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Milford Regional Medical Center 
2015 Community Health Assessment 

 
EXECUTIVE SUMMARY 
 
Introduction  
In 2012, Milford Regional Medical Center (MRMC) commissioned Health Resources in Action (HRiA), a 
non-profit public health organization based in Boston, MA, to conduct a community health assessment 
(CHA) of its twenty-town service area in Southern Worcester County.  This CHA aimed to provide an 
empirical foundation for future health planning as well as fulfill the community health assessment 
mandate for non-profit 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 region, as well as 
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 substance abuse prevention; and 

¶ Violence prevention. 
 
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 issues in 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 of health-related strengths and 
needs of the Greater Milford region as well as probes more specifically on the aforementioned priority 
areas to further inform the ongoing CHIP process and strategic direction.    
 
Methods and Limitations 
The 2015 Milford Regional Medical 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 ς from lifestyle behaviors (e.g., health eating and active living) to clinical care (e.g., access 
to medical services), to social and economic factors (e.g., poverty) to the physical environment (e.g., 
transportation infrastructure) ς ƘŀǾŜ ŀƴ ƛƳǇŀŎǘ ƻƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘΦ   
 
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 
rooms in English, Spanish, and Portuguese to 1,013 residents 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 CHA 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 size of the communities in the region.  
Additionally, several sources did not provide current data stratified by race/ethnicity, gender, or age; 
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thus, these data could only be analyzed at the overall population level.   Likewise, data based on self-
reports, such as the Behavioral Risk Factor Surveillance Survey, should be interpreted with particular 
caution, as respondents may over- or underreport behaviors and illnesses based on fear of social stigma 
or misunderstanding the question being asked, or be prone to recall bias.  For primary data collection 
through surveys and interviews, it is important to recognize results are not statistically representative of 
a larger population due to non-random recruiting techniques and small sample size. 
 
Findings 
The following provides a brief overview of key findings that emerged from this assessment. 
 
Community Social, Economic, and Physical Context 
When compared to the state, the MRMC service area has a 
higher concentration of residents that are young, White, and 
highly educated.  Certain segments of the population face day-
to-day challenges related to access to services, transportation 
limitations, and the rising cost of housing and living.  

¶ Demographic Characteristics: All cities and towns in the 
MRMC primary service area have a higher 
concentration of young people under the age of 18, 
when compared to the state.  Over 90% of residents 
overall self-identified as White across eight of the nine 
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 
percentage overall (with 75.7% self-identifying 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 Ecuadorian, Guatemalan, and Portuguese residents and immigrants in 
Milford. 

¶ Income, Poverty, and Employment: All 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 CHA, which used the 2006-2010 ACS 
ŜǎǘƛƳŀǘŜǎΣ ǿƘŜǊŜ ŀƭƭ ŎƻƳƳǳƴƛǘƛŜǎ ƛƴ ǘƘŜ awa/Ωǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ ƘŀŘ ŀ ƘƛƎƘŜǊ ƳŜŘƛŀƴ 
income than the state overall.  Similarly, while the 2012 CHA data reported that all MRMC 
service area cities/ towns had poverty rates below the 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 access in their community, with youth jobs and jobs for those over the 
age of 55 specifically identified as limited. 

¶ Educational Attainment: Quantitative data show variation in educational attainment across the 
Milford region.  Approximately half of adult residents 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, Northbridge-Whitinsville, and Uxbridge 
have lower higher education rates than the state.     

¶ Overall Access to Services: The 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 hard to access, 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%); 

άDue 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 healthilyΦέ  
ς Survey participant 
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affordable health insurance (40.6%); affordable housing (40.6%); employment or job 
opportunities (34.1%); and services to address domestic violence (30.7%). 

o Transportation: Over three out of four survey respondents identified affordable public 
transportation as hard to ŀŎŎŜǎǎΣ ƭƛƳƛǘƛƴƎ ǊŜǎƛŘŜƴǘǎΩ ŀŎŎŜǎǎ ǘƻ ǘƘŜ ƻǘƘŜǊǿƛǎŜ ŘƛǾŜǊǎŜ 
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 as biking and walking, are limited due to poor 
infrastructure and safety concerns. 

o Housing and Cost of Living: Two in five survey respondents deemed affordable housing 
as hard to access.  A few respondents drew connections between the increasing cost of 
housing, 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.   

¶ Crime and Violence: Overall, the Greater Milford region was described 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 cyber-bullying) among youth, and domestic violence as concerns.  In addition, a few 
key informants identified sexual violence as an area of concern. 

¶ Social Support and Cohesion: Interviewees identified the importance of connectedness, social 
support, and cohesion was discussed 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 of 20-40), the elderly, and ethnic 
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 to the state.  
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 priority areas identified in the 2012 CHA ς specifically 
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 three health issues 
impacting their families and themselves, and the top three health issues impacting the communities in 
which they lived or worked.  The results are detailed in the following figure. 
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Top Three Health Issues with the Largest Impact on the Respondent/ Family and on the Community, 
2015 (n=968) 

 
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
bh¢9Υ 5ŀǘŀ ŀǊǊŀƴƎŜŘ ƛƴ ŘŜǎŎŜƴŘƛƴƎ ƻǊŘŜǊ ōȅ ά¸ƻǳǊ ŎƻƳƳǳƴƛǘȅέ ǊŜǎǇƻƴǎŜǎ 

 
Health Care Coverage, Access, and Utilization 
Medical services in the MRMC region are of high quality overall; 
however, there is concern that the services available cannot meet 
demand.  Access to care, identified as a key priority area in the 2012 
CHA, continues to be of concern among assessment participants due 
to barriers to accessing timely and affordable health care. 

¶ Health Care Access and Utilization: Nearly one in four 
individuals ages 18+ reported not receiving an annual checkup 
in the past year for the state, MetroWest region, and 
individual MRMC service area cities and towns.  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 from 
25.6% in Hopedale to 27.2% in Franklin.  The data also show that approximately one in ten 
individuals reported not having a personal doctor for the state, region, and individual MRMC 
cities and towns.   
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άThe most pressing 
health concern in the 

community is the 
dearth of providers, 
both primary care 

physicians and 
mental health 

providersΦέ 
ς Interview participant 
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¶ Barriers to Care: Survey participants identified the following as the most common barriers to 
accessing health services (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 
(21.4%); 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 insurance; many patients were identified as underinsured, 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 indicators 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 abuse, and mental health 
as particular concerns.  In addition, a shortage of available and effective substance abuse services and 
behavioral health services were identified as concerns.  

¶ Chronic Disease: Assessment 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 (CHD): Hospitalization 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.   

o Stroke: Overall, stroke (cerebrovascular disease) hospitalization 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 Hypertension: For diabetes, the statewide percentage (8.3%) 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 age-adjusted rate of asthma-related hospitalizations for all cities/towns in 
aƛƭŦƻǊŘ wŜƎƛƻƴŀƭ aŜŘƛŎŀƭ /ŜƴǘŜǊΩǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ ǿŜǊŜ ƭƻǿŜǊ ǘƘŀƴ ǘƘŜ ǊŀǘŜ ƻŦ ǘƘŜ 
state (885.6 per 100,000), ranging from 512.7 per 100,000 in Mendon to 825.6 per 
100,000 in Northbridge.   

o Cancer: Cancer 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 
age-adjusted cancer-related 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.   

¶ Healthy Eating and Physical Activity: The CHA highlights efforts in the Greater Milford region to 
increase healthy eating and physical activity for community residents.  Such 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 continued need for greater access to affordable, healthy 
fruits and vegetables, public transportation, well-maintained sidewalks and bike paths, and safe 
parks and playgrounds to improve nutrition and increase physical activity. Data indicate that 
residents in the Greater Milford region have similar healthy eating and physical activity 
behaviors to residents statewideΣ ǿƛǘƘ ǎƭƛƎƘǘƭȅ ƭŜǎǎ ǘƘŀƴ нл҈ ƻŦ ǘƘŜ ǊŜƎƛƻƴΩǎ ǊŜǎƛŘŜƴǘǎ ŜŀǘƛƴƎ 
more than five fruits and vegetables per day, and less than 20% getting no physical exercise in 
the last month. 
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¶ Overweight and Obesity: Data 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 slightly lower 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 healthy foods, physical activity, and preventive health care. For 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 obese. Overall, a higher percentage of younger childrenτ1st, 4th, and 7th 
gradersτin Milford are overweight or obese, while Bellingham has a greater percentage of 10th 
graders in that category.   

¶ Substance Use and Abuse: Participants in the 2015 Greater Milford CHA survey ranked alcohol 
or substance use or abuse as the top health ƛǎǎǳŜ ƛƳǇŀŎǘƛƴƎ ǘƘŜ ǊŜǎǇƻƴŘŜƴǘǎΩ ŎƻƳƳǳƴƛǘȅΣ 
affecting individuals from all walks of life.  Beyond the resultant health impacts, substance abuse 
was identified as impacting community well-being and safety.  For adolescents, between 2006-
2014 there has been a 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 minorities, 
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 MRMC cities/ towns were slightly 
lower than the statewide rates; however, interviewees specifically mentioned opioid and other 
drugs (e.g. prescription drugs) as concerns.  Within the MRMC region, Milford had the highest 
number of unintentional opioid fatal overdoses between 2012-2014.   

¶ Substance Abuse Treatment Services: The 2015 CHA survey 
identified alcohol or drug treatment services for youth and 
ŀŘǳƭǘǎ ŀǎ ƻƴŜ ƻŦ ǘƘŜ ǘƻǇ ǎŜǊǾƛŎŜǎ ǘƘŀǘ ŀǊŜ άƘŀǊŘ ǘƻ ŀŎŎŜǎǎΦέ  
Interviewees echoed these findings, identifying such services as 
inadequate to effectively address addiction, and/ or difficult to 
access due to service shortages and location of services.        

¶ Mental Health: Compared to the state percentage of 8.9%, the 
MetroWest region and all MRMC individual cities and towns had 
lower percentages of residents reporting poor mental health, at 
6.1% for the region, and ranging from 6.3% in Franklin to 7.3% in 
Bellingham and Milford.  Yet, 2015 assessment participants 
continue to identify mental health as a priority health issue in 
the region.  Anxiety, depression, and self-harming 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 adults.  In addition to impacting health and 
quality of life, mental health issues were identified as exacerbating substance use and abuse, 
and violence.   

¶ Mental Health Services: Interviewees identified the need for increased mental health services.  
Long wait times, the 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 by alcohol has decreased 
steadily for high school students, in 2014, one in three high school youth (30%) rode in a car 

άThe community is 
working hard to get 

safety net patients into 
[behavioral health] 

services, but it is a work 
in progress 
ŜǾŜǊȅǿƘŜǊŜΦέ 

ς Interview participant 
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driven by a high school student who was texting or e-mailing while driving in the past 30 days.  
In addition, approximately two in five students (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 11th grade (25%) and 12th grade (51%).  Milford 
reported the highest rate of motor vehicle-related emergency visits (1,173.4 per 100,000 
ǇƻǇǳƭŀǘƛƻƴύ ŀƳƻƴƎ ǘƘŜ ǊŜƎƛƻƴΩǎ ŎƛǘƛŜǎκ ǘƻǿƴǎΣ ŀƴŘ ǿŀǎ ǘƘŜ ƻƴƭȅ Ŏƛǘȅκǘƻǿƴ ǘƻ ŜȄŎŜŜŘ ǘƘŜ ǊŀǘŜ ƻŦ 
the state (1,075.9 per 100,000 population).          

¶ Communicable/ Infectious Disease: While infrequently mentioned by assessment participants, 
an increase in active tuberculosis was mentioned by a few as a concern, particularly among 
immigrant populations. 

¶ Oral Health: Assessment participants expressed concern for the availability of affordable and 
accessible preventative oral health services.  

 
Prioritizing for the Future 
Survey participants prioritized resources for health issues within the 
larger domains of health promotion and chronic disease prevention; 
health care access; behavioral health (mental health and substance 
abuse); and violence prevention. 

¶ Health Care Access: 80% of respondents ranked access to 
primary care providers as high priority for resource allocation, 
followed by access to specialty care providers (62.8%), and 
providers of dental and oral health services (60.0%).  Almost 
half of respondents identified prescription drug assistance 
(49.5%), providers who accept Medicaid (47.1%), and services 
to help people navigate the health system (46.5%) as high 
priority.  Interviewees frequently identified patient outreach, 
navigation, and follow-up services as gaps in the health 
system.  By focusing on patient navigation, interviewees 
believed that there would be increased use of preventive 
services and decreased usage of the emergency room as the 
primary source of health care.   

¶ Health Promotion and Chronic Disease Prevention: Almost 
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 people prevent chronic disease (e.g., 
diabetes, heart disease), and school-based 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 community emphasis upon chronic disease prevention for 
ŀŘƻƭŜǎŎŜƴǘǎ ŀƴŘ ŀŘǳƭǘǎΦ  ¢ƘŜ ƻǇǘƛƻƴ ǘƻ ǇǊƛƻǊƛǘƛȊŜ άǇƻƭƛŎȅ ŎƘŀƴƎŜǎ ǘƘŀǘ ƳŀƪŜ ƛǘ ŜŀǎƛŜǊ ǘƻ ǿŀƭƪ ƻǊ 
ōƛƪŜ ƛƴ ȅƻǳǊ ŎƻƳƳǳƴƛǘȅέ ǊŜŎŜƛǾŜŘ ǘƘŜ ƘƛƎƘŜǎǘ άƭƻǿ ǇǊƛƻǊƛǘȅέ ǇŜǊŎŜƴǘŀƎŜΣ ŀǘ нмΦм҈Φ  ¢Ƙƛǎ ŎƻǳƭŘ ōŜ 
due to efforts that 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. 

¶ Behavioral Health (Mental Health and Substance Abuse): Services 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 school-based prevention and counseling on mental 
health and substance abuse.  Interestingly, over 90% of survey participants ranked all of the 

άThere is a lot of work 
being done in 
aƛƭŦƻǊŘΦ  LΩƳ 

impressed by how 
quickly the 

community is 
ǊŜǎǇƻƴŘƛƴƎΧ LŦ ƛǘ 

seems like we need 
to start something, 

there are people who 
will start running 

thingsΦέ 
ς Interview participant 
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listed health programs and issues as medium or high priority, possibly indicating the importance 
of behavioral health to the MRMC region overall.   

¶ Violence Prevention: School-based 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, domestic violence, 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 non-English speaking victims of 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 each of these areas, the 2015 MRMC CHA will continue to guide the 
ongoing community health improvement planning process. 
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Milford Regional Medical Center 

 2015 Community Health Assessment 
  

INTRODUCTION 
It is increasingly recognized that when it comes to health, ƻƴŜΩǎ ZIP code may be more influential than 
ƻƴŜΩǎ genetic code (Robert Wood Johnson Foundation Commission to Build a Healthier America, 2014).  
Human behavior, opportunities to pursue healthy lifestyles, and health outcomes are not only shaped by 
clinical care, but also by the physical, cultural, and socioeconomic environments in which people live.  
Non-profit hospitals have a tradition of not only providing critical health care services to community 
members, but also in engaging with the community to address its broader needs through a public health 
approach.  Founded in 1903, Milford Regional Medical Center (MRMC) serves the greater Milford region 
in Massachusetts (hereafter referred to as Greater Milford, or the MRMC service area) with high quality 
medical care as well as community wellness and educational programs.   
 
Several years ago in 2012, Milford Regional Medical Center (MRMC) commissioned Health Resources in 
Action (HRiA), a non-profit public health organization based in Boston, MA, to conduct a community 
health assessment (CHA) of its twenty-town service area in Southern Worcester County.  This CHA aimed 
to provide an empirical foundation for future health planning as well as fulfill the community health 
assessment mandate for non-profit 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 region, as well as 
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 substance abuse prevention; and 

¶ Violence prevention. 
 
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 issues in 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 of health-related strengths and 
needs of the Greater Milford region as well as probes more specifically on the priority areas to further 
inform the ongoing CHIP process and strategic direction.    
 
About Milford Regional Medical Center 
Milford Regional Medical Center (MRMC) serves the healthcare needs of the residents of over twenty 
towns in Central Massachusetts. MRMC is a comprehensive healthcare system that comprises the 
Medical Center; Tri-County Medical Associates, Inc., an affiliated physician practice group; and the 
Milford Regional Healthcare Foundation. As a full-service, community, and regional teaching hospital, 
MRMC is a 145-bed, nonprofit, acute-care facility with more than 300 primary care physicians and 
specialists on their active medical staff.   
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In 2014, MRMC broke ground on a new building, slated for completion in 2015.  This building will house: 

¶ A new emergency department, increasing its capacity from 30 to 52 beds, and doubling its size 
to nearly 30,000 square feet; 

¶ A new intensive care unit, increasing its capacity from 10 to 16 beds, and almost tripling its size 
to 13,000 square feet; and 

¶ A new telemetry floor with 24 private patient rooms that will allow the hospital to convert 
multi-patient rooms in other areas to private rooms without reducing capacity. 

 
In addition, MRMC hosts eight state-of-the art operating suites, consolidated surgical services (including 
admitting and pre-admission testing), a medical/ surgical floor with private rooms that have advanced 
patient monitoring capabilities, a Maternity Center with home-like labor, delivery, recovery, and 
postpartum rooms, and a Cancer Center that provides comprehensive cancer services (including 
radiation therapy) from the world-renowned Dana-Farber/Brigham ŀƴŘ ²ƻƳŜƴΩǎ /ŀƴŎŜǊ /ŜƴǘŜǊΦ 
 
!ŦŦƛǊƳƛƴƎ ǘƘŜ ²ƻǊƭŘ IŜŀƭǘƘ hǊƎŀƴƛȊŀǘƛƻƴΩǎ ōǊƻŀŘ ŘŜŦƛƴƛǘƛƻƴ ƻŦ ƘŜŀƭǘƘ ŀǎ άŀ ǎǘŀǘŜ ƻŦ ŎƻƳǇƭŜǘŜΣ ǇƘysical, 
mental, and social well-ōŜƛƴƎ ŀƴŘ ƴƻǘ ƳŜǊŜƭȅ ǘƘŜ ŀōǎŜƴŎŜ ƻŦ ŘƛǎŜŀǎŜΣέ awa/Ωǎ /ƻƳƳǳƴƛǘȅ .ŜƴŜŦƛǘǎ 
ǇǊƻƎǊŀƳΩǎ Ƴƛǎǎƛƻƴ ǎǘŀǘŜƳŜƴǘ reads as follows: 
 

Milford Regional Medical Center is 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 conducted in collaboration with the Community Health 
Network Area (CHNA) 6 and other community 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 previoǳǎ ŀǎǎŜǎǎƳŜƴǘǎΣ awa/Ωǎ Community Benefits program has also been active in the 
following priority areas: 

¶ Supporting healthcare reform and reducing health disparities; 

¶ Addressing adolescent risk factors; and 

¶ Chronic disease management in disadvantaged populations. 
  
Geographic and Population Scope of the MRMC CHA 
The MRMC CHA focused on numerous ǘƻǿƴǎ ǘƘŀǘ ŎƻƳǇǊƛǎŜ awa/Ωǎ service area in Figure 1.  The 
community health assessment survey focused on the communities of Bellingham, Blackstone, Douglas, 
Franklin, Hopedale, Medway, Mendon, Milford, Northbridge-Whitinsville, Sutton, Upton, and Uxbridge, 
ŀǎ ǘƘŜȅ ŀǊŜ ŎƻƳƳǳƴƛǘƛŜǎ ǿƛǘƘƛƴ awa/Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ ŀǎ ǿŜƭƭ ŀǎ ŎƻǾŜǊŜŘ ōȅ ǘƘŜ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ 
Network Area (CHNA) 6, the community coalition that is a key partner in the planning and 
implementation phase of this process. Due to the constraints in availability of secondary data by 
community, in many instances data only represent several of the communities within the region.  While 
the CHA process aimed to examine the health concerns across the entire region, there was a particular 
focus on identifying 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). 
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Figure 1: Milford Regional Medical Center Service Areas  

 
 
A Community Benefits Advisory Committee of MRMC provided strategic oversight throughout the CHA 
process. The committee, which was comprised of 21 members from community organizations and 
MRMC institutions including administrators, clinicians, and leaders in patient support services, provided 
guidance on each step, including feedback on CHA methodology, identification of key informant 
interviewees, and discussions of preliminary findings.  In addition to different departments within 
MRMC, Advisory Committee members were from organizations such as Center 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 Public Schools, and Tri River 
Family Health Centers.  
 
COMMUNITY HEALTH ASSESSMENT METHODS 
 
Overview 
The 2015 Milford Regional Medical Center Community Health Assessment (MRMC CHA) updates data 
from the 2012 CHA through the review of new and updated secondary data sources, as well through the 
engagement of community residents through an online survey and key informant interviews.  Also, as 
previously mentioned, this 2015 CHA also specifically focuses on the four identified priority areas from 
the 2012 CHA. 
 
The following section describes the theoretical framework that undergirds the approach to the 2015 
MRMC CHA, as well as specific methods for data collection and analysis. 
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Theoretical Framework 
The places where an individual lives, works, learns, and plays impacts oƴŜΩǎ ƘŜŀƭǘƘ ōŜƘŀǾƛƻǊǎ ŀƴŘ 
outcomes.  Thus, as in the 2012 CHA, the 2015 CHA uses the social determinants of health theoretical 
framework to define health in the broadest sense.  This framework recognizes that numerous factors at 
multiple levelsτ from lifestyle behaviors (e.g., exercise and alcohol consumption), to clinical care (e.g., 
access to medical services), to social and economic factors (e.g., employment opportunities), to the 
physical environment (e.g., transportation)τall have an impact oƴ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘΦ   
 
The diagram in Figure 2 provides a visual representation of the multitude of factors that affect health, 
demonstrating how individual lifestyle factors, which are closest to health outcomes, are influenced by 
more upstream factors such as quality of housing and educational opportunities. This report provides 
information on many of these factors, as well as reviews key health outcomes among the residents of 
Greater Milford. 
 
Figure 2: Social Determinants of Health Framework 

 
 

Quantitative Data 
 
Reviewing Existing Secondary Data 
As in the 2012 MRMC Community Health Assessment, existing and updated data were drawn from state, 
Community Health Network Area (CHNA), and local sources to develop a social, economic, and health 
portrait of the Milford Regional Medical Center primary service area.  Sources of data included, but were 
not limited to, the U.S. Census, Centers for Disease Control and Prevention, Massachusetts Department 
of Public Health, and F.B.I. Uniform Crime Reports.  Aside from population counts, age, and racial/ethnic 
distribution, other data from the U.S. Census derive from the American Community Survey, which is 
comprised of data from a sample of a given geographic area.  Per Census recommendations, aggregated 
data from the past five years were used for indicators to yield a large enough sample size to look at 
results by municipality.   
 
Other types of data included self-reported data of health behaviors from large, population-based 
surveys such as the Behavioral Risk Factor Surveillance System (BRFSS), as well as vital statistics based 
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on birth and death records. It should be noted there are some data in this current report that were also 
included in the previous 2012 CHA because of the lack of updated data available within the three year 
timeframe.   
 
Additionally, various community-level data pertaining to a number of the communities within Greater 
Milford were accessed through a local data warehouse developed by the MetroWest Health Foundation. 
These localized data resources draw from a variety of sources, including MA Department of Public 
Health, vital statistics, BRFSS, and the 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 region.  The survey was administered in three languages ς English, Spanish, and 
Portuguese. The survey explored key health concerns of community residents as well as their primary 
priorities for services and programming.  A copy of the English version of the survey instrument can be 
found in Appendix A.   
 
The Advisory Committee reviewed and provided feedback on the survey and also assisted with 
disseminating the survey link via their partners (e.g., sending an email announcement out to their 
contacts).  These partners included, but were not limited to, the Edward M. Kennedy Community Health 
Center, the Milford Youth Center, and Community Partners for Health (CHNA 6). Snowball method was 
used, with partners asking others to forward on the survey link.  
 
To engage residents without Internet access, hard copy surveys in all three languages were disseminated 
in numerous locations and events, including in waiting rooms, at church events, at community meetings, 
and at the YMCA. 
 
Survey analyses were restricted to respondents who live in one of the 13 communities in Milford 
wŜƎƛƻƴŀƭ aŜŘƛŎŀƭ /ŜƴǘŜǊΩǎ ǎŜǊǾƛŎŜ ŀǊŜŀΦ ! ǘƻǘŀƭ ƻŦ мΣлмо ǊŜǎǇƻƴŘŜƴǘǎ ǿƘƻ ƭƛǾŜ ƛƴ ǘƘŜ ǎŜƭŜŎǘ ŎƻƳƳǳƴƛǘƛŜǎ 
answered the survey and thus, were included in the final sample.  The characteristics of survey 
respondents are presented in Table 1.  
 
Overall, the majority of respondents identified as the following: 

¶ Between the ages of 40-64 years of age (64.2%); 

¶ Female (83.6%); 

¶ Caucasian/White, Non-Hispanic (87.2%); and 

¶ Primarily English speakers at home (93.6%). 
 
Approximately half or slightly over half of respondents identified as the following: 

¶ College graduate or more (55.8%); 

¶ Not a parent of children under 18 (58.3%); 

¶ Resident of Milford (48.2%); and 

¶ 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, food service, or other 
sector, 16.9% identified as a municipal employee, and 13.7% were not employed or retired. 
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Table 1: Greater Milford Community Health Assessment Survey Respondent Characteristics (N=1,013) 

  Percent 

Age  

Under 40 years 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, Non-Hispanic 0.8% 

American Indian/Native American, Non-Hispanic 0.9% 

Asian/Pacific Islander, Non-Hispanic 1.1% 

Brazilian, Non-Hispanic 2.1% 

Portuguese, Non-Hispanic 1.3% 

Caucasian/White, Non-Hispanic 87.2% 

Hispanic/Latino(a), any race 3.5% 

Middle Eastern, Non-Hispanic 0.5% 

Other, Non-Hispanic 1.2% 

Two or more races, Non-Hispanic 1.5% 

Educational Attainment  

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% 

Stay-at-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% 
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  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 of the above 32.5% 

DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
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Qualitative Data: Key Informant Interviews 
Key informant interviews were conducted with eight individuals representing diverse sectors, including 
leaders in health, government, public safety, and faith communities.  The interviews explored 
pŀǊǘƛŎƛǇŀƴǘǎΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ the health-ǊŜƭŀǘŜŘ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎ ƻŦ awa/Ωǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ ŀƴŘ 
specifically probed on addressing the four current CHIP priority areas identified through the 2012 
assessment.  Interviews were conducted by phone, lasted up to an hour in length, and followed a semi-
structured interview guide to ensure consistency in the topics covered.  
 
Analyses 
Survey data frequencies were conducted using SPSS statistical software, Version 20.  Some response 
options were collapsed for ease of interpretation. 
 
As in the 2012 CHA, the collected qualitative data gathered from the open-ended questions of the online 
survey as well as the key informant interviews were manually coded and then analyzed thematically for 
main categories and sub-themes. Data analysts identified key themes that emerged across all groups 
and interviews as well as the unique issues that were noted for specific populations.  Frequency 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 common across the 
greater Milford region. Selected paraphrased quotes ς without personal identifying information ς are 
presented in the narrative of this report to further illustrate points within topic areas. 

 
Limitations 
As with all research efforts and as was true in the 2012 CHA, there are several limitations related to the 
ŀǎǎŜǎǎƳŜƴǘΩǎ ǊŜǎŜŀǊŎƘ ƳŜǘƘƻŘǎΦ  Lǘ ǎƘƻǳƭŘ ōŜ ƴƻǘŜŘ ǘƘŀǘ ŦƻǊ ǘƘŜ ǎŜŎƻƴŘŀǊȅ Řŀǘŀ ŀƴŀƭȅǎŜǎΣ ƛƴ ǎŜǾŜǊŀƭ 
instances, regional data could not be disaggregated to the town level due to the small population size of 
the communities in the region.  In many instances, data at the Community Health Network Area (CHNA) 
6 are provided.  CHNA 6 is a large geographic area and is comprised of Bellingham, Blackstone, Douglas, 
Franklin, Hopedale, Medway, Mendon, Milford, Millville, Northbridge, Sutton, Upton, and Uxbridge.  
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 stratified by race/ethnicity, gender, or age; 
thus, these data could only be analyzed at the overall population level.  Town-specific data were largely 
not available, and in cases where such data were available, sample sizes were often small and must be 
interpreted with caution. In some instances, data for only a few towns were available for the region.  
 
Likewise, data based on self-reports, such as the Behavioral Risk Factor Surveillance Survey, should be 
interpreted with particular caution.  In some instances, respondents may over- or underreport behaviors 
and illnesses based on fear of social stigma or misunderstanding the question being asked.  In addition, 
respondents may be prone to recall biasτthat is, they may attempt to answer accurately but remember 
incorrectly. In some surveys, reporting and recall bias may differ according to a risk factor or health 
outcome of interest.  
 
For the survey data, it is important to recognize results are not statistically representative of a larger 
population due to non-random recruiting techniques.  For example, while over 1,000 participants 
participated in the 2015 Greater Milford Community Health Assessment survey, respondents were 
recruited via email lists or at community locations.  Thus, these individuals were already engaged in the 
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health system or in the community and may share similar perspectives, when compared to those who 
may not be engaged.  
 
In addition, for qualitative data, MRMC identified key informants for interviews, and many of these 
participants were community leaders and health practitioners already involved in the community health 
improvement planning process resulting from the 2012 CHA.  Thus, these individuals may not be 
representative of community leaders or providers across the region, as some have been involved with 
MRMC and its partners, and have been 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 CHARACTERISTICS 
 
Who Lives in Greater Milford? 
Many factors are associated with the health of a community, including the resources and services 
available as well as the characteristics of a communityΩǎ ǇƻǇǳƭŀǘƛƻƴ. Below is a description of the 
population of the Greater Milford region, characterized by population count and growth, age, gender, 
race and ethnicity. While these characteristics are important and have an ƛƳǇŀŎǘ ŀ ǇŜǊǎƻƴΩǎ ƘŜŀƭǘƘΣ ǘƘŜ 
distribution of these characteristics in a community can affect the needs of a community, as well as the 
number and type of services and resources available to meet these needs.  

 
Population 
According to 2009-2013 American Community Survey (ACS) population estimates, there were 139,622 
ǇŜƻǇƭŜ ƛƴ awa/Ωǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ όTable 2). Franklin and Milford are the largest communities 
followed by Bellingham. U.S. Census data from 2000 and 2010 Census reveal that there has been 
population growth across the region in the past decade, yet Northbridge-Whitinsville (19.2%) and 
Uxbridge (20.6%) saw the largest increase in its population during that time period.  
 
Table 2: Population by State and Cities/ Towns, 2009-2013 

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 

Northbridge-Whitinsville 15,844 

Uxbridge 13,487 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 
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Age Distribution 
Table 3 shows that in comparison to the state overall, all of the cities/ towns in the MRMC primary 
service area have a higher concentration of young people under the age of 18.  Most notably, 
approximately 27% of the populations of Franklin, Hopedale, and Medway are under 18 years old, 
compared to 21.3% in the state.   
 
Northbridge-Whitinsville, Hopedale, and Bellingham are the communities with the largest senior 
populations (65+) with approximately 13% of the population in that age group for each community.  This 
is comparable to the senior population in MA overall, with 14.1% of the population in MA being over the 
age of 65.  
 
Table 3: Age Distribution by State and Cities/ Towns, 2009-2013 

Geography 
Under 18 yrs 

old 
18 to 24 yrs 

old 
25 to 44 yrs 

old 
45 to 64 yrs 

old 
65 yrs 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% 

Northbridge-Whitinsville 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 Census, 2009-2013 5-Year American Community 
Survey 

 
Table 4 demonstrate great variability in the increases in the senior population in the last decade, as was 
reported in the 2012 CHA. From 2000 to 2010, Uxbridge (+50.4%) and Mendon (+40.4%) experienced 
substantial growth in their senior populations according to U.S. Census, as did Bellingham (+28.5%) and 
Franklin (+23.1%). Hopedale was the only geographic location that reported a decrease in the senior 
population (-12.0%).  
 
Table 4: Percent Change in Population Aged 65+ by State and Cities/Towns, 2000 and 2010 

Geographic Location 
2000 Aged 65+ 

Population 
2010 Aged 65+ 

Population 
% Change 2000 to 

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 

Northbridge-Whitinsville 1,821 2,070 13.7 

Uxbridge 1,105 1,662 50.4 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2000 Census and 2010 Census 
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Racial and Ethnic Diversity 
As was seen in the 2012 CHA, the Greater Milford region is predominantly White with over 90% of 
residents self-identifying 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% self-identifying as White), Milford reported 
the lowest White population 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 added, άLǘ ǎŜŜƳǎ ƭƛƪŜ ȅou should add another 5 to 6,000 
people to aƛƭŦƻǊŘΩǎ Census population numbers to account for the growth in immigrant populations. I 
ŘƻƴΩǘ ǘƘƛƴƪ ǘƘŜ ŎǳǊǊŜƴǘ ƴǳƳōŜǊǎ ŎŀǇǘǳǊŜ ǘƘŀǘΦέ  
 
Table 5 shows the racial and ethnic distribution by town, according to the 2009-2013 ACS estimates.  
!ƳƻƴƎ ǘƘŜ ƴƛƴŜ ǘƻǿƴǎ ƛƴ awa/Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀΣ aƛƭŦƻǊŘ Ƙŀǎ ǘƘŜ ƭŀǊƎŜǎǘ IƛǎǇŀƴƛŎκ[ŀǘƛƴƻ ό10.0%) and 
Black (2.2%) populations in the region. Bellingham (3.7%), Franklin (4.2%), and Medway (4.3%) have the 
largest Asian populations in the region.   
 
There is variation in the region on the percent of the population that speaks a language other than 
English at home.  Milford has the largest population of non-English speakers at home (26.1%), 
ǎǳǊǇŀǎǎƛƴƎ ǘƘŜ ǎǘŀǘŜΩǎ ǊŀǘŜ ƻǾŜǊŀƭƭ ŀǘ нмΦф҈Φ  .ŜƭƭƛƴƎƘŀƳ όмлΦр҈ύΣ ŀƴŘ IƻǇŜŘŀƭŜ ŀƴŘ aŜŘǿŀȅ όōƻǘƘ at 
9.4%) follow after Milford. Franklin, which had the second largest population of non-English speakers at 
home at the time of the 2012 CHA, now ranks fifth in the region at 9.0% (Figure 3).   
 
In Milford, Portuguese is the language most commonly spoken by non-English speakers (at 11.5% of the 
population), followed by Spanish (at 8.4%) (Table 6).  These rates are slightly higher than what was 
reported in the 2012 CHA (at 10.6% and 7.9%, respectively) using the 2006-2010 American Community 
Survey five-year estimates.  While small in population, one key informant also mentioned the need for 
Quechua translation, which is an unwritten language spoken by the Ecuadorian population.   
 
Table 5: Racial/ Ethnic Composition by State and Cities/ Towns, 2009-2013 

Geography White Black  Asian  
Hispanic/ 

Latino 

Two or 
more 
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% 

Northbridge-Whitinsville 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 Bureau, 2009-2013 5-Year American Community Survey 
NOTE: White, Black, Asian, and Other include only individuals 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 
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Figure 3: Percent of Population Who Speak Language Other Than English at Home by State and Cities/ 
Towns, 2006-2010 and 2009-2013 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 
 

Table 6: Languages Most Spoken in Milford, MA, 2006-2010, 2009-2013 

 2006-2010 2009-2013 

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% 

Gujarati 133 0.5% 158 0.6% 

Italian 113 0.4% 134 0.5% 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2006-2010 and 2009-2013 5-Year American 
Community Survey 

 
Income, Poverty, and Employment 
Similar to the findings in 2012, the median household income of communities in the region varied, 
ranging from $66,311 in Milford to $106,132 in Medway (Figure 4).  Notably, using the 2009-2013 five-
year American Community Survey (ACS) estimates, all 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 CHA, which used the 2006-2010 ACS estimates, 
where all communities in the awa/Ωǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ had a higher median income than the state 
overall.  
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Figure 4: Median Household Income by State and Cities/Towns, 2006-2012 and 2009-2013 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2006-2010 and 2009-2013 5-Year American 
Community Survey 

 
Like median household income, poverty rates in the region varied.  Using the 2009-2013 ACS estimates, 
the percent of families below the poverty level ranged from 1.0% in Bellingham to 8.4% in Milford 
(Figure 5).  Notably, while the 2012 CHA data reported that each of the cities/towns in the primary 
MRMC service area had poverty rates below the 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.   
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Figure 5: Percent of Families Below Poverty Level by State and Cities/Towns, 2006-2010, 2009-2013 

 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2006-2010 and 2009-2013 5-Year American 
Community Survey 

 
Interview participants discussed how the 2008 economic downturn still affects the region, a similar 
theme that emerged in discussions in the previous CHA.  As one current interviewee noted, άLike every 
other community, the downturn of the economy in 2008 hit the 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 goΦέ  Numerous participants mentioned the need for jobs and job training in the region.   
 
This theme was reiterated among survey respondents. One 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 community (Figure 6).  As one survey respondent commented, 
άUnderemployment and previous job loss make many things difficult to afford for my family and so many 
ƻǘƘŜǊ ƭƻŎŀƭ ŦŀƳƛƭƛŜǎΦέ  Specifically, youth jobs, and jobs for those who are over the age of 55 were 
identified as limited. 

 
Unemployment rates in all of the cities/towns of Milford Regional Medical CŜƴǘŜǊΩǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀ 
have continued to rise since the 2012 CHA was completed, with the unemployment percentages of 
Northbridge-Whitinsville (7.2%) and Blackstone (6.5%) exceeding that of the state overall (6.0%).   
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Figure 6: Percent of Population Aged 16+ Years Unemployed by State and Cities, 2006-2010 and 2009-
2013 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2006-2010 and 2009-2013 5-Year American 
Community Survey 
 
Educational Attainment 

 
Quantitative data show variation in educational attainment across the Milford region (Figure 7).  
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, exceeding the statewide percentage (39.4%).  In 
contrast, Bellingham (30.6%), Blackstone (27.7%), Milford (35%), Northbridge-Whitinsville (29.2%), and 
Uxbridge (33.2%) have lower higher education rates than the state.     
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Figure 7: Educational Attainment of Adults 25 Years and Older by State and Cities/Towns, 2009-2013

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 

 
SOCIAL AND PHYSICAL ENVIRONMENT 
 
Overall Access to Services 
The 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.  Survey results are visualized in Figure 
8, and the top services identified as hard to access, 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 health insurance (42.9%); 

¶ Affordable housing (40.6%); 

¶ Employment or job opportunities (34.1%); and 

¶ Services to address domestic violence (30.7%). 
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Figure 8: Services that CHA Survey Respondents Considered Hard to Access in the Community, 2015 

 
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
NOTE: Data in arranged descending order 
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Transportation 
As seen in Figure 8, 77.4% of survey respondents identified affordable public transportation as hard to 
access.  The lack of transportation is particularly critical to note, as numerous survey respondents 
commented that while their community may have diverse amenities and services available, access is 
limited by transportation availability.  One survey respondent commented: 
 
ά²Ŝ ƘŀǾŜ ŀ ƭƻǘ ƛƴ aƛƭŦƻǊŘΣ ōǳǘ ƛŦ ȅƻǳ Řƻ ƴƻǘ ŘǊƛǾŜ ƻǊ Ŏŀƴƴƻǘ ŘǊƛǾŜ ŀƴȅƳƻǊŜΣ ƛǘ ƛǎ ƴƻǘ ŜŀǎȅΦέ - Survey 
participant 

 
Echoing the survey participant, the majority of key informant interviewees also mentioned the lack of 
public or shared transportation as an ongoing issue that impacts the health of residents.  As one 
interviewee stated, ά¢ƘŜǊŜ ƛǎ ƴƻ ǇǳōƭƛŎ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴ ŀƴŘ ǇŜƻǇƭŜ Ƴŀȅ ƴƻǘ ƘŀǾŜ ŀŎŎŜǎǎ ǘƻ ŀ ǊŜƭƛŀōƭŜ ŎŀǊΦ  
LǘΩǎ ƎŜǘǘƛƴƎ ǿƻǊǎŜ ŀǎ ōƻƻƳŜǊǎ ŀǊŜ ƎƻƛƴƎ ƛƴǘƻ ǊŜǘƛǊŜƳŜƴǘΦέ     
 
Specifically, the limited public transportation was seen as a hindrance to accessing health care and social 
services in the community.  One interviewee described this, saying, άLŦ ȅƻǳ ƴŜŜŘ ǘƻ ƎŜǘ ǘƻ awa/ ǿƛǘƘƛƴ 
aƛƭŦƻǊŘΣ ȅƻǳΩǊŜ ƻǳǘ ƻŦ ƭǳŎƪΦ  LŦ ȅƻǳΩǊŜ ƻǾŜǊ сл ŀƴŘ Ŏŀƴ ǎŎƘŜŘǳƭŜ ǘƛƳŜ ǿƛǘƘ ǘƘŜ ǎŜƴƛƻǊ ǾŀƴΣ ǘƘŜǊŜΩǎ 
ǇƻǎǎƛōƛƭƛǘȅΦ  Lƴ ŜǎǎŜƴŎŜΣ ǘƘŀǘΩǎ ǘƘŜ ƻƴƭȅ ǇǳōƭƛŎ ǘǊŀƴǎǇƻǊǘŀǘƛƻƴΦ  LŦ ȅƻǳΩǊŜ ŀ ƳƻƳ ǿƛǘƘ ŎƘƛƭŘǊŜƴ ŀƴŘ ƴƻ ŎŀǊŜΣ 
you walk.  I want 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).  
¢Ƙƛǎ ƴŜŜŘǎ ǘƻ ōŜ ŀ ǇǊƛƻǊƛǘȅΦέ  
 
Specifically, as in the 2012 CHA, limited public transportation was 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 opportunities.  One interviewee 
stated, ά¢ƘŜǊŜΩǎ ƴƻ ōǳǎ ǘƻ ²ƻǊŎŜǎǘŜǊΦ  YƛŘǎ ŎŀƴΩǘ ƎŜǘ ǘƘŜǊŜ ǿƛǘƘƻǳǘ ŀ ŎŀǊΦ  Lƴ мфтфΣ ǿŜ ƘŀŘ ŀ ōǳǎ ǘƻ 
²ƻǊŎŜǎǘŜǊΣ ǎƻ ƪƛŘǎ ǿƘƻ ŘƛŘƴΩǘ ƘŀǾŜ ŀ Ƨƻō ŎƻǳƭŘ ƎŜǘ ŀ Ƨƻō ƛƴ ²ƻǊŎŜǎǘŜǊΦ  bƻǿΣ ǘƘŜǊŜ ŀǊŜƴΩǘ ŜƴƻǳƎƘ Ƨƻōǎ ƛƴ 
Northbridge within walking distancŜ ŦƻǊ ƪƛŘǎΦέ 
  
Table 7 details the percentage of community residents that use various forms of transportation as they 
commute to and from their workplaces.  As was seen in the 2012 CHA, consistent with the state, the 
majority of residents in these cities/towns commute alone via car, truck, or van.  For the remaining 
residents, only in Franklin (as well as with the statewide average) are commuters more likely to take 
public transit than carpool; this was also true at the time of the 2012 CHA. 
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Table 7: Means of Transportation to Work for Workers Aged 16+ by State and Cities/Town, 2009-2013 

Geography 

Car, truck, or van 
(alone) 

Car, truck, or van 
(carpool) 

Public Transit 
(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% 

Northbridge-Whitinsville 87.3% 6.9% 0.0% 

Uxbridge 84.0% 9.8% 0.5% 

DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 
 
In addition to the lack of affordable, public transportation, numerous survey respondents commented 
that active transportation options, such as biking and walking, are limited due to poor infrastructure and 
safety concerns.  Specifically, numerous respondents cited a lack of sidewalks, poorly designed 
sidewalks, or unmaintained, crumbling sidewalks as issues.  One respondent stated, ά¢ƘŜ ǎƛŘŜǿŀƭƪǎ ŀƴŘ 
ǊƻŀŘ ŀǊŜ ŀ ƳŜǎǎΗ ΦΦΦ LǘΩǎ ǾŜǊȅ ŘŀƴƎŜǊƻǳǎ ŦƻǊ ǇŜƻǇƭŜ ŀǎ ǘƘŜȅ ǿŀƭƪ ƛƴ ǘƘŜ ŘŀǊƪ Řƻǿƴ ōǊƻƪŜƴ Řƻǿƴ ǎƛŘŜǿŀƭƪǎ 
and ǊƻŀŘǎΦέ  Another respondent echoed this concern, stating, άwŜƎŀǊŘƛƴƎ ΨǿŀƭƪŀōƭŜ ǎǘǊŜŜǘǎΩΣ ǘƘŜǊŜ ŀǊŜ 
ōƛƪŜ ǇŀǘƘǎΣ ōǳǘ ƻǳǊ ǎƛŘŜǿŀƭƪǎ ŀǊŜ ŎƻƳǇƭŜǘŜ ƧǳƴƪΦ  ¢ƘŜȅΩǊŜ ƻŦǘŜƴ ǘƻǊƴ-up and broken.  I have no idea how 
anyone in a wheelchair gets around.  They often switch what side of the road they are on so a pedestrian 
would have to cross back and forth through traffic.  Or, [they are] very often non-ŜȄƛǎǘŜƴǘΦέ  
 
In addition, a few respondents cited speeding as an issue that impacts active transportation options.  As 
one respondent commented, ά²Ŝ ƴŜŜŘ ōŜǘǘŜǊ ŜƴŦƻǊŎŜƳŜƴǘ ƻŦ ǎǇŜŜŘ ƛƴ ǊŜǎƛŘŜƴǘƛŀƭ ŀǊŜŀǎΦ  Lƴ aƛƭŦƻǊŘΣ 
ǎǇŜŜŘƛƴƎ ƛǎ ŀ ǿŀȅ ƻŦ ƭƛŦŜΦέ  
 
Housing and Cost of Living 
As seen in Figure 9, two in five survey respondents deemed affordable housing 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 lifestyle.  One respondent commented, ά²ƛǘƘ ǊŜŎŜƛǾƛƴƎ ƴŜƎŀǘƛǾŜ 
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 healthilyΦέ  Another respondent echoed this, writing, ά¢ƘŜǊŜ ŀǊŜ 
MANY working class poor right here in this community.  In my own 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.  Poor quality food is encouraged because it is cheaper.  
LŦ ƳƻƴŜȅ ƛǎ ǘƛƎƘǘΣ ǘƘŜƴ ȅƻǳ Ǝƻ ŎƘŜŀǇΦέ 
 
Similar to the 2012 CHA, updated data showed that the median monthly housing cost for a mortgage or 
for rental units were similar across the region (Figure 9).  For example, according to most recent 
estimates, monthly mortgage costs ranged from $2,002/per month in Bellingham to $2,437/month in 
Medway (a range of $435).  This is similar to mortgage costs statewide ($2,116/month) as well.  Monthly 
rental costs ranged from $760/month in Medway to $1,249 in Bellingham (a range of $489).  Again, this 
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was similar to the statewide average of $1,069 for rental costs.  Interestingly, while Medway had the 
lowest median monthly rents in the region, it simultaneously had the highest median monthly mortgage 
costs as well.  
 
Figure 9: Monthly Median Housing Costs for Owners and Renters by State and Cities/Towns, 2009-
2013 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 

 
While absolute housing costs are telling, they do not necessarily speak to how housing prices compare 
to the overall cost of living.  Figure 10 illustrates the percentage of renters and owners whose housing 
costs comprised 35% or more of their household income. Overall, this proportion was lower for 
homeowners with a mortgage than for renters across all cities and towns. While almost all of the 
cities/towns in Greater Milford had comparable or lower percentages of renters and homeowners who 
paid more than a third of their income towards housing than at the state level (40.5% of renters, 28.3% 
of homeowners), there was substantial variability among these communities. Specifically, two in five 
renters in Blackstone (40.6%), Hopedale (42.1%), and Milford (40.4%) put at least 35% of their income 
towards housing, compared to fewer than one in four in Medway (22.9%).  Among homeowners, Milford 
had the highest percentage of residents who spent 35% or more of their income on housing costs, at 
28.3%; this is comparable to the statewide percentage as well.   
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Figure 10: Percent of Renters Whose Housing Costs are 35% or more of Household Income by State 
and Cities/Towns, 2009-2013 
 

 
DATA SOURCE: U.S. Department of Commerce, Bureau of the Census, 2009-2013 5-Year American Community 
Survey 
 

In addition to housing, survey respondents commented that access to different services was dependent 
ǳǇƻƴ ƻƴŜΩǎ ŦƛƴŀƴŎƛŀƭ ǎǘŀōƛƭƛǘȅ and means.  One survey respondent succinctly stated, άL ǘƘƛƴƪ ŦƻǊ Ƴƻǎǘ 
ǇŜƻǇƭŜΣ ƛǘ ŎƻƳŜǎ Řƻǿƴ ǘƻ ƳƻƴŜȅΦ  Lǘ ŘƻŜǎ ŦƻǊ ƳŜΦέ 
 
Numerous respondents mentioned that there were community services and youth programs in the 
Greater Milford region; however, as one respondent commented, ά¢ƘŜǊŜ ƛǎ ŀƭǿŀȅǎ ŀ ǇƭŀŎŜ ŦƻǊ ŀ ƪƛŘ ŦǊƻƳ 
a wealthy family.  However, there are many families that simply cannot afford after school programs.  
With more than ƻƴŜ ŎƘƛƭŘΣ ǘƘŜ Ŏƻǎǘǎ ŀǊŜ ǘƻƻ ƎǊŜŀǘΦέ 
 
A few other respondents commented that opportunities to exercise and socialize were limited, due to 
the lack of availability and/or inaccessibility of parks and playgrounds, the timing of community exercise 
classes during work hours, and the pricing of gym memberships at neighborhood community centers. 
 
Crime and Violence 
Both violent crime and property crime differed ŀŎǊƻǎǎ ǘƘŜ ŎƛǘƛŜǎ ŀƴŘ ǘƻǿƴǎ ƛƴ awa/Ωǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ 
area (Table 8).  Violent crime rates were lowest in Medway (7.7 per 100,000 population) and highest in 
Hopedale (302.4 per 100,000 population) in 2013, although these rates were all lower than the 
statewide rate (413.4 per 100,000 population).  The violent crime rates increased for the state and 
across the majority of cities/towns in awa/Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ since the 2012 CHA; however, exceptions 
include Franklin (-135.5 per 100,000 population), Medway (-39.1 per 100,000), Mendon (-34.1 per 
100,000), and Milford (-164 per 100,000). 
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Property ŎǊƛƳŜ ǊŀǘŜǎ ŦƻǊ awa/Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀ ǊŜƳŀƛƴed ƭƻǿŜǊ ǘƘŀƴ ǘƘŜ ǎǘŀǘŜΩǎ ǊŀǘŜ (2,015.2 per 100,000 
population), and varied from 524.0 per 100,000 in Franklin to 1,921.9 per 100,000 in Northbridge-
Whitinsville.  
 
Table 8: Offenses Known to Law Enforcement per 100,000 Population by State and Cities/Towns, 2011 
and 2013 

Geographic Location 

Violent Crime 
Rate* (2011) 

Violent Crime 
Rate* (2013) 

Property Crime 
Rate** (2011) 

Property Crime 
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 21.5 358.2 524.0 

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 

Northbridge-Whitinsville 164.5 237.1 1771.8 1,921.9 

Uxbridge 169.9 154.1 1314.7 1,291.4 
* Violent crime includes: murder and non-negligent manslaughter; forcible rape; robbery; and aggravated assault 
**Property crime includes: burglary; larceny-theft; 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 Investigation (2011 and 2013), Uniform Crime Reports, Offenses Known to Law 
Enforcement, by State, by City 

 
When the issues of violence and safety were discussed by interviewees, in general, the Greater Milford 
region was deemed as safe, where άȅƻǳ Ŏŀƴ ǿŀƭƪ ƻƴ ŀƴȅ ǎǘǊŜŜǘΣ Řŀȅ ƻǊ ƴƛƎƘǘΣ ǿƛǘƘƻǳǘ ŎƻƴŎŜǊƴΦέ  
However, as in the 2012 CHA, bullying (and particularly cyber-bullying) among youth, and domestic 
violence continued to be identified as concerns.  In addition, a few key informants identified sexual 
violence as an area 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 groups, and online through social media.  This 
interviewee stated, ά.ǳƭƭȅƛƴƎ ƛǎ ŀ ǊŜŀƭƭȅ ǘƻǳƎƘ ǘƘƛƴƎ ǘƻ ƎŜǘ ŀǘΦ  ²Ŝ ƎŜǘ ŀǘ ƛǘ ƻƴŎŜ ƛǘ ǊŜŀŎƘŜǎ ǘƘŜ ǎǘǊŜŜǘǎΦ  
¸ƻǳ ŦƛƴŘ ǾƛƻƭŜƴŎŜ ώǘƘŀǘ ǊŜǎǳƭǘǎ ŦǊƻƳ ōǳƭƭȅƛƴƎϐ ǿƘŜƴ ώȅƻǳǘƘϐ ŎŀƴΩǘ ǘŀƪŜ ƛǘ ŀƴȅƳƻǊŜΦέ  A few interviewees 
mentioned that schools have resource officers as well as anti-bullying policies to address bullying; 
however, as reflected in the quote, often these resources are activated in response to bullying once it 
boils over into overt reactions.  New and continued approaches to bullying prevention continue to be 
needed.  As one interviewee suggested, άLƴ Ƴȅ ƳƛƴŘΣ ώȅƻǳǘƘϐ ƴŜŜŘ ƳƻǊŜ ƳŜŀƴƛƴƎŦǳƭ ǇŜŜǊ ŎƻƴƴŜŎǘƛƻƴǎ 
ŀƴŘ ǇƻǎƛǘƛǾŜ ǊƻƭŜ ƳƻŘŜƭǎΦ  ¢ƘŜȅ ƴŜŜŘ ƳŜƴǘƻǊǎ ǿƘƻ ŀǊŜ ƻƭŘŜǊΦέ  Such an approach would not only impact 
bullying, but other health issues such as mental health and substance abuse.    
 
While data on bullying specific to the MRMC communities were not available, updated regional trend 
data from the MetroWest Adolescent Health Survey, funded by the MetroWest Health Foundation, is 
shown in Figure 11 and Figure 12. It should be noted that these data were from 21 school districts from 
ŀ ǊŜƎƛƻƴ ƭŀǊƎŜǊ ǘƘŀƴ awa/Ωǎ ǎŜǊǾƛŎŜ ŀǊŜŀΦ  However, they provide a snapshot that in 2014, 28.8% of 
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middle school youth had been the victims of bullying, as compared to 37.7% in 2010 (a decrease of 
almost nine percentage points).  Similarly, there was a decrease of eight percentage points for high 
school students who reported being the victims of bullying, from 31.8% in 2010 to 23.7% in 2014.  This is 
an improvement from the 2012 CHA, which had shown a slight increase in the percent of high school 
students reporting bullying victimization between 2006-2010.  
 
Cyberbullying, by contrast, remained relatively steady between 2010 and 2014, increasing by less than 
two percentage points for both middle school youth and high school youth (from 17.2% to 18.6% among 
middle school youth, and 20.0% to 21.2% among high school youth). 
 
Figure 11: Trends in Percent of Youth (Grades 7 and 8) Bullying Victimization in MetroWest Region, 
2010-2014 

 
DATA SOURCE: MetroWest Health Foundation, 2014 MetroWest Adolescent Health Survey Middle School Report 
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Figure 12: Trends in Percent of Youth (Grades 9 through 12) Bullying Victimization in MetroWest 
Region, 2010-2014 

 
DATA SOURCE: MetroWest Health Foundation, 2014 MetroWest Adolescent Health Survey High School Report 

 
Domestic violence 
 

άLƴǘŜǊǇŜǊǎƻƴŀƭ ǾƛƻƭŜƴŎŜ ƛǎ ŀƴ ŜǾŜǊȅŘŀȅ ǾƛƻƭŜƴŎŜΦ  Lǘ Ŏŀƴ ōŜ ǇŀǊǘƴŜǊǎΣ ǎǇƻǳǎŜǎΣ ŎƘƛƭŘǊŜƴΣ ŎƘƛƭŘǊŜƴ ǾǎΦ 
ǇŀǊŜƴǘǎΣ ŀƴŘ ǾƛŎŜ ǾŜǊǎŀΦ  LǘΩǎ ǘƘŜ ǿƘƻƭŜ ǳƳōǊŜlla of violence of people who know and love one 
ŀƴƻǘƘŜǊΦ  ¢ƘŜǎŜ ŀǊŜ ǘƘŜ ǘƘƛƴƎǎ ǘƘŀǘ ƻŎŎǳǊ ōŜƘƛƴŘ ŎƭƻǎŜŘ ŘƻƻǊǎΦέ ς Interview participant 

 
While local domestic violence data were ƴƻǘ ŀǾŀƛƭŀōƭŜΣ aŀǎǎŀŎƘǳǎŜǘǘǎΩǎ Řŀǘŀ ŦǊƻƳ ǘƘŜ нлмп bŀǘƛƻƴŀƭ 
Census of Domestic Violence Services demonstrate the magnitude of domestic violence ǾƛŎǘƛƳǎΩ ƴŜŜŘ ŦƻǊ 
assistance (Figure 13).  In a one-day period, 1,795 victims were assisted through housing services 
(including emergency shelters and transitional housing) and non-residential assistance and services 
όƛƴŎƭǳŘƛƴƎ ŎƻǳƴǎŜƭƛƴƎΣ ƭŜƎŀƭ ŀŘǾƻŎŀŎȅΣ ŀƴŘ ŎƘƛƭŘǊŜƴΩǎ ǎǳǇǇƻǊǘ groups).  Yet, on this one day, almost 400 
people had unmet requests for services, of which 68% were housing related.  According to this census, 
reported causes of unmet requests for help included: 

¶ Reduced government funding; 

¶ Not enough staff reported; 

¶ Cuts from private funding sources; and 

¶ Reduced individual donations. 
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Figure 13: Number of Adults and Children Serviced by Local Domestic Violence Programs in 
Massachusetts in One Day, 2014 

 
DATA SOURCE: National Network to End Domestic Violence, Domestic Violence Counts: National Census of 
Domestic Violence Services (Census) 2014, as cited by Jane Doe Inc. 
bh¢9Υ 5ŀǘŀ ŦƻǊ {ŜǇǘŜƳōŜǊ млΣ нлмп ŀǎ ǇŀǊǘ ƻŦ bŀǘƛƻƴŀƭ bŜǘǿƻǊƪ ǘƻ 9ƴŘ 5ƻƳŜǎǘƛŎ ±ƛƻƭŜƴŎŜΩǎ 5ƻƳŜǎǘƛŎ ±ƛƻƭŜƴŎŜ 
Counts, an annual count of unduplicated adults and children seeking services U.S. domestic violence shelter 
programs in one 24-hour period 

 
In the Greater Milford region, one interviewee named the Northbridge Association of Churches as taking 
up the charge to connect victims with support and resources.       
 
Sexual Violence 
While there was no localized data around sexual assault and violence, anecdotally a few interviewees 
expressed concern for both children and adults.  As one interviewee said, ά²Ŝ ŀǊŜ ǎŜŜƛƴƎ ƳƻǊŜ ǎŜȄǳŀƭ 
ŀǎǎŀǳƭǘǎ ƛƴǾƻƭǾƛƴƎ ŎƘƛƭŘǊŜƴ ǘƘŀƴ ƛƴ ƻǘƘŜǊ ŎƻƳƳǳƴƛǘƛŜǎΦ  ¢ƘŜǎŜ ŀǊŜ ǘƘƛƴƎǎ ǘƘŀǘ ƻŎŎǳǊ ōŜƘƛƴŘ ŎƭƻǎŜŘ ŘƻƻǊǎΦέ 
 
Another interviewee talked about how sexual assault often leads to other health problems, such as 
mental health issues and substance use and abuse.  Thus, this person underscored the importance of 
the need for services to outreach to and follow-up with victims of sexual violence.    
 
Social Support and Cohesion  

 
άLŦ ǘƘŜǊŜ ǿŜǊŜ ƻƴŜ ǘƘƛƴƎ ǘƘŀǘ ƴŜŜŘǎ ǘƻ ōŜ ǇǊƛƻǊƛǘƛȊŜŘ ƛƴ ǘƘŜ ƴŜȄǘ ȅŜŀǊΣ ƛǘΩŘ ōŜ ōǳƛƭŘƛƴƎ ƳƻǊŜ ƻŦ ŀ 
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.  We neeŘ ǘƻ ǎŜŜ ǿƘƻΩǎ ŘƻƛƴƎ ǿƘŀǘΣ ŀƴŘ ǿƘŀǘ 
our focus needs to be.  Keeping the entire community connected is the only way to help the 
ŎƻƳƳǳƴƛǘȅ ƘŜŀƭ ŀƴŘ ǎǘŀȅ ƘŜŀƭǘƘȅΦέ ς Interview participant 

 
As in the 2012 CHA, the importance of connectedness, social support, and cohesion was discussed as an 
important determinant of health that impacted a range of issues, and particularly substance abuse and 
mental health.  As one interviewee stated, ά¢ƘŜǊŜ ŀǊŜ ǎƻ Ƴŀƴȅ ǇŜƻǇƭŜ ǿƘƻ ƘŀǾŜ ŀƴ ŜƳǇǘƛƴŜǎǎ ƛƴ ǘƘŜƛǊ 
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ƭƛǾŜǎΦ  ¢ƘŜȅΩǊŜ feeling lonely and falling through the cracks.  There are a lack of positive role models and 
ŎƻƴƴŜŎǘƛƻƴǎΦ  ²Ŝ ƴŜŜŘ ŎƻƳƳǳƴƛǘȅ ƛƴƛǘƛŀǘƛǾŜǎ ǘƻ ŀŘŘǊŜǎǎ ǘƘƛǎΦέ 
 
Populations of particular concern included youth, young adults (e.g. those between the ages of 20-40) 
and the elderly.  Interviewees mentioned technology as a culprit for breaking down social 
connectedness, particularly for youth and young adults.  As one assessment participant stated, 
ά9ǾŜǊȅōƻŘȅ ƛǎ ŎƻƴƴŜŎǘŜŘ ōȅ ŎŜƭƭ ǇƘƻƴŜǎ ōǳǘ ǘƘŜǊŜ ƛǎ ƴƻ ŎƻƴƴŜŎǘŜŘƴŜǎǎΦ  We see that in young people, but 
ŀƭǎƻ ƛƴ ǎƻŎƛŜǘȅ ŀǎ ǿŜƭƭΦέ  Young adults between the ages of 20-40 were an 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 population was 
integrated into community life.  As one interviewee said, ά¢ƘŜǊŜ ƛǎ ǎƻ ƳǳŎƘ ƭƻƴŜƭƛƴŜǎǎ ƛƴ ǘƘŜ ŜƭŘŜǊƭȅΦ  ²Ŝ 
are seeing more and more people living alone in their homes.  There really are no people checking on 
these older people, which really affects the hospital community.  More people are coming in ς and 
ƳŜŘƛŎŀƭ ƛǎǎǳŜǎ ōŜŎƻƳŜ ƳƻǊŜ ǇǊƻƳƛƴŜƴǘ ǿƘŜƴ ƭƻƴŜƭȅΦέ  
 
For ethnic communities, one interviewee stated that there is social cohesion and support within the 
Greater Milford region, as άŀ ƭƻǘ ƻŦ ǇŜƻǇƭŜ ǘŀƪŜ ŎŀǊŜ ƻŦ ŜŀŎƘ ƻǘƘŜǊ ǿƛǘƘƛƴ ŜǘƘƴƛŎ ŎƻƳƳǳƴƛǘƛŜǎΦέ  IƻǿŜǾŜǊΣ 
another interviewee also mentioned that in the broader community, άǘhere are issues of xenophobia ς 
the fear of people who are not like us.  You can see it in the political structure ς ƛǘΩǎ ǳƴŘŜǊ ǘƘŜ ǊŀŘŀǊΦέ  
Thus, while there might be internal supports within immigrant and minority communities, they may 
potentially need more opportunities and access to connect with groups and organizations in the broader 
community.    
 
Finally, churches and faith communities were highlighted by a few interviewees as resources to promote 
community connectedness.   
 
PERCEPTIONS OF HEALTH STATUS AND HEALTH ISSUES OF CONCERN 
When compared to the statewide rates, the MetroWest region and individual cities and towns for which 
small area data estimates were available revealed lower percentages of individuals reporting fair or poor 
health, and poor physical health for more than fifteen days (Figure 14).  Overall, 12.3% of MA residents 
reported having only fair or poor health, compared to 6.9% for the MetroWest region, and 8.5% in 
Milford, which had the highest percentage among the individual cities and towns.  Similarly, 8.7% of MA 
residents overall reported having poor physical health for more than fifteen days, compared to 5.9% of 
residents in the region and 6.9% in Milford, which again had the highest percentage among individual 
cities and towns.  Franklin had the 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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Figure 14: Percent Reporting Fair or Poor Health, or Poor Physical Health for More than 15 days 

   
DATA SOURCE: Massachusetts Department of Public Health as cited by MetroWest Health Foundation, MetroWest 
BRFSS Telephone Survey, 2005-2011 
NOTE: Data not available for Blackstone, Northbridge-Whitinsville, and Uxbridge 
 

tŀǊǘƛŎƛǇŀƴǘǎΩ Top Health Issues of Concern 
Greater Milford CHA survey respondents were each asked to identify the top three health issues 
impacting their families and themselves, and the top three health issues impacting the communities in 
which they lived or worked.  The results are detailed in Figure 15. 
 
The following are the top health issues identified 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 (AlzƘŜƛƳŜǊΩǎ ŀǊǘƘǊƛǘƛǎΣ ŘŜƳŜƴǘƛŀΣ ŦŀƭƭǎΣ ŜǘŎΦύΤ ŀƴŘ 

¶ Oral or dental health (27.9%). 
 
The following are the top health issues identified as having the biggest impact upon the community in 
which the survey respondent lived or worked: 
 

¶ Alcohol or substance use or 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%); and 

¶ Overweight or obesity (22.3%).  
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These identified priority areas collectively coincided with three of the four priority areas identified in the 
2012 CHA ς specifically, health promotion and chronic disease prevention, health care access, and 
behavioral health and substance abuse prevention.   
   
Figure 15: Top Three Health Issues with the Largest Impact on the Respondent/ Family and on the 
Community, 2015 (n=968) 

 
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
bh¢9Υ 5ŀǘŀ ŀǊǊŀƴƎŜŘ ƛƴ ŘŜǎŎŜƴŘƛƴƎ ƻǊŘŜǊ ōȅ ά¸ƻǳǊ ŎƻƳƳǳƴƛǘȅέ ǊŜǎǇƻƴǎŜǎ 
 

 
HEALTH CARE COVERAGE, ACCESS, AND UTILIZATION 
 

ά[The most pressing health concern in the community] is the dearth of providers, both primary 
care physicians (PCP) and mental healǘƘ ǇǊƻǾƛŘŜǊǎΦές Interview participant 
 

Access to care, identified as a key priority area in the 2012 CHA, continues to be of concern among 
ŀǎǎŜǎǎƳŜƴǘ ǇŀǊǘƛŎƛǇŀƴǘǎΦ  ²ƘƛƭŜ ǘƘŜ ǇŀǎǎŀƎŜ ƻŦ a!Ωǎ ƘŜŀƭǘƘ ŎŀǊŜ ǊŜŦƻǊƳ ŜŦŦƻǊǘǎ ƛƴ нллс ŀƴŘ ǘƘŜ 
Affordable Care Act in нлмл ƘŀǾŜ ǊŜŘǳŎŜŘ ǘƘŜ ǎǘŀǘŜΩǎ ƘŜŀƭǘƘ ǳƴƛƴǎǳǊŀƴŎŜ ǊŀǘŜ ǘƻ пΦл҈Σ ōŀǊǊƛŜǊǎ ǘƻ 
accessing timely and affordable health care continue to exist. The following sections discuss the state of 
health insurance coverage in Massachusetts, access and utilization of care, and barriers to accessing 
care for residents in the Greater Milford region. 
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Insurance Coverage 
Figure 16 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 challenges with 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 re-enrollment or re-certification (Chen, Lao, Lee, Stillman, & 
Weintraub, 2013). 
 
Figure 16: Uninsurance Rate of Individuals of All Ages by State and Primary Service Area, 2009-2013 

 
DATA SOURCE: U.S. Census Bureau, 2009-2013 5-Year American 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 (Figure 17).  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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Figure 17Υ {ǳǊǾŜȅ wŜǎǇƻƴŘŜƴǘǎΩ IŜŀƭǘƘ LƴǎǳǊŀƴŎŜ /ƻǾŜǊŀƎŜ ¢ȅǇŜǎΣ нлмр όƴҐуопύ 

 
 DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 

 
Health Care Access and Utilization 
In spite of low uninsurance rates, nearly one in four individuals ages 18+ reported not receiving an 
annual checkup in the past year for the state, MetroWest region, and individual MRMC service area 
cities and towns (Figure 18).  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 from 25.6% in Hopedale to 27.2% in Franklin.  The data also show that 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 Community Health Assessment Survey, over nine out of 
ǘŜƴ ƛŘŜƴǘƛŦƛŜŘ ǇǊƛǾŀǘŜ ŘƻŎǘƻǊΩǎ ƻŦŦƛŎŜǎ ƻǊ ƎǊƻǳǇ ǇǊŀŎǘƛŎŜǎ ŀǎ ǘƘŜƛǊ ǇǊƻǾƛŘŜǊǎ ƻŦ Ƴŀƛƴ ƳŜŘƛŎŀƭ ŎŀǊŜ όTable 
9).  {ƛƳƛƭŀǊƭȅΣ ǿƘŜƴ ŀǎƪŜŘ ŦƻǊ ǊŜǎǇƻƴŘŜƴǘǎΩ ǎƻǳǊŎŜǎ ƻŦ ƘŜŀƭǘƘ ƛƴŦƻǊƳŀǘƛƻƴΣ ƴƛƴŜ ƛƴ ǘŜƴ ƛŘŜƴǘƛŦƛŜŘ ŀ ŘƻŎǘƻǊΣ 
nurse, or other health provider, with over six in ten identifying websites (Figure 19).  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%). 
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Figure 18: Health Care Access and Utilization Indicators for MA Residents Ages 18+, by State, Region, 
and Cities/Towns, 2005-2011 

 
DATA SOURCE: Massachusetts Department of Public Health as cited by MetroWest Health Foundation, MetroWest 
BRFSS Telephone Survey, 2007-2011 
NOTE: Data not available for Blackstone, Northbridge-Whitinsville, and Uxbridge 

 
Table 9: Survey Respondents' Providers of Main Medical Care, 2015 (n=849) 

  Percent 

Private doctor's office or group practice 91.6% 

Community health center 4.5% 

Walk-in 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 Health Assessment Survey, 2015 
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Figure 19: Survey Respondents' Sources of Health Information, 2015 

 
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 

 
Barriers to Care 
Figure 20 illustrates 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 (21.4%);  

¶ Unfriendly provider or office staff (14.9%); and 

¶ Insurance problems/ lack of coverage (14.6%). 
 
Assessment participants agreed that medical services available in the Greater Milford region are of high 
quality overall.  However, as represented in the top three challenges cited in Figure 20, there were 
concerns that services available could not necessarily meet the demand.  Numerous key informants 
identified a shortage of primary care physiciansτas well as a shortage of providers for behavioral health 
and substance abuse servicesτas a barrier to care for Greater Milford residents.  As one interviewee 
stated, ά²Ŝ Řƻ ƘŀǾŜ ŀ ǇǊƻōƭŜƳ ǊŜŎǊǳƛǘƛƴƎ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ǘƻ ƻǳǊ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ŎŜƴǘŜǊΦ  ²Ŝ 
would love to see improvement, ǿƘŜǘƘŜǊ ǘƘǊƻǳƎƘ ƛƴŎǊŜŀǎƛƴƎ ǇŀȅΣ ƻǊ ǿƘŀǘŜǾŜǊΦ  LǘΩǎ ŜǾŜƴ ƘŀǊŘŜǊ ǘƻ ǊŜŎǊǳƛǘ 
ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊƻǾƛŘŜǊǎ ƛƴǘƻ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ŎŜƴǘŜǊǎ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ ǎǘŀǘŜΦέ 
 
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. co-pays, prescriptions, and laboratory tests) even with their current 
insurance.  As one survey respondent stated, άwŜƎŀǊŘƛƴƎ ΨŀŦŦƻǊŘŀōƭŜ ƘŜŀƭǘƘ ƛƴǎǳǊŀƴŎŜΣΩ LΩƳ ƛƴŎƭǳŘƛƴƎ ǘƘŜ 
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total cost of health care.  My insurance plan may be affordable, but the deductible is quite high and 
there ŀǊŜ ƴǳƳŜǊƻǳǎ ŎƻǇŀȅǎΦέ  Similarly, costs related to specialty services including behavioral health 
and dental services were also prohibitive, regardless of insurance type and coverage.  One interviewee 
ǎǇŜŎƛŦƛŎŀƭƭȅ ƳŜƴǘƛƻƴŜŘΣ άDental care is hard to be ablŜ ǘƻ ŀŦŦƻǊŘΣ ŜǾŜƴ ǿƛǘƘ ƛƴǎǳǊŀƴŎŜΣέ with another 
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 
ŀŎŎƻƳƳƻŘŀǘŜ ŘƛǾŜǊǎŜ ǇƻǇǳƭŀǘƛƻƴǎΦ  ¢Ƙƛǎ ƻōǎŜǊǾŀǘƛƻƴ ŎƻǳƭŘ ōŜ ŎƭƻǎŜƭȅ ǘƛŜŘ ǘƻ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ŜȄǇŜǊƛŜƴŎŜ 
with the care staff they encounter.  For example, in regards 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, 
άƻƴŎŜ ǘƘŜ ǘǊŀƴǎƭŀǘƻǊ ƭŜŀǾŜǎΣ ǘƘŜ ǇŀǘƛŜƴǘǎ ŎƻǳƭŘ Ŧŀƭƭ ǘƘǊƻǳƎƘ ǘƘŜ ŎǊŀŎƪǎΦέ   
 
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 person stated, ά¢ƘŜǊŜ ŀǊŜ ŎǳƭǘǳǊŀƭ 
differences that exist among immigrant populations.  People just go to the doctors when they are sick.  
²Ŝ ǿŀƴǘ ǘƻ ǎƘƻǿ ǇŜƻǇƭŜ ǘƘŀǘ ŀŎŎŜǎǎƛƴƎ ǇǊŜǾŜƴǘƛǾŜ ŎŀǊŜ ƛǎƴΩǘ ǿǊƻƴƎΦ  LΩŘ ƭƻǾŜ ǘƻ ǎŜŜ ǘƘƛǎ ƎŀǇ ŎƭƻǎŜŘ ŀƴŘ 
find ways to work with ǘƘŜǎŜ ǇƻǇǳƭŀǘƛƻƴǎ Χ ƴƻǘ Ƨǳǎǘ ƘŀǾŜ ǘƘŜƳ ŎƻƴŦƻǊƳ ǘƻ ƻǳǊ ōŜƭƛŜŦǎΣ ōǳǘ ŦƻǊ ǳǎ ǘƻ 
ŎƻƴŦƻǊƳ ǘƻ ǘƘŜƛǊ ōŜƭƛŜŦǎ ŀǎ ǿŜƭƭΦέ  
 
In addition, survey respondents reported on their personal experiences with health care services (Table 
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 that it is hard 
to use public transportation to get to medical/ dental services as well, echoing what was previously 
mentioned in the Transportation section of the assessment.   
 
Almost one in three reported that cost of care was a barrier to care for himself or herself or a household 
member (Table 10).  Discrimination when trying to get medical care due to race, ethnicity, language, 
gender, age, sexual orientation, or income was not 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 ages of 40-64 
years old (64.2%), female (83.6%), White, Non-Hispanic (87.2%), highly educated (55.8% with a college 
degree or more), employed (83.8%), and English speakers (93.6%) (Table 1). 
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Figure 20: Survey Respondents' Reported Challenges to Accessing Care, 2015 

 
DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
NOTE: Data arranged in descending order 
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Table 10: Percent of Respondents who Agreed with the Following Statements about Personal 
Experiences with Health Care Services, 2015 

  % Agree 

If I need medical services, I know where to go to receive them. 97.9% 

If I need dental services, I know where to go to receive them. 94.0% 

The health or social services in my community should focus more on prevention of diseases or 
health conditions. 

87.4% 

It's hard to use public transportation to get to medical/dental services. 86.7% 

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

I or someone in my household has not received care needed because the cost was too high. 30.8% 

When trying to get medical care, I have felt discriminated against because of my income. 10.1% 

When trying to get medical care, I have felt discriminated against because of my race, ethnicity 
or language. 

4.2% 

When trying to get medical care, I have felt discriminated against because of my gender, age or 
sexual orientation. 

3.6% 

DATA SOURCE: Greater Milford Community Health Assessment Survey, 2015 
 

HEALTH OUTCOMES AND BEHAVIORS 
This section of the report provides a quantitative overview of leading health conditions in Greater 
Milford while also discussing the pressing concerns that residents and leaders identified during in-depth 
interviews.  
 
Chronic Disease 
Assessment participants mentioned concerns around chronic conditions, and particularly diabetes and 
hypertension.  However, as in the 2012 CHA, these concerns were mentioned in direct connection to 
obesity, healthy eating, and physical activity.  The following section provides an overview of chronic 
disease prevalence and hospitalization rates. 
 
As illustrated in Figure 21, hospitalization rates related to coronary heart disease 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. 
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Figure 21: Rate of Coronary Heart Disease Hospitalization per 100,000 Population, by State and 
Cities/Towns, 2010-2012 

 
DATA SOURCE: Massachusetts Department of Public Health, MassCHIP, 2010-2012 
 

As illustrated in Figure 22, there was variability in the rate of stroke (cerebrovascular disease) 
hospitalization across the cities/towns of MilŦƻǊŘ wŜƎƛƻƴŀƭ aŜŘƛŎŀƭ /ŜƴǘŜǊΩǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀΦ 
Mendon (273.0 per 100,000) and Northbridge (231.8 per 100,000) had the highest rates of 
cerebrovascular disease hospitalization, whereas Blackstone (149.8 per 100,000) had the lowest.  
Overall rates were generally lower than the MA state rate for cerebrovascular disease hospitalization, 
which was 224.4 per 100,000.  
 
Figure 23 depicts the percent of individuals diagnosed with diabetes, as well as the percent of 
individuals who ever had hypertension, by state and region (CHNA 6).  For diabetes, the statewide 
percentage (8.3%) 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%).   
 
Figure 24 illustrates the age-adjusted rate of asthma-related hospitalizations per 100,000 population, by 
state and cities/towns ƛƴ aƛƭŦƻǊŘ wŜƎƛƻƴŀƭ aŜŘƛŎŀƭ /ŜƴǘŜǊΩǎ ǇǊƛƳŀǊȅ ǎŜǊǾƛŎŜ ŀǊŜŀΦ The rates for individual 
cities and towns were lower than the rate of the state (885.6 per 100,000). Northbridge had the highest 
rate, at 825.6 per 100,000, and Mendon had the lowest rate, at 512.7 per 100,000.  
  

293.9
281.6

259.8 266.5
252.8

340.1
324.8

311.9 310.5 317.88

0

50

100

150

200

250

300

350

400

R
a

te
 p

e
r 

1
0

0
,0

0
0

 P
o
p
u
la

tio
n






































































