
Brief Overview and Key Themes

Introduction
This Community Health Assessment of North Central Massachusetts
is a joint effort between the Massachusetts Department of Public
Health’s Community Health Network Area of North Central
Massachusetts (CHNA 9) and the Joint Coalition on Health (JCOH).
The assessment is designed to provide information and analyses
relative to the health status, issues, concerns, and assets of the

North Central Region of Massachusetts. The
assessment includes the 27 cities

and towns covered by CHNA 9,
including the cities of Fitchburg,

Leominster, Gardner, and
the towns of Ashburnham,
Ashby, Ayer, Barre, Berlin,
Bolton, Clinton, Groton,
Hardwick, Harvard, Hubbard-
ston, Lancaster, Lunenburg,

New Braintree, Oakham,
Pepperell, Princeton, Rutland,

Shirley, Sterling, Templeton,
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The enclosed report is voluminous and contains a great deal of
data and qualitative information about the health status of North
Central Massachusetts. The report contains several key themes
throughout including:

• Health Disparities and Social Determinants of Health are
very real issues and concerns for the North Central Massachu-
setts region. While quantitative data is limited in its scope and
ability to demonstrate the breadth of the concern, qualitative
information obtained through focus groups and interviews
highlights the extraordinary challenges faced by racial and
ethnic minorities and other populations which contribute to a
poorer health status and quality of life.

• The Economy has exacerbated many issues associated with
health and access to care – affecting everything from housing,
food and healthcare to the stressors of job loss, reductions in
hours and a sense of hopelessness that all contribute to poor
mental and physical health and risk of substance abuse and
domestic violence.

• Depression and Suicide are significant concerns for the
North Central Massachusetts region.

• Barriers to Optimal Health Status include, among others:
Social and cultural isolation; Lack of adequate transportation
resources; Difficulty navigating the complexities of the
healthcare and health insurance systems; Difficulty affording
the out-of-pocket costs of healthcare, and Language and
cultural barriers.

Townsend, Westminster, and Winchendon. Eleven of these cities
and towns (Fitchburg, Leominster, Gardner, Ashburnham, Ashby,
Hubbardston, Lunenburg, Templeton, Townsend, Westminster, and
Winchendon) are also within the service area of the JCOH.

CHNA 9 began as a Massachusetts Department of Public Health
(MDPH) initiative in 1994 with the goal of continually improving the
health status of the region by creating partnerships among MDPH,
service providers, local health departments, consumers, community
members, the business sector, neighborhood coalitions, faith
based organizations, social service agencies, community health
centers, and hospitals. CHNA 9’s focus is on health equity and
addressing and eliminating health disparities. CHNA 9 endorses
the Healthy Communities Principles with its broad definition of
health encompassing not just the absence of disease, but the full
range of quality of life issues. CHNA 9 advocates that “community”
includes diverse resident participation, particularly those dispro-
portionately affected by disease and negatively impacted by the
social determinants of health.

To request a copy of the the full report, please see page 16
of this document for more information.



The JCOH was formed in 1998 to continue the efforts of area
health coalitions in addressing priority issues raised in community
health assessments. The JCOH is a group of committed individuals
and organizations working collaboratively as catalysts for change
and advocates for the underserved to improve the health and
well-being of everyone in North Central Massachusetts. The JCOH
has a history of leadership and action in tackling challenging
issues affecting the health and well-being of the North Central MA
region. Past achievements of the JCOH include:

• The founding of a federally qualified community health center
organization, Community Health Connections, Inc.;

• The expansion of local dental services for low-income youth
and adults through the Oral Health Initiative of North Central
Massachusetts, and

• The establishment of a school-based health center in
Winchendon with behavioral health services provided through
The Winchendon Project.

As evidenced above, many important initiatives have resulted from
past community health assessments. One unique aspect of the
current assessment is the level of attention paid to minority health
issues. The joint CHNA/JCOH steering committee responsible for
this community health assessment made an intentional decision
to focus on health disparities. Great care was taken to include
members of the minority community in the planning, data
gathering, and assessment processes. In addition, those

Methodology
Study Area

The assessment includes the 27 cities and towns covered by the
CHNA 9. Eleven of these cities and towns (Fitchburg, Leominster,
Gardner, Ashburnham, Ashby, Hubbardston, Lunenburg, Templeton,
Townsend, Westminster, and Winchendon) are also within the serv-
ice area of the JCOH. Data in this report are presented individually
for the cities of Fitchburg, Gardner and Leominster, and the town
of Clinton. The remaining smaller towns in CHNA 9 are combined
into reporting regions to obtain meaningful data. These reporting
regions are consistent with those reported in previous community
health assessments to facilitate comparisons over time. The
following map represents the Study Area and highlights the
various reporting categories utilized in this assessment.

This assessment includes discussions of any differences
between the JCOH service area, the overall CHNA 9 service
area and the CHNA 9 service area without the JCOH cities/
towns (CHNA Less JCOH). Comparisons are also made to
Massachusetts as a whole and to Healthy People 2010 goals.

responsible for gathering qualitative data made every effort to
ensure racial/ethnic, socioeconomic, and geographic diversity in
the composition of focus groups and with interview participants.
The result is a much more comprehensive picture of the health sta-
tus, issues, concerns, and assets of North Central Massachusetts.
Another key feature of this community health assessment is the
amount of collaboration that has gone into gathering and analyzing
the data presented herein. This assessment has been a joint effort
of the JCOH and CHNA 9. Funding has been provided by Heywood
Hospital through the Determination of Need for the new Watkins
Center for Emergency and Acute Care, a $37.6 million expansion
project. In addition, support for a portion of the qualitative section
of this assessment was also provided by the Boston Public Health
Commission’s REACH CEED Black Legacy grant. The work was
completed with the combined efforts of the Minority Coalition of
North Central Massachusetts, the Spanish American Center,
Cleghorn Neighborhood Center, Heywood Hospital, HealthAlliance
Hospital, Clinton Hospital, WHEAT, Three Pyramids, Beautiful Gate
Church, New Hope Community Church, Twin Cities CDC, Gardner
CDC, Memorial Congregational Church, CM AHEC, Montachusett
Opportunity Council and many other agencies and individuals.
Together, these entities have capitalized on their complementary
expertise and have produced a document that can be used by
stakeholders from every sector of the community to better the
health and welfare of residents of North Central Massachusetts.
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Focus group notes and interviews were analyzed by Lynne Man and
Emily MacRae Enterprises utilizing manual qualitative content
analysis and were reviewed for consistency by Joanne Calista of
the Central Massachusetts Area Health Education Center, Inc (CM
AHEC). Participant feedback was only reported when expressed
multiple times in the data (i.e., descriptions and quotations
are not recorded in this report if expressed solely by one
participant). The findings of the focus groups are synthesized
and are recorded within the body of this report.

Context:

Economic Crisis

One environmental factor that has
had an overriding impact on many
aspects of health status and
social determinants during the
period this study was conducted
is the collapse of the stock mar-
ket in 2008 and the associated
mortgage and housing crises,
followed by a deep recession
which lingers to this day.

The impact of this economic crisis includes high unemployment
rates, reduced state and federal funding for organizations and
programs serving those in need, reduced funding for cities and
towns resulting in job loss and service reductions, and a significant
reduction in private and foundation philanthropy which is often
relied upon to reduce the impact of other reductions in funding for
non-profit organizations.

Some of the resulting effects of the economic crisis have been
demonstrated in higher depression and suicide rates, increased
reports of substance and alcohol abuse, domestic violence and child
abuse, higher levels of crime (which create additional stress for
victims and affected neighborhood residents), and greater stress
caused by job loss and reductions in hours. For members of ethnic
and racial minority populations, these stresses are compounded by
cultural and social isolation, language barriers, and racism.

In addition, while the Commonwealth of Massachusetts has taken
the positive and noble step of attempting to insure everyone, the
cost of providing that health insurance and the cost to individuals
not qualifying for MassHealth are an unmanageable burden for
many. Rising health insurance costs are also a deterring factor for
small business growth which further delays our economic recovery.

Efforts to address economic stability and job growth must occur
at the same time as efforts to expand the safety net and services
for the most vulnerable.

Data Sources and Analyses

Both quantitative and qualitative data were collected for this com-
munity health assessment. All data were gathered systematically
utilizing the following standards or principles which guided the
methodologies and source selections:

1. Availability of multiple years of data on study elements;
2. Specificity of data to the Study Area communities;
3. Appropriateness of data collection methodologies to the
data source;

4. Broad participation among the stakeholder populations, and
5. Broad range of input from qualitative and quantitative sources.

The majority of the quantitative data collected for this assessment
came from the Massachusetts Community Health Information
Profile (MassCHIP). Other sources include: the Massachusetts
Department of Public Health; the United States Census Bureau;
the Massachusetts Department of Workforce Development; the
Massachusetts Department of Elementary and Secondary
Education; and the Massachusetts Behavioral Health Partnership.
Whenever possible, three years of data were used for each
measure and, when feasible, data is provided for individual towns.

The quantitative data was analyzed and reported by Maureen
DeFuria. Maureen worked with Heywood Hospital and the JCOH on
a William Van Fassen Community Service Sabbatical from Blue
Cross Blue Shield of Massachusetts for the period of September
2008 through February 2009. She also contracted with Heywood
Hospital through an Essential Provider Trust Fund Grant for the
period of March through June 2009, and then for an additional
period through the funds provided by Heywood Hospital to the
CHNA 9/JCOH Collaborative funding account. During that time, she
gathered, analyzed and reported quantitative data for this report.

Qualitative data was elicited to enhance, clarify, and add
“community voices” and real life experiences to the quantitative
data included in this report. Qualitative data also provides a lens
into current conditions – economic and cultural – which quantitative
data cannot due to the lags between data collection, reporting,
and retrieval. For example, the qualitative data presented here
strongly reflects the economic crisis which occurred during the
qualitative data collection process but after much of the quantita-
tive data had already been collected and reported.

Qualitative data for this assessment was gathered via focus groups
with community members and through interviews with community
members and community leaders. Focus groups and interviews were
conducted between the spring of 2009 and the spring of 2010.
Those responsible for gathering qualitative data made every effort to
ensure racial/ethnic, socioeconomic, and geographic diversity in the
composition of focus groups and interview participants.
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Health Disparities and Social Determinants of Health

“Health equity means that everyone has a fair opportunity to live a
long and healthy life and includes the opportunity for everyone to
attain their full health potential. Health equity requires addressing
social determinants of health and eliminating health disparities.

Inequity refers to differences which are unnecessary and avoidable
and are considered unfair and unjust. Addressing social determi-
nants that contribute to health inequity is an issue of social justice.
It requires addressing interpersonal, institutional, societal and
internalized forms of racism, sexism, classism, homophobia and
other forms of bias and discrimination. It means striving toward a
[community] where all individuals and families have a high level of
health services, education, housing and other resources that
protect, promote, and preserve their health, regardless of who
they are and/or where they live.

Health disparities are differences in the incidence, prevalence,
burden and mortality…that exist among population groups based
on factors including but not limited to: age, class, culture, educa-
tion, ethnicity, geographic location, gender identity or expression,
income, language, national origin, physical or mental disability,
race, religion, sex, sexual orientation, socioeconomic status,
wealth or other social conditions…Racism has an independent
influence on all of the social determinants of health…Racism in
and of itself has a detrimental impact on health, race and other
factors are present in the individuals and populations simultaneously
and often interact in a synergistic manner.”1

Center, Inc., Emily MacRae Enterprises, The Spanish American
Center, Cleghorn Neighborhood Center, Heywood Hospital,
HealthAlliance Hospital, Clinton Hospital, WHEAT, Three Pyramids,
Beautiful Gate Church, New Hope Community Church, Twin Cities
CDC, Gardner CDC, Memorial Congregational Church, Mon-
tachusett Opportunity Council, and many other agencies and
individuals. Qualitative data was analyzed by Lynne Man, Joanne
Calista, and Emily MacRae.

What follows is a sample of the collective information that is
reflective of repeated themes. The quotes that follow are
statements that were made by several individuals. The findings
indicate that there were culturally specific views, concerns, barri-

Summary of Findings from Focus Groups
and Interviews

The summary that follows is a brief account of the data collected
from 18 focus groups and over 18 interviews. The first round of
focus groups was undertaken with funding from the CHNA 9 and
Boston Public Health Commission’s REACH CEED Black Legacy
grant. The second round of focus groups was funded by Heywood
Hospital through the Determination of Need for the new Watkins
Center for Emergency and Acute Care. The work was completed
with the combined efforts of the Minority Coalition of North Central
Massachusetts, the Central Massachusetts Area Health Education

Differences in the incidence and prevalence of health conditions
and health status between groups are commonly referred to as
health disparities. Most health disparities affect groups marginalized
because of socioeconomic status, race/ethnicity, sexual
orientation, gender, disability status, geographic location, or some
combination of these. People in such groups not only experience
worse health but also tend to have less access to the social deter-
minants or conditions (e.g., healthy food, good housing, food edu-
cation, safe neighborhoods, freedom from racism and other forms
of discrimination) that support health…Health equity then, as
understood in public health literature and practice, is when every-
one has the opportunity to ‘attain their full health potential’ and no
one is ‘disadvantaged from achieving this potential because of
their social position or other socially determined circumstance.’”2

Addressing the issues of health disparities in North Central
Massachusetts is a focal point of this assessment. Having the
capacity to respond effectively to the critical public health needs of
these communities begins with an accurate assessment of those
needs. Quantitative data is presented with delineations by race and
ethnicity wherever that information was available. Qualitative data
from minority populations was gathered and analyzed under the
direction of the minority community leaders of North Central
Massachusetts. All focus groups and interviews were conducted in
the primary language of the participants and facilitators of each
group were cultural brokers and leaders from their respective
communities. The groups were: Latino; African American; Asian
(further delineated as Lao and Hmong), and Brazilian. The groups
categorized as “General” were 95% non Hispanic Caucasian.

Health Issues and Assets by Population
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ers, and resources stated by the residents of North Central
Massachusetts. The data was collected and analyzed by cultural
group so that those differences would not be lost.

Common Themes for All Groups

There were several common themes that crossed both cultural
and geographic populations. Including the following:

Cost of Accessing and Utilizing Health Care

Consistently, all groups pointed to the cost of healthcare as a
barrier to seeking treatment. Participants frequently complained
about “co-pays” and the total monthly cost for healthcare (i.e.,
co-pays, premiums, medications, childcare, and transportation).
Some reported that these costs reached $600 or more for one
month. They also noted that insufficient/limited insurance
coverage was a barrier to healthcare. For those without health
insurance, out-of-pocket costs often prohibited access to care.

Unemployment and Poverty

Unemployment and the fear of potential job loss also prevented
many participants from seeking medical attention. Several people
cited the inability to take time off from work to attend to their
personal health for fear that it would place their jobs in jeopardy.
With respect to poverty, participants reported poor living condi-
tions (i.e., substandard housing and poor neighborhoods) and
concerns for safety, including the presence of drugs and violence.

Transportation

The lack and cost of transportation were also major issues. Mothers
complained that they had to push baby carriages in inclement
weather in order to make appointments and people reported
getting sick while walking to the doctor’s office, waiting for hours
to catch a bus, and not having money for gas to drive to another
city to see a specialist. People noted the limitations of the public
transportation system including limited schedules and routes.

Culture

Among the African American, Latino and Asian groups, culture – in
varying manifestations – was cited as a barrier to health care. African
Americans, while not confronting language issues, nevertheless cited
poor communication between patients and providers, and also
referenced racism in the form of stereotyping and discrimination.

The lack of cultural competence was mentioned across all three
groups who felt that they could not explain their illness to
providers who, in turn, did not have an understanding of their

needs or beliefs. These experiences led to participants describing
an atmosphere of fear and distrust in their interactions with health-
care providers and other public and private institutions. Hopeless-
ness was also referenced among African Americans and Latinos.

Mental Health, Depression, and Stress

All groups indicated mental
health concerns (identified as
either depression, stress,
refugee trauma, or a combi-
nation of the above). Apart
from the refugee-specific
experience, the mental health
concerns articulated were
often connected to other
socio-economic factors
contributing to poor mental
health. Participants reported
that the current economy has led to unemployment or the fear of
becoming unemployed which, then, in turn, creates additional
stress when they feel they cannot afford to take care of their
health needs. As one young women stated “I worry about my
health and how I am going to pay my bills. This keeps me awake
at night. If I can’t sleep I get sick.” Many people shared a feeling of
hopelessness.

Health Related Information

There was an overriding theme of a need for better and more
information. Basic medical information, information about the
medical system, and less complicated insurance information was
requested.

Social and Cultural Isolation

People living in rural areas, the elderly, Latinos, African Americans,
Brazilians, and Asians all spoke about feelings of isolation.
Brazilians, Latinos, and Asians also spoke about linguistic isolation.
African Americans expressed that they feel isolated as soon as
they leave the church. Asians expressed feeling extremely isolated.
They stated that they felt isolated as soon as they left their homes.

Wellness

When asked “what does wellness mean to you?” Most answered
“a happy family, a safe place to live, a good job, enough healthy
food, a healthy body that does not cause pain when I move, and
good transportation.”
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Themes by Cultural Group

African American

African Americans make up a smaller per-
centage of the total population throughout
the Study Area. Many referenced a feeling
of having their minority status reinforced
on a daily basis. Noted was the lack of
African American cultural resources in the
area accompanied by the lack of African
Americans either as a presence in the
media, in government, or on the streets.
Cultural isolation, racism and providers’
lack of cultural competency were seen as
major barriers to healthcare. Racism and
discrimination in employment and in the

schools were seen as primary issues regarding the social determi-
nants of health. Church was seen as the primary resource for
overcoming barriers. Church was mentioned as a resource
twenty-seven times in the five African American focus groups.

NOTE: The authors of this study have chosen to use the term
African American (versus Black) when referring to the race of
focus group participants and interviewees, as participants
self-identified as African American. In contrast, in the quantitative
sections of the assessment, one will see the term “Black.” This is
the term used by the U.S. Census Bureau and other major data
sources when describing race.

General Population
(focus groups with 5% or less minority participation)

The General Population identified the costs of accessing health
care, transportation, difficulty in reaching doctors, and the need to
take time off from work to attend medical appointments as the
greatest barriers to health care. Participant identified drugs, vio-
lence, commuting long distances and the high school dropout rate
as social determinants affecting health and well being. This group
identified the greatest number of community based, governmental,
and healthcare resources.

Latino

Latino participants identified language (“I know we have to speak
English but it’s very difficult to learn…it’s complicated.”), fear of
discrimination from providers (because of language, or lack of
documentation), lack of transportation, and lack of employment as
major barriers to health care. Social determinants of health were

affected by job loss, job hazards and raids [U.S. Immigration and
Customs Enforcement (ICE)]. They also feared discrimination in
employment, health care and schools. Spanish speaking
community centers were identified as the primary resource for
overcoming barriers.

NOTE: The authors of this study have chosen to use the term
“Latino” (versus Hispanic) when referring to focus group partici-
pants and interviewees, as participants self-identified as Latino (or
by their specific country of origin). Further discussion of the use of
the term Latino is found in the Sociodemographics section of the
main body of this assessment. In contrast, in the quantitative
sections of the assessment, one will see the term “Hispanic.”
This is the term used by the U.S. Census Bureau and other major
data sources.

Asian (Lao and Hmong)

An extreme sense of isolation characterized this group. Newcomer
status, culture, and language barriers contributed to the creation
of ethnic enclaves which separate this community from the
mainstream. Several participants stated that “no one cared about
them” and that there were no institutions that served them.
Language, providers’ lack of cultural understanding and
complications in transitioning from refugee status were seen as
barriers to healthcare. Social determinants of health were
impacted by lack of job safety and unsafe neighborhoods.
Members of this group were also affected by toxins used in their
work in nail salons, laundries, agriculture and factories.

Brazilian

Brazilian participants identified the need to work extremely long
hours and numerous jobs, not having enough time for appoint-
ments, and language as the predominant barriers to accessing
health care. Social determinants of health were impacted by
isolation from families in Brazil, a lack of documentation, and not
having enough money to buy healthy food. The outreach workers
at Community Health Connections were seen as the greatest
resource for this community.

NOTE: This assessment recognizes the challenges of data
collection in regard to the categorization of race and ethnicity. The
authors of this study have chosen to discuss the quantitative input
from the Brazilian community separately from the Latino commu-
nity, while although these groups are often categorized together in
some data sources, in this assessment, Brazilian individuals self
identified as “Brazilian” rather than as Latino. Furthermore, this
study, as noted in the 2007 Gastón Institute report3, recognizes
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the growing Brazilian community in Massachusetts, and in the
region, and views the efforts of this assessment as a part of a
more extensive exploration of the needs of this population.
Furthermore, this study recognizes the limitations of the
quantitative data of describing the Brazilian community as
Brazilian individuals are often undercounted and are inconsistently
categorized in state and national data sources.

Key Findings
The 27 cities and towns that make up North Central Massachusetts
are extremely diverse. While the cities and towns in this report are
combined into one Study Area, they politically fall into separate
counties – Middlesex and Worcester – a reflection of the many
dichotomies that exist in the region. Other distinctions may be
broadly categorized as the differences between urban and rural
settings, Eastern and Western geographies and orientations, and
affluent and economically struggling communities.

Sociodemographics

Overall Study Area Population:

The largest municipalities in the Study Area are the cities of
Leominster (42,120), Fitchburg (40,514), and Gardner (20,995).
The smallest towns are New Braintree (1,090), Oakham (1,892),
and Hardwick (2,655).

• In the beginning of the decade, between 2000 and 2005, the
population of the Study Area saw an increase in population that
was three times that of the Commonwealth overall (3.94%
versus 1.09%).

• Generally, the Study Area population is younger than the
population of the Commonwealth as a whole. In the age category
0-20 years, all reporting regions, with the exception of Clinton
and Gardner, have more people who fall into this category
percentage-wise than the State.

• With respect to households composed of elderly persons aged
65 and older living alone, the State average is 30%. Among the
Study Area cities and towns, the highest percentages in this
category were found in Hardwick (37%), Clinton (34%), and
Gardner and Winchendon (both at 33%). Lowest percentages
were found in Harvard and Bolton (both at 17%).

• Fitchburg, Leominster and Gardner emerged with the highest
percentages of households composed of single females with
children under age 18, at 10%, 8.3% and 8% respectively,
compared to a State rate of 6.5%

• There is a large Limited English Proficient (LEP) population in the
area, most notably of Spanish speakers but also of Hmong, Lao,
and Vietnamese speakers.

Racial/Ethnic Diversity

Parallel to the overall increase in the African American population
seen across the State, the African American population in the
Study Area also saw an increase. However, despite the overall in-
crease, the area remains below the statewide population of 6.0%.
Overall, African Americans made up a smaller percentage of the
total population in each of the reporting areas than they did in the
Commonwealth as a whole. The largest African American commu-
nity in the area is in Fitchburg comprising 4.2% of the population.

Likewise, the Hispanic population in Massachusetts increased from
6.8% to 7.9% during the 2000-2005 period, and, accordingly, so
did the population in the Study Area. Latinos are, in fact, the largest
racial/ethnic minority group in the Study Area, counting more than
twice the State percentage and outnumbering by 2.5 times the
African Americans in the area. Fitchburg has the largest community
(17.2%), followed by Clinton (13.5%), and Leominster (12.9%).

During the 2000-2005 period, the Asian population increased from
4% to 4.8% of the State total. Despite an increase in all the Study
Area cities and towns, Asians continue to be one of the smaller
racial/ethnic minority groups in the area. The exception to this was
Fitchburg, where the Asian population comprised 6% of the total pop-
ulation, surpassing the statewide percentage. The other largest Asian
communities were found in Leominster (3.6%) and Gardner (2.1%).

It should be mentioned that although African Americans are
generally the second largest racial/ethnic minority group in the
Study Area, Asians hold this ranking in Fitchburg, the Gardner Area
Towns, and the JCOH as a whole.

Economics

The financial picture of the region reflects its diversity, with findings
that are replicated in other arenas. Looking at the economic indica-
tors of poverty and income levels firmly establishes the contrast
between the cities and towns in the JCOH service area, who were
in dire financial straits, and the CHNA 9 towns outside of the JCOH.
In particular, Fitchburg, along with Gardner and Leominster, were
cities that emerged as those undergoing extreme financial stress.
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• Fitchburg had the highest percentage of its population living
below 100% of the poverty level at 15%. This represents 1.6
times the State level of 9.3%. Gardner followed with 9.6% and
Leominster at 9.5%.

• Overall, the towns with the lowest percentage of people living
below 100% of the poverty level were Bolton at 1.8%, Oakham
at 1.9% and Harvard at 2%.

• Fitchburg also had the highest percentage of children living
below 100% of the poverty level at 21.1%, 1.8 times the State
level of 11.6%. Gardner and Leominster again followed at 12.8%
and 12% respectively.

• At the other end of the spectrum, the lowest percentage of
children living below 100% of the poverty level were found in
Harvard with 0.7% and Barre, Bolton, and Lancaster all at 1.5%.

• In terms of average per capita income, the lowest average was
found in Fitchburg at $17,256, less than the State average of
$25,952. The highest per capita income was found again
outside the JCOH in Bolton ($42,542), Harvard ($40,867), and
Groton ($33,877).

• Looking at annual family income, it was Fitchburg (19.7%),
Gardner (14.5%) and Leominster (14%) that had the largest
number of families with annual incomes of less than $20,000
compared with the State rate of 11.4%.

• Highest annual family incomes, specified as being over
$100,000, were found in Bolton (58.5%), Harvard (58.2%) and
Groton (43.8%).

Unemployment

• The Study Area overall had an unemployment rate of 10.24% in
June 2010. Fitchburg reported the highest unemployment rate in

the region at 12.6%, 1.4 times higher than the State rate of
9.0%. Gardner (12.1%) and Leominster (11.4%) also experi-
enced high rates of unemployment, as well as Gardner Area
Towns (10.1%) and Clinton (10.0%).

• Both the Rural Eastern Towns at 8.0% and the Rural Western
Towns at 8.5% had unemployment rates below the State
average (9.0%).

• Clearly, the cities and towns of the JCOH have been dispropor-
tionately impacted by the economy and continue to struggle.

Education

• Fitchburg and Gardner reported the highest number of residents
without a high school diploma, at 24.6% and 21.8% respectively.
The State rate is 15.2%.

• The CHNA 9 cities and town less the JCOH cities and towns had
a percentage rate of 10.8% of persons without a high school
diploma overall, and down to 9.5% in the Rural Eastern Towns
and 9.8% in the Fitchburg Area Towns.

• Parallel to this is the percentage of residents with a graduate or
professional degree which is 13.7% in the Commonwealth. Gardner
(5%) and Fitchburg (6.1%) had the lowest rates in this category,
while the Rural Eastern Towns had the highest rates at 16.5%.

• African American students make up a lower percentage in the
Study Area than in the Commonwealth overall (6.0%% versus
8.2%, respectively). Highest percentages of African American
students are found in Fitchburg (6.6%), Leominster (5.8%), and
Ayer (5.4%). As a corollary, all the Study Area school districts
also reported a lower percentage of African American teachers
than the State.

• As with general demographics, Hispanic students are well repre-
sented in the Study Area school systems. While the State percent-
age is 14.3%, there were several Study Area school districts with
larger numbers of Hispanic students: Fitchburg’s student body is
39.4% (or 2.8 times the State percentage), Leominster’s is 23%
(or 1.6 times the State percentage), and Clinton’s is 20.3% (or 1.4
times the State percentage). Montachusett Regional Vocational
Technical School had a 14.5% Hispanic student body.

• Asian students generally mirrored the overall Asian population
throughout the Study Area, although with slightly higher rates.
The Asian student rate in 2008-2009 for the State overall was
5.1%, with a rate of 4.8% for the general population. Fitchburg’s
Asian student rate was 6.1% with 6.0% residents.

• Three Study Area school districts also reported a significant
student body for which English is not their first language.
Compared to the State percentage of 15.4%, Fitchburg reported
that English was not the first language for 29.4% of its students,
with 19.5% of Clinton’s students and 18.2% of Leominster’s
reported the same.
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• In this instance, there was also a correlation between not
speaking English as a first language and Limited English
Proficiency (LEP). Fitchburg reported that 11% of its student
body was LEP as opposed to the statewide percentage of 5.9%.
Leominster and Clinton followed up respectively with 9.6% and
7.8% of LEP students.

• Five school districts within the Study Area had higher percentages
of low-income students in 2008-2009 than the State average of
30.7%: Fitchburg was at 58.8%; Winchendon was at 41.4%;
Clinton was at 41.4%; Gardner was at 40.1%; and Leominster
was at 37.9%.

• In 2008-2009, 25.2% of the students throughout the
Commonwealth qualified for the free lunch program. The same
five school districts reporting highest percentages of low-income
students also reported the highest percentages of students
receiving free lunches: Fitchburg – 49.5%; Winchendon – 32.9%;
Gardner – 32.5%, Clinton – 30.7%; and Leominster – 28.9%.

• Graduation Rates – Gardner reported the lowest graduation rate
of all the school districts not only in the Study Area, but also the
16th lowest in the Commonwealth at 63.8%. The other Study
Area school districts reporting rates lower than the 16th State
rate of 81.2% were Fitchburg at 72%, and Winchendon at 77.9%.

Health Conditions

Mental Health and Substance Abuse

All groups indicated mental health concerns (identified as either
depression, stress, refugee trauma, or a combination of the above
conditions). Apart from the refugee-specific experience, all of the
mental health concerns articulated were also connected to other
socioeconomic factors contributing to poor mental health:

• The current economy has led to unemployment or the fear of
becoming unemployed.

• The cost of healthcare has become prohibitive for some individu-
als who may forgo certain procedures or treatments due to cost.

• For those without health insurance, out-of-pocket costs prohibit
access to care.

All the Study Area communities, with the exception of Clinton, had
higher rates of Suicide Mortality than the State rate of 7 per
100,000. Among the communities with the highest rates were
Gardner at 12.3, the Gardner Area Towns at 10.3 and Leominster
at 9. Additionally, the area also had several communities with
higher rates of hospital discharges for self-inflicted injuries than
the State rate of 44.3 per 100,000. Fitchburg’s rate was the
highest at 87.2, followed by the Fitchburg Area Towns at 64.5,
and Leominster at 57.

While youth overall in Massachusetts had lower rates for depressive
symptoms than youth in the nation, the youth within the Study Area
communities had a greater percentage of depressive symptoms
than the State. Additionally, area youth had higher rates of attempted
suicide than the State (9.4% versus 6.9%). The youth in the Study
Area also had a higher rate of receiving medical treatment as a
result of a suicide attempt than both the State and the U.S.

Most of the Study Area public school districts had a lower rate of
students enrolled in Special Education due to emotional disability
than the State average of 1.4%. However, those with a rate higher
than the State included Gardner (2.6%), Fitchburg (2.2%), and
Berlin (2.1%).

Substance abuse was also a concern noted with frequency among
the focus group participants for both adults and youth. Youth often
linked adult substance use to economic conditions, resulting in
further stress in the family. Generally, high school-aged youth
engaged in alcohol and drug use at higher rates than both the
State and the U.S. It was only in the category of alcohol use that
the State rate was higher than the local rate. Additionally,
Massachusetts adults aged 65 and older generally had higher
rates of alcohol use than the national rate (64% versus 59%), and
higher rates of binge alcohol use (26.2% versus 21%).
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Oral Health

In the last Community Health Assessment of North Central
Massachusetts (printed in 2003), concern regarding the oral
health and availability of dental services was expressed frequently

throughout the qualitative data.
Conversely, in the current study,
concerns about oral health and
the availability of dental services
was noticeably absent in the
data. Of the 160 persons in the
pool of qualitative data, only 4
individuals mentioned oral health
or the access to services as a
major health concern. The
authors of this report assert
that the reason the issue ranked
so much lower in people’s

consciousness and concerns than in past health assessments, is
due to a multi-year effort to address oral health and access to
dental care through the Oral Health Initiative of North Central
Massachusetts. The oral health picture has improved dramatically
as a result and these improvements have been sustained over
time through systemic changes.

In 2002, the Joint Coalition on Health received a multi-year grant
(The Oral Health Initiative) from The Health Foundation of Central
Massachusetts to address access to oral health services for the
underserved. A number of strategies were addressed through the
Oral Health Initiative which include the following:

• Community Health Connections (CHC) Dental Services
Perhaps the single most important systemic change is that
Community Health Connections Family Health Centers opened a
nine-chair dental service in 2003. In 2010 alone, the dental
division of Community Health Connections Family Health Centers
provided care for 12,718 patients with 41,001 visits.

• GHAP Dental Program
GHAP dentists provided 1,200 patient visits (from July, 2002-
June, 2008) in a case-managed program that evolved into and
supported an increase in the number of dentists accepting
MassHealth.

• School-Based Dental Sealant Program
The school-based dental sealant program now called “Caring for
Kids” provides dental screenings, cleanings, fluoride varnish
treatments, and dental sealants to students in grades K-12 who
have difficulty accessing dental care in a traditional setting. The
program has placed over 10,000 sealants since inception and
provided care to more than 1,800 students in 2010 alone.

• Legislative Advocacy
Working collectively with the Central Massachusetts Oral Health
Initiative and the statewide Oral Health Task Force, among others,
the group successfully advocated for changes to the MassHealth
Dental coverage. As a result of these changes, a total of 47 area
dentists were accepting MassHealth by the end of 2008,
compared to none who were publicly accepting it in 2002.

• Dental Hygiene Training Program
The Mount Wachusett Community College Dental Hygiene
program has provided exceptional preventive services for over
800 patients. The program has also increased the supply of
dental hygienists working in North Central Massachusetts.

Birth Rate

Birth rates among racial/ethnic minority groups were higher than
for the White, non-Hispanic population in the Study Area based on
overall demographic representation in the Commonwealth. The
Hispanic birth rate was 1.7 times what would be expected based
on the Hispanic population in the Commonwealth; the Asian birth
rate was 1.5 times the expected rate; and the African-American
birth rate was 1.4 times the expected rate. In contrast, the White,
non-Hispanic birth rate was 84% of the expected rate based on
population.

In births to young mothers, Fitchburg had the highest rates for
births to 15-19 year olds (12.7% compared to the State rate of
6.1%). With percentages also higher than the State rate were
Gardner (10%), Clinton (7.4%), the Gardner Area Towns (7%), and
Leominster (6.8%).

Child Abuse and Neglect

In 2006, Fitchburg and Gardner had the highest child abuse/neglect
rates in the Study Area at 65 cases per 1,000 compared to the
State rate of 35.3. Winchendon and Leominster also had rates
higher than the State at 54.7 and 43, respectively. The verified
child abuse/neglect investigation rate for the Commonwealth was
21. Within the Study Area, Fitchburg and Gardner had the highest
rate of verified investigations at 38.2 and 34.3, respectively.
Winchendon had a rate of 30.3.

Premature Mortality

Several of the Study Area communities had Premature Mortality
Rates higher than the State rate of 304.4 per 100,000. Leading
this trend was Fitchburg at 398.9, followed by Gardner at 374.9.

Cancer

Cancer was listed among the top three health concerns for 75%
of all focus group participants. African Americans, in particular,
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experienced the highest Cancer Mortality Rates in the region com-
pared to the statewide rate of 207 per 100,000 (age-adjusted):
Leominster African Americans had a rate of 738; Fitchburg 629;
and the Rural Eastern Towns 436.

• Lung Cancer Mortality Rate – Many of the Study Area communi-
ties had higher rates than the State rate of 52 per 100,000
(age-adjusted). Among the highest was Gardner at 69, followed
by the Gardner Area Towns at 61, and Clinton at 59.

• Breast Cancer Mortality Rate – Three of the Study Area commu-
nities had higher rates than the State rate of 22 per 100,000
(age-adjusted): The Rural Eastern Towns – 32; Gardner – 28; and
Leominster – 25. While the data for race/ethnicity were too
small for analysis, on a statewide level African Americans had
the highest rate at 30.

Cardiovascular Disease Mortality

Most of the Study Area communities had higher Cardiovascular
Disease Mortality Rates than the statewide rate of 219 per
100,000. The Gardner Area Towns had the highest rate at 318,
followed by Leominster at 263, and the Rural Eastern Towns at
260. In the Rural Eastern Towns, the age-adjusted rate for
African-Americans was noteworthy at 688.

Cerebrovascular Disease Mortality

As with other conditions, most of the Study Area communities had
higher rates of Cerebrovascular Disease Mortality than the State
rate of 36 per 100,000. Leominster had the highest rate at 75,
followed by Fitchburg and the Fitchburg Area Towns, both at 51.

Diabetes

Diabetes was a common healthcare concern identified across all
focus groups. Five of the Study Area communities had rates higher
than the State rate of 16.3 per 100,000: Fitchburg – 29.4;
Leominster – 26.8, and the Rural Eastern Towns – 23.4. Latino
participants in particular expressed concern about diabetes, not
only for family members, but also for themselves since they had
been given a diabetes diagnosis.

Infectious Diseases

• HIV/AIDS – For the 3 year period of 2004-2006, only Fitchburg’s
rate of 274 was higher than the State rate of 246 cases per
100,000.

• Chlamydia – During the same period, the Study Area overall
reported a lower crude incidence rate of Chlamydia than the
State. However, in 2005, Fitchburg and Gardner saw spikes in
their rates, and, in 2006, Leominster, Templeton, and Winchendon
also experienced significant increases in their rates.

Injuries

Violence, in multiple forms, was a
common theme expressed by
many focus group participants.
Looking at the Injury and Poison-
ings Mortality Rate, all the Study
Area communities, with the excep-
tion of the Rural Eastern Towns, had
higher rates than the State rate of 41.3
per 100,000. Gardner’s rate was at 60.8, the
Gardner Area Towns at 53.9, Leominster at 53.8, and Clinton at 53.
While the data were too small for analysis within the Study Area,
African Americans had a high of 53 for a statewide rate.

With regard to Weapons Related Injuries, Fitchburg had 85 injuries
during the 2005-2007 timeframe, compared to 28 each in Gardner
and Leominster, the communities with the next highest rates.

Domestic Violence

Domestic violence (also referred to as intimate partner violence or
IPV) is a serious health issue that arose consistently across the
quantitative and qualitative data in this study. Domestic violence
arose across geographic, socioeconomic and ethnic and racial
groups throughout the study area. Domestic violence is associated
with many social and health issues including but not limited to:
substance abuse; depression; attempted suicide and suicide;
homelessness; teen pregnancy; STDs and HIV; child abuse; sexual
assault; teen dating violence; homicide, and many assorted stress
related illnesses and diseases. (Centers for Disease Control and
Prevention, 2011: (http://www.cdc.gov/ViolencePrevention/inti-
matepartnerviolence/index.html, http://www.cdc.gov/violencepre-
vention/pdf/IPV_factsheet-a.pdf). Domestic violence cuts across all
races, socio-economic classes, religions and education levels, as
well as across the geographic region covered in this study. It occurs
in heterosexual and same sex relationships. While the majority of
victims are women, approximately 10-15% of the victims are men.

One of the challenges facing any data driven report is the lack of
data associated with an issue like domestic violence, particularly at
the local level. Perhaps the most critical data is the information on
child abuse. Research on child abuse and domestic violence
suggests a 50-60% concurrent incident rate of domestic violence
and child abuse (Domestic Violence Awareness Project, 2009:
http://www.nrcdv.org/dvam/about/aboutdv.php). In some
locations in North Central Massachusetts, the rate of child abuse is
almost twice the rate of the Commonwealth. Given that child abuse
rates can be considered as a surrogate marker for domestic
violence, the high rate of child abuse reflected in the data in North
Central Massachusetts would indicate a high rate of domestic
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violence as well. Also included in this report is the Massachusetts
Trial Court Civil Protection Order Registry for 2007 and 2010. This
records the number of permanent protection orders issued by the
six District Courts in North Central Massachusetts. The SAFEPLAN
program, started in the mid 1990s statewide, has advocates in
each of the District Courts in Worcester County. Often, a SAFEPLAN
advocate may be the only person a victim of domestic violence will
ever see given the geography and associated transportation issues.
Data reflecting SAFEPLAN advocate client contacts from 2007 and
2010 is also included in this report.

Smoking

At 15.6%, there were more persons who smoked in the Study
Area than in the Commonwealth overall (13.1%) in the period
2003-2008. Further, the percentage of persons who smoked
across all age groups, with the exception of those 65 years and
older, was higher in the Study Area than in the Commonwealth.
The highest rate, and the largest difference compared to the State
level, was among younger adults, aged 18-34. For this group, the
Study Area rate was 21.8% while the state rate was 15.9%.

Overweight and Obesity

Obesity as a whole is a growing national, statewide, and local issue.
The percentage of obese adults in CHNA 9 for the period of 2001
through 2007 was 22.1%, compared to the statewide rate of 19.4%
for the same period. The percentage of adults who were overweight
or obese was 61.5% as compared to a statewide rate of 55.4%.

For children, the picture is of even greater concern, since we know
from the Centers for Disease Control and Prevention (CDC) that
80% of children ages 10-15 years old who were overweight are
likely to go on to become obese adults by age 25. Nationally, the
CDC has estimated that 17% of children ages 2-19 are obese. For
those aged 2-5, obesity rates increased from 5 to 10.4% over the
period of 1976-1980 to 2007-2008.

The health effects of obesity are numerous, starting with the risk
of diabetes. Diabetes is such a concern because it significantly
increases the chances of having a host of other health problems
such as high blood pressure, high cholesterol, coronary artery
disease, and stroke, among others. For example, a person with
diabetes is more than twice as likely to also have high blood
pressure (59.3% as opposed to 21.4% for a person without
diabetes). Similarly, a person with diabetes is more than three
times more likely to have cardiovascular disease than a person
without diabetes (i.e., 31.3% versus 9.5% respectively).

Diabetes and diabetic conditions requiring hospitalization in the
region’s pediatric population is a serious concern and is reflected
in the quantitative data in the region. Diabetes-related hospitaliza-
tions for children ages 0-19 were significantly higher for CHNA 9
than in the Commonwealth as a whole.

While childhood and adult overweight and obesity are significant
public health issues facing the region, hunger (also referred to as
food insecurity, which has shown to be a predictive factor for
obesity4) is also a prevalent health issue facing the state and the
region. The Project Bread Status Report on Hunger (2010) reports
that the prevalence of hunger has increased dramatically since the
economic crisis of 2008 due to the high rate of unemployment
and expiration of benefits. Based on the U.S. Census Bureau’s
American Community Survey, more than 615,000 people in
Massachusetts were at risk for hunger, representing close to a
20 percent increase from the prior year. The Status Report on
Hunger (2010) notes that “in low income communities, families
with children experience hunger at three times the rate of the rest
of the state…[and that] children are at the greatest risk of poor
health outcomes from hunger.” They cite the importance of robust
state and federal food programs as “critical resources in the
prevention and alleviation of hunger”.

Interventions to address the issue of both adult and childhood
obesity are complex and have been initiated in some areas in the
region through programs such as the Fit in Fitchburg program, the
Off Our Rockers after school program in Gardner and others.
Efforts undertaken have included environmental strategies such as
modifying the built environment to make walking to school or
going to playgrounds more accessible and safe, making school
lunches healthier, supporting more community gardens, offering
incentives for low-income families to purchase fresh fruits and
vegetables, addressing work place health and parent education,
and offering after school nutrition and activity programming.

4 Martin, S. and Ferris, A. Journal of Nutrition Education and Behavior. Volume 39, Issue 1 , Pages 31-36, January 2007.
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Addressing the obesity issue in the current economic climate is a
particularly difficult challenge when so many people are consumed
by concerns that are more immediate. Out of more than 160
focus group or interview participants, only 6 mentioned weight
control as an issue. Conversely, nearly everyone talked about jobs
and the economy.

Primary Care Manageable Hospitalizations

Asthma

Asthma was a common healthcare concern across all focus group
participants in the Study Area, and particularly in the Latino, Lao,
and Hmong communities. During 2004-2006, the State rate for
asthma hospitalizations was 142 per 100,000, while many
communities in the Study Area reported higher rates. Gardner, at
226, and Fitchburg, at 190, had the highest rates in the area.

• By racial/ethnic group, African Americans overall had better
asthma rates within the Study Area than African Americans as a
whole in the Commonwealth. However, the exception to this was
Fitchburg where rates were almost equal.

• Hispanics had a rate of 292 statewide; however, in the Gardner
Area Towns, the rate was 444 and in Fitchburg it was 369.

• By age group, Fitchburg had a higher rate of asthma hospitalization
for children under 5 at 369 than the State rate of 356. Fitchburg
Area Towns and Leominster had higher rates for asthma hospi-
talization for those 65 and older at 455 and 416, respectively,
over the State rate of 252. In the 5-64 year old group, Gardner
had a rate that was double the State’s rate at 203 versus 108.

Angina

Several Study Area communities had higher rates for Angina
Hospitalization from 2004-2006 than the State rate of 16.9 per
100,000. Highest rates were in the Rural Eastern Towns at 30.1,
the Fitchburg Area Towns at 23.8 and Leominster at 21.6. In
addition, several towns in the Study Area had significantly higher
rates than the State: Ayer at 57; Townsend at 50.4; Shirley at
41.9; and Groton at 37.2.

Bacterial Pneumonia

Several Study Area communities had higher rates for Bacterial
Pneumonia Hospitalization than the State rate of 334 per
100,000. Highest rates were in Gardner at 447 and the Rural
Eastern Towns at 423. Several towns in the Study Area also had
remarkably higher rates than the State: Ayer at 711; Pepperell at
541; and Winchendon at 529.

Community Resources and Assets

Across all groups, “community” was identified as a key resource
and source of support. The concept of “community” took many
forms including:

Family

For the African American, Latino, and Asian groups, family was
synonymous with community. Having a strong family that could be
relied on was identified as a strong asset.

Community Centers and Community Organizations

Community-based organizations which provide information and/or
services in a culturally appropriate manner were identified as a key
resource. (This was especially important for Latinos who
expressed concerns about immigration status and documentation.
For such individuals, the community/neighborhood center offered
a safe, secure and, as a result, sole source of assistance.)

Leadership

Community centers or other organizations also provided a source
of leadership, acting as community voice and broker.

Church

For African Americans, church was significant among resources. It
is noteworthy that in the five focus groups held in African American
communities, church was referenced 27 times as a primary
resource.

Community Health Assessment of North Central Massachusetts | Executive Summary | October 2011 13



Healthcare Providers

The availability of resources to address health issues was cited by
the General Population group (“hospitals”), as well as the Latino
group (“Medical Providers/Health Centers”). The Asian group
referenced a culturally-specific resource to address health issues:
the shaman or healer.

Wellness: Community Definitions

All groups identified good health as a sign of wellness, but
most also elaborated this theme with considerations of a happy
family, financial security, transportation, a safe place to live,
and employment.

Focus Group Experience

An unplanned outcome of the focus groups was the reaction of the
participants who, across all groups, felt that the time spent was
valuable. There was a shared general sentiment regarding the
positive aspects of coming together in a comfortable and
welcoming environment where opinions were listened to, shared
and valued. In addition, participants expressed an interest in
further community health-related events.
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Summary
The data presented in this community health assessment demon-
strates that many of the health concerns that residents of North
Central Massachusetts face are considered preventable chronic
diseases (i.e., diseases like Type 2 diabetes that could be
prevented with changes to specific risk factors and health
behaviors, such as poor diet, insufficient physical activity, alcohol
abuse, inadequate sleep, and stress). This indicates that there are
interventions and initiatives that we, as community members and
agencies, can undertake in our own lives and for our clients and
employees which can lead to improved health for our region. The
statewide anti-tobacco campaign undertaken by the Commonwealth
in the early 1990s is an example of how education through mass
media combined with workplace and private business
initiatives, has significantly influenced the health-related behaviors
(i.e., tobacco use) of thousands of Massachusetts residents.

Unfortunately, research has shown that preventable chronic
diseases are greatly impacted and exacerbated not only by
sociodemographics and social determinants (see section on
Health Disparities), but also by economic conditions. In difficult
economic times, such as those we are currently facing, positive

health behavior changes are difficult to initiate and sustain. With
high unemployment rates and reductions in workers’ hours, it is
more difficult for residents to purchase healthy foods, maintain
fitness club memberships, participate in stress-reducing activities,
and afford health insurance premiums – all of which have been
shown to positively impact health and quality of life. Racial and
ethnic minorities bear the additional burden of racism and
language barriers which compound these challenges.

At the same time, research has also shown that preventable
chronic diseases put a strain on the local economy. Costs to
employers from absenteeism are more than twice direct medical
costs incurred by employees through their employer-based health
plans.5 Consequently, we, as a region, must focus on assisting our
families, our clients and our employees to make healthy choices in
their lives. We should learn from successful initiatives like Massa-
chusetts’ anti-tobacco campaign and come together as a commu-
nity with participation from all sectors to improve access not just
to healthcare, but to other basic goods and services which enable
residents to make healthier lifestyle choices. We must make the
case that a healthy community contributes to a healthier economy.

5 Loeppke, Ronald et al “Health and Productivity as a Business Strategy: A Multiemployer Study,” Journal of Occupational and Environmental Medicine, April 2009.
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