford Community Héaklessment Survey, 2015
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Figurel9: Survey Respondents' Sources of Health Information, 2015
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Barriers to Care

Figure20illustrates most common barriers to accessing health services in the MRMC service area, as
reported by respondents to the 2015 Greater Milford Community Health Assessment Survey. The
following are the most common barriers to accessing health services within the past two years (in rank
order):

Long wait times for appointments (32.3%);

Lack of evening or weekend services (27.5%);

Office not accepting new patients (26.3%);

Cost of care (21%);

Unfriendly provider or office staff (14.9%); and

Insurance problems/ lack of coverage (14.6%).

=A =4 =4 =8 -8 =9

Assessment participants agreed that medical services available in the Greater Milford region are of high
guality overall. However, as represented in top three challenges cited Irigure20, there were

concerns that services available could not necessarily meet the deniurderous key informants

identified a shortage of primary care physiciares well as a shortage of provideior behavioral health

and substance abuse serviteas a barrier to care for Greater Milford residents. As one interviewee

stated, 62 S R2 KIFI @S | LINRBPoOofSY NBONMZ GAY 3T LINAYLFNE OF NB
would love to see improvemen#t, K SG KSNJ G KNRdzAK AYONBFaAy3a LI &z 2N g
LINA Yl NB OFNB LINPDARSNE Ayid2 O2YYdzyAile KSIFftGK OSyi

In regards to the cost of health care and insurance coverage type and status, the fourth and sixth ranked
challenges to accessing care, numerous survey respondents commented that their concerns went

beyond the absolute cost of health insurance; many patients are underinsured or cannot afford the

associated costs of health care (e.g:pays, prescriptions, ahlaboratory tests) even with their current

insurance. As one survey respondent statedy S3F NRAY 3 WF FF2NRF6fS KSIfGK A
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total cost of health care. My insurance plan may be affordable, but the deductible is quite high and

therel NB y dzY S N2 Similarl) 2osfb rélated 0 specialty services including behavioral health

and dental services were also prohibitive, regardless of insurance type and coverage. One interviewee
ALISOA TAOI f Dantal ¢aeyisthar@ty e @Y G2  TTF2NRX SwitlSafiotheA G K A y & dzN
mentioning that they were particularly concerned about dental care for MassHealth patients.

While no interviewees specifically mentioned challenges related to unfriendly providers or office staff,

the fifth ranked barrier to care, interviewees mentioned the importance of ensuring that health services
FOO2YY2RI S RAGSNRAS LRLIzZ FGA2yad ¢CKAa 20aSNIIFGAZ2
with the care staff they encounter. For example, igamds to translation services, one interviewee

mentioned that the hospital is mandated to provide interpreter services to everybody; thus, once the

translator arrives, care is likely to be more appropriate and effective. However, as this person stated,

GFOS GKS GNryafl 2N fSIFI@Sasx GKS LI GASyida O2dzZ R FI

Finally, while not ranked highly through the survey data, one interviewee identified cultural perceptions

of healthcare as a barrier to care for some populations. As this peratedsft ¢ K SNB | NB  Odzf { dzNJ
differences that exist among immigrant populations. People just go to the doctors when they are sick.

2SS glyld (G2 aKz2g LIS2LX S (GKIG FO0OSaaAay3a LINBISYUGAdS
find ways towork withi KS&S L} LJdz F A2ya X y20 2dzad KIgdS GKSY C
O2y¥2N)Y G2 GKSANIOStASTa la ¢Stf oé

In addition,survey respondents reported on their personal experiences with health care serVatds (
10). While almost all participants reported knowing where to go for medical and dental services, only
68% reported knowing where to go for mental health services. Over two in three reported thaaitlis h
to use public transportation to get to medical/ dental services as well, echoing what was previously
mentioned in the Transpoation section of the assessment.

Almost one in three reported that cost of care was a barrier to care for himself orlherssehousehold
member [Tablel0). Discrimination when trying to get medical care due to race, ethnicity, language,
gender, age, sexual orientation, or income was widely reported by survey respondents. However, it
is important to note that while this could be an indication of quality care in the region, it also may be a
reflection of the demographics of survey respondents, who were primarily between the agé64f

years old (64.2%), female (83.6%), White, Miispanic (87.2%), highly educated (55.8% with a college
degree or more), employed (83.8%), and English speakers (93.&btg1).
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Figure20: Survey Respondents' Reported Challenges to Accessing Care, 2015
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Table10: Percent of Respondents who Agreed with the Following Statements about Personal
Experiences with Health Care Services, 2015

%Agree
If I need medical services, | know where to go to receive them. 97.9%
If | need dentabervices, | know where to go to receive them. 94.0%

The health or social services in my community should focus more on prevention of disease 87.4%
health conditions. '
It's hard to use public transportation to get to medical/dental services. 86.7%

If I need mental health services, | know where to go to receive them. 68.0%

| or someone in my household has not received care needed because the cost was too hig 30.8%

When trying to get medical care, | have felt discriminated against because iotmye. 10.1%

When trying to get medical care, | have felt discriminated against because of my race, ethr 4.9%
or language. '
When trying to get medical care, | have felt discriminated against because of my gender, a 3.6%
sexual orientation. '
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015

HEALTH OUTCOMESD BEHAVIORS
This section of the report provides a quantitative overvigieading health conditions inr&ater
Milford while also discussing the pressing concerns tbsidents and leaders identified duringdepth

interviews

Chronic Disease

Assessment participants mentioned concerns around chronic conditions, and particularly diabetes and
hypertenson. However, as in the 2012 BHhese concerns were mentioneddirect connection to
obesity,healthy eatingand physical activity The following section provides an overview of chronic
disease prevalence and hospitalization rates.

Asillustrated inFigure21, hospitalization rateselated to coronary heart disease the regionranged
from 2528 per 100,000 population irlopedaleto 340.1per 100,000 population iMedway. The MA
rate fallsin betweenthis range at293.9per 100,000 population.
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Figure21: Rate ofCoronary Heart Diseaddospitalization per 100,000 Population, by State and
Cities/Towns, 2012012
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DATA SOURCE: Massachusetts Department of Public Hva#thCHIP2010-2012

As illustrated inFigure22, there was variability in the rate oktroke €erebrovascular diseage
hospitalization across the cities/towns of i NR wS3A 2yl f aSRAOIf /Syids$s
Mendon(273.0per 100,000) and Northbridg€31.8 per 100,00(ad the highest rates of
cerebrovascular diseasmspitalization, whereas Blackstoried9.8per 100,000) had the lowest.

Overall ratesvere generally lower than the MA state rate foerebrovascular diseasg®spitalization

which was224.4per 100,000.

Figure23depicts the percent of individuals diagnosed with diabetes, as well as the percent of
individuals who ever had hypertension, by stated region (CHNA 6)ordiabetes, the statewide
percentage(8.3%) was slightly lowdhanthat of the Greater Milford region (9.3%), while for
hypertension, the statewide percentage (29.3%) was higher than that of the region (26.6%)

Figure24illustratesthe age-adjustedrate of asthmarelated hospitalizationper 100000 population, by
stateand cities/townsh Y aAf F2NR wS3IA 2yl f aSRATHhE ratesfothgiidGaND &
cities and townsvere lowerthan the rate of the stat€885.6per 100,000)Northbridgehad the highest
rate, at825.6 per 100,000, and Menddrad the lowest rate, ab12.7per 100,000.

34

NX2 a

LINR









































































































