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Executive Summary 

Hallmark Health System (HHS) undertook a Community Health Needs Assessment (CHNA) 
between March 2015 and August 2016. The CHNA was conducted using a mixed-methods 
approach in order to form a more robust understanding of the needs and patterns in the 
communities served. The methods used included: two surveys conducted with community and 
internal stakeholders; four community forums held with various sub-populations in the HHS 
communities; and the collection and analysis of secondary quantitative data. These findings 
were then used to prioritize the health concerns. 

Hallmark Health encompasses Melrose-Wakefield Hospital in Melrose and Lawrence Memorial 
Hospital of Medford; Hallmark Health Medical Center in Reading; Hallmark Health Cancer 
Center, Center for Radiation Oncology, and Center for MRI, all in Stoneham; Hallmark Health 
VNA and Hospice; Hallmark Health Medical Associates; Lawrence Memorial/Regis College 
Nursing and Radiography programs; alliances for specialized services including wound care, 
sleep, and bariatric care; and more than 700 affiliated physicians north of Boston. 

HHS has designated nine towns as their community benefits catchment or service area. The 
following six towns represent the core service area: Malden, Medford, Melrose, Reading, 
Stoneham and Wakefield. Three secondary communities are also included: Everett, North 
Reading and Saugus. 

COMMUNITY DEMOGRAPHICS 
The population of the HHS community benefits service area is approximately 302,800 people. 
Compared to Massachusetts as a whole, the area has a smaller Hispanic population; a larger 
population of Asians; a larger foreign-born population; and a population in which fewer 
people speak English at home. 

In the HHS community benefits service area, the household median income is higher ($71,943) 
than in MA as a whole ($67,846). While poverty rates for adults over age 65 are higher in the 
service area (11 percent) than in MA (9 percent), they are lower for children under age 18 (10 
percent versus a MA rate of 15 percent). 

HEALTH PRIORITIES 
The following list of primary health priorities was generated through the 2016 CHNA process, 
based on a synthesis of the qualitative and quantitative data collected and analyzed. 

• Substance use disorder emerged as a major concern among all stakeholders and across
all types of data. The HHS Community Benefits (CB) service area had higher rates than 
the state of alcohol/substance use-related ED (emergency department) visits, and 
opioid-related ED visits, hospitalizations, and mortality. Stakeholders also identified 
substance use as their number one concern in the surveys and community forums. 

• Behavioral health was the second most-frequently identified concern in the stakeholder
surveys and forums. The HHS CB service area had a rate of mental disorder-related 
mortality higher than the state, and six of the nine communities had higher rates of 
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mental disorder related emergency department visits. This priority reflects both chronic 
and age-onset related concerns, and those that are both co-occurring and independent 
of substance use disorders. 

• Cancer was identified as the third key concern by respondents to both stakeholder
surveys. Across the catchment area, the incidence and mortality rate for colorectal 
cancer is higher than the state average. Lung cancer is also the third highest cause of 
death, comparable to the state, but an area of ongoing concern.  

• Cardiovascular disease arose as a concern in the surveys and community forums in the
context of lifestyle contributors such as unhealthy diets, lack of exercise, and obesity. 
Circulatory system diseases are the top cause of mortality, and the third most frequent 
reason for hospitalization.  

• For the HHS community benefits service area as whole, diabetes is the highest cause of
hospitalization, and individual populations, including people over age 65 and youth, also 
have higher rates of hospitalization than the state-wide rates.  

• Infectious diseases, especially emerging diseases, such as Ebola and Zika, were
concerning to survey participants. In multiple towns, there are higher rates of 
prevalence and incidence of HIV/AIDS, and incidence of Hepatitis C, Chlamydia, and TB.  

• Overcoming barriers to accessing healthcare emerged as a common concern in the
stakeholder surveys and forums. Some barriers commonly mentioned included 
language, transportation difficulties, economic insecurity/poverty, housing, and food 
insecurity. Securing and maintaining health care coverage, and assuring availability of a 
health care workforce providing care that reflects cultural, linguistic, sexual orientation 
and gender differences, also remain vital to ensuring full access. 

An important priority for Hallmark Health System is reducing health disparities, and key to that 
is identifying vulnerable populations that are most at risk for experiencing those disparities. 
There was broad consensus that older adults are a vulnerable population. Also identified 
among many stakeholders were immigrants, especially those with limited English language 
skills, and people living in poverty, in particular those experiencing homelessness or housing 
insecurity. Children and families were also mentioned frequently, including challenges for 
young and/or single parents, changing family structures, and the high costs of quality childcare.  

In addition, the following secondary priorities were identified: preventable injuries and 
poisonings; respiratory disease; obesity; violence prevention; and disaster readiness and 
emergency preparation. 

EXISTING RESOURCES AND ASSETS 
The nine towns that make up Hallmark Health System’s Community Benefits service area are 
supported by a number of resources and assets. Stakeholders noted beautiful lakes and parks, 
strong city government and school support and the many collaborations between different 
sectors as some of the greatest strengths of the service area.  Hallmark Health System 
participates in a variety of broad-based community coalitions and initiatives that work towards 
addressing the specific and general health needs in the nine cities and towns.   
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PART 1: Background 

Hallmark Health System (HHS) undertook a Community Health Needs Assessment (CHNA) 
between March 2015 and August 2016. HHS’s goals for the CHNA included: 

• Identifying major health concerns and vulnerable populations in the HHS service area
• Identifying unmet needs and gaps in service
• Gathering recommendations for programs and partnerships to address needs and gaps
• Defining priority focus areas for programming to improve population health
• Identifying opportunities to reduce health disparities

This report provides detailed insight into the health 
status of the nine communities in the HHS community 
benefits service area, the 2016 community health 
priorities, and opportunities for optimizing population 
health improvement. For the purposes of this CHNA, 
population health is defined as the health of HHS’s 
patient panel as well as all others who live in the 
service area communities. 

Hallmark Health System Overview 
Hallmark Health System, Inc. was founded in 1997, 
when four community hospitals in Boston’s northern 
suburbs joined together to form a local nonprofit 
health system—a coordinated approach to providing 
hospital, ambulatory and community-based services 
that were innovative, engaged and committed to improving the health of all who live and work 
in its service area. 

Today, Hallmark Health encompasses Melrose-Wakefield Hospital in Melrose and Lawrence 
Memorial Hospital of Medford; Hallmark Health Medical Center in Reading; Hallmark Health 
Cancer Center, Center for Radiation Oncology, and Center for MRI, all in Stoneham; Hallmark 
Health VNA and Hospice; Hallmark Health Medical Associates; Lawrence Memorial/Regis 
College Nursing and Radiography programs; alliances for specialized services including wound 
care, sleep, and bariatric care; and more than 700 affiliated physicians north of Boston. 

To bring the best specialty care to residents in the region, Hallmark Health is affiliated with: 
Joslin Diabetes Center for diabetes care, with clinical locations at both Melrose-
Wakefield Hospital and Lawrence Memorial Hospital of Medford.
Massachusetts General Hospital for cardiac care, including procedures performed at
the Cardiac & Endovascular Center at Melrose-Wakefield Hospital.

Hallmark Health 
System Community 

Benefits Service 
Area Towns 

¾ Everett
¾ Malden
¾ Medford
¾ Melrose
¾ North Reading
¾ Reading
¾ Saugus
¾ Stoneham
¾ Wakefield
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UMass Memorial Medical Center for ICU care, as one of only 10 Massachusetts
hospitals to offer e-ICU services, at Melrose-Wakefield Hospital.
Tufts Medical Center for neonatology, supporting the Maternal/Child Health program at
Melrose-Wakefield Hospital, including the Special Care Nursery.

The Massachusetts Department of Public Health has designated Melrose-Wakefield Hospital 
and Lawrence Memorial Hospital as Primary Stroke Service hospitals, ready to provide 
emergency diagnostic and therapeutic services 24 hours a day, seven days a week, to acute 
stroke patients. Melrose-Wakefield Hospital is designated a “Baby Friendly” hospital, a 
program of the World Health Organization (WHO) and United Nations Children’s Fund (UNICEF). 
Baby-Friendly birthing facilities create environments for parents and infants to get the best 
start in life from the very start, supporting breastfeeding and best practice infant care 
strategies.  

In April 2014, Hallmark Health achieved MAGNET® status, a reflection of its nursing 
professionalism, teamwork and excellence in patient care. In 2016, the Vermont Oxford 
Network, a national nonprofit collaboration of health professionals working to change the 
landscape of neonatal care, named Melrose-Wakefield Hospital one of only 28 Centers of 
Excellence across the country in Education and Training for Substance-Exposed Infants.   

Hallmark Health’s inpatient and ambulatory clinical services reflect excellence in five key 
service lines: 

Orthopedics and Sports Medicine
Cardiology and Endovascular Medicine
Gastrointestinal Medicine
Maternal and Newborn Medicine
Hematology and Oncology Services

Hallmark Health’s Community Services division oversees programs that impact both medical 
and social determinants of health, supported by a mix of federal, state and private funding. 
These include: 

North Suburban Women, Infants, and Children (WIC) Nutrition Program
Healthy Families Program and Massachusetts Home Visiting Initiative
North Suburban Child and Family Resource Network
Dutton Adult Day Health Center
Aging in Balance Elder Outreach
Community Health Education
Lifeline Program
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Contributors / Collaborating Organizations 
To conduct this CHNA, Hallmark Health System Community Benefits staff primarily partnered 
with the Institute for Community Health (ICH), a nationally recognized organization in Malden, 
Massachusetts focused on health status improvement through community-based participatory 
evaluation, assessment, research, strategic planning and training. ICH’s role was to lead the 
needs assessment process, including collecting, analyzing and reporting on the data.  

The Hallmark Health System Community 
Benefits Advisory Council, comprised of 
community representatives and community 
stakeholders as well as HHS leadership, also 
played a critical role in guiding the CHNA 
process, reviewing preliminary data, providing 
feedback, and participating in the prioritization 
process. ICH staff gave three presentations to 

the Advisory Council to garner and incorporate feedback as the CHNA process was in progress. 

Various consultants and advisors with public health expertise and local community 
knowledge were brought in as needed throughout the CHNA process, and input was also 
incorporated from Hallmark Health System’s Community Teams leadership, Hallmark Health 
Diversity Committee, Perinatal Advisory Council, and HHS department-level committees for 
OB/GYN, pediatrics, stroke, and behavioral health issues.  

Broad representation of community interests was also achieved through the incorporation of 
community resident and community stakeholder input as key components of the assessment, 
through four community forums held in 2015 and 2016 and two stakeholder surveys conducted 
in late spring/early summer 2016.  Two of the forums were conducted in the World Café style in 
order to make them accessible to people with diverse backgrounds, including different primary 
languages. Please see Appendix A for a complete list of collaborators. 
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PART 2: Methods 

Community health is determined by a variety of factors, including conditions within our social 
and physical environment such as poverty, educational attainment, immigration status, social 
support, neighborhood safety, and access to healthy foods, spaces, and healthcare. Many of 

these factors affect our health risks, 
outcomes, and overall quality of life, 
and contribute to disparities across a 
multitude of health issues in our 
communities, ranging from cancer 
and cardiovascular health to 
substance abuse and mental health. 
As such, in assessing community 
health, it is important to examine not 
only traditional health indicators but 
also a variety of social factors that 
contribute to health disparities. 

Mixed-Methods Approach 
This assessment, conducted in 2016, involved 
a mixed-methods approach that included the 
examination of a variety of health topic areas 
and social factors across the HHS service area. 
The assessment was conducted utilizing a 
combination of primary data collected from 
community stakeholders and community 
residents through community forums and 
surveys, as well as existing secondary data. 
There were three main components, detailed 
below: 1) secondary data review; 2) four 
community forums held with residents and 
stakeholders from the service area; and 3) two 
surveys conducted with community and 
internal stakeholders. The data was then 
triangulated in order to form a more robust understanding of the needs and patterns in the 
communities. Finally, these findings were used in a process of prioritization of the health 
concerns, described more fully in section 5.  

Community 
Health Poverty levels 

Education 
levels 

Neighborhood 
safety 

Immigration 
status 

Social support 

Healthcare 
Access 

Access to 
healthy foods 

Stakeholder 
Surveys 

Community 
forums 

Secondary 
Data 

Analysis 
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Secondary Data Review 
Below is a brief overview of the methods used by the Institute for Community Health to 
conduct the secondary/community data review for this community needs assessment process. 
This review resulted in the creation of community data profiles for the service area as a whole 
and for each of the nine towns. 

Indicators Reviewed  
Data indicators reviewed for each community include demographic 
and socioeconomic indicators such as total population, gender, age, 
race/ethnicity, and country of origin, as well as educational 
attainment, income, poverty, unemployment and crime rates. Public 
school enrollment and graduation rates (including race/ethnicity 
and special populations) were examined by community and for the 
full HHS service area. Youth risk behaviors related to self-reported 
substance use, sexual activity, and mental health amongst public 
high school students were also examined using local Youth Risk 
Behavior Survey (YRBS) or Communities that Care Survey data for 
those communities that collected such data and made it available 
publicly. Health outcomes were examined for each community and 
for the HHS service area and in comparison to the state of Massachusetts. These included 
cancer incidence and mortality; emergency department (ED), hospitalizations and mortality for 
cardiovascular and diabetes; infectious disease prevalence and incidence, injury related 
hospitalizations, mental health related hospitalizations and mortality, mother and infant health 
indicators, premature mortality, respiratory health hospitalizations and ED visits, substance 
abuse related ED visits and mortality, top causes of death, and top causes of hospitalization.  

Note that data for the HHS service area reflects data for the entire population of all nine towns, 
not just those individuals who receive care from Hallmark Health System. This includes 
residents of the nine towns that receive medical care from practitioners outside the catchment 
area (such as in Boston), as well as from other regional providers, including Lahey Health and 
Cambridge Health Alliance, free care programs such as The Sharewood Project, and physician 
practices and urgent care facilities operated locally by Caregroup, Children’s Hospital Boston, 
and for profit entities. 

Secondary Data Analysis 

Data were examined by comparing each community and the HHS service area as whole to the 
state of Massachusetts.  Percent differences were calculated for each indicator and those with 
a percent difference of +5% or more (e.g. 5% or higher mortality) were flagged for discussion. 
These comparisons to the state provide the community and stakeholders some perspective as 
to how the community is doing relative to the state (which is normally used as the standard for 
benchmarking).   
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Data were also examined within each community and 
for the HHS service area. The leading causes of death 
and hospitalizations were ranked. This review of counts 
and rates within the community and service area enable 
the community and stakeholders to understand the 
magnitude of a health condition at the community level, 
regardless of whether it differs from the state average 
or not.   

Other Local Secondary Data 
Other local secondary data included food insecurity data provided by the Greater Boston Food 
Bank and a review of 2010-15 opioid overdose related death certificate data from the Mystic 
Valley Public Health Coalition’s MA Opioid Abuse Prevention Collaborative (MOAPC) grant. 

For a complete list of indicators and data sources, please see Appendix B. 

Primary Data Collection 
Original data was collected for this assessment through community forums and community and 
internal stakeholder surveys. 

Community Forums 
Two Community Conversation Events were held in 2015. Participants were first shown a 
presentation about the HHS Community Benefits Department, and then participated in 
discussions in the World Café format. Both evening events 
took place at Lawrence Memorial Hospital of Medford. 

The first event, held March 3, 2015, was hosted by the North 
Suburban Child and Family Resource Network (NSCFRN), a 
program of the Wakefield Public Schools and the Community 
Service Division of Hallmark Health. The 33 participants 
represented early childhood service providers, community-
based organizations and parents. The purpose of the forum 
was two-fold:  to conduct a participatory assessment of both 
needs and health impacts on families and children birth to 
age 12; and to inform the NSCFRN of current program 
strengths, needs, and possibilities for future programming 
across an expanded service area.  

The second event, held August 19, 2015, recruited participants from the wider community, with 
an emphasis on reaching those served by HHS community benefits programs, including the 
Mobile Market, as well as by local community-based agencies.  Recruitment targeted the nine 
towns in the community benefits catchment area. Each table discussed five questions 
addressing their communities’ health needs, existing health programs, the programs that they 
would like to see, what they would like HHS to know about their communities, and whether 

Data were examined by 
comparing each 

community and the HHS 
service area as whole to 

the state of 
Massachusetts 
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the event gave them a better understanding of HHS. Facilitators at each table led these 
discussions and interpreters translated questions and responses for the Haitian-speaking 
participants, as needed. 
Additionally, two forums were held in May 2016 at Melrose-Wakefield Hospital with a total of 
21 participants. At these events, participants reviewed the community data presented in this 

report and had the opportunity to vote on various questions 
related to health concerns in their communities and their 
impressions of the services provided by HHS. A 
conversation was facilitated afterwards on these same 
themes. 

For community forum reports, see Appendices C and D. 

Community Stakeholder Survey 
Community stakeholder surveys were sent by Hallmark 
Health System staff via Survey Monkey to 20 individuals 
selected by HHS as key stakeholders. (See full text of survey 
in Appendix E). Stakeholders each represented one or more 
of the communities in HHS’s 9 town community benefits 
service area. A total of 13 stakeholders provided useable 
responses.  

Respondents were instructed that they could pass the survey along to someone else in their 
agency if they did not think they were the best person to answer the questions. They were also 
instructed to be honest with their answers, and to skip questions that they were unable to 
answer. Respondents were told that the Institute for Community Health would be reviewing 
and analyzing their responses, and that no names or identifying information will be included in 
any reports. 

The respondents consisted of three people who reported their job titles as either CEO or 
Executive Director, seven people who are directors or managers, and three other public health 
workers. Respondents were asked to report which communities they were able to provide 
information about. Five respondents only chose one of the communities, four reported that 
they were most familiar with the service area as a whole, and five chose two or more 
communities. (The visual above shows the number of respondents who reported familiarity 
with each specific community or the entire region.) 

The survey responses were then analyzed by ICH staff. Quantitative answers were tabulated 
and used for comparison. Qualitative answers were analyzed using content analysis techniques, 
and a report detailing the findings was submitted to HHS. See Appendix F for the full report. 

HHS Internal Stakeholder Survey 
An additional survey with primarily closed-ended questions was conducted to seek additional 

Community 
Stakeholder Survey: 

Number of 
respondents per 

community 
Everett - 4 
Malden - 4 
Medford - 1 
Melrose - 2 
North Reading - 2 
Reading - 4 
Saugus - 1 
Stoneham - 3 
Wakefield - 3 
Most familiar with the 
region as a whole - 4 



Community Health Needs Assessment

2016 

13 

input from HHS employees already engaged in community-based activities or 
diversity/inclusion efforts on behalf of the health system. Forty-four unique surveys were 
emailed to two distinct employee cohorts; thirteen total 
surveys were completed and returned. Eight participants 
reported being part of community teams, and five were 
members of the HHS diversity committee. Of the 
communities in the service area, most participants 
reported familiarity with the region as a whole (5), 
Melrose (4), and Wakefield (3). Two people each 
reported working with Stoneham and Reading/North 
Reading, one respondent was most focused on each of 
Medford and Everett/Malden, and  
no participant worked primarily in Saugus. 

See Appendix G for the full text of the Internal Stakeholder survey and Appendix H for full 
survey results. 

Limitations 
This assessment purposefully incorporated a variety of different types of data sources to allow 
for triangulation between them, thereby enhancing the strength and quality of the findings; 
however it should be noted that limitations exist, and are inherent to any needs assessment 
process. 

Secondary Data Review 
The Institute for Community Health strove to include all available data in the secondary data 
review process.  Data may have been limited by the unavailability of some important topic 
areas related to health (e.g. violence) and data may not be current due to analysis and 
reporting lags at MA DPH (see Appendix B for most recent years available by indicator). Also, 
with respect to YRBS and Communities that Care data on youth risk behaviors, while 
information was publicly available for the majority of communities, not all towns participate in 
using this assessment tool. 

Stakeholder Surveys and Community Forums 
The survey and forum data described here represent only the perspectives of the individuals 
and agencies who participated, and do not necessarily represent or provide a complete picture 
of community needs, assets, or perspectives on HHS in each community. These results 
therefore cannot necessarily be generalized to the HHS CB service area as a whole, or to any 
particular towns within the service area. 
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PART 3: Description of Hallmark Health System Community Benefits Service Area 

The HHS community benefits (CB) nine-community catchment or service area covers 71.7 
square miles, with a total population of 302,797. Size and population density vary by 
community, with Malden and Medford having the largest populations at 60,309 and 56,981 
respectively, and North Reading the smallest, at 15,249. Malden is the most densely populated 
community at 11,788 people per square mile, and North Reading the least densely populated at 
1,103 people per square mile. 

Definition of Communities Served & How They 
were Determined  

The HHS community benefits service area consists 
of 6 core communities: Malden, Medford, Melrose, 
Reading, Stoneham and Wakefield. It also consists 
of 3 secondary communities: Everett, North 
Reading, and Saugus.  The core communities are so 
designated because HHS has actual physical clinical 
facilities in those communities. Secondary 
communities are so called because HHS does not 
have a physical presence in these communities, but 
does actively collaborate with other organizations 
to provide services as well as work on coordinated 
responses regionally inclusive of these cities and 
towns. 

Demographics 
The population of the CB service area is approximately 302,800 people. Compared to 
Massachusetts as a whole, the area has a smaller Hispanic population (8 percent, compared to 
10 percent in MA); a larger population of Asians (9 percent vs. 6 percent) and slightly larger of 
Blacks/African-Americans (7 percent vs. 6 percent); a larger foreign-born population (23 
percent compared to 15 percent); and a population in which fewer people speak English at 
home (71 percent compared to 78 percent).  

In the HHS CB service area, the household median income is higher ($71,943) than in MA as a 
whole ($67,846). While poverty rates for adults over age 65 are higher in the service area (11 
percent) than in MA (9 percent), they are lower for children under age 18 (10 percent versus a 
MA rate of 15 percent). 

  
   H  HS Community Benefits Core Communities 
   H  HS CB Secondary Communities 
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Race/Ethnicity: The HHS CB service area has a slightly higher proportion of the population 
identifying as Asian or Black/African-American and slightly lower identifying as Hispanic 
compared to Massachusetts as a whole. However, breaking it down by community, more 
variation is observed. Wakefield and Stoneham both have very high proportions identifying as 
White (non-Hispanic): 93% and 92%, respectively, compared to a state wide rate of 75%. 
Malden has the highest rate of people describing themselves as Asian (24%, compared to a MA 
rate of 6%), and Everett has the highest rates of people identifying as Hispanic (21%, versus the 
MA rate of 10%) and Black/African-American (16%, versus a MA rate of 6%), see chart 1 below. 

Chart 1: Race/Ethnicity Distribution 
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Foreign-born residents: The HHS CB service area also has a higher population of foreign-born 
residents compared to the state of Massachusetts as a whole: 23% compared to 15% 
statewide. Within the service area, the rates vary from a high of 42% in Malden to a low of 7% 
in Wakefield (see chart 2). Distributions for other towns are in each of the community profiles 
(see Appendix J). 
 
Chart 2: Nativity of Residents of HHS Service Area and MA 
 

 

 
Source: US Census Bureau, ACS 2010-2015  
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Income and Poverty in Service Area: In the CB service area as a whole, overall poverty rates 
are comparable to those of Massachusetts. Rates of children under age 18 living in poverty are 
lower than state-wide rates (10% compared to 15% statewide). However, the rate of older 
adults (over age 65) in poverty is higher (11% compared to 9% statewide). Further, there is 
significant variation within the service area. Malden contains the highest rates of poverty, with 
21% of children and 18% of older adults living in poverty. Reading and Stoneham contain the 
lowest rates: only 4% of Stoneham older adults live in poverty, and only 2% of Reading children 
live in poverty, see chart 3 below. 

Chart 3: Poverty Rate by Subgroup 

Income levels in the CB service area exhibit wide variation. Although the total service area has a 
higher median income than the state ($71,943 versus $67,846 statewide), this conceals 
variations between a high median income of $112,419 in North Reading and a low of $51,056 in 
Everett, see chart 4 below. It is also important to note that low poverty rates do not preclude 
poverty-related challenges among individuals or families living in more affluent communities. 
This has been noted qualitatively especially among vulnerable populations, including elder 
homeowners and single parent households.  
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Chart 4: Median Household Income for HHS Service Area and Communities 

Crime: Crime is a concern in some parts of the CB service area, although in general, most 
communities have significantly lower rates of both violent crime and property crime than the 
state as a whole.1  Malden was the only community with a violent crime rate higher than 
Massachusetts: it has a rate of 462.2 per 100,000, compared to the MA statewide rate of 405.5 
per 100,000. The community with the lowest rate of violent crime was Reading, with a rate of 
just 39.6, followed by North Reading, with a rate of 98.8, both per 100,000 residents. Property 
crime followed a similar pattern. Everett was the only community with a rate higher than that 
of the state, with a rate of 2321.3 per 100,000 (compared to the statewide rate of 2153.0). The 
lowest rates of property crimes were again Reading and North Reading, with rates of 749.3 and 
974.8 per 100,000 residents, respectively. 

Educational attainment: The HHS CB service area as a whole has educational attainment rates 
that are quite close to Massachusetts as a whole. However, the individual communities 
present more variation (see charts 5 and 6). Everett and Malden have higher rates of people 
with less than a high school degree. These two communities plus Saugus and Stoneham also 
have higher rates of people with just a high school diploma. On the other end of the scale, 
Medford, Melrose, North Reading, and Wakefield have high rates of people with a bachelor’s 
degree, and Medford, Melrose and Reading have high rates of people with a graduate or 
advanced degree.  
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Charts 5 and 6: Educational Attainment of HHS Service Area Residents 
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Unemployment: In the HHS service area, unemployment is consistent with the Massachusetts 
rate. Although the overall HHS service area rate of unemployment is unavailable, the highest 
rate, in Everett, matches the overall Massachusetts rate (5.7%), while the lowest rate, in 
Reading, is 4.2% (see table 1, below). Data for the other towns are included in each community 
profile (see Appendix J). 

Table 1: Unemployment Rates 
for selected HHS Communities 

HHS 
Community Percent (%) 

Everett 5.7 
Malden 5.3 
Reading 4.2 
Saugus 5.3 
Stoneham 5 
MA overall 5.7 

      Source: US Dept. of Labor Bureau of Labor and Statistics, Local Unemployment Statistics, 2014 

Public School and Youth Indicators: Compared with the state of Massachusetts, the public 
schools in the overall CB service area have a slightly lower proportion of Hispanic students 
enrolled (16% versus 19% statewide), a slightly higher proportion of Black/African American 
students (10% versus 9%), and a slightly higher proportion of Asian students (8% versus 7%). 

Certain special populations pose educational challenges to schools: in the HHS CB service area, 
three communities (Everett, 59%; Malden, 50%; Medford, 25%) have higher rates of students 
whose first language is not English. Only Malden and Everett have higher rates than 
Massachusetts of students with limited English proficiency or English Language Learners (19% 
and 16%, respectively) (see chart 7 below).  

The rate of students with disabilities is fairly consistent across the service area: the community 
with the highest rate is Stoneham, with 19%, and the lowest rates are in Everett, Melrose, and 
Saugus, all with 15% (compared to Massachusetts rate of 17%). The percentage of students 
from low income families varies from a high rate in Everett of 42% to a low in North Reading 
and Reading of 7%. Distributions for other towns are in each of the community profiles (see 
Appendix J). 



                      
                 

Community Health Needs Assessment                                                
2016 

 

 

21  
 

Chart 7: Percent First Language Not English and English Language Learners Students Enrolled 
in HHS Service Area’s Public Schools, 2015 – 2016 
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The high school 4-year graduation and drop-out rates in the overall CB service area are close 
to the rates of the state as a whole. Variation within the service area ranges from a graduation 
rate high of 96%, in Melrose and North Reading, to a low of 79% and 80% in Everett and 
Malden, respectively. Dropout rates range from a high of 10% in Everett to a low of 1 percent in 
Melrose, Reading, and Stoneham. See chart 8 below.  

Chart 8:  High School Graduation and Drop-Out Rates 
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Top Causes of Hospitalization and Death 
The top causes of hospitalization are listed below in Table 2. These rates do not vary 
appreciably from the state-wide rates (see Appendix J). The individual communities generally 
show similar causes in the same order. The only exceptions were in Everett, Malden, and 
Wakefield, where the fifth highest cause of hospitalization was mental health disorders rather 
than respiratory-related; and in Melrose, North Reading and Reading, where diabetes ranked 
second and chronic obstructive pulmonary disease (COPD) ranked first. 

Table 2: HHS SERVICE AREA Top 5 Causes of Hospitalization 
(n= 122,865) 

# % of Hospitalizations 

1. Diabetes mellitus related 20,465 16.70% 
2. Chronic obstructive pulmonary
disease, all related 20,026 16.30% 

3. Circulatory system diseases, all 16,673 13.60% 

4. Digestive system diseases, all 11,820 9.60% 
5. Respiratory, pneumonia and
influenza related 8,974 7.30% 

Source: MASSCHIP, hospitalizations from Uniform Hospital Discharge Data System, 2010-2012 

The top causes of death are listed below in Table 3. There is one minor difference in service 
area rates compared to statewide rates: the fifth most-frequent cause of death statewide is 
digestive system diseases (3.7% of MA deaths) rather than genitourinary diseases. The patterns 
of the service area as a whole do not vary appreciably compared to the individual communities. 
In general, the same causes are ranked in the same order; with the exception that in Everett, 
Malden, Reading, and Saugus, digestive system diseases ranked fifth, comparable to the state 
as a whole. 

Table 3: HHS SERVICE AREA Top 5 Causes of Death 
(n= 7,787) 

# % of Deaths 

1. Circulatory system disease, all 2,188 28.10% 
2. Mental disorders 769 9.90% 
3. Lung cancer 574 7.40% 
4. Chronic lower respiratory
diseases 364 4.70% 
5. Genitourinary disease, all 290 3.70% 

Source: MASSCHIP, death data from Registry of Vital Records and Statistics, 2010-2012 
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PART 4: 2013 HHS CHNA Priorities and the Impact of Actions Taken to Address Them 

In 2013, HHS’s CHNA identified the following priorities: 

• 2013 Primary Priorities
o Behavioral Health and Substance Use
o Cancer
o Cardiovascular Disease
o Obesity and Diabetes
o Access to Care, especially for the uninsured and underinsured
o Vulnerable Populations, especially women and young children

• 2013 Secondary Priorities
o Infectious diseases, including tuberculosis
o Injury prevention, especially falls and orthopedic injury
o Respiratory disease, including asthma
o Sexual assault/domestic violence prevention
o Disaster readiness and emergency preparation

HHS Community Benefits Accomplishments Addressing 2013 Priorities 
To systematically address the identified primary and secondary priorities in the most recent 
(2013) CHNA, collaboration in the community was defined as the first integral component, 
assisting the organization in identifying and understanding current efforts to address 
community needs, allowing  for sharing of resources and innovations, and preventing 
duplication of services.  From this understanding of assets and resources, Hallmark Health 
developed a comprehensive multi-year implementation plan to define the efforts the hospital 
would undertake around the identified priorities in its catchment area. 

The 2014-2016 Community Benefits Implementation Plan (CBIP) served to define a 3-year 
range of programs undertaken by Hallmark Health to provide where possible evidence-based 
interventions around the CHNA identified health priorities. These efforts were designed to 
reach both targeted populations and geographic areas, and in other cases, the community-at-
large.  In many instances, the CBIP programs aligned closely with core service lines of Hallmark 
Health, while also addressing identified needs of disadvantaged populations. Programs also 
addressed statewide health priorities and identified health needs of these groups in the local 
community.  The CBIP also reflected the need to streamline services to best align limited 
resources and take into account the available services and offerings of other institutions, 
including proximity to tertiary medical centers in Boston, community based health systems 
(such as Lahey Health including Winchester Hospital), safety net hospital systems (Cambridge 
Health Alliance), federally qualified health centers (East Boston Neighborhood Health Center) 
and other providers offering services in the region.  

As required by IRS guidelines, the CBIP included a list of programs developed to address the 
needs identified, including the goals and measures for the programs and the overall budget for 
implementation. In addition to being periodically amended, the inventory of programs and 
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services was available to the community, and all projects identified by the Plan were ultimately 
approved collectively by the hospital’s governing body.   
 
Some of the largest community benefits programs addressed the needs of families at risk, and 
assisted cultural and linguistic minorities living with chronic illness, such as residents 
diagnosed with tuberculosis or underserved cultural and linguistic populations engaged through 
the Asian Elder Diabetes Health Project in Malden.  As new health needs emerged, or were 
identified as critical within the catchment area, the CBIP was amended to add programs that 
addressed these needs.  Other programs that benefit the community, but are either not 
delineated in the Attorney General’s Community Benefits Guidelines, or allowable under 
federal regulations, are not formally included in the CBIP or reported annually to either the MA 
Attorney General or as part of the IRS Form 990 filing.  
 
Overall, the CBIP addressed strategies and supported efforts to engage the identified primary 
and secondary priorities through these activities:  
• Supporting membership and leadership activities on boards of local coalitions that align 

with the Community Benefits Plan, such as board level membership on the Melrose 
Alliance Against Violence (MAAV), Medford Health Matters, and others as appropriate.   

• Subsidizing rent and utilities in-kind for key community partners such as Portal to Hope, 
Inc.  Programs receiving this support must be not-for-profit agencies closely aligned with 
Hallmark Health Community Benefits programs.   

• Offering meeting space to community agencies (in-kind) that supported the Hallmark 
Health Community Benefits Plan, such as for Alcoholics/Overeaters Anonymous 
meetings, blood donation drives, the Massachusetts PTA Association, and others 

• Supporting ongoing outreach activities to identify new or previously unknown 
community agencies that support Community Benefits target populations, especially 
grass roots and faith-based organizations. During the period covered by the CBIP, this 
included support for the Haitian-American population in the service area, and the 
country of Haiti, based on assessed need and available resources. 

• Through its Community Teams, providing significant outreach and support to 
community events and programs in the catchment area.   

• Reaching out to other local health care systems to explore ways to work collaboratively, 
in an attempt to avoid unnecessary duplication of services.  

• Regularly participating at Community Health Network Area meetings in Region 15,and 
maintaining a leadership role for Region 16   

• Devoting Community Services and HHS Financial Management staff time to document 
value, monitor, and measure impact of programs and services to Hallmark Health 
communities, or to develop tools that will enable such evaluation in the future. 

• Identifying and securing resources as appropriate to fund community benefits 
programs; this includes grant writing, securing restricted donations, and fundraising.    

• Sponsoring professional memberships as appropriate, such as to the Association for 
Community Health Improvement (ACHI). 
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Strategies implemented to address 2013 primary priorities: 

Behavioral Health and Substance Use 
Target population: Residents managing behavioral health issues and substance use including 
depression, anxiety, co-occurring substance use disorders, and serious and persistent mental 
illness. This included a focus on access to care issues, integration of behavioral health and 
primary care, preventive mental health, and a particular emphasis on geriatric populations and 
their families/caregivers. 

Cancer 
Target population: Residents at risk for developing cancer or being treated for cancer, with a 
focus on lung cancer, colorectal cancer, oral, head and neck cancer, breast cancer, and skin 
cancer. Efforts focused primarily on screening and prevention efforts to support early detection 
and treatment of key cancers, as well as reduction of known cancer risk factors, such as tobacco 
use.  

Cardiovascular Disease 
Target populations: Residents at risk for developing cardiovascular disease or those 
experiencing health issues due to undiagnosed or poorly understood risks, including those at 
risk for developing Congestive Heart Failure (CHF) or for suffering a stroke; men, women, and 
children with weight management issues, with a specific focus on obesity prevention for adults 
and children; community members at risk for developing diabetes or with diabetes 
management issues. Efforts focused on screening and education, including targeted 
interventions to reach high-risk cultural and linguistic groups impacted by chronic disease.  

Access to Care 
Target population: Residents needing access to healthcare, especially focused on uninsured or 
underserved residents of our core communities.  This included the recruitment, education, and 
training of nurses, physicians, other practitioners, and community volunteers needed to care 
for these populations, as well as direct efforts to increase individuals receiving and maintaining 
health insurance coverage. Support for initiatives promoting increased diversity and inclusion 
were also key components of addressing this priority.  

Vulnerable Populations 
Target population: Residents including elders and families with children and/or adolescents at 
additional risk due to poverty, isolation, language or cultural barriers, domestic violence, access 
to care issues, or lack of skills to navigate the health care system, lack of early prenatal care or 
those in need of developing parenting skills. Efforts focused both on continued management of 
government-based assistance programs serving expectant and postpartum mothers as well as 
young families through the first five years of life, such as WIC and Healthy Families, and 
innovations to address specific social determinants and disparities. Efforts to address elder 
related issues included programmatic supports, such as adult day health services, as well as 
evidence-based outreach efforts at key elder housing and community center sites in the region. 
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Strategies implemented to address 2013 secondary priorities: 

Infectious Diseases 
Target population: Residents impacted by infectious disease such as Tuberculosis; especially 
those residing in Everett, Malden, and Medford. Efforts also supported public health initiatives 
related to infectious disease, as well as maintaining clinic-based support around TB in 
collaboration with area public health nurses. 

Injury Prevention (especially falls and orthopedic injury) 
Target population:  Residents, including men, women and children, at risk for developing bone 
and joint injuries or disease with a focus on injury prevention for all ages; specifically falls 
prevention, arthritis and osteoporosis prevention and detection, and prevention of sports 
injuries, including head injury in youth. Efforts focused on screening and ongoing education 
programs designed to more quickly identify and reduce risk of injury in both youth and older 
adult populations.  

Respiratory Disease (including asthma) 
Target population: Residents living with respiratory conditions, such as Chronic Obstructive 
Pulmonary Disease (COPD) or Asthma.  Efforts included the provision of patient education and 
support group opportunities for individuals living with respiratory illness, as well as referrals to 
other community-based providers or services with more established as appropriate. 

Sexual Assault/Domestic Violence Prevention 
Target population: Community-wide. Support of various initiatives seeking to prevent sexual 
assault, and intimate partner violence, defined as patterns of coercive controlling behaviors 
wherein one person exercises control over another in an intimate relationship. Efforts included 
support and collaboration with local coalitions, and provision of space and other resources for 
support groups and other activities.  

Disaster Readiness and Emergency Preparation 
Target population: Community-wide. Proactive leadership in support of regional preparedness 
in the event of natural disasters and unexpected emergencies.  Efforts focused on leadership 
engagement at both local and regional Emergency Management Services, as well as 
preparedness drills and resources above and beyond licensed requirements to support public 
safety and awareness of known and emerging health and safety threats and concerns.  An 
emphasis on coordination between the health system’s home care and physician practice 
owned entities, local government agencies and health departments, and other local community 
service providers also made up key aspects of these efforts.  
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Stakeholder Opinion on Effectiveness in Addressing Priorities 
Participants in the internal stakeholder survey were asked to what extent they agreed that HHS 
has been effective in addressing the priorities in the last three years. Their answers indicated 
that they were generally aware of and satisfied with HHS’s efforts to address these priorities. 
There was some variation by issue, however. Overall, participants felt that HHS was more 
effectively addressing the primary than the secondary priorities: as one participant wrote, “I 
think HHS works hard to improve health outcomes in our primary priorities. I think we do less of a job on 
our secondary priorities. However, I think some of the secondary priorities are very specific to particular 
populations”.  
 
Satisfaction was highest for efforts to address cancer and behavioral health, closely followed 
by obesity/diabetes. Among secondary priorities, satisfaction was highest for HHS’s 
effectiveness in addressing sexual assault / domestic violence prevention, and lowest for 
disaster preparedness. 
 
Participants in the community stakeholder survey were asked about HHS’s effectiveness in 
addressing the priorities overall. Of the 9 participants who answered the question, 4 found 
HHS’s work to be very effective, and 5 found it to be effective. No participant found it to be 
slightly effective or not effective. 
 
An unexpected outcome of data collection for several existing Hallmark Health initiatives, based 
on the community stakeholder survey data, was lack of knowledge of and challenges in  
forming clear opinions on the effectiveness of interventions and programs. The survey 
participants were unaware in some cases that an initiative was being undertaken, or aware of 
an initiative, but unaware it was an identified Hallmark Health Community Benefits program or 
activity. There were a number of specific and unique factors that contribute to this awareness 
gap during the 2016 evaluation process. In several communities, the identified stakeholder was 
either new to their position and had yet to collaborate formally with Hallmark Health, or in 
working with specialized or targeted populations, had no reason or need to review and 
understand the full scope of programs and services Hallmark Health engages in. These factors 
will be clearly addressed during the planning and creation of the 2017-19 Implementation Plan. 
 
Further, in the community forum held on May 24, participants were asked to vote on the 
following questions: “Do you think these and/or other HHS programs to address these primary 
priorities have been effective or impactful in your community?”; and “Do you think these 
and/or other HHS programs to address these secondary priorities have been effective or 
impactful in your community?” One hundred percent of participants answered yes to both 
questions.  
 
A key factor in evaluating interventions is the consideration of existing infrastructure and 
programming within the service area or state-wide that addresses the primary and secondary 
priorities, including prevention efforts at the primary, secondary, and tertiary level that in some 
cases are already well established in these communities. Established prevention strategies that 
are highly effective can have the unintended consequence of demonstrating a lower need 
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around a priority in a community, by nature of their success in impacting key factors around 
that priority at the primary prevention level.  
 
Evaluation of specific planned interventions is also hindered by significant delays and lack of 
timely available secondary public health data. This makes real time evaluation of metrics and 
establishing baselines for health improvement more challenging. Lacking such a definitive data 
set from which to measure the efficacy of specific programs (beyond process measures) also 
means that these early-stage evaluations rely on more subjective qualitative measures; this has 
been particularly true when attempting to assess the first cycle of Implementation Plan 
activities under IRS regulations.  

Comparing 2013 and 2016 
Although the methods and processes used in the 2013 Community Health Needs Assessment 
differ from this needs assessment, a review of 2013 data was conducted to inform findings for 
this current assessment. Please note that the 2013 needs assessment’s service area profile 
included only HHS’s six primary communities, whereas the current one includes all nine 
communities (both primary and secondary) in the community benefits service area. While this 
in some ways limits an exact side by side comparison of the data between time periods, using 
community-by-community comparisons offsets this issue, and overall this approach provides a 
more complete picture of trends and shifts across the region when assessing change during the 
three year period, and will make for a more optimal and comprehensive review of the region 
for current and future comparison.  
 

For both the 2013 and 2016 assessments, to generate discussion 
with community and hospital stakeholders, indicators that had a 
percent difference of 5% or more than the state were flagged. 
Below is a summary of current findings based on comparisons to 
the 2013 HHS service area profile. 
 
 

• Both top 5 causes of death and top 5 causes of hospitalization remained the same. 
• While colorectal cancer incidence continue to be a concern, in 2016 breast cancer was 

no longer flagged ;lung cancer was newly flagged as higher than state rates. 
• New concerns in 2016 were: higher than state rates of emergency department visits 

related to major cardiovascular disease, mortality rates from acute heart attack (MI), 
and hospitalizations related to bacterial pneumonia. 

• Behavioral health including mental health and substance use disorder remains a 
concern in the service area: like 2013, the 2016 rates of mental disorder related 
mortality, alcohol and substance related ED visits, opioid-related ED visits, and opioid 
related mortality are higher than state-wide rates. These also include concerns related 
to non-substance related behavioral health issues and population specific concerns, 
such as dementia and medication related issues in elders.  
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PART 5: Health Priorities and Target Populations Identified 

2016 Health Priorities Identified 
Based on a synthesis of the qualitative and quantitative data collected and analyzed, and taking 
into account the opinions and perspectives of stakeholders throughout the community and 
hospital system, including public health experts, the following list of health priorities was 
generated for the 2016 CHNA process. 
 
The 2016 primary health priorities are: 

• Substance use disorders 
• Behavioral health 
• Cancer 
• Cardiovascular disease 
• Diabetes 
• Infectious disease  
• Access to care including barriers due to language, transportation, housing and food 

insecurity  
• Vulnerable populations 

 
The secondary health priorities identified are: 

• Preventable injuries and poisonings  
• Respiratory disease 
• Obesity 
• Violence and sexual assault prevention 
• Disaster readiness and emergency preparation 

 

Prioritization Process 
Throughout the needs assessment process, preliminary results from each phase were reviewed 
and discussed with HHS Community Benefits staff and leadership, including the HHS 
Community Benefits Advisory Council.  

 
The prioritization process was influenced by the priorities identified in the 
previous CHNA completed in 2013. Throughout the process, including in the 
community and secondary stakeholder surveys, participants were reminded 
of the previous list of priorities and asked to assess to what extent HHS had 
made steps towards addressing these priorities. They were then asked 
whether and how this list of priorities should change. 
 

Upon review of results from all modes of data collection, the group identified and prioritized 
top health concerns and vulnerable populations for HHS to focus on in accordance with Internal 
Revenue Service (IRS) requirements. This process took place through a series of meetings 
between ICH and HHS staff, including two presentations on process and health information 

Hallmark Health identified 
thirteen community health 

priorities to address over the 
next three years 
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made by ICH to the members of the HHS Community Benefits Advisory Council. 

Priority health needs were determined based on: 
¾ Identified needs and gaps in services across the service areas (triangulated from

secondary data, surveys and community forums); 
¾ Existing assets, strengths and capacity of Hallmark Health System to address needs;
¾ Potential assets available to realize meaningful and/or sustainable changes; and
¾ Organizational priorities identified through conversations with HHS leadership and their

engagement with key community stakeholders and civic leaders.

Important aspects considered throughout the prioritization process included urgency, 
feasibility of addressing, and likelihood of impact on each health need. The Community 
Benefits Advisory Council prioritized a focus on reducing health disparities, optimizing existing 
Hallmark Health strengths, knowledge, and readily available resources, and avoiding 
duplication of services of other providers and agencies already in place throughout the service 
area. 

Please note: all service area and individual town indicators that are referenced as being higher 
than the state are those that have a percent difference of 5% or more than the state. 
Additionally, only select communities are discussed here for each priority; comprehensive data 
on each town can be found in the community profiles in appendix J. Finally data for the HHS 
service area reflects data for the entire population of the nine towns, not just those people 
who receive care from Hallmark Health System. 
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Primary Health Priorities 

Substance Use Disorders 
Substance use disorders emerged as a major concern across all types of data. Looking at the 
Community Benefits (CB) service area as a whole, rates of alcohol/substance use-related ED 
(emergency department) visits (1,015 vs. 910.3 per 100,000), and opioid-related ED visits 
(469.1 per 100,000), hospitalizations (352.3 vs. 332.4 
per 100,000) and mortality (12.2 vs. 9.6  per 100,000)  
were higher than the state.   Chart 9 below shows that 
although there is some variation by community, every 
town in the service area reported higher rates of 
opioid-related hospitalization than the state. 
Additionally, all but three towns reported higher than 
the state-wide rate of opioid-related mortality (chart 
10). 2010-15 Malden, Medford, Melrose, Reading, Stoneham and Wakefield death certificate 
data 2 also shows that opioid-related deaths have been generally increasing over the last 
several years. Looking specifically at youth, rates of alcohol/substance use related ED visits 
and hospitalizations and opioid related ED visits are higher than the statewide rate for 15-19 
year olds (see Appendix J for community specific data). Wakefield and Reading have more than 
twice the state rate of opioid ED visits (488.4 and 400.3 per 100,000 compared to 176.3), 
North Reading has a rate more than 3 times higher than the state(625.2), and Saugus a rate 
more than 4 times higher (724.2 per 100,000).  

Looking at data from local surveys collected by the schools (Youth Risk Behavior Survey (YRBS) 
or Communities that Care (CTC), depending on the instrument used by each community), a 

common pattern of substance use and abuse reflects higher rates 
than the state as a whole. Medford, Melrose, Reading, Saugus, 
Stoneham and Wakefield all have higher rates of lifetime and/or 
30-day alcohol use, and Malden, Medford, Melrose, Reading, 
Saugus and Wakefield all have rates of lifetime and/or 30 day 
marijuana use higher than the state. (Note survey data was 
unavailable for analysis for North Reading).  

In line with the secondary data, it was clear that substance use disorders are a large concern 
among residents and stakeholders in the HHS service area. Substance use was the most 
frequently chosen health concern for both community stakeholders (10 of 11) and internal 
stakeholders (10 of 13).  Five community stakeholders also cited substance use as the biggest 
issue to watch out for over the next few years. Youth were particularly noted as being in need 
of greater and more integrated prevention and treatment services. Substance use disorders 

2 Death certificate data collected by  the Mystic Valley Public Health Coalition, through their 
Massachusetts Opioid Abuse Prevention Collaborative (MOAPC) grant, 2010-2015.  

“Substance abuse is a 
wide-spread problem 
that ultimately affects 
the entire community” 
 --Community stakeholder 
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were also mentioned as a chief concern at all four community forum events, again, especially 
amongst youth. 

Although there is frequent overlap in addressing substance use disorder and behavioral health 
as co-occurring conditions, it should be noted that within each condition there are independent 
areas of focus and opportunities for intervention that are best addressed as two separate 
priorities with many common and contributing factors and impacts.  

Chart 9: Opioid Related ED Visits Hospitalizations 
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Chart 10: Opioid Related Deaths  

Behavioral Health 
Over the HHS CB service area as a whole, the rates of mental disorder-related mortality (60.7 
per 100,000) were generally higher than the statewide rates (52.6 per 100,000). Mental 
disorders are also the second highest cause of death for the HHS service area as a whole, which 
is comparable to the state of MA.3 Looking specifically at adults 65 and older, the rates for both 
mental disorder-related ED visits (3,830.4 vs. 3,422.3 per 100,000) and hospitalizations 
(12,010.6 vs. 10764.6 per 100,000) were higher than MA as a whole.  

For individual towns (see chart 11), 6 of the 9 communities in the service 
area (Malden, Medford, Melrose, Wakefield, Everett and Saugus) had 
higher rates than MA as a whole for mental disorder health related 
emergency department (ED) visits. Three of the 9 communities also had 
higher rates of mental health related hospitalizations (Malden, Everett 
and Saugus).  

3 Please note that the available statistics address “mental disorders”, including hospitalizations, 
ED visits, and mortality related to dementia, which is not usually included in the category of 
mental health when community members discuss this topic. 
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Chart 11: Mental Disorder Related ED Visits and Hospitalizations 

Looking at youth ages 15-19, the rates of mental disorder related ED visits and hospitalizations 
are higher than the state for the service area as a whole.  

Six of the nine communities collected local survey data on mental health through the YRBS or 
CTC survey (Medford, North Reading and Stoneham did not). This data shows that high school 
students in Everett, Malden, Melrose, Reading and Saugus all experienced depression at rates 
higher than the state. Those in Melrose, Reading and Wakefield seriously considered suicide at 
higher rates, with those in Reading and Wakefield actually attempting suicide at rates higher 
than the state.  Finally, high school students in Everett, Melrose, Reading and Wakefield were 
bullied at school at higher rates than the state as a whole.  

Behavioral health was identified as the second-highest priority among primary and secondary 
stakeholder survey participants. This included recognition of the issue as strongly related to 

and entirely independent of 
substance use disorders in terms 
of community impact and 
urgency. 

Participants in all four community 
forums also noted behavioral 
health as an important issue. 
During a poll, eight out of 
twenty-one participants in the 
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“As the city of Everett becomes more 
gentrified I anticipate that there will be a 
surge in mental health and behavioral 
health issues as a result of the economic 
insecurity and housing instability that many 
Everett residents will be contending with” 
--Community stakeholder 
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two 2015 community conversation events mentioned the frequent effects of stress and anxiety 
on young families, and cultural differences in the way different immigrant groups perceive and 
experience behavioral health issues.  

Cancer  
Two main indicators were examined for cancer: incidence (the number of new cases) and 
mortality (the number of people who die from the disease). In interpreting this data, note that 
higher incidence and lower mortality suggests that while there are more new cases of the 
disease, fewer individuals are dying from it; on the other hand, lower incidence and higher 
mortality suggests that while there were fewer new cases of the disease, more individuals may 
have been dying from it.  

Although the rate of cancer as a whole for the 
CB service area is comparable to MA, when 
looking at specific cancers and at individual 
towns definite areas of concern were noted. 
(The rate of all cancers for the HHS service 
area is 484.7 per 100,000, compared to a MA-wide rate of 480.1 per 100,000. The rate of all 
cancer mortality is also comparable to that of the state). The rate of colorectal cancer, at 42.3 
per 100,000, is higher than the MA rate of 38.0. The mortality rates for colorectal cancer (42.3 
versus 38.4) and for lung cancer, 69.6 versus 65.9), are also higher than the statewide rate. 
Lung cancer is also the third highest cause of death, which is comparable to the state. 

Within specific towns, there are multiple areas of concern. When looking at those towns that 
have rates higher than MA as a whole:  

• One community, Saugus, has higher rates of overall cancer incidence
• Three communities, Malden, Everett and Saugus, have higher overall cancer mortality
• Six towns have higher breast cancer incidence rates: Melrose, North Reading, Reading,

Saugus, Stoneham, and Wakefield. Three had higher breast cancer mortality rates
when compared to the state: Medford North Reading, and Reading

• Two communities have higher ovarian cancer incidence rates, Medford and Stoneham,
while three (Malden, Wakefield and Stoneham) have higher mortality rates

• The six communities of Malden, Medford, Melrose, Saugus, Stoneham, and Wakefield
have higher colorectal cancer incidence rates and three, Malden, Melrose and
Wakefield,  also have higher rates of colorectal cancer mortality

• Three communities (Everett, Malden and Saugus) have higher rates of lung cancer
incidence, and four (Everett, Malden, Medford and Saugus) have higher rates of lung
cancer mortality

• One community, North Reading, has a higher rate of prostate cancer incidence (no
communities have a higher rate of mortality)
(See specific community data profiles in Appendix J for data for individual towns)

Cancer followed substance use disorder and behavioral health as the third most frequently 
indicated health priority by respondents to the internal and stakeholder surveys, with seven 

“Cancer is an ongoing concern for 
Saugus, especially in light of the 
ash land fill and incinerator”—
Community stakeholder 
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respondents noting it as an area of concern. 

Cardiovascular Disease 
Looking at the secondary data for cardiovascular disease in the HHS CB service area as a whole, 
several indicators of concern emerge at or above the state as a whole. Major cardiovascular 
disease emergency department visits (1,348.1 vs. 1,294.1 per 100,000) and acute heart attack 
(MI) mortality (27.4 vs. 25.3 per 100,000) rates are higher compared to the state. Circulatory 
system diseases are the top cause of mortality, and the 3rd highest reason for hospitalization 
(however both are comparable to the state as a whole). Major cardiovascular disease 
hospitalizations for adults 65 and older (7881.0 vs. 7309.7 per 100,000) were also higher than 

the state. 

Again, service area-wide rates conceal significant variation between 
the communities (see chart 12 and 13). Reading has the lowest rate of 
hospitalizations for major cardiovascular disease, while Everett has 
the highest. Reading again has the lowest rate of ED visits for major 
cardiovascular disease, while Everett has a dramatically higher rate 
than any other community. While Saugus and Everett have the highest 

and nearly identical rates of cardiovascular disease mortality, Medford has a rate of 
cardiovascular disease mortality that is much lower than any of the surrounding communities. 

When comparing town-specific cardiovascular indicators to the state rates, the following towns 
were flagged to be higher than the state in these areas:  

• Major cardiovascular disease emergency department visits: Everett, Malden and Saugus
• Major cardiovascular disease hospitalizations: Everett, Malden and Medford
• Stroke emergency department visits: Everett, Melrose, North Reading,  Saugus and

Wakefield
• Stroke hospitalizations: Everett and Melrose
• Acute heart attack (MI) emergency department visits: Everett, Medford, Reading,

Stoneham and Wakefield
• Acute heart attack (MI) mortality: Everett
(See specific community data profiles in Appendix J for data for individual towns) 

Although cardiovascular disease was not among the most frequently-identified concerns of 
participants in the stakeholder surveys or the community forum polls, it did arise in the context 
of lifestyle contributors such as unhealthy diets and exercise, and obesity. 

Chart 12: Cardiovascular Related Deaths across HHS Service Area and Communities 
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Chart 13: Cardiovascular Related Emergency Department Visits across HHS Service Area and 
Communities  
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For the HHS community benefits service area as whole, diabetes is the highest cause of 
hospitalization. For adults ages 65 and older, the rate of diabetes related emergency 
department visits (4358.0 vs. 4,000.7 per 100,000) and hospitalizations (9,259 vs. 8,394.1 per 
100,000) are both higher than the MA rates. Youth ages 15-19 also had a higher rate of 
diabetes-related emergency department visits (413.7 vs. 93.3 per 100,000). 

Consistent with other disease and disorder profiles, within each of the communities there were 
variations (see chart 14). Six communities (Everett, Malden, Medford, Reading, Saugus and 
Wakefield) had diabetes related emergency department visit rates higher than the state as 
whole. Four communities (Everett, Malden, Medford and Saugus) were flagged with higher 
rates of hospitalization and one (Malden) had a higher rate of diabetes-related mortality. In all 
communities, diabetes was either the first or second highest cause of hospitalization. See 
Appendix J for specific community profiles. 

Chart 14: Diabetes Related Hospitalizations and ED Visits 

Diabetes arose as one of the major concerns during the second forum held in August 2015, 
with community members both reporting having used HHS resources for diabetes care and 
expressing the need for more such services. In the community stakeholder survey, diabetes 
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Although there is no HHS service area-wide data available for the infectious diseases of 
HIV/AIDS, hepatitis C, Chlamydia, and tuberculosis, looking at the individual town rates, there 
are multiple concerns noted. The following towns were flagged with rates higher than the state: 

• HIV /AIDS prevalence (Everett and Malden) and incidence (Everett, Malden and
Medford) 

• Hepatitis C incidence (Everett and Saugus)
• Chlamydia (Everett and Malden)
• TB incidence (Malden)

(Note that incidence is the number of new cases, and prevalence is the total number of people living 
with the disease). 

By their nature, infectious disease and risks associated with them are not limited by 
geographical boundaries, thus it is best to address these through regional and coordinated 
responses, including specific health messaging and education.  

Also of note was that infectious diseases were concerning to participants of the community 
stakeholder survey. This was largely reflected in the context of the future prospect of dealing 
with emerging diseases related to climate change as reported in the news: the majority of 
comments were about Zika, with one mention of Ebola as examples of potential concerns in the 
future.  

Access to Care 
Overcoming barriers to routinely accessing healthcare 
emerged as a common concern in the stakeholder surveys and 
forums. Some barriers commonly mentioned included 
language barriers, transportation difficulties, economic 
insecurity/poverty, housing insecurity, and food insecurity. 
These concerns also extend to impacts on functional access to 
health services addressed by education and training of 
clinicians and allied health professionals, to better reflect and 
fully engage individuals who reflect diversity of racial, cultural, 
linguistic, sexual orientation, and gender expression.  

Community stakeholders participating in the survey exhibited an awareness of how these 
barriers to care overlapped with one another, discussing them as they related to vulnerable 
populations. As one stakeholder wrote: “[We serve] an increasingly large immigrant population, 
which is oftentimes more at risk and unable to access services because of eligibility issues. 
Economic instability is also a major factor for many of [our] clients whom....contend with 
seasonal and/or unstable employment options due to their immigrant status, and low English 
proficiency”.  Another wrote that in their work, “Challenges include lack of access to healthy 
foods due to lack of transportation, time or knowledge”.  

A previous key factor in addressing access to care—enrollment in insurance coverage— remains 
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Table 4: Food Insecurity Rates 
for HHS Communities 

Everett      . 13.1% 

Malden       14.5% 

Medford      ..10.9% 

Melrose     .. ..8.4% 

North Reading  .. ...5.9% 

Reading       5.6% 

Saugus       .7.6% 

Stoneham    ... .8.5% 

an aspect of preserving access. Despite mandates at the state and federal level around 
insurance coverage, maintenance of coverage has superseded concerns around initial access 
and enrollment goals. Often issues related to inadequate or loss of insurance coverage 
correlate specifically to one or more social determinant factors impacting the individual or 
family.  

In the HHS internal stakeholder survey, when asked to select the three health issues that pose 
the greatest concern in the HHS CB service area, four respondents selected 
housing/homelessness, three each selected access to care and services for vulnerable 
populations, affordable and accessible transportation, and economic insecurity, and one 
selected food insecurity.  

Access to care and related social determinants was 
also a predominant theme in the community 
feedback gathered at community forums. 
Concerns heard from this group included:  

• Cost of insurance and co-pays
• The high cost and difficulty of obtaining

healthy food
• The economic challenge associated with

high cost of living in the area
• Lack of safe, affordable housing
• Lack of easy-to-access public

transportation in some areas
• High cost of childcare
• Language and cultural barriers for

immigrants, including associated isolation

On reviewing data provided by the Greater Boston 
Food Bank, rates of food insecure households 
varied in the service area by community4, from a 
low of 5.6% in Reading to a high of 14.5% in 
Malden (see table 4). (Food insecurity is defined as 
“the household-level economic and social 
condition of limited or uncertain access to    

  adequate food”). 

Additionally, a map created by the Greater Boston Food Bank shows which segments of the 

4 http://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-
security.aspx, accessed August 16, 2016. 

http://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-security.aspx
http://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/definitions-of-food-security.aspx
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HHS communities experience food insecurity. Reading, for example, contains no areas in which 
the food insecure population exceeded 7.5 percent. North Reading, Stoneham and Wakefield 
have no areas in which the food insecure population is larger than 11.8 percent. In contrast, 
Medford, Melrose, Everett and Saugus have significant areas in which between 17.3 percent 
and one quarter of the population is food insecure, 
and Malden contains large areas in which between a 
quarter and a half of the population is food insecure. 
(See Appendix I: Food insecurity in Eastern 
Massachusetts Map) 

Vulnerable Populations 
An important priority for HHS is reducing health 
disparities, and key to that is identifying the specific 
and designated vulnerable populations at highest risk 
for experiencing these disparities and subsequent 
health inequity and less successful outcomes. 
Vulnerable populations in the HHS CB service area 
were identified by participants in the surveys and the 
forums, and the secondary data review also helped to 
map out the health disparities experienced by key 
populations. 

There was broad consensus across the survey 
responses and in the forums that older adults are a 
vulnerable population. Participants noted that in 
many cases elders may have limited mobility, 
experience social isolation, and are at risk for 
depression, issues of polypharmacy (the use of 
multiple medications), and caregiver abuse and 
neglect. Immigrants, especially those with limited 
English language skills, were the population identified 
next most frequently. Especially vulnerable among 
immigrants are those who have only recently arrived, 
those with undocumented status, and unaccompanied 
minors.  The next most-identified vulnerable 
population was people living in poverty, and the 
associated challenges of obtaining healthy food and 
being under or uninsured.  Especially noted were 
those experiencing homelessness or housing 
insecurity. Children and families were also mentioned 
frequently, including challenges for young and/or 
single parents, changing family structures, and the high cost of standardized, quality childcare. 

A number of other vulnerable groups were also identified, including people with disabilities, 

Identified Vulnerable 
Populations 

o Older Adults
• At risk for abuse
• Limited mobility
• Isolated / depression

o Immigrants
• Recently arrived
• Unaccompanied

minors
• Undocumented

status
• Non-English

speakers
o Living in Poverty

• Homeless/ housing
insecurity

• Lack of access to
healthy foods

• Uninsured
o Children and Families

• Young/single
parents

• Families with young
children

• Infants
o Other Vulnerabilities

• People with
disabilities

• Populations prone to
substance use

• Women
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and populations experiencing disproportionate levels of behavioral health and substance use 
disorders. Generally speaking, these populations are reflected within other primary priorities 
identified through secondary data analysis. 

Looking at the secondary data, in the service area overall, adults 65 years old and older were 
hospitalized at rates higher than the statewide rates for major cardiovascular disease, diabetes, 
hip fracture, mental disorder, and bacterial pneumonia. They also had higher than statewide 
rates of emergency department visits for diabetes, mental disorders (including both behavioral 
mental health and dementia), and COPD (chronic obstructive pulmonary disease, including 
emphysema).  
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Secondary Health Priorities 

Preventable Injuries (including poisonings) 
Accidental injuries are a concern for specific populations and in certain towns. As one 
stakeholder wrote, the older adult population is growing and “with more seniors, we will see 
more cases [of] trips and falls”. This concern was confirmed by the quantitative data: Adults 65 
and older reported higher rates of hospitalization due to hip fracture injury (658.4 vs. 621.3 
per 100,000) compared to the state. Youth ages 15-19 have a higher rate of all injury and 
poisoning hospitalizations (413.7 vs. 93.3 per 100,000).  Everett, Medford, Saugus and 
Wakefield have a higher rate of all injury and poisoning hospitalizations than the state.  Everett 
has a higher rate of all injury and poisoning emergency department visits, Saugus and 
Wakefield have a higher rate of injury and poisoning mortality, and North Reading, Stoneham 
and Wakefield have higher rates of hip fracture injury hospitalizations. (See Appendix J for 
specific community data profiles). 

Quantitative data suggested that poisoning related incidents may also be an area for greater 
consideration in the context of injury prevention; these have been areas of ongoing interest 
and intervention for local and regional law enforcement agencies, including both the Middlesex 
District Attorney’s Office and Middlesex County Sheriff’s Department.  

Respiratory disease 
Bacterial pneumonia-related hospitalizations rates were higher for the HHS CB service area as 
a whole compared to the state (731.5 vs. 670 per 100,000). Looking at sub-populations, those 
65 and older had higher rates of bacterial pneumonia related hospitalizations (3919.8 vs. 
3435.2 per 100,000) and chronic obstructive pulmonary disease (COPD) related ED visits 
(2535.1 vs. 2307.6 per 100,000). Youth ages 15-19 had higher rates of COPD related ED visits 
(2286 vs. 1694.2 per 100,000) and hospitalizations (505.2 vs. 439.8 per 100,000). 

Chronic lower respiratory disease was the 4th highest cause of death 
for the service area as a whole, comparable to the state. Chronic 
obstructive pulmonary disease and respiratory, pneumonia and 
influenza related illnesses were the 3rd and 5th highest causes of 
hospitalization, respectively. 

Finally, looking by 
community, rates of asthma-related 
hospitalizations and childhood (age 14 and 
under) asthma-related ED visits were higher 
than the state rate in Everett. Additionally, 
the rate of bacterial-pneumonia related 
hospitalizations was higher in Everett, 
Malden, Medford, Melrose, Reading, Saugus 
and Stoneham.  (See Appendix J for specific community data profiles). 

“Obesity rates are the highest in 
some of the Latino immigrant 
populations- this is the underpinning 
of diabetes, hypertension and cardiac 
disease...” 
--Community stakeholder 
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Obesity 
As a contributing factor to diabetes and cardiovascular disease, two major concerns in the 
service area, obesity reflects a strong secondary priority based on the high level of intersection 
of multiple primary priorities. The correlation between behavioral health, as well as access to 
care issues related to food insecurity and lack of access to healthy foods, all reflect on obesity 
as a common factor impacting health in the region. Four stakeholder survey participants 
specifically noted obesity as a health concern, and the health system’s expertise in bariatric 
medicine provides unique opportunities to continue addressing this issue on a secondary basis. 
Among internal stakeholders, obesity was identified one of the top 3 health concerns facing 
the service area communities.  

Violence 
Although quantitative data is unavailable to measure the burden for the communities, violence 
emerged as a concern in the community stakeholder survey. This priority area also reflects an 
area of engagement for Hallmark Health in its communities for some time through ongoing 
coalition work and collaboration. The concern and threat of violence, including but not limited 
to intimate partner abuse, human trafficking, and gang activity, has been experienced or 
documented among participants in HHS community based programs. Along with disaster 
readiness, violence as a secondary priority affords opportunities for community-wide, primary 
and secondary-based prevention strategies-to enable early intervention and mitigation of 
violence as it manifests as the result and impact to numerous social determinant factors. In 
addition to direct staff and program experience, discussion of the topic occurred in the 
stakeholder surveys, in the context of gang violence, violence and behavioral health and 
substance abuse, and sexual assault and bullying.  

Disaster readiness and emergency preparation 
Given the location of Hallmark Health’s two hospital campuses and their location in the 
Metropolitan Boston area, plus the relatively large and diverse population reflected within the 
community benefit catchment area, disaster and emergency planning remain an ongoing 
priority for the health system. This is a secondary priority in relation to the health system’s role 
as a convener of resources, if not necessarily the leading agency in their deployment and 
implementation. In addition to natural disasters and unexpected events, including acts of 
terror, maintaining a coordinated and engaged central emergency response is essential to 
meeting the requirements of addressing several of the health system’s health priorities, 
including substance use disorders, behavioral health, and infectious disease. This has 
historically been achieved through regional representation on EMS leadership, local medical 
direction, and ongoing disaster drills and planning that incorporate other aspects under 
Hallmark Health, including its VNA and Hospice and affiliated physican practices. The 
development of a major hotel/casino resort in Everett by 2019 also has the potential to 
dramatically increase the number of new and non-residential visitors to the service area, as well 
as creating logistical and functional considerations related to emergency planning and 
response.   
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PART 6: Service Area Assets and Resources 

In conducting a comprehensive community health needs assessment, it is important to assess 
not only community needs but also community assets. This can help identify gaps in resources, 
reduce duplication of services, and identify areas of strength and existing collaborations to 
expand upon.  

Across the HHS CB service area, a variety of HHS and non-HHS community programs, services, 
and resources exist to address various health concerns.  

Community Strengths and Assets 

A primary goal of the stakeholder surveys was to determine what stakeholders see as the 
health-related characteristics of their communities. When asked to choose the top 3 assets or 
strengths related to health promotion, participants in the HHS internal stakeholder survey 
chose: 
¾ “beautiful lakes and parks, where many events are held” (4);
¾ “strong city government /city support” (3);
¾ “school support, promoting healthy style living with students”   (3);
¾ “proximity to Melrose/Wakefield Hospital / Reading Clinic” (3)”.

In comments about community 
strengths, participants from both the 
community and stakeholder surveys 
cited ongoing health efforts, including 
various collaborations and partnerships 
between different sectors in the 
communities and ongoing community 
education efforts. A key area of strength 
within the region is also the diversity of 
stakeholders and available health care delivery options within or serving the populations 
within the catchment area. These include among others a Federally Qualified Health Center, 
safety net hospital, free clinic, intensive home visiting, and community based nutrition and 
behavioral health services, in addition to an array of primary and specialty physician care.  
Essential to the value of these assets is engagement and communication that allow 
organizations that compete in some areas of operations, the opportunity to collaborate as 
partners through coalitions and in shared efforts that support community health improvement. 

Of existing programs, the ones to get the most recognition among participants in the 
community forums were the Healthy Families Program and WIC. The Mobile Food Mart, the 
Visiting Nurses Association, Baby Café, and the North Suburban Child and Family Resource 
Network were also all familiar to participants. 
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Strengths of Hallmark Health System in the Community 

Community and internal stakeholders cited some of HHS’s strengths in the community: helping 
with food access and fighting hunger, including the mobile food bank, facilitating substance 
abuse prevention coalition meetings, serving on Everett’s Joint Committee for Children’s Health 

Care, building relationships across 
organizations, including health systems, 
health event sponsorships, partnerships 
around state and federal grant funding, the 
Mothers Helping Mothers Clothing store, 
North Suburban WIC, the community health 
education, human rights work, and 
collaborations with community leaders. 

One central focus of Hallmark Health’s community benefits work is to continue to foster 
relationships with a wider array of community groups and local leaders, including faith-based 
and grassroots organizations. Such relationships provide insight into how these groups view 
Hallmark Health System’s role in their community, how our system can improve the ways we 
serve diverse residents, and how the system should strengthen collaboration to best meet 
divergent health needs.  

As part of its efforts to improve health status in the catchment area, Hallmark Health System 
also participates in a variety of broad-based community coalitions and initiatives that work 
towards addressing the specific and general health needs in these cities and towns.  A sample 
of these memberships include: Mystic Valley Elder Services Provider Task Force; local Councils 
on Aging; the Healthy Families Community Coalition; The Joint Committee for Children’s Health 
Care in Everett (JCCHCE); Medford Health Matters; Tri-City Hunger Network; Chinese Culture 
Connection; substance abuse prevention coalitions in Malden, Melrose, Medford, Wakefield, 
Reading, Saugus, and Stoneham; the Malden’s Promise Coalition; DPH Mass in Motion 
programs in Melrose-Wakefield, Malden, and Everett; and the Melrose, Stoneham, and 
Wakefield Alliances Against Violence, respectively.  

“HHS has been an integral partner in 
helping to provide access to fresh 
food, especially produce, to those 
who are food insecure ,and [has] 
done so in a dignified manner.” 
--Community stakeholder 
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Key Partners 
Action for Boston Community 
Development (ABCD) 

Health Care for All Melrose Substance Abuse 
Prevention Coalition 

American Cancer Society Health Care Without Harm Middlesex County District Attorney 
Asian American Civic Association Housing Families, Inc. Middlesex Recovery 
American Diabetes Association Immigrant Learning Center of Malden Mt. Auburn Hospital 
American Heart Association Institute for Community Health  (ICH) Mystic Valley Elder Services 
American Lung Association Jewish Child and Family Services Mystic Valley Public Health Coalition 
American Red Cross Joint Committee for Children’s  

Health Care in Everett (JCCHCE) 
Massachusetts Opioid Abuse 
Prevention Collaborative (MOAPC) 

Baby Café USA Joslin Diabetes Center Mystic Valley Tobacco & 
Alcohol Program (MVTAP) 

Baby Friendly America La Comunidad, Inc. Substance Abuse Prevention 
Collaborative (SAPC) 

Boston Bruins Foundation Local Arts Councils North Shore Elder Services 
Boys and Girls Clubs of Middlesex County  Local Boards of Health North Shore Rescue Mission 
Bread of Life Local Chambers of Commerce Northeastern University 
Bayrd & Marshall Foundations Local Civic Groups (Rotary, Kiwanis) Oak Grove Improvement Organization 
Burbank YMCA of Reading Local Councils on Aging Partners HealthCare, Inc. 
Cambridge Health Alliance Local Early Intervention (EI) Programs Portal to Hope 
Cardinal Health Foundation Local Faith-Based Organizations Reading Coalition Against 

Substance Abuse  (RCASA) 
Catholic Charities Local Food Recovery Agencies Regional EMS Providers 
Children’s Trust of Massachusetts Malden Early Learning Center (CFCE) Regis College 
Chinese Culture Connection Malden Homelessness Task Force RESPOND, Inc. 
CMS Innovation Forum Malden YMCA The Salvation Army 
Community Health Network Area 15 & 16 Malden’s Promise Coalition The Sharewood Project 
Community Family Human Services, Inc. Massachusetts General Hospital Somerville Cambridge Elder Services 
Community Servings, Inc. Massachusetts Departments of: South Bay Mental Health Center 
Commonwealth Corporation Children & Families (DCF) Staples, Inc. & Staples Foundation 
Cross Cultural Communications, Inc. Conservation and Recreation (DCR) Stoneham Alliance Against Violence 
Customized Communication, Inc. Early Education & Care (EEC) Stoneham Theatre 
East Boston Neighborhood Health Center Public Health (DPH) Tailored for Success 
Elder Services of the North Shore Transitional Assistance (DTA) Triangle, Inc. 
Elder Services of Merrimack Valley MA Executive Office of Elder Affairs Tri-City Homelessness Task Force 
Eliot Community Human Services MA Health Policy Commission Tri-City Hunger Network 
EMARC Massachusetts Hospital Association Tufts Medical Center 
Everett CFCE Grant Program Mass in Motion (Everett, Malden, 

Medford, Melrose/Wakefield) 
Tufts University 

Families First Medford Family Network (CFCE) WAKE-UP: Wakefield Unified 
Prevention 

Friends of Middlesex Fells Reservation Medford Health Matters Wakefield Alliance Against Violence 
Friends of Oak Grove Medford Substance Abuse Task Force West Medford Community Center 
The Greater Boston Food Bank Melrose Alliance Against Violence Winchester Hospital/Lahey Health 
Greater Lynn Senior Services Melrose Birth to Five YouthHarbors @ JRI 
Habit OPCO Melrose Community Coalition YWCA of Malden 
Hallmark Health VNA and Hospice Melrose Human Rights Commission Zonta Clubs of Malden and Medford 
Hallmark Health Medical Associates Melrose Family YMCA Zoo New England-Stone Zoo 
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Publicly Available Secondary Data Sources & Indicators Reviewed 

Data Source Year(s) Most 
Recently 
Available 

Data Indicator(s) Reviewed 

US Census Bureau 
American Community 
Survey (ACS) 

2010-2015 
(5-Year 

Estimates) 

- Total Population 
- Age breakdowns (under 5 years old; under 18 years 

old; 18 to 34 years old; 35 to 64 years old; over 65 
years old; over 85 years old) 

- Race/Ethnicity breakdowns (Asian – non-Hispanic; 
Black/African American – non-Hispanic; Hispanic; 
Some other race – non-Hispanic; White – non-Hispanic) 
- For ethnicities greater than 20%, top 3 origin sub-

populations 
- Foreign-born residents 
- Country of origin if foreign-born (Africa; Americas; Asia; 

Europe) 
- Top 5 languages spoken at home 
- Highest educational attainment (less than high school; 

high school; some college; bachelor’s degree; 
graduate/advanced degree) 

- Income (median household income; median per capita 
income) 

- Poverty status (children under 18 in poverty; families in 
poverty; population 65+ in poverty) 

- Housing units by structure (1 unit; 2 units, 3-9 units, 10-
19 units, 20+ units) 

- Housing units that are renter-occupied  
- Median gross rent 
- Gross rent or owner costs as a percentage of 

household income (30% or more) 
- Health Insurance (No health insurance coverage) 

FBI Uniform Crime 
Report 

2012 - Crime rates, per 100,000 (violent crimes; property 
crimes) 

US Dept. of Labor 
Bureau of Labor and 
Statistics, Local 
Unemployment Statistics 

2014 (Average 
of Jan to Dec 
monthly rates) 

- Unemployment rate 

Massachusetts 
Department of 
Elementary and 
Secondary Education 
(DESE), School and 
District Profiles 

2015-2016 - Public school enrollment race/ethnicity (African-
American; Asian; Hispanic; White; Multi-Race) 

- Special populations (first language not English; limited 
English proficient; students with disabilities, low income 
students) 

2014-2015 - Public school graduation and drop-out rates (students 
graduating in 4 years; students dropping out) 

2013-2014 - Public school graduates attending college/university 
MA DESE and MA 
Department of Public 
Health (MDPH), 2013 
Health and Risk 
Behaviors of MA Youth 
Report, May 2014 

2013 Self-reported state high school rates of: 
- Substance use (alcohol, ever used; alcohol, used in last 

30 days; tobacco, ever used; tobacco, used in last 30 
days; marijuana, ever used; marijuana, used in last 30 
days; prescription opioids, ever used; prescription 
opioids, used in last 30 days) 

- Sexual activity (ever had sexual intercourse; used 
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condom at last intercourse, of those sexually active) 
- Mental health (experiencing depression in last 12 

months; seriously considering suicide in last 12 months; 
attempted suicide in last 12 months; was bullied at 
school in last 12 months) 

Local Youth Risk 
Behavior Surveys or 
Communities that Care 
Surveys where available 
(Everett 2014-2015; 
Malden 2013-2014; 
Medford 2015; Melrose 
2013; Reading 2015; 
Saugus 2015; Stoneham 
2015; Wakefield 2014) 

Various Years 
(most recent 

year available 
in each town) 

Self-reported local high school rates of: 
- Substance use (alcohol, ever used; alcohol, used in last 

30 days; tobacco, ever used; tobacco, used in last 30 
days; marijuana, ever used; marijuana, used in last 30 
days; prescription opioids, ever used; prescription 
opioids, used in last 30 days) 

- If available, sexual activity (ever had sexual intercourse; 
used condom at last intercourse, of those sexually 
active) 

- If available, mental health (experiencing depression in 
last 12 months; seriously considering suicide in last 12 
months; attempted suicide in last 12 months; was 
bullied at school in last 12 months) 

Massachusetts 
Department of Public 
Health (MDPH) 
MassCHIP database 

Various Years (see below) 

MDPH Massachusetts 
Cancer Registry 

2010-2012 
(grouped) 

Age-adjusted rates per 100,000 for: 
- Cancer incidence (all cancers – invasive; female breast; 

ovarian; prostate; colorectal; lung) 
MDPH Registry of Vital 
Records 

2010-2012 
(grouped) 

Age-adjusted rates per 100,000 for: 
- Cancer mortality (all cancers – invasive; female breast; 

ovarian; prostate; colorectal; lung) 
- Major cardiovascular disease mortality 
- Cerebrovascular disease (stroke) mortality 
- Acute myocardial infarction mortality 
- Diabetes mortality 
- All injury and poisoning mortality 
- Mental disorder related mortality 
- Opioid injury related mortality  
Age-adjusted rates per 100,000 for: 
- Premature mortality 
Mother & Infant health indicators: 
- Birth rates, age-specific per 1,000 (ages 30-44; ages 

20-29; teens aged 15-19) 
- Inadequacy of prenatal care, percent of births 
- Low birth weight births, percent of births 
- Infant mortality, rate per 1,000 

MA Division of Health 
Care Finance and 
Policy Uniform Hospital 
Discharge Dataset 
System (UHDDS) 

2010-2012 
(grouped) 

Age-adjusted rates per 100,000 for: 
- Major cardiovascular disease hospitalizations 
- Cerebrovascular disease (stroke) hospitalizations  
- Acute myocardial infarction (heart attack) emergency 

department (ED) visits 
- Diabetes-related ED visits 
- Diabetes-related hospitalizations  
- All injury and poisoning ED visits 
- All injury and poisoning hospitalizations 
- Hip fracture injury hospitalizations 
- Mental disorder related ED visits 
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- Mental disorder related hospitalizations 
- Asthma-related hospitalizations 
- Bacterial pneumonia related hospitalizations 
- COPD related hospitalizations  
- Alcohol/substance related ED visits 
- Alcohol/substance related hospitalizations 
- Opioid injury related ED visits 
- Opioid injury related hospitalizations 
Age-specific rate per 100,000 for: 
- Childhood asthma ED visits (ages 14 and under) 
Percent of top five causes of: 
- Death 
- Hospitalization  

MDPH Bureau of 
Communicable Disease 
Control (BCDC) 
Registries, Division of 
Epidemiology and 
Immunization 

2012 Crude rates per 100,000 for: 
- Hepatitis C incidence 
- TB incidence 

2011 Crude rates per 100,000 for: 
- HIV/AIDS prevalence 
- HIV/AIDS incidence 

MDPH Division of 
Sexually Transmitted 
Disease Prevention 

2012 Crude rate per 100,000 for: 
- Chlamydia incidence 
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Executive Summary 

North Suburban Child and Family Resource Network 

Advisory Council Planning Forum: March 2015 

Background 
On March 3, 2015, 33 individuals representing early childhood service providers, community-
based organizations and parents, participated in a community forum hosted by the North 
Suburban Child and Family Resource Network (NSCFRN), a program of Hallmark Health and the 
Wakefield Public Schools, and the Community Service Division of Hallmark Health. The purpose 
of the forum was two-fold:  to conduct a participatory assessment of both needs and health 
impacts on families and children birth to age 12; and, to inform the NSCFRN of current program 
strengths, needs, and possibilities for future programming across an expanded service area.  

The forum was facilitated by an independent consultant in a World Café format that served to 
create a welcoming environment, maximize networking opportunities, and allow for 
participatory community discussion.  The evening opened with introductions and a review of 
Hallmark Health’s Community Services by Eileen Dern, Director of Community Services and was 
followed by a review of the North Suburban Child and Family Resource Network, part of the 
Coordinated Family and Community Engagement (CFCE) Grant in partnership with the Wakefield 
Public Schools. Molly Goyette, CFCE Grant Director and Kathy Harlow, NSCFRN Program 
Manager presented this. 

The North Suburban Child and Family Resource Network is an-evidence based parenting 
education and support program designed to meet the needs of parents, caregivers, and 
educators of children ages birth through age 12. The NSCFRN provides parent education 
workshops, play and learn groups, conversation sessions, family activities, and information on 
parenting and community resources in Melrose, Stoneham, and Wakefield and seeks to expand 
services to Lynnfield, North Reading, Reading and Winchester. NSCFRN services help build 
parental resilience, support social and emotional development of young children, and provide 
an array of social connections and concrete supports in times of need. 

In addition to the NSCFRN, Hallmark Health System manages several early childhood programs 
and believes that supporting families to be strong and healthy also supports its goal toward 
improved health for this population.  This forum serves as a participatory community needs 
assessment for both the Community Services Division and the NSCFRN with the intent of 
informing future Early Childhood programming. 
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The Model 
The work of the NSCFRN is based on the Strengthening Families model. Strengthening Families, 
an evidence-based approach developed by The Center for the Study of Social Policy, is 
fundamentally about small but significant changes in practice, policy and systems designed to 
increase familial protective factors. Research demonstrates that families can thrive, remain 
healthy, and be successful when they exhibit five key factors: parental resilience, social 
connectedness, knowledge of parenting and child development, concrete support in times of 
need, and social and emotional competence of children. In short, Strengthening Families is 
about fundamentally changing providers’ relationships with parents by: 

• Supporting parents’ ability to parent effectively
• Involving parents as partners in achieving good outcomes for children
• Engaging parents effectively through programs
• Engaging parents directly in mutually supportive relationships that build protective

factors
• Partnering with parents to help design systems and policies that work for children and

families

Strengthening Families provides a conceptual way in which parents and NSCFRN partner 
agencies connect to and integrate their work to support young families and it forms a common 
framework for shaping the needs and futures services discussed.  

During the forum, a reflective exercise encouraged individuals to recall a personal childhood 
memory depicting one of the five protective factors, grounding them in the personal reality that 
these protective factors leave a lasting impact. Stories of a child bonding with extended family 
members who were ever-present; of a child never realizing she grew up in a family without 
means because of the manner in which her parents persevered; of an adult’s success attributed 
to his single-parent’s faith and courage to remain in recovery from substance abuse: these are 
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just some of the powerful stories that reflect the impact of early childhood exposure to 
protective factors. Given that less than 5% of children birth to 5 receive any type of preventive 
services1, expanding a model that both directly supports families and also increases capacity of 
early childhood providers to integrate familial protective factors as part of their daily program 
and practice make good sense. 

Vision: A community in which youth and families thrive. 
Prior to a discussion of need, impacts, and future possibilities, participants were asked to tell a 
story of a community that is connected in a way that helped young children & families thrive. 
The exercise yielded a group vision for what could be. This is what participants said: 

In this community, there are happy and healthy kids who play outside and where adults on street 
corners watch over them. There are no drugs, no weapons, and no judgment. New families are 
welcomed. Neighbors know each other and who to turn to-- who to call if there is any need. 
People remember what unites them: rather than competition, there is mutual support. Churches, 
public safety, and others serve as role models and engage children in mentoring. There is safety 
and opportunity for all families. Village laughter can be heard until dark. 

Family Needs & Impact 
Participants were asked: What adversely impacts the health and development of children? 

Many items were mentioned that adversely impact 
young children and families today. Among the most 
frequently mentioned responses is the economic 
challenge posed by today’s economy. An increased cost 
of living requires two working parents and limits family 
time as well as resources for wellness activities. 
Wellness is not a basic need and therefore not a 
priority. There is an associated stigma of financial 
instability in wealthier communities, e.g. school lunches 
are under-enrolled, despite the growing number of 
qualifying families because families will not publically 

admit their need. Another impact frequently mentioned is the increased prevalence of 
community substance abuse, from the highly visible opiate overdose epidemic, to acceptable 
use of marijuana by young parents, to on-going parental and adolescent alcohol abuse.  In the 
area of mental health, there is a visible increase in childhood stress and anxiety that stems from 
parents’ emphasis on achievement and the importance of getting ahead or being successful. 
Service providers and early childhood educators indicate that childhood trauma is not visible or 
known because screening is not universal or early enough; therefore, kids’ health flies under the 
radar. This shows up in increased behavioral and school performance issues. The issue of 

1 Introduction to Strengthening Families, Center for the Study of Social Policy

Factors Adversely Impacting 
Families 

• Economic Challenges
• Substance Abuse
• Mental Health
• Changing Family Structure
• Cultural Barriers
• Linguistic Barriers & Isolation
• Lack of standardized, quality
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changing family structure with more divorced parents, more single parents, dual working 
parents, and limited extended family nearby, creates “unhealthy parents” that do not model 
healthy behaviors for their children. Among these unhealthy behaviors is an unregulated use of 
parental as well as child use of social media.  Finally, multiple cultural and linguistic barriers 
impact the health of families. Citizenship, increasing immigrant populations, growing numbers 
of people with different languages and religions, differing perspectives on the acceptance of 
violence in various cultures, and cultural influence in seeking health care all contribute to 
challenges for families in this region. In addition, participants noted that families with English as 
a Second Language (ESL) needs often experience isolation due to language barriers. Isolation is 
also experienced for families with children with developmental disabilities. 

Future Solutions 
Participants were asked: What possibilities exist to better serve 
the needs of children and families?  

The theme repeated most often was the concept of a central 

community location to help families get information, navigate, 
and access services. Points of access to information are 
fractured. Families need to talk to multiple providers to find 
services they need. Families are frustrated with technology that 
takes away from person-to-person contact desired to them help 
understand and navigate a complicated system of health care and community supports. 
Participants agreed that informational websites are not the same as “access” to care and are not 
always helpful. Pediatrician offices and libraries were among the locations mentioned as 
possible partner organizations to assist as central points of information. A second theme of the 
evening centered around parents’ and children’s misuse of social media and the need for parent 
education on technology as a parenting tool, including how it can be both beneficial, but also 
detrimental to family time and social emotional connectedness. A third frequently mentioned 
item was the need for more prevention and treatment for substance abuse and mental health 

issues. It is of great concern to families of all ages and its impact is felt in all communities.  The 
Department of Children and Family Services cites that approximately 80% of its cases are 
substance abuse involved. To early childhood providers and educators, family or parental 
substance use is not always visible.  Lack of available treatment for young children and 
adolescents was a repeated theme. Participant response also suggested partnering with 

businesses to discuss the changing needs of today’s families including: flexible hours, policies or 
practices that hold no retribution for parents needing to tend to sick-child needs, and access to 
family services through employers.  For the NSCFRN this could mean an expansion of Saturday 
programs for working parents who cannot always attend during the week. 

Possibilities 

• One, central community
information center or source

• Helpful use of social media
• Increased mental health and

substance abuse services
• Supportive work environments
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Existing Services 
A list of existing early childhood/family services was generated based on the knowledge of the 
group. The Birth to Five program, Baby Café, and Parents of Tots programs were familiar and 
frequently cited, as were the NSCFRN, Healthy Families, WIC and Head Start programs. In 
addition, public libraries got several mentions, as did local recreation departments, the 
Stoneham Theater, Friends of the Fells, Breakheart Reservation, and the Stone Zoo. Hallmark 
Health’s services appeared to have wide recognition among participants.  

Recommended actions for NSCFRN: 
Each community was asked to list its preferred first choice of programs or services that could be 
supported by the NSCFRN. The list includes: 

y Expand play groups to weekends (Stoneham)
y Increase summer programs offerings for children ages 0-6 (Stoneham)
y Offer a Dads’ Group: out-door focus (Melrose)
y Conduct training on the Strengthening Families approach for childcare workers,

childcare centers, etc. Offer CEU’s. (Wakefield)
y Further explore a coordinated approach to communicating available resources;

“appoint” an organization to serve as an information hub (Reading, North Reading)
y Build social media and technology use topics into parenting classes
y Engage businesses; engage in advocacy

y Speak to chambers about needs assessment and family friendly work
environments

y Expansion of FRN services and resources.
y Create a directory of services (Representative Brodeur’s office)

One recommendation for the NSCFRN is to provide regional training on the Strengthening 
Families model to build capacity of service providers to increase familial protective factors in 
their day-to-day practices.  This capacity building is an effective way of integrating this evidence 
informed approach to reach families across many points of service. 

 A second is to continue to host quarterly forums as a point of communication and sharing of 
resources. There seems to be great energy among participants supporting this idea of coalition 
and partnership building. 

Collectively data from this community forum suggests broadening the partnership and coalition 
development role of the NSCFRN. This may include an expansion of its structure, networking 
function, fundraising, and advocacy role: in short, more focus on organization/coalition 
development, while maintaining or increasing direct services across a larger service area. Based 
on this finding, additional planning is recommended to determine how the NSCFRN can meet 
both its programmatic expansion and organizational development needs.  
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Hallmark Health Community Services Considerations: 
A strong thread of participants identified a gap in services for children ages 4 and 5.  The birth-
to-three programs need expansion to cover services until a child reaches Kindergarten and are 
then eligible for a variety of services.  It is suggested that the Community Services Division seek 
innovative ways to expand coverage for children in this age group, either through innovative 
partnership development, new or innovative funding, or additional service provision.  In 
addition, the strength of Hallmark Health’s reputation for community services lends itself to 
being a voice for the needs of early childhood services.  For example, by publishing and sharing 
assessment priorities with stakeholders, the system can advocate for additional early childhood 
services, more behavioral health services, or innovative policies that support family health. 
Finally, it is hoped that this assessment encourages long-term investment on behalf of Hallmark 
Health in a wide range of Early Childhood Programs.  
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Part 1: Introduction

Hallmark Health System (HHS) held a community conversation event 
on August 19, 2015. Participants were recruited through HHS 
community benefits programs including the Mobile Market, and 
through local community agencies.  Recruitment targeted the 9 towns 
served by the community benefits department, including Everett, 
Malden, Medford, Melrose, North Reading, Reading, Saugus, 
Stoneham, and Wakefield. 

The participants were seated at 5 tables organized by native language, 
with 2 tables having Haitian-speaking participants and the other 3 
having English-speaking participants. Among the English-speaking 
tables, 1 table consisted of mostly Everett residents and another had 
mostly residents of North Reading.  

Participants first saw a presentation about the HHS Community Benefits Department, including the populations 
they serve, and the programs and services they offer. Afterward, each table discussed 5 questions addressing 
their communities’ health needs, existing health programs, the programs that they would like to see, what they 
would like HHS to know about their communities, and whether the event gave them a better understanding of 
HHS. Facilitators at each table led these discussions and interpreters translated questions and responses for the 
Haitian-speaking tables, as needed. 

August 19th 2015 

Hallmark Health System  

Community Conversation Event 

Report

Participant Demographics 
Number 

Total # of Participants 22 
Native Languages 

• English
• Haitian Creole

15 
7 

Gender 
• Female
• Male

20 
2 

Estimated Age Group 
• <30
• 30-55
• >55

7 
8 
7 
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Part 2: Limitations 
One of the main limitations of this project was the small sample size. The 22 participants represented only a 
subset of the towns served by Hallmark Health System and reflected only a few ethnic groups. Additionally, the 
data contained in this report was gathered from the notes taken by the facilitators or a separate note taker at 
each table, and therefore is limited to that information the facilitators/ note takers were able to capture.  

Part 3: Findings 

Section 1: Health Needs 
Participants were first asked what they believe are currently the most pressing health needs of the people that 
live in the nine towns that Hallmark Health System serves. There were 7 key themes, summarized below, that 
emerged among the different groups as urgent health needs.  

See Appendix A for a complete list of participant responses. 

Each of the following health needs were noted by 3 of the tables: 

Health Insurance 
Insurance and medical expenses were cited as current issues. Participants brought up barriers such as 
prescription co-pays, dental coverage, and difficulty in getting non-emergency coverage for undocumented 
immigrants. Participants also noted that medications are expensive for those who don’t have or qualify for 
MassHealth. 

Healthy Foods  
Participants also mentioned healthy foods as a health need for the 9 towns. They pointed out that healthy foods 
are often difficult to access for those who don’t drive, and the farmers market can be expensive. In particular, 
there is a need for food for families that live in motels. 

Housing 
Participants cited the need for housing, saying that there needs to be more housing overall, especially that 
which is affordable and safe. In particular, they noted needing housing for newly arrived immigrants, the elderly, 
and homeless kids that attend Malden High School. 

Mental Health 
Mental health and mental illness were also brought up as issues. It was noted that there is a higher prevalence 
of suicide among the Brazilian population. It was also noted that among the Haitian population, mental illness is 
very stigmatized, which may be a barrier to treatment. 

Transportation  
In general, participants agreed that transportation needs improvement. It is especially necessary for families 
living in motels and for the elderly who lived in areas that The Ride does not reach (e.g. North Reading). 
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Each of the following health needs were noted by 2 of the tables:  

Drugs/Substance Abuse  
A couple of groups expressed concern about drugs and substance abuse, especially among youth. Some noted 
that kids are using drugs (including smoking cigarettes) starting from around the age of 13, and that they are 
sometimes making their own drugs. Heroin was also cited as a significant issue in these towns among all age 
groups. 

Language Barriers 
The two groups with Haitian-speaking participants mentioned that Haitian-speaking seniors feel lost or like they 
cannot communicate because of their lack of English skills. They often only want to see Haitian-speaking 
doctors, in spite of the availability of interpreter services (although they may not always be aware of these 
services). There is a lack of affordable English classes for Haitian immigrants to be able to learn English, and 
when they first arrive here they would like someone to help guide them. 

Section 2: Existing and Future Programs 
Participants were asked which existing health services and programs they thought were particularly beneficial to 
residents in the towns that Hallmark Health System serves. They were then asked what new programs and 
services could help them and their neighbors be healthier, as well as how existing services could be improved. 
The responses are summarized below. 

Health 
Needs 

Housing 

Transpor-
tation 

Mental 
Health 

Healthy 
Foods 

Health 
Insurance 

Drugs/ 
Substance 

Abuse 

Language 
Barriers 
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Most Beneficial Existing Services 
Four existing services were each noted across 2 of the tables as being particularly beneficial to these towns. 
These services were Healthy Families, WIC, the mobile food market, and the Visiting Nurses Association (VNA). 
In total, participants across the 5 tables listed 27 existing services that they thought to be beneficial. Of note, the 
average number of services listed at the English-speaking tables was 7.3, while at the Haitian-speaking tables it 
was only 3, perhaps suggesting less awareness among the Haitian-speaking population of the services available.  

See Appendix B for a complete list of participant responses. 

New Programs and Services Needed 
Five types of programs were noted at multiple tables as services that could help the residents of these towns. 
Several tables brought up job preparation classes and/or English classes that could prepare immigrants for jobs. 
The Haitian population in particular wanted classes where they could learn basic English skills. The second type 
of desired program was youth programs including teen centers, youth education and prevention, and sports. 
Many participants also wanted health education, fitness, and diet classes that would teach residents about 
STDs, weight loss, and especially diabetes. Housing was also brought up, particularly the need for more shelters 
and housing for lower income and elderly people. Finally, participants would like to see support services such as 
a visiting home nurse or someone who can check in on those who don’t have any family. Responses are 
summarized in the graphic below, where the number of tables that brought up each type of desired program is 
noted in parentheses.  See Appendix C for a complete list of participant responses. 

Ways to Improve Existing Services 
Participants also offered several suggestions for ways to improve existing services. Multiple tables mentioned 
wanting to expand the Healthy Families Program by offering more exercise classes and adding some stress 
reduction classes. Also mentioned were wanting the Mobile Market to happen more often, wanting there to be 
more programs that address mental health issues including depression, and to have more Haitian-speaking 
employees and services available in local health care organizations.  Participants also thought that services 
would be improved by having better transportation to the programs. Finally, they suggested giving out more 
information about health and existing programs, and especially giving this information to kids in schools to give 
to their parents. See Appendix C for a complete list of participant responses. 

Job preparation classes
English classesJob Preparation (3) 

Teen centers/sports
Youth education and preventionYouth Programs (3) 

Health education/diet classes
Fitness classesHealth Classes (2) 

More shelters
Housing for lower income/elderly peopleHousing (2) 

Visiting home nurse
People to check in on those without familySupport Services (2) 
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Section 3: What Hallmark Health System Should Know and What You Learned 
Participants were asked what else they would like Hallmark Health System to know about themselves, their 
family, and their neighbors, as well as whether after this evening they had a better understanding of the health 
services and programs HHS offers. The responses are listed below. 

What else should we know? 

• Hallmark Health System is huge in the
Everett community, works well with city

• Cambridge Health Alliance (CHA) does not
offer programs like HHS, CHA is more with
doctors – like the healthcare teen clinic

• Went to HHS radiology center in Stoneham
– wonderful HHS employees

• People want to make connections with a
real person (and HHS does this)

• [Offer] more health care services in all of
HHS’ communities so that providers can
then refer people to the programs offered

• Everyone knows Dr. Masucci -
• I like to work with people who want to help
• I am smart and educated, just don’t speak

English well
• Be patient with me
• Show me you want to help me
• Parents are keeping their children on their

medical insurance until 26. Hard to pay for
their insurance and support them

• Offer transportation
• “I’m a diabetic.”  [Offer] more nutrition

programs

Do you have a better understanding of 

HHS? 

• I love and appreciate today
• Yes, I didn’t know there are so many

services
• Dental services are not provided – what

could be done in this area?
• Participants asked whether there are 2 HHS

hospitals
• Yes, we do have a better understanding. It

was an excellent session
• Learned a lot, very good info
• Yes this was informative. I enjoyed the

diabetes program I went to
• Better ways to find out about programs, “I

don’t use a computer”
• Would like to still know about ESL school

Section 4: Harvesting Ideas 
The event concluded with a wrap-up activity to draw out participants’ ideas about the community’s most 
pressing health needs, the most valuable existing services, what new program they would most like to see, and 
what else HHS should know. Each table was given four large pieces of poster paper with a different question 
written on each. Participants were asked to write their responses to these questions on sticky notes and stick 
them on the poster paper. Listed below are the four questions and participants’ responses.  

Note that the number in parentheses indicates the number of people who gave that same response. If there is 
no number, then only one person gave the response.  
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Top 3 Health Needs that Should be Addressed by HHS 

Participants were asked what the top 3 health needs were in their community that should be addressed by HHS. 
Their responses fell into 5 broad categories, summarized below. 

Mental and 
Emotional 

Health 

Drug/substance abuse/addiction treatment (5) tr ss
Mental health/counseling services (3) l  or s ut-ins
Exercise programs, e.g. yoga and meditation

Infrastructure 

Housing (4) (including help with senior housing)
Transportation (3)

Support 
Programs 

Elderly programming (2)  (inluding for dementia) or  o unit  outr a  li  t is
More outreach to preemies as they grow ig t loss l
Have groups to help parents with disabled children

Prevention 
and Education 

Education/health information and availability for programs (2)
Preventative Care(2)
ESL education
Screening

Clinical 

Diabetes (2)
More nurses
Dental Care
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Most Valuable Existing Service or Program in Your Community for Keeping You and Your 
Family Healthy 

• Mobile food market (6)
• Food pantry (2)
• WIC (2)
• Healthy Families
• Joslin
• Kids in Grief

• Dalton
• 911
• Counseling
• Community dinners, senior center,

health lectures

One New Health Service/Program You Would Most Like to See in Place in Your 
Community? 

• Housing (5)
• Transportation (4)
• After school programming (3)
• Yoga/stress release workshops (2)
• Exercise/more healthy activity (2)
• Easier way to find out about these programs/where to get info on meetings (2)
• Information hotline to help solve family health problems
• Mental health counseling for adults
• I would also like to see the YMCA be family friendly affordable
• Mobile food
• STD [program]
• More marketing among communities

Housing 

Shelters/programming 
for homesless families  

Places for homesless 
teens 

Assisted living residence 
in Medford Square 

Transportation 

Transportation for 
Everett 

After school 
programming 

Free after school 
programs for grades 1-6 

Free after school care 
for kids under 6 

Activities for homesless 
kids 

5
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What else would you like us to know? 
• Respect us in healthcare needs
• We need understanding of our Haitian culture
• Help meet our [housing] needs better
• We would like for your to [meet] our needs
• How to call and inquire about doctors/offices accepting new patients and languages

spoken/available
• Information on helping people plus numerous programs
• Would like more info about availability of ESL and interpreter services
• Not just nurse visit but can doctor do check up too
• Very welcoming and not intimidating, very comfortable, friendly atmosphere
• Mobile food market is very beneficial to Everett/Malden residents
• I am grateful for all that you offer the communities and my family
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Community Stakeholder Survey Instrument 

Thank you very much for taking the time to fill out this survey. Hallmark Health System (HHS) is 
conducting a needs assessment to better understand the communities they serve, and you have been 
identified as an important HHS stakeholder.  

What you have to tell us is very important. Please be candid with your responses. This survey should take 
30-45 minutes to complete. You may stop the survey and go back to it anytime until you are done.  

Hallmark Health System has engaged the Institute for Community Health (ICH) to conduct this survey. 
ICH will be reviewing and analyzing your responses. Individual answers will be kept confidential and ICH 
won’t include identifying information in the data given to HHS or in the final report.  

Background  
1. a) What organization/agency do you work for? 

b) What is your title?

2. Below is a list of the nine communities that make up HHS’s self-defined Community Benefits
catchment area. Please check all of the towns you are able to provide information about, based on your 
role and familiarity with their individual strengths and needs:  

 Everett  
 Malden  
 Medford  
 Melrose  
 North Reading  
 Reading  
 Saugus  
 Stoneham  
 Wakefield  
 Most familiar with the region as a whole 

Community Assets and Needs 
3. For the community or communities identified in Question 2:

a) What are the top three assets or strengths related to promoting health and wellness?

b) What are the three health-related issues that pose the greatest concern?

   (Please select from list, or add “Others” as needed) 
 Access to health care and services for vulnerable populations 
 Affordable and accessible transportation  
 Economic insecurity  
 Food insecurity  
 Housing insecurity/homelessness  
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 Asthma  
 COPD/emphysema  
 Cancer  
 Cardiovascular health  
 Diabetes  
 Overweight/obesity  
 Behavioral/Mental health  
 Substance abuse/use  
 Tobacco use  
 Maternal and child health 
 Teen pregnancy  
 Infectious diseases:  

 HIV/AIDS  
 Tuberculosis  
 Influenza  
 Emerging Threats (ie. Ebola/Zika etc.) 

 Dental health  
 Emergency preparedness and disaster planning 
 Sexual assault/domestic violence  
 Violence and community safety  
 Other, please explain:  

c) For each health concern identified, please describe a specific example of how it currently impacts
your identified community or communities: 

d) Based on your perspective and on current trends, what, if any, health-related issues do you
anticipate will emerge in your community or communities as priorities in the next few years? 

4. For the community or communities identified in Question 2:
a) Please identify the two or three most vulnerable populations residing within your community.
These can be defined by one or more characteristics such as age, race, ethnicity, immigration status, 
gender and/or sexual orientation, family structure, disability, economic factors, or any other potential 
vulnerability.  

b) Please explain why you selected these groups as the most vulnerable populations.

c) Please explain any specific successes, challenges and/or opportunities you have identified in
working with these populations. 

5. In recent years, there has been emphasis from federal and state agencies on the importance of
coordinated, regional approaches to prevention and health improvement strategies (such as reducing 
tobacco use, and substance abuse with a focus on opioids). Based on your experience with these 
regional efforts to date:  
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a) What do you think has been successful, with success being measured in either outcomes (measured
impacts) or process (greater efficiencies)? 

b) What do you think has not worked well, or could be improved upon?

c) What other health or prevention issues could be more effectively addressed on a regional basis?

d) Based on the concerns and areas for improvement that you have noted, what are three concrete
things that HHS could do to more effectively address regional health planning and coordination? 

Perspectives on Hallmark Health System and Community Services 
6. Please indicate the extent to which you agree or disagree with the following statements about
Hallmark Health System and how they work with the nine-community catchment area: 

(Options: Strongly Agree, Agree, Disagree, Strongly Disagree)  

a) I am confident whom to ask at HHS for assistance when a community need is identified.

b) HHS responds in a timely manner to community requests related to health needs and problems.

c) HHS currently does good work in addressing health concerns within its communities.

d) I find the input and contributions of HHS staff valuable when they serve as part of community groups,
coalitions, and initiatives. 

7. In 2013, HHS identified these priorities as a result of its Community Health Needs Assessment.
Primary Priorities: 

a ioral alt  an  ubstan  bus

Can r

Car io as ular is as

Ob sit  an  iab t s

ss to Car  or t  ninsur / n rinsur

uln rabl  o ulations  in lu ing o n an  oung il r n

Secondary Priorities: 
n tious is as s  in lu ing tub r ulosis

n ur  r ntion  in lu ing alls an  ort o i  in ur

s irator  disease, including asthma

ual assault/ o sti  iol n  r ntion
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isast r r a in ss an  rg n  r aration

a) From your perspective, through its community-based programs and services, to what extent has
HHS been effective, in the last three years, in addressing (either through partnership, collaboration or 
direct initiatives) the above priorities within your community or communities?  

(Options: Very Effective, Somewhat Effective, Slightly Effective, Not Effective)  

Please describe.  

b) Since 2013, has HHS:
i. Achieved any quantitative impacts (ie. improved health outcomes, lower rates of disease incidence
or mortality) related to any of these health priorities? Please describe. 

ii. Achieved any qualitative impacts (ie. improving health care knowledge, reducing stigma, or
perceptions of health or wellness) related to any of these health priorities? Please describe. 

iii. Demonstrated any outputs that, though they do not yet reflect change or improvement, have
demonstrated potential for positive qualitative or quantitative impact over time? Please describe. 

8. HHS Community Services program leaders and staff engage in a range of community-based initiatives
and coalitions, working at both local and regional levels to address a variety of health issues and social 
determinant factors impacting health and wellness. Based on your experience working with HHS staff on 
these efforts:  

a) Please describe any ways in which this participation has been particularly helpful in addressing
community or health-related challenges or issues. 

b) Please describe any areas for improvement, or areas where different or more intensive engagement
by HHS staff would be valuable. 

c) Are there any areas of your work where HHS clinical or administrative leaders do not currently
engage, but would be considered valuable resources if they were to participate? Please describe. 

Conclusion 
9. Based on the information requested in this survey, are there any other issues impacting the health
and wellness in your communities that HHS might not be fully aware of at this time? 

10. Do you have any other comments about HHS, its community-based work, or other information not
addressed within this survey? 

Thank you very much for your time! 
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Hallmark Health System 
Community Health Needs Assessment 

Key Stakeholder Survey Report 

July 2016 

Summary 
The 13 stakeholders who provided feedback on this survey identified a number of health issues 
of concern for the catchment area communities. Presently, there is broad agreement that 
substance abuse and behavioral/mental health issues are the two most important concerns. In 
discussing emerging concerns, substance abuse and mental health, together with their 
correlates, were again both mentioned by several people, along with infectious diseases and 
obesity. 

When identifying the most vulnerable populations in their communities, stakeholders 
overwhelmingly chose elders, describing them as being vulnerable in multiple dimensions. 
Immigrants were also frequently listed, including people who are newly arrived, those who are 
undocumented, unaccompanied youth, and non-English speakers. Finally, people living in 
poverty were seen to be especially vulnerable. Respondents were clear about their 
understanding that the dimensions of vulnerability and health concerns are interrelated in 
complex and mutually reinforcing ways. 

Several respondents wrote that they were not familiar with the work of HHS, some due to staff 
turnover at their agencies, others for unspecified reasons. A large number of respondents 
skipped questions that asked about the work of HHS, which may also indicate a lack of 
familiarity with the role of HHS.  

Despite the lack of familiarity with Hallmark Health System (HHS) among some, the majority of 
stakeholders reported positive views of HHS and the effectiveness of its activities. Especially 
appreciated were the contributions made by HHS staff serving on community groups, 
coalitions, and initiatives. There was also a positive feeling about the effectiveness of HHS in 
addressing its 2013 community health priorities. Finally, when asked to suggest opportunities 
for HHS to improve, the rate of response was low. However, the most-commonly mentioned 
method suggested by respondents was to facilitate communication among organizations and 
stakeholders in the catchment area. A second suggestion was to increase partnerships among 
organizations, sometimes to provide specific services. 
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Background 
This survey was conducted as part of Hallmark Health System’s (HHS) 2016 Community Health 
Needs Assessment (CHNA), with the intent to gather input from key stakeholders of HHS on 
community health priorities and ways HHS can contribute to community health improvements. 
Stakeholders were selected from HHS’s 9 community benefits catchment area communities: 
Everett, Malden, Medford, Melrose, North Reading, Reading, Saugus, Stoneham, and 
Wakefield.  

Methods and demographics 
Key stakeholder surveys were sent by Hallmark Health System staff via Survey Monkey to 20 
individuals selected by HHS as key stakeholders. (See full 
text of survey in Appendix A). Stakeholders each 
represented one or more of the communities in HHS’s 9 
town community benefits catchment area. A total of 13 
stakeholders provided useable responses. 

Respondents were instructed that they could pass the 
survey along to someone else in their agencies if they did 
not think they were the best person to answer the 
questions. They were also instructed to be honest with 
their answers, and to skip questions that they were unable 
to answer. Respondents were told that the Institute for 
Community Health would be reviewing and analyzing their 
responses, and that no names or identifying information 
will be included in any reports. 

The respondents consisted of three people who reported 
their job titles as either CEO or Executive Director, seven people who are directors or managers, 
and three other public health workers.  

Respondents were asked to report which communities they were able to provide information 
about. Five respondents only chose one of the communities, four reported that they were most 
familiar with the catchment area as a whole, and five chose two or more communities. Table 1 
shows the number of respondents reporting familiarity with each specific community. 

Note that the data from several survey questions did not fall into clear patterns that were easily 
summarized in the body of this document. The responses from these questions are listed in the 
Appendices. 

Table 1: Number of 
respondents per 
community 

Everett - 4 

Malden - 4 

Medford - 1 

Melrose - 2 

North Reading - 2 

Reading - 4 

Saugus - 1 
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Characteristics of catchment area 
A primary goal of the survey was to determine what stakeholders see as the health-related 
characteristics of their communities.  

Strengths: Respondents were given an open-ended opportunity to identify the strengths of 
their communities. The 11 respondents gave a wide variety of answers: for a complete list, see 
Appendix B. (Most frequent responses are shown in Table 2). A number of people pointed to 
ongoing health efforts, including various collaborations and partnerships between different 
sectors in the communities and ongoing community education efforts. There were also several 
responses that pointed to relatively permanent characteristics of the communities, including 
their proximity to community hospitals and the relatively high education and income levels of 
the residents, as strengths. 

Concerns: Stakeholders were next asked to choose from a list the three health-related issues 
of most concern in their communities. The responses (N=10) are shown in Table 2. The issue 
that stood out overwhelmingly in this category was substance abuse/use, being chosen by 10 
of 11 respondents. The next most concerning issue identified was behavioral/mental health, 
which was selected by 5 of 11. And the third most concerning issue was cancer, identified by 3 
out of 11 respondents.  Finally, access to care for vulnerable populations, food insecurity, 
housing insecurity, infectious diseases, sexual assault/DV and tobacco use were each selected 
by 2 respondents.  For the list of categories chosen by one person, see appendix C.  

 
 
 

Nearby hospitals
Community education
programs
Collaborations between
health organizations
Relatively high income and
education levels of residents

Substance abuse
Behavioral/mental health 
Cancer
Access to care, food insecurity, housing
insecurity, infectious diseases, sexual
assault/DV, tobacco use

Strengths 

n=11 

Concerns 

n=10 

Table 2: Health Strengths and 
Concerns of Catchment Communities 
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The following categories were provided on the survey, but were not selected by any 
stakeholders: asthma, COPD/emphysema, teen pregnancy, and violence and community safety. 
HIV/AIDS and tuberculosis were also not selected, but two people did choose infectious 
diseases in general.  

When asked how the health issues of concern currently affect their communities, a myriad of 
responses were given (see Appendix D). One pattern in these responses was that particular 
populations were identified as being particularly vulnerable to these issues. Youth, in 
particular, were cited as being especially in need of mental health services and substance 
abuse treatment and prevention (4 of 11). Those living in poverty and recent immigrants were 
also described as being particularly vulnerable to health concerns (4 of 11 and 2 of 11, 
respectively). Interestingly, these vulnerable populations cited do not correspond in frequency 
with the vulnerable populations elicited from a direct question (see page 7).  Several 
respondents (4 of 11) highlighted the ways that many health concerns are interdependent and 
connected to the the social determinants of health. Respondents cited that, for example, 
homelessness and housing insecurity is related to a poor diet, mental and behavioral health 
issues are related to domestic violence, diabetes and cardiovascular disease are related to 
obesity, and recent immigrants are less often able to access health services.  

Table 3: Health Concerns are 
Inter-related 

Poor 
diet 

Difficulty 
accessing 
healthcare

Recent 
immigration 

Poverty 

Housing 
insecurity 

 Obesity 

Poor health 
outcomes 
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Emerging health issues: Respondents were given an open-ended text box to describe the 
issues that they predicted would arise as priorities in the next few years. Their responses (n=11) 
generally fell into four categories, as shown in Table 4. Of these, nearly half of respondents 
mentioned substance abuse and obesity, together with the individual and societal causes and 
consequences of these, as emerging priorities.  

Other concerns mentioned once were caring for an aging population, gentrification in the 
context of the new casino to be built, cancer, and safe housing. 

Emerging 
health 
issues 
(n=11) 

Substance 
abuse 
(n=5) 

Obesity 
and 

correlates 
(n=5) 

Infectious 
diseases 

(n=3) 

Mental 
Health 
(n=2) 

• Health effects
(diabetes, etc) (n=4)

• Healthy food access
(n=1)

• New diseases (Zika)
(n=2)

• New opportunities
for spread (n=1)

• Societal, family side
effects (n=3)

• New & emerging
drugs (n=2)

Table 4: Emerging Health Issues 

5
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Vulnerable populations: When asked to identify two or three vulnerable populations in their 
communities, stakeholders overwhelmingly named the elderly (10 of 12). As one respondent 
wrote, “The elderly are vulnerable in many ways. They may be lonely, depressed, at risk for 
multiple types of abuse, such as physical or financial abuse. They may be isolated from  
family or friends and they may have lost their independence.” Others point out that seniors  

have trouble accessing healthy 
food and medical care due to 
financial and transportation 
limitations. Seven respondents 
described opportunities to 
decrease elders’ isolation by 
providing help with access to 
healthy food, medical care, and 
social opportunities. Others 
described special training for 
those caring for elders: how to 
identify elder abuse, and how 
to care for those elders who 
may be immunocompromised. 

Homeless / housing
insecurity
Lack of access to healthy
food
Uninsured

People with disabilities
Young/single parents
Muslims ("rising Islamophobia")
Populations prone to substance
abuse

Recently arrived
Unaccompanied minors
Undocumented status
Non-English speakers

At risk for abuse
Isolated
Mobility limitations
Depression

Elderly 
(n=10) 

Immigrants 
(n=7) 

Living in 
Poverty 

(n=6) 

Other 
vulnerabilities 

Table 5: Vulnerable Populations 
Identified by Stakeholders (n = 12) 

 “Behavioral and mental health issues have 
been directly related to the substance abuse 

and domestic violence … The housing / 
homelessness has caused the conversion of 

hotel / motels into long term housing for 
homeless families which [are] less than 
optimal for maintaining behavioral and 

physical health standards. The cancer and 
cardiovascular issues continue to be related to 

lifestyle and occupation impacts…” 
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The next most-identified vulnerable population was immigrants (n=7), including those recently 
arrived, undocumented people and unaccompanied youth.  Three respondents specifically cited 
non-English speakers as a population of concern. Isolation was cited as a reason for the 
vulnerability of these groups. As one stakeholder wrote, “for immigrants, as people come to 
this country they may feel isolated and do not know where to go for health related matters”.  

Half of all respondents (n=6) identified people living in poverty as an important vulnerable 
population. One person cited “the stress/trauma related to extreme poverty”, and others 
identified difficulty accessing healthy food, continuity of care, and homelessness as challenges 
related to working with those living in poverty. 

Muslims were cited in two cases as a population of particular concern due to “growing 
Islamophobia”. Successes in working with this group involved providing appropriate medical 
care and working with Muslim community organizations.  

Notably, two vulnerable groups 
that have recently been in the 
national conversation, the LGBTQ 
community and African American 
men, were not identified by the 
stakeholders who completed the 
survey. Overall, these answers 
show, once again, that 
stakeholders understand the 
ways that health vulnerabilities 
overlap and reinforce one 
another. 

Feedback on Hallmark Health System 
Positive feedback, lower response rate:  Stakeholders were asked to rate HHS on a 
number of issues. The following Table 6 and Table 7 show the questions and answers. 

The local Council On Aging does a wonderful 
job connecting seniors with education and 
social opportunities.  It is important to 
continue to keep seniors active and engaged 
in their communities.  
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Overall, the feedback given on these quantitative questions 
shows that people who replied to the questions felt very 
positively about the 
work being done by 
HHS. However, more 
than half of 
respondents skipped 

the first three questions. This suggests that 
respondents, who were not offered a choice of “I don’t 
know”, may be unfamiliar with the work of HHS in 
these areas. This hypothesis is backed up by several 
respondent comments: “I don't feel I know everything 
HHS has done”, writes one stakeholder, and “I am new 
[at my organization]… and not that familiar with your 
work”, writes another. Notably, most people (n=9) DID 
respond to the question about whether HHS staff are 
valuable when serving as part of community groups, 
coalitions, and initiatives –all 9 responded that they 
either strongly agree or agree that HHS staff is 
valuable. This suggests that HHS staff are visible and 
making valued contributions as members of these 
groups.  

Respondents also answered positively when asked 
whether HHS has been effective in addressing the 
listed 2013 community health priorities: 9 out of 9 
responded that it has been either very effective or 
somewhat effective. (The priorities are listed in the 
text box above).  

This pattern of positive responses but many skipped 
questions continues in the responses 
to open-ended questions. However, 
the lack of response to the open-
ended questions may indicate not 
only a lack of familiarity, but also a 
degree of respondent fatigue or lack 
of time to devote to the survey. 

Overall, respondents report mostly 
positive impressions of HHS and its 
work. Only three stakeholders 
responded to the questions asking 
about the impacts achieved by HHS. 

“I feel that HHS provides 
tremendous resources to the 

community. Their genuine concern 
for the community is evident in all 
of their community engagement 

activities/efforts.” 

“I don’t feel I know 
everything HHS has 

done.” HHS Priorities 
Identified in 2013 

Primary Priorities: 

• Behavioral Health and
Substance Abuse

• Cancer
• Cardiovascular Disease
• Obesity and Diabetes
• Access to Care for the

Uninsured/Under-insured
• Vulnerable populations,

including women and young
children

Secondary Priorities: 

• Infectious diseases, including
tuberculosis

• Injury prevention, including
falls and orthopedic injury

• Respiratory disease, including
asthma

• Sexual assault/domestic
violence prevention

• Disaster readiness and
emergency preparation
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However, these respondents reported increasing awareness of health issues through 
community outreach programs and by sharing useful data with local organizations. They also 
described HHS’s work hosting and organizing working groups and task forces. 

Nine participants identified ways collaboration with HHS has been particularly helpful in 
addressing community health challenges. Of these, five comments highlighted the ways that 
HHS staff have helped the organizations to make connections with other groups. The text of 
these responses can be found in Appendix E.  

Respondents were asked in general to assess the 
successes of regional approaches to health issues. 
Of these responses (n=10), 4 mentioned tobacco 
control as a successful initiative, and 2 mentioned 
opioid control and treatment. Three people gave 
general descriptions of how and why regional 
approaches work well. Finally, one person 
described the care transitions model, and one 
person was overall ambivalent about regional 
approaches, feeling that each town needed to 
concentrate on its own issues. 

Finally, when invited to make any other comments 
at the end of the survey, 4 respondents 

commented. Of these, 3 quotes were glowingly positive about HHS, saying, among other praise, 
that “HHS provides tremendous resources to the community…” and “HHS has been an amazing 
partner”. The fourth merely wished that HHS could provide money, because some health 
problems just need to be funded. 

Opportunities for HHS improvement: Respondents were given several opportunities to 
suggest ways HHS could improve its service provision. The first asked respondents to suggest 
three concrete things HHS could do to more effectively address regional health planning and 
coordination (see Table 8). The most common category of responses had to do with different 
types of communication that HHS could do (4 of 9): these included facilitating information 
sharing among stakeholders including local public health departments, the MA Department of 
Public Health, and other organizations. It also included ensuring that parents or residents have 
voices on coalitions and navigating HIPAA rather than letting it stand as a barrier. 
The next most common suggestion was increasing collaborations with other organizations, 
including in one case the participant’s own employer, but also with out of network hospitals 
and with specific community organizations to offer specific services. Finally, other suggestions 
included providing funding, conducting advocacy, and providing trainings. Appendix F lists the 
ways stakeholders suggested that regional approaches have not worked well. These responses 
did not fall into clear categories. 

Regional approaches are: “a 
much more efficient way to deal 
with the issues as in many cases 
you don't need a full time 
person for each community, but 
putting them together you can 
have one knowledgeable person 
to deal with all of them”.
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The survey also elicited suggestions for new health topics that could be most effectively 
addressed by regional approaches. The answers solicited did not fall into clear categories: two 
people listed Zika, but otherwise there were no duplicates. For a complete list, see Appendix G. 

When asked specifically about ways that HHS could improve, only four participants provided 

answers. In general, the answers indicate a desire for more involvement of HHS in the 
community: extending an existing partnership, more presence of outreach workers, and more 
direct involvement through hands-on approaches vs delegation of responsibilities to emergency 
preparedness regions. One person also indicated that it would be helpful to have a clearly-
communicated point person for specific health and safety issues.  

Only three respondents indicated areas where they felt HHS should be more involved: these 
areas were workplace safety, partnering with the Cambridge Health Alliance, and “maybe some 
of the School Department’s Health Advisory Committees”.  

Share info across systems (navigating HIPAA)
With all public health depts
With state DPH
Including a parent/resident voice in all
coalitions

Communication / 
sharing information 

(n=4) 

Out of network hospitals
To offer specific services (healthy aging
programs, care transitions)

Collaboration with other 
organizations (n=3) 

For mental health facilities
For health ed in schools
With insurers to cover care transitionsAdvocacy (n=2) 

Table 8: Concrete steps HHS could take to improve 
regional health planning and coordination (n = 9) 
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Hallmark Health System Community Needs Assessment 
Internal Stakeholder Survey (SAMPLE) 

Thank you very much for taking the time to fill out this survey. Hallmark Health System (HHS) is 
conducting a needs assessment to better understand the communities they serve, and you have been 

identified as an important HHS stakeholder. 

 What you have to tell us is very important. Please be candid with your responses. 

This survey should take 10-15 minutes to complete. 

Hallmark Health System has engaged the Institute for Community Health (ICH) to conduct this survey. 
ICH will be reviewing and analyzing your responses. Individual answers will be kept confidential. 

Background 
1. a) What is your name? 

b) What is your title?

2. Please check all of the towns in which you are active or aware of HHS services, based on your role at HHS
(and/or if you reside in these communities):

  Everett 

__Malden  

 Medford  

 Melrose 

 North Reading 

 Reading 

__Saugus 

 Stoneham 

  Wakefield 

__My work is more regionally focused, across most or all of these communities 

Community Assets and Needs 
3. For the community (or communities) identified in Question 2:

a) What are the communities’ top three assets or strengths related to promoting health and wellness?
1)
2)
3)
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b) What are the three health-related issues that pose the greatest concern?

(Please select from list, or add “Others” as needed)

    Access to health care and services for vulnerable populations 

    Affordable and accessible transportation 

    Economic insecurity 

    Food insecurity 

    Housing insecurity/homelessness 

    Asthma 

    COPD/emphysema 

    Cancer 

    Cardiovascular health 

    Diabetes 

    Overweight/obesity 

    Behavioral/Mental health 

    Substance abuse/use 

    Tobacco use 

    Maternal and child health 

    Teen pregnancy 

    Infectious diseases: 

o HIV/AIDS
o Tuberculosis
o Influenza
o Emerging Threats (ie. Ebola/Zika etc.)

    Dental health 

    Emergency preparedness and disaster planning 

    Sexual assault/domestic violence 

    Violence and community safety 

    Other(s), please explain: 
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4. For the community or communities identified in Question 2:
a) Please identify the two or three most vulnerable populations within your community. These can be

defined by one or more characteristics such as age, race, ethnicity, immigration status, gender and/or
sexual orientation, family structure, disability, economic factors, or any other potential vulnerability.
1)
2)
3)

Perspectives on Hallmark Health System and Community Services 
5. Please indicate the extent to which you agree or disagree with the following statements about Hallmark

Health System and how they work with the nine-community catchment area: 
a) I am confident whom to ask at HHS for assistance when a community need is identified.

    Strongly Agree     Agree     Disagree     Strongly Disagree 

b) HHS responds in a timely manner to community requests related to health needs and problems.
    Strongly Agree     Agree     Disagree     Strongly Disagree 

c) HHS currently does good work in addressing health concerns within its communities.
    Strongly Agree     Agree     Disagree     Strongly Disagree 

d) I find the input and contributions of HHS staff valuable when they serve as part of community groups,
coalitions, and initiatives.
    Strongly Agree     Agree     Disagree     Strongly Disagree 

6. In 2013, HHS identified these priorities as a result of its Community Health Needs Assessment.
a) From your perspective, through its community-based programs and services, to what extent has HHS

been effective, in the last three years, in addressing (either through partnership, collaboration or direct
initiatives) the above priorities within your community or communities?

Primary Priorities: 
• Behavioral Health and Substance Abuse

    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Cancer
    Strongly Agree  Agree     Disagree     Strongly Disagree 

• Cardiovascular Disease
    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Obesity and Diabetes
    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Access to Care for the Uninsured/Underinsured
    Strongly Agree     Agree     Disagree     Strongly Disagree 
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• Vulnerable populations, including women and young children

    Strongly Agree     Agree     Disagree     Strongly Disagree 

Secondary Priorities: 
• Infectious diseases, including tuberculosis

    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Injury prevention, including falls and orthopedic injury
    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Respiratory disease, including asthma
    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Sexual assault/domestic violence prevention
    Strongly Agree     Agree     Disagree     Strongly Disagree 

• Disaster readiness and emergency preparation
    Strongly Agree     Agree     Disagree     Strongly Disagree 

b) Since 2013, has HHS:
i. Achieved any quantitative impacts (ie. improved health outcomes, lower rates of disease incidence

or mortality) related to any of these health priorities?    Yes     No
ii. Achieved any qualitative impacts (ie. improving health care knowledge, reducing stigma, or

perceptions of health or wellness) related to any of these health priorities?    Yes     No
iii. Demonstrated any outputs that, though they do not yet reflect change or improvement, have

demonstrated potential for positive qualitative or quantitative impact over time?    Yes     No

Any additional comments (optional) 
   ________________________________________________________________________ 

7. HHS Community Services program leaders and staff engage in a range of community-based initiatives and
coalitions, working at both local and regional levels to address a variety of health issues and social
determinant factors impacting health and wellness. Based on your experience:

a) Has participation by HHS staff and leaders been helpful in addressing community or health-related
challenges or issues?    Yes     No

b) Any additional comments (optional)

Conclusion 
8. Please share any other comments below about HHS, our community-based work, or other information you

would like to share that has not been addressed within this survey. 

Thank you very much for your time! 

5
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Hallmark Health System Community Needs Assessment 
Survey Results 

# of Surveys Completed:  13 (8 Community Teams, 5 Diversity Committee Members) 

Background 
1. Please check all of the towns you live and/or work in:

 Everett/Malden  (1) 

 Medford (1) 

 Melrose (4) 

 Reading/North Reading   (2) 

 Saugus    (0) 

 Stoneham (2) 

 Wakefield (3) 

  My work is more regionally focused, across most/all communities* (5) 

Community Assets and Needs 
2. For the community (or communities) identified in Question 2:

a) What are the communities’ top three assets or strengths related to promoting health and wellness?
1) Excellent health facilities
2) Awareness of good health practices
3) Literacy and knowledge
4) Strong City government/City support (3)
5) Family Network/Young families
6) ABCD-Poverty agency
7) Senior Center
8) Health fairs (2)
9) Town days
10) Cancer overnight walk
11) School involvement, promoting healthy style living with students (3)
12) Community based-hospital deliveries
13) Proximity to Melrose-Wakefield Hospital/Reading Clinic (3)
14) Beautiful lakes and parks, where many events are held (4)
15) Trust
16) Comfort/welcomeness
17) Positivity/encouragement
18) Food distribution/mobile market
19) Communications
20) Interest
21) Good Advertising
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22) N/A (6)
23) Substance abuse coalition (2)
24) MassInMotion (0-5 Programs)

b) What are the three health-related issues that pose the greatest concern?
(Please select from list, or add “Others” as needed)

 Access to health care and services for vulnerable populations  (3) 

 Affordable and accessible transportation (3) 

 Economic insecurity  (3) 

 Food insecurity (1) 

 Housing insecurity/homelessness  (4) 

    Asthma 

    COPD/emphysema 

    Cancer (4) 

    Cardiovascular health 

    Diabetes 

    Overweight/obesity  (2) 

    Behavioral/Mental health (9) 

    Substance abuse/use  (10) 

    Tobacco use 

    Maternal and child health (1) 

    Teen pregnancy 

    Infectious diseases: 
o HIV/AIDS
o Tuberculosis
o Influenza
o Emerging Threats (ie. Ebola/Zika etc.)

    Dental health 

    Emergency preparedness and disaster planning (1) 

    Sexual assault/domestic violence 

    Violence and community safety 

    Other(s), please explain: 
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3. For the community or communities identified in Question 2:
a) Please identify the two or three most vulnerable populations within your community. These can be

defined by one or more characteristics such as age, race, ethnicity, immigration status, gender and/or
sexual orientation, family structure, disability, economic factors, or any other potential vulnerability.

No answer (2) 
1) Elderly population/Seniors (10) 
2) Economically challenged people (3) 
3) Illegal immigrants (2) 
4) Single parents/family structures (1) 
5) Young children (1) 
6) Teens and young adults with substance addictions (3) 
7) The mentally ill, especially those with housing issues (4) 
8) Uninsured (2) 
9) Children with special needs (1) 
10) Transgender (1) 

Perspectives on Hallmark Health System and Community Services 
4. Please indicate the extent to which you agree or disagree with the following statements about Hallmark

Health System and how they work with the nine-community catchment area: 
a) I am confident whom to ask at HHS for assistance when a community need is identified.

    Strongly Agree (7)     Agree (5)     Disagree (1)      Strongly Disagree 

b) HHS responds in a timely manner to community requests related to health needs and problems.
    Strongly Agree (4)     Agree (8)     Disagree (1)      Strongly Disagree 

c) HHS currently does good work in addressing health concerns within its communities.
    Strongly Agree (5)     Agree (7)     Disagree (1)     Strongly Disagree 

d) I find the input and contributions of HHS staff valuable when they serve as part of community groups,
coalitions, and initiatives.
    Strongly Agree (7)     Agree (6)    Disagree (0)     Strongly Disagree 

5. In 2013, HHS identified these priorities as a result of its Community Health Needs Assessment.
a) From your perspective, through its community-based programs and services, to what extent has HHS

been effective, in the last three years, in addressing (either through partnership, collaboration or direct
initiatives) the above priorities within your community or communities?

Primary Priorities: 
• Behavioral Health and Substance Abuse

    Strongly Agree (8)  Agree (3)     Disagree (1)     Strongly Disagree  n/a (1) 

• Cancer
    Strongly Agree (1)     Agree (11)     Disagree     Strongly Disagree n/a (1) 
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• Cardiovascular Disease
    Strongly Agree     Agree (11)     Disagree (1)     Strongly Disagree  n/a (1) 

• Obesity and Diabetes
    Strongly Agree (5)     Agree (6)     Disagree     Strongly Disagree  n/a (2) 

• Access to Care for the Uninsured/Underinsured
    Strongly Agree (2)     Agree (8)     Disagree (2)     Strongly Disagree  n/a (1) 

• Vulnerable populations, including women and young children
    Strongly Agree (2)     Agree(9)     Disagree     Strongly Disagree  n/a (2) 

Secondary Priorities: 
• Infectious diseases, including tuberculosis

    Strongly Agree (2)     Agree (4)     Disagree (3)     Strongly Disagree n/a (4) 

• Injury prevention, including falls and orthopedic injury
    Strongly Agree (3)     Agree (3)     Disagree (2)      Strongly Disagree   n/a (5) 

• Respiratory disease, including asthma
    Strongly Agree     Agree (7)     Disagree (2)     Strongly Disagree n/a (4) 

• Sexual assault/domestic violence prevention
    Strongly Agree (1)     Agree (8)     Disagree (1)     Strongly Disagree  n/a  (3) 

• Disaster readiness and emergency preparation
    Strongly Agree (2)     Agree (1)     Disagree (2)    Strongly Disagree  n/a (6) 

b) Since 2013, has HHS:
i. Achieved any quantitative impacts (ie. improved health outcomes, lower rates of disease incidence

or mortality) related to any of these health priorities?
    Yes (9)  No (2) n/a (2) 

ii. Achieved any qualitative impacts (ie. improving health care knowledge, reducing stigma, or
perceptions of health or wellness) related to any of these health priorities? 
   Yes (10)       No (1)  n/a (2) 

iii. Demonstrated any outputs that, though they do not yet reflect change or improvement, have
demonstrated potential for positive qualitative or quantitative impact over time? 
   Yes (11)       No   n/a (2) 

6. HHS Community Services program leaders and staff engage in a range of community-based initiatives and
coalitions, working at both local and regional levels to address a variety of health issues and social
determinant factors impacting health and wellness. Based on your experience:
a) Has participation by HHS staff and leaders been helpful in addressing community or health-related

challenges or issues?
_Yes (9)     No  n/a (4)
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Hallmark Health System Service Area 
 

Core Service Areas1: Malden, Medford, Melrose, Reading, Stoneham, Wakefield 
Secondary Service Areas2: Everett, North Reading, Saugus 

Population:  302,797  
Demographics compared to the state of Massachusetts as a whole: 
• Smaller Hispanic population (8%)
• Larger foreign born population (23%) and fewer speak English at home (71%)
• Higher percentage of residents age 25+ with bachelor’s degree or higher (38%)
• Higher median household income ($71,943)
• Higher poverty rates for adults over 65 (11%), lower rates for children under 18 (10%)

and families (7%)

Health Conditions  
Service area residents experience the following health conditions at rates 5% or higher than residents of Massachusetts as a whole: 

1 Core service areas refer to communities where Hallmark has physical clinical facilities. 
2 Secondary service areas refer to communities where Hallmark works in partnership with other organizations to provide services.

 Youth age 15-19: 
• Alcohol/substance abuse related ED visits and

hospitalizations 
• All injury and poisoning hospitalizations
• COPD related ED visits and hospitalizations
• Diabetes related ED visits
• Mental disorder related ED visits and hospitalizations
• Opioid related ED visits

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer
Top 3 Causes of Hospitalization 

1. Diabetes Mellitus Related

2. COPD Related

3. Circulatory System Diseases

Cancer incidence & mortality 
• Colorectal cancer  incidence
• Lung cancer incidence and mortality

Cardiovascular health 
• Major cardiovascular disease ED visits 

• Acute myocardial infarction mortality 

Mental health 
• Mental disorder related mortality

Respiratory health 
• Bacterial pneumonia related hospitalizations 

Substance abuse: 
• Alcohol/substance related ED visits
• Opioid related ED visits, hospitalizations and

mortality

Selected age groups 
Older adults age 65+: 

• Bacterial pneumonia related hospitalizations
• COPD related ED visits and hospitalizations
• Diabetes related ED visits and hospitalizations
• Hip fracture injury hospitalizations
• Major cardiovascular disease hospitalizations
• Mental disorder related ED visits and

hospitalizations

For more detailed information on health indicators and for references, please see the data tables that follow. 
 

           HHS Community Benefits Core Communities
HHS CB Secondary Communities
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SERVICE AREA HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between the service area and the 
state is 5% or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school 
enrollment characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are 
flagged. “NA” designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is 
unavailable (i.e. does not exist). 

SERVICE AREA INDICATOR SERVICE AREA MA 
# %/Rate %/Rate 

Total population 302,797 -- 6,657,291 
Demographics3 
Female 157,959 52% 52% 
Age 
   Under 5 years 16,688 6% 6% 
   Under 18 years 42,862 14% 21% 
   18 to 34 years 74,301 25% 24% 
   35 to 64 years 126,485 42% 41% 
   65 and over 42,461 14% 14% 
   85 and over 6,660 2% 2% 
Race/ethnicity4 
   Asian (non Hispanic) 25,576 9%ˆ 6% 
   Black/African-American (non Hispanic) 21,695 7%ˆ 6% 
   Hispanic 22,630 8% 10% 
   Some other race (non Hispanic)5 1,903 1% 1% 
   White (non Hispanic) 224,691 74% 75% 
Foreign-born residents 68,475 23%ˆ 15% 
Continent of origin of foreign-born residents 
   Africa  5,213 8% 9% 
   Americas 30,443 45%ˆ 38% 
   Asia 20,871 31% 30% 
   Europe 11,919 17% 23% 
Top 5 languages spoken at home6 
   English only 202,583 71% 78% 
   Spanish or Spanish Creole 17,813 6% 8 % 
   Portuguese or Portuguese Creole 15,164 5%ˆ 3% 
   Chinese 10,836 4%ˆ 2% 

 French Creole 8,926 3%ˆ 1% 
Social and economic characteristics7 
Highest educational attainment  
   Less than high school graduate 21,592 10% 11% 
   High school graduate 59,705 28%ˆ 26% 
   Some college 52,592 24% 24% 
   Bachelor’s degree 49,280 23% 23% 
   Graduate/advanced degree 32,967 15% 17% 
Income 
   Median household income $71,943ˆ -- $67,846 

3 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
4 Excludes “Two or more races” 
5 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race Alone. 
6 These are the top 5 languages spoken at home in the service area. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
7 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 2012 
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   Per capita income $35,122 -- $36,441 
Poverty status 
   Children under 18 living in poverty 6,057 10% 15% 
   Families living in poverty 4,971 7% 8% 
   Population 65 and older living in poverty 4,336 11%ˆ 9% 
Housing units by structure 

1-unit 63,037 52% 57% 
2 units 20,632 17%ˆ 10% 
3 -9 units 15,241 13% 17% 
10 -19 units 4,584 4% 4% 
20 or more units 18,058 15%ˆ 10% 

Housing units that are renter-occupied 46,494 40%ˆ 38% 
Median gross rent $1,271ˆ -- $1,088 
Gross rent or owner costs as a percentage of household 
income 
    30% or more 23,908 35%ˆ 32% 
Health insurance 
    No health insurance coverage 12,972 4%ˆ 4% 
Unemployment rate8   5.7 
Health outcomes9  
Cancer incidence (age-adjusted rates per 100,000)10 
   All cancers (invasive)  3,546 484.7 481.4 
   Breast cancer (female only) 538 135.2 133.5 
   Ovarian cancer  36 9.0  12.1 
   Prostate cancer  478 102.6  128.2 
   Colorectal cancer  320 42.6ˆ 38.0 
   Lung cancer  508 69.2 66.3 
Cancer mortality (age-adjusted rates per 100,000)11 
   All cancers 4,917 477.4 480.1 
   Breast cancer (female only) 767 137.3 135.1 
   Ovarian cancer  61 11.1  11.9 
   Prostate cancer  382 115.1  138.3 
   Colorectal cancer  443 42.3ˆ 38.4 
   Lung cancer  719 69.6ˆ 65.9 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate 
per  100,000)12 

 Major cardiovascular disease hospitalizations 15,290 1348.1 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 2,486 218.3 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

  Major cardiovascular disease ED visits 5,073 466.8ˆ 412.7 
Cerebrovascular disease (stroke) ED visits 534 48.1  51.4 

  Acute myocardial infarction ED visits 250 22.1 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)13 

8 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan to Dec monthly rates. 9 town aggregates 
unavailable for unemployment rate.  
9 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
10 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012.  
11 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
12 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital 
Discharge Dataset System (UHDDS), grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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 Major cardiovascular disease mortality 2,175 178.9 185.9 
 Cerebrovascular disease (stroke) mortality 337 27.5  29.5 
 Acute myocardial infarction mortality  329 27. 4ˆ 25.3 

Diabetes (age-adjusted rates per 100,000)14 
 Diabetes-related ED visits 14,735 1362.0 1376.9 
 Diabetes-related hospitalizations 20,465 1841.0 1762.5 

   Diabetes mortality 129 10.9  13.7 
Infectious disease (crude rates per 100,000)15 
   HIV/AIDS prevalence16 716 N/A 272.8 
   HIV/AIDS incidence14 21 N/A 10.0 
   Hepatitis C incidence 176 N/A 72.4 
   Chlamydia incidence 898 N/A 357.3 
   TB incidence 5 N/A 3.2 
Injuries (age-adjusted rates per 100,000)17 
   All injury and poisoning ED visits 91,428 9872.1  10484.5 
   All injury and poisoning hospitalizations 9,366 861.3 829.4 
   All injury and poisoning mortality 428 40.8  43.0 
   Hip fracture injury hospitalizations  1,007 83.3 80.8 
Mental health (age-adjusted rates per 100,000)18 
   Mental disorder-related ED visits  54,166 5567.2 5341.6 
   Mental  disorder-related hospitalizations 3,486 3911.4 3,799.9 
   Mental disorder-related mortality  769 60.7ˆ 52.6 
Mother & infant health19 
   Birth rates, by age (age-specific rate per 1,000) 

 Ages 30-44  7,330 70.5ˆ 60.8 
 Ages 20-29  3,995 61.5 62.5 
 Teens (ages 15-19) 255 9.7  15.5 

   Inadequate prenatal care (percent of births) 804 7% 7% 
   Low birth weight (percent of births) 827 7%  8% 
   Infant mortality (rate per 1,000) 31 2.7  4.3 
Premature mortality (age-adjusted rate per 100,000)20 2,727 271.4 272.2 
Respiratory health (age-adjusted rates per 100,000)21  
   Asthma-related hospitalizations  8,048 798.9  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 

for ages 14 and under) 1,106 693.9  868.0 

 Bacterial pneumonia-related hospitalizations 8,102 731.5ˆ 670.0 
   COPD-related hospitalizations 20,026 1865.3 1921.9 

13 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
14 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). 
Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012.
159 town aggregates unavailable through MADPH Bureau of Communicable Disease Control (BCDC) Registries, Division of Epidemiology and Immunization and MADPH 
Division of Sexually Transmitted Disease Prevention.  
16HIV prevalence and incidence are for 2011 reported rates.  
17 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
18 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital 
Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
19 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality rate per 
1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
20Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of deaths 
occurring among individuals less than 75 years of age.  
21 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA Division 
of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012. 
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Substance abuse (age-adjusted rates per 100,000)22 
   Alcohol/substance-related ED visits 9,818 1015.0ˆ 910.3 
   Alcohol/substance-related hospitalizations 2,997 296.4  341.2 
   Opioid-related ED visits  4,435 469.1ˆ 280.3 
   Opioid-related hospitalizations 3,486 352.3ˆ 332.4 
   Opioid-related mortality  120 12.2ˆ 9.6 
Health outcomes by specific age groups23 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 

 Alcohol/substance-related hospitalizations 292 215.8 211.0 
 Cerebrovascular disease (stroke) hospitalizations 1,802 1331.5 1324.0 
 Major cardiovascular disease hospitalizations 10,666 7881.0ˆ 7309.7 
 Diabetes-related hospitalizations 12,531 9259.0ˆ 8394.1 
 All injury and poisoning hospitalizations 2,586 1910.8  3173.7 
 Hip fracture injury hospitalizations 891 658.4ˆ 621.3 
 Mental disorder-related hospitalizations 16,255 12010.6ˆ 10764.6 
 Bacterial pneumonia-related hospitalizations 5,305 3919.8ˆ 3435.2 
 COPD-related hospitalizations 11,100 8201.6 7795.8 

   Emergency department visits (age-specific rates per 
100,000) 

 Alcohol/substance-related ED visits 201 148.5  204.1 
 Cerebrovascular disease (stroke) ED visits 309 228.3  256.0 
 Major cardiovascular disease ED visits 2,190 1618.2 1580.1 
 Acute myocardial infarction ED visits 124 91.6 93.4 
 Diabetes-related ED visits 5,898 4358.0ˆ 4000.7 
 All injury and poisoning ED visits 10,943 8085.6 8352.8 
 Hip fracture injury ED visits 82 60.6  77.6 
 Mental disorder-related ED visits 5,184 3830.4ˆ 3422.3 
 Bacterial pneumonia-related ED visits 393 290.4 299.5 
 COPD-related ED visits 3,431 2535.1ˆ 2307.6 

Health of youth age 15-19 
Hospitalizations (age-specific rates per 100,000) 

 Alcohol/substance-related hospitalizations 68 124.5ˆ 112.6 
 Diabetes-related hospitalizations 44 80.5  106.8 
 All injury and poisoning hospitalizations 226 413.7ˆ 93.3 
 Opioid-related hospitalizations 55 100.7  388.6 
 Mental disorder-related hospitalizations 947 1733.3ˆ 1361.2 
 COPD-related hospitalizations 276 505.2ˆ 439.8 

Emergency department visits (age-specific rates per 
100,000) 

 Alcohol/substance-related ED visits 735 1345.3ˆ 966.1 
 Diabetes-related ED visits 145 265.4ˆ 223.4 
 All injury and poisoning ED visits 7,358 13467.3 13144.7 
 Opioid-related ED visits 180 329.5ˆ 176.3 
 Mental disorder-related ED visits 3,588 6567.1ˆ 5740.3 
 COPD-related ED visits 1,249 2286.0ˆ 1694.2 

Public school district enrollment characteristics24 

22 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
23 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset 
System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in the service area 
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Race/ethnicity 
   African-American 3,815 10%ˆ 9% 
   Asian 3,046 8%ˆ 7% 
   Hispanic 5,924 16% 19% 
   White 23,314 63% 63% 
   Multi-race (non Hispanic) 1,071 3% 3% 
Special populations 
    First language not English   19% 
    Limited English proficient   9% 
    Students with disabilities   17% 
    Low income   27% 
Public school district graduation and drop-out rates22 
Students graduating (4-year) 2,167 86% 87% 
Students dropping out 136 5%ˆ 5% 
Graduates attending college/university 1,976 80% 77% 

Youth outcomes: high school health survey data25 
Substance use 
   Alcohol, ever used   47% 
   Alcohol, used in last 30 days   36% 
   Tobacco, ever used   32% 
   Tobacco, used in last 30 days   11% 
   Marijuana, ever used   33% 
   Marijuana, used in last 30 days   16% 
Sexual activity 
    Ever had sexual intercourse   38% 
    Used condom at last intercourse   58% 
Mental health 
    Experiencing depression in last 12 months   22% 
    Seriously considered suicide in last 12 months   12% 
    Attempted suicide in last 12 months   6% 
    Was bullied at school in last 12 months   17% 

24Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out rates 
2014-2015. Public school graduates attending college/university 2012-2013. 
25Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out rates 
2014-2015.Public school graduates attending college/university 2012-2013.  
25MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf.  

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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26 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
27 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
28 Mental disorders include dementias. 
29 Genitourinary Diseases, all includes: “renal failure” and “nephritis, nephrosis 
30 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 10.0% (12,405) in the service area during time period.

TOP FIVE CAUSES OF DEATH26 
(2010-2012) 

SERVICE AREA 
(n= 7,787) 

MASSACHUSETTS 
(n=159,125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all27 2,188 28.1% 1. Circulatory system

Diseases, all 46,326 29.1% 

2. Mental disorders28 769 9.9% 2.  Mental disorders 13,571 8.5% 
3. Lung cancer 574 7.4% 3.  Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 364 4.7% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Genitourinary diseases, all29 290 3.7% 5.  Digestive system diseases 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION30 
(2010-2012) 

SERVICE AREA 
(n= 122,865) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 20,465 16.7% 1. Chronic obstructive
pulmonary disease, all related 422,466 17.7%

2. Chronic obstructive pulmonary
disease, all related 20,026 16.3% 2. Diabetes Mellitus related 399,313 16.7% 

3. Circulatory system diseases, all 16,673 13.6% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 11,820 9.6% 4. Digestive system diseases, all 228,302 9.6% 
5. Respiratory, pneumonia and

influenza related 8,974 7.3% 5. Asthma-related 185,915 7.7% 
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For more detailed information on Everett health indicators and for references, please see the data tables that follow. 
 

Cancer incidence & mortality 
• All cancer mortality
• Lung cancer incidence and mortality
• Prostate cancer mortality

Cardiovascular health 
• Acute myocardial infarction ED visits and mortality
• Major cardiovascular disease ED visits and hospitalizations
• Stroke ED visits and hospitalizations

 

Diabetes 
• Diabetes related ED visits and hospitalizations

Infectious disease 
• Chlamydia incidence
• Hepatitis C incidence
• HIV/AIDS prevalence

Injuries and poisonings 
• All injury and poisoning ED visits and hospitalizations

Mental health 
• Mental disorder related ED visits, hospitalizations, and

mortality
Mother & Infant Health 

• Inadequate prenatal care 
 

Premature Mortality 
Respiratory health 

• Asthma related hospitalizations
• Bacterial pneumonia related hospitalizations
• Childhood (ages 14 and under) asthma ED visits
• Chronic Obstructive Pulmonary Disease (COPD) related

hospitalizations

Substance abuse 
• Alcohol/substance abuse related ED visits and

hospitalizations
• Opioid related ED visits, hospitalizations, and mortality

Selected age groups 
Older adults age 65+: 
• Acute myocardial infarction ED visits
• Alcohol/substance related ED visits and

hospitalizations
• Bacterial pneumonia related ED visits and

hospitalizations
• COPD related hospitalizations
• Diabetes related ED visits and hospitalizations
• Hip fracture injury ED visits
• Major cardiovascular disease ED visits and

hospitalizations
• Mental disorder related hospitalizations
• Stroke hospitalizations

Youth age 15-19: 
• All injury and poisoning hospitalizations and ED visits
• COPD related ED visits and hospitalizations
• Diabetes related ED visits
• Mental disorder related hospitalizations
• Pregnancy rates

EVERETT, MA 
 

Population:    42,758 
Demographics compared to Massachusetts as a whole: 

• Larger population of Hispanics (21%) and Black/African-Americans (16%)
• Top Hispanic or Latino origin sub-populations: Salvadoran (10%), Puerto Rican

(3%), Dominican Republican (2%)
• Larger foreign born population (41%) and more than half speak a language other

than English at home (56%)
• Lower percentage of residents age 25+ with bachelor’s degree or higher (17%)
• Lower median income ($51,056)
• Higher poverty rates for children under 18 (17%), families (12%), and adults over

65 (12%)
• Higher percentage of residents with 30% or more of income spent on gross rent

or owner costs (44%)

Health Conditions  
Everett residents experience the following health conditions at rates 5% or higher than residents of Massachusetts as a whole: 

 

 

 
 Top 3 Causes of Death 

1. Circulatory System Diseases
2. Mental Disorders
3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Diabetes Mellitus Related
2. COPD Related
3. Circulator System Diseases
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EVERETT HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Everett and the state is 5% 
or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. 
does not exist). 

INDICATOR Everett MA 
# %/Rate %/Rate 

Total population 42,758 -- 6,657,291 
Demographics31 
Female 21,504 50% 52% 
Age 
   Under 5 years 2,421 7%ˆ 6% 
   Under 18 years 9,605 23%ˆ 21% 
   18 to 34 years 11,356 27%ˆ 24% 
   35 to 64 years 16,913 40% 41% 
   65 and over 4,884 11% 14% 
   85 and over 747 2% 2% 
Race/ethnicity32 
   Asian (non Hispanic) 1,696 4% 6% 
   Black/African-American (non Hispanic) 6,812 16%ˆ 6% 
   Hispanic 8,913 21%ˆ 10% 
   Some other race (non Hispanic)33 625 3%ˆ 1% 
   White (non Hispanic) 24,708 54% 75% 
Top 3 Hispanic or Latino origin sub-populations34 

Salvadoran 4,294 10%ˆ 1% 
Puerto Rican 1,111 3% 4% 
Dominican Republican 766 2%ˆ 2% 

Foreign-born residents 17,370 41%ˆ 15% 
Continent of origin of foreign-born residents 
   Africa  1,256 7% 9% 
   Americas 12,683 73%ˆ 38% 
   Asia 1,348 8% 30% 
   Europe 2,083 12% 23% 
Top 5 languages spoken at home35 
   English only 17,563 44% 78% 
   Spanish or Spanish Creole 7,755 19%ˆ 8% 
   Portuguese or Portuguese Creole 6,497 16%ˆ 3% 
   French Creole 3,458 9%ˆ 2% 
   Italian 1,054 3%ˆ 1% 
Social and economic characteristics36 
Highest educational attainment 
   Less than high school graduate 5,563 19%ˆ 11% 

31 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (Social Explorer) 
32 Excludes “Two or more races” 
33 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
34 These are the top 3 Hispanic or Latino origin sub- populations, based on 20% or more Hispanics reported in race ethnicity. The top 3 Hispanic subgroups in the state 
of Massachusetts as a whole  are 1)Puerto Rican, 2) Dominican Republican 3) Salvadoran 
35 These are the top 5 languages spoken at home in Everett. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
36 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012. 
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INDICATOR Everett MA 
# %/Rate %/Rate 

   High school graduate 11,261 39%ˆ 26% 
   Some college 7,537 26%ˆ 24% 
   Bachelor’s degree 3,386 12% 23% 
   Graduate/advanced degree 1,281 5% 17% 
Income 
   Median household income $51,056 -- $67,846 
   Per capita income $23,419 -- $36,441 
Poverty status 
   Children under 18 living in poverty 1,660 17%ˆ 15% 
   Families living in poverty 1,287 12%ˆ 8% 
   Population 65 and older living in poverty 555 12%ˆ 9% 
Housing units by structure 

1-unit 4,109 25% 57% 
2 units 5,175 32%ˆ 10% 
3 -9 units 5,190 32%ˆ 17% 
10 -19 units 481 3% 4% 
20 or more units 1,394 9% 10% 

Housing units that are renter-occupied 9,386 61%ˆ 38% 
Median gross rent $1,210ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 44%ˆ 32% 
Health insurance 
    No health insurance coverage 4,241 10%ˆ 4% 
Unemployment rate37 -- 5.7 5.7 
Crime Rate38 
    Violent crime 170 400.2 405.5 
    Property crime 986 2321.3ˆ 2153.0 
Health outcomes39  
Cancer incidence (age-adjusted rates per 100,000)40 
   All cancers (invasive) 566 467.8 480.1 
   Breast cancer (female only) 83 123.1  135.1 
   Ovarian cancer  7 10.5  11.9 
   Prostate cancer  58 109.4  128.2 
   Colorectal cancer  42 34.3  38.4 
   Lung cancer  100 85.8ˆ 65.9 
Cancer mortality (age-adjusted rates per 100,000)41 
   All cancers 228 187.1ˆ 166.2 
   Breast cancer (female only) 10 13.4  19.2 
   Ovarian cancer  4 5.7  7.6 
   Prostate cancer  12 25.6ˆ 19.8 
   Colorectal cancer  15 12.8  13.8 
   Lung cancer  81 67.1ˆ 45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)42

37 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
38 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
39 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
40 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
41 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
42 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Everett MA 
# %/Rate %/Rate 

       Major cardiovascular disease hospitalizations 1,783 1455.0ˆ 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 296 242.3ˆ 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 1,263 1009.9ˆ 412.7 
Cerebrovascular disease (stroke) ED visits 67 54.3ˆ 51.4 

       Acute myocardial infarction ED visits 34 28.3ˆ 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)43 

       Major cardiovascular disease mortality 245 193.3 185.9 
       Cerebrovascular disease (stroke) mortality 32 25.9  29.5 
       Acute myocardial infarction mortality  35 27.3ˆ 25.3 
Diabetes (age-adjusted rates per 100,000)44 

 Diabetes-related ED visits 2,232 1772.1ˆ 1376.9 
 Diabetes-related hospitalizations 2,919 2380.5ˆ 1762.5 

   Diabetes mortality 14 11.3  13.7 
Infectious disease (crude rates per 100,000)45 
   HIV/AIDS prevalence46 163 391.2ˆ 272.8 
   HIV/AIDS incidence16 NA NA 10.0 
   Hepatitis C incidence 45 108.0ˆ 72.4 
   Chlamydia incidence 242 580.9ˆ 357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)47 
   All injury and poisoning ED visits 16,032 12666.4ˆ 10484.5 
   All injury and poisoning hospitalizations 1,157 912.5ˆ 829.4 
   All injury and poisoning mortality 52 40.6  43.0 
   Hip fracture injury hospitalizations  91 72.3  80.8 
Mental health (age-adjusted rates per 100,000)48 
   Mental disorder-related ED visits  8,161 6247.3ˆ 5341.6 
   Mental  disorder-related hospitalizations 5,952 4692.9ˆ 3799.9 
   Mental disorder-related mortality  97 74.4ˆ 52.6 
Mother & infant health49 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  903 62.6 60.8 
       Ages 20-29  910 91.1ˆ 62.5 
       Teens (ages 15-19) 93 23.5ˆ 15.5 
   Inadequate prenatal care (percent of births) 200 10%ˆ 7% 
   Low birth weight (percent of births) 136 7%  8% 
   Infant mortality (rate per 1,000) 8 4.2 4.3 
Premature mortality (age-adjusted rate per 100,000)50 923 309.8ˆ 272.2 

43 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
44 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
45 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
46HIV prevalence and incidence are for 2011 reported rates.  
47 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
48 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
49 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
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INDICATOR Everett MA 
# %/Rate %/Rate 

Respiratory health (age-adjusted rates per 100,000)51 
   Asthma-related hospitalizations  1,214 972.3ˆ 885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 267 3109.7ˆ 1777.0 

 Bacterial pneumonia-related hospitalizations 340 276.9 275.0 
   COPD-related hospitalizations 2,895 2361.9ˆ 1921.9 
Substance abuse (age-adjusted rates per 100,000)52 
   Alcohol/substance-related ED visits 1,780 1338.0ˆ 910.3 
   Alcohol/substance-related hospitalizations 496 378.8ˆ 341.2 
   Opioid-related ED visits  675 493.4ˆ 280.3 
   Opioid-related hospitalizations 606 455.0ˆ 332.4 
   Opioid-related mortality  20 14.9ˆ 9.6 
Health outcomes by specific age groups53 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 36 251.2ˆ 211.0 
       Cerebrovascular disease (stroke) hospitalizations 200 1395.3ˆ 1324.0 
       Major cardiovascular disease hospitalizations 1,112 7757.8ˆ 7309.7 
       Diabetes-related hospitalizations 1,491 10401.8ˆ 8394.1 
       All injury and poisoning hospitalizations 444 3097.5 3173.7 
       Hip fracture injury hospitalizations 78 544.2  621.3 
       Mental disorder-related hospitalizations 1,649 11504.1ˆ 10764.6 
       Bacterial pneumonia-related hospitalizations 520 3627.7ˆ 3435.2 
       COPD-related hospitalizations 1,293 9020.5ˆ 7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 28 195.3 204.1 
       Cerebrovascular disease (stroke) ED visits 36 251.2 256.0 
       Major cardiovascular disease ED visits 464 3237.1ˆ 1580.1 
       Acute myocardial infarction ED visits 17 118.6ˆ 93.4 
       Diabetes-related ED visits 615 4290.5ˆ 4000.7 
       All injury and poisoning ED visits 1,127 7862.4  8352.8 
       Hip fracture injury ED visits 15 104.7ˆ 77.6 
       Mental disorder-related ED visits 512 3571.9 3422.3 
       Bacterial pneumonia-related ED visits 46 320.9ˆ 299.5 
       COPD-related ED visits 343 2392.9 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 40 484.3ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 178 2155.2ˆ 1361.2 
       COPD-related hospitalizations 49 593.3ˆ 439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 69 835.5  966.1 

50Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
51 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
52 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and 
Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
53 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Everett 
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INDICATOR Everett MA 
# %/Rate %/Rate 

       Diabetes-related ED visits 24 290.6ˆ 223.4 
       All injury and poisoning ED visits 1,308 15837.3ˆ 13144.7 
       Opioid-related ED visits 12 145.3  176.3 
       Mental disorder-related ED visits 485 5872.4 5740.3 
       COPD-related ED visits 217 2627.4ˆ 1694.2 
Public school district enrollment characteristics54 
Race/ethnicity 
   African-American 1,283 18%ˆ 9% 
   Asian 349 5% 7% 
   Hispanic 3,128 44%ˆ 19% 
   White 2,195 31% 63% 
   Multi-race (non Hispanic) 135 2% 3% 
Special populations 
   First language not English  59%ˆ 19% 
   Limited English proficient  16%ˆ 9% 
   Students with disabilities  15% 17% 
   Low income  42%ˆ 27 % 
Public school district graduation and drop-out rates24 
Students graduating (4-year) 441 79% 87% 
Students dropping out 56 10%ˆ 5% 
Graduates attending college/university 306 70% 77% 

Youth outcomes: high school health survey data55 
Substance use 
   Alcohol, ever used  47% 47% 
   Alcohol, used in last 30 days  17% 36% 
   Tobacco, ever used  20% 32% 
   Tobacco, used in last 30 days  5% 11% 
   Marijuana, ever used  33% 33% 
   Marijuana, used in last 30 days  16% 16% 
   Prescription opioids, ever used56   1%  
   Prescription opioids, used in last 30 days26  0%  
Sexual activity 
    Ever had sexual intercourse  39% 38% 
    Used condom at last intercourse  65%ˆ 58% 
Mental health 
    Experiencing depression in last 12 months  29%ˆ 22% 
    Seriously considered suicide in last 12 months  12% 12% 
    Attempted suicide in last 12 months  6% 6% 
    Was bullied at school in last 12 months  18%ˆ 17% 

54Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
55MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Everett Youth Risk 
Behavior Survey 2014-2015.  
56 Students in Everett were asked about their use of the opiod Oxycontin specifically without a doctor’s prescription. 

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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57 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
58 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
59 Mental disorders include dementias. 
60 Digestive system diseases of the oral cavity, salivary glands and jaws; diseases of the esophagus, stomach and duodenum; appendicitis; hernia of the abdominal cavity; 
other diseases of the intestines and peritoneum; and diseases of the liver, gallbladder, and biliary tracts/bile ducts. 
61 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 12.6% (2,112) in Everett during time period. 

TOP FIVE CAUSES OF DEATH57 
(2010-2012) 

Everett 
(n= 923) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all58 248 26.9% 1. Circulatory system

diseases, all 46,326 29.1% 

2. Mental disorders59 97 10.5% 2.  Mental disorders 13,571 8.5% 
3. Lung cancer 81 8.8% 3.  Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 46 5.0% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Digestive system diseases, all60 39 4.2% 5.  Digestive system diseases, all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION61 
(2010-2012) 

Everett 
(n= 16,735) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 2,919 17.4% 1. Chronic obstructive pulmonary
disease, all related 422,466 17.7% 

2. Chronic obstructive pulmonary
disease, all related 2,895 17.3% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 1,948 11.6% 3. Circulatory system diseases, all 321,872 13.5%

4. Digestive system diseases, all 1,540 9.2% 4. Digestive system diseases, all 228,302 9.6% 
5. Mental disorders 1,462 8.7% 5. Asthma-related 185,915 7.7% 
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Selected age groups 
Older adults age 65+: 

• Alcohol/substance related ED visits
• COPD related ED visits
• Diabetes related ED visits and hospitalizations
• Mental disorder related ED visits
• Bacterial pneumonia related hospitalizations

Youth age 15-19: 
• All injury and poisoning hospitalizations
• Alcohol/substance related ED visits
• COPD related hospitalizations and ED visits
• Diabetes related ED visits
• Opioid related ED visits
• Mental disorder related hospitalizations and ED

visits

MALDEN, MA 
 

Population:    60,309 
Demographics compared to the state of Massachusetts as a whole: 

• Larger population of Asians (24%) and Black/African-Americans (13%)
• Top 3 Asian origin sub-populations: Chinese (61%), Asian Indian (13%),

Vietnamese (12%)
• Larger foreign born population (42%) and about half speak a language other

than English at home (51%)
• Lower median income ($55,523) despite of comparable residents age 25+ with

bachelor’s degree or higher (32%)
• Higher poverty rates for children under 18 (21%), families (13%), and adults

over 65 (18%)
• Higher percentage of residents with 30% or more of income spent on gross

rent or owner costs (38%)

Health Conditions  
Malden residents experience the following health conditions at rates 5% or higher than residents of Massachusetts as a whole: 

 

For more detailed information on Malden health indicators and for references, please see the data tables that follow. 

Top 3 Causes of Death 

1. Circulatory System Diseases
2. Lung Cancer

3. Mental Disorders
Top 3 Causes of Hospitalization 

1. Diabetes Mellitus Related

2. COPD Related
3. Circulatory System Diseases

Cancer incidence & mortality 
• All cancer mortality
• Colorectal cancer incidence and mortality
• Lung cancer incidence and mortality
• Ovarian cancer mortality

Cardiovascular health 
• Major cardiovascular disease ED visits and hospitalizations

Diabetes 
• Diabetes related ED visits, hospitalizations, and mortality 

Infectious disease 
• Chlamydia incidence
• HIV/AIDS prevalence and incidence
• Tuberculosis incidence

Mental health 
• Mental disorder related ED visits and hospitalizations

Mother & Infant health 
• Inadequate prenatal care

Respiratory health 
• Bacterial pneumonia related hospitalizations

Substance abuse 
• Alcohol/substance abuse related ED visits
• Opioid related ED visits, hospitalizations, and mortality

5
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MALDEN HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Malden and the state is 5% or 
more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. does 
not exist). 

INDICATOR Malden MA 
# %/Rate %/Rate 

Total population 60,309 -- 6,657,291 
Demographics62 
Female 31,418 52% 52% 
Age 
   Under 5 years 2,853 7%ˆ 6% 
   Under 18 years 9,605 23%ˆ 21% 
   18 to 34 years 11,356 27%ˆ 24% 
   35 to 64 years 16,913 40% 41% 
   65 and over 4,884 11% 14% 
   85 and over 747 2% 2% 
Race/ethnicity63 
   Asian (non Hispanic) 14,338 24%ˆ 6% 
   Black/African-American (non Hispanic) 7,775 13%ˆ 6% 
   Hispanic 6,709 11%ˆ 10% 
   Some other race (non Hispanic)64 729 1%ˆ 1% 
   White (non Hispanic) 28,759 48% 75% 
Top 3 Asian Origin sub-populations65 
   Chinese, except Taiwanese 8,676 61%ˆ 7% 
   Asian Indian 1,801 13%ˆ 5% 
   Vietnamese 1,739 12%ˆ 4% 
Top 3 Hispanic or Latino Origin Sub-populations 

Salvadoran 1,566 3%ˆ 1% 
Puerto Rican 1,348 2% 4% 
Guatemalan 750 1% 2% 

Foreign-born residents 25,551 42%ˆ 15% 
Continent of origin of foreign-born residents 
    Africa 2,448 10%ˆ 9% 
    Americas 9,283 36% 38% 
    Asia 11,769 46%ˆ 30% 
    Europe 2,051 8% 23% 
Top 5 languages spoken at home66 
   English Only 27,846 49% 78% 
   Spanish or Spanish Creole 5,045 9%ˆ 8% 

Portuguese or Portuguese Creole 3,757 7%ˆ 3% 
French Creole 3,110 6%ˆ 2% 
Chinese 7,774 14%ˆ 2% 

62 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
63 Excludes “Two or more races” 
64 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race Alone. 
65 These are the top 3 Asian origin sub- populations, based on 20% or more Asian reported in race. The top 3 Asian subgroups in the state of Massachusetts as a whole  are 
1) China, excluding Hong Kong , 2) India 3) Vietnam
66 These are the top 5 languages spoken at home in Malden. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) Spanish or 
Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
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INDICATOR Malden MA 
# %/Rate %/Rate 

Social and economic characteristics67 
Highest educational attainment 
   Less than high school graduate 6,339 15%ˆ 11% 
   High school graduate 12,648 30%ˆ 26% 
   Some college 9,844 23% 24% 
   Bachelor’s degree 7,438 18% 23% 
   Graduate/advanced degree 5,935 14% 17% 
Income 
   Median household income $55,523 -- $67,846 
   Per capita income $26,760 -- $36,441 
Poverty status 
   Children under 18 living in poverty 2,423 21%ˆ 15% 
   Families living in poverty 1,765 13%ˆ 8% 
   Population 65 and older living in poverty 1,163 18%ˆ 9% 
Housing units by structure 

1-unit 8,191 34% 57% 
2 units 5,100 21%ˆ 10% 
3 -9 units 3,718 15% 17% 
10 -19 units 1,069 4% 4% 
20 or more units 5,890 24%ˆ 10% 

Housing units that are renter-occupied 13,388 59%ˆ 38% 
Median gross rent $1,264ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 38%ˆ 32% 
Health insurance 
    No health insurance coverage 3,786 6%ˆ 4% 
Unemployment rate68 -- 5.3 5.7 
Crime Rate69 
    Violent crime 280 462.0ˆ 405.5 
    Property crime 1,203 1985.0 2153.0 
Health outcomes70  
Cancer incidence (age-adjusted rates per 100,000)71 
   All cancers (invasive) 835 458.2 480.1 
   Breast cancer (female only) 106 106.3  135.1 
   Ovarian cancer  10 10.1  11.9 
   Prostate cancer  73 90.5  128.2 
   Colorectal cancer  83 45.1ˆ 38.4 
   Lung cancer  141 79.0ˆ 65.9 
Cancer mortality (age-adjusted rates per 100,000)72 
   All cancers 321 179.2ˆ 166.2 
   Breast cancer (female only) 16 16.2  19.2 
   Ovarian cancer  10 9.3ˆ 7.6 
   Prostate cancer  9 12.4  19.8 
   Colorectal cancer  31 16.7ˆ 13.8 
   Lung cancer  99 56.5ˆ 45.4 

67 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 2012. 
68 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
69 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
70 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
71 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
72 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Malden MA 
# %/Rate %/Rate 

Cardiovascular health 
Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)73

       Major cardiovascular disease hospitalizations 2,492 1384.7ˆ 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 410 228.7 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 945 506.8ˆ 412.7 
Cerebrovascular disease (stroke) ED visits 78 43.4  51.4 

        Acute myocardial infarction ED visits 31 16.9  21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)74 

       Major cardiovascular disease mortality 322 174.7  185.9 
       Cerebrovascular disease (stroke) mortality 53 29.4 29.5 
       Acute myocardial infarction mortality  45 25.1 25.3 
Diabetes (age-adjusted rates per 100,000)75 

 Diabetes-related ED visits 3,178 1710.3ˆ 1376.9 
 Diabetes-related hospitalizations 3,741 2062.4ˆ 1762.5 

   Diabetes mortality 29 15.4ˆ 13.7 
Infectious disease (crude rates per 100,000)76 
   HIV/AIDS prevalence77 261 439.1ˆ 272.8 
   HIV/AIDS incidence16 9 15.1ˆ 10.0 
   Hepatitis C incidence 44 74.0 72.4 
   Chlamydia incidence 252 423.9ˆ 357.3 
   TB incidence 5 8.4ˆ 3.2 
Injuries (age-adjusted rates per 100,000)78 
   All injury and poisoning ED visits 18,232 10225.3 10484.5 
   All injury and poisoning hospitalizations 1,584 865.2 829.4 
   All injury and poisoning mortality 70 36.6  43.0 
   Hip fracture injury hospitalizations  149 82.1 80.8 
Mental health (age-adjusted rates per 100,000)79 
   Mental disorder-related ED visits  12,246 6438.5ˆ 5341.6 
   Mental  disorder-related hospitalizations 7,751 4153.9ˆ 3799.9 
   Mental disorder-related mortality  92 49.6  52.6 
Mother & infant health80 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44 1,456 66.7ˆ 60.8 
       Ages 20-29 1,140 73.4ˆ 62.5 

73 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital 
Discharge Dataset System (UHDDS), grouped for 2010-2012. 
74 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
75 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). 
Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
76 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control (BCDC) 
Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted Disease 
Prevention, for 2012. NA indicates data not available 
77HIV prevalence and incidence are for 2011 reported rates.  
78 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
79 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital 
Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
80 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality rate per 
1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
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INDICATOR Malden MA 
# %/Rate %/Rate 

       Teens (ages 15-19) 61 13.1  15.5 
   Inadequate prenatal care (percent of births) 279 11%ˆ 7% 
   Low birth weight (percent of births) 202 8% 8% 
   Infant mortality (rate per 1,000) 6 2.3  4.3 
Premature mortality (age-adjusted rate per 100,000)81 484 275.3 272.2 
Respiratory health (age-adjusted rates per 100,000)82  
   Asthma-related hospitalizations  1,624 897.4 885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 262 893.8 868.0 

 Bacterial pneumonia-related hospitalizations 1,394 776.7ˆ 670.0 
   COPD-related hospitalizations 3,577 1986.9 1921.9 
Substance abuse (age-adjusted rates per 100,000)83 
   Alcohol/substance-related ED visits 2,209 1127.4ˆ 910.3 
   Alcohol/substance-related hospitalizations 614 314.2  341.2 
   Opioid-related ED visits  869 428.9ˆ 280.3 
   Opioid-related hospitalizations 738 363.5ˆ 332.4 
   Opioid-related mortality  23 11.4ˆ 9.6 
Health outcomes by specific age groups84 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 36 171.7  211.0 
       Cerebrovascular disease (stroke) hospitalizations 270 1287.9 1324.0 
       Major cardiovascular disease hospitalizations 1,588 7574.9 7309.7 
       Diabetes-related hospitalizations 2,024 9654.7ˆ 8394.1 
       All injury and poisoning hospitalizations 688 3281.8 3173.7 
       Hip fracture injury hospitalizations 131 624.9 621.3 
       Mental disorder-related hospitalizations 2,292 10933.0 10764.6 
       Bacterial pneumonia-related hospitalizations 770 3673.0ˆ 3435.2 
       COPD-related hospitalizations 1,697 8094.8 7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 50 238.5ˆ 204.1 
       Cerebrovascular disease (stroke) ED visits 43 205.1  256.0 
       Major cardiovascular disease ED visits 333 1588.4 1580.1 
       Acute myocardial infarction ED visits 13 62.0  93.4 
       Diabetes-related ED visits 1,093 5213.7ˆ 4000.7 
       All injury and poisoning ED visits 1,681 8018.5 8352.8 
       Hip fracture injury ED visits 15 71.6  77.6 
       Mental disorder-related ED visits 898 4283.5ˆ 3422.3 
       Bacterial pneumonia-related ED visits 66 314.8 299.5 
       COPD-related ED visits 547 2609.2ˆ 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 

81Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of deaths 
occurring among individuals less than 75 years of age.  
82 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA Division 
of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
83 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
84 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset 
System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Malden. 
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INDICATOR Malden MA 
# %/Rate %/Rate 

       All injury and poisoning hospitalizations 38 392.5ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 161 1663.1ˆ 1361.2 
       COPD-related hospitalizations 66 681.8ˆ 439.8 

Emergency department visits (age-specific rates per      
100,000) 

       Alcohol/substance-related ED visits 114 1177.6ˆ 966.1 
       Diabetes-related ED visits 33 340.9ˆ 223.4 
       All injury and poisoning ED visits 1,295 13376.7 13144.7 
       Opioid-related ED visits 41 423.5ˆ 176.3 
       Mental disorder-related ED visits 684 7065.4ˆ 5740.3 
       COPD-related ED visits 343 3543.0ˆ 1694.2 
Public school district enrollment characteristics85 
Race/ethnicity 
   African-American 1,314 20%ˆ 9% 
   Asian 1524 23%ˆ 7% 
   Hispanic 1,439 22%ˆ 19% 
   White 2,017 31% 63% 
   Multi-race (non Hispanic) 250 4%ˆ 3% 
Special populations 
    First language not English -- 50%ˆ 19% 
    Limited English proficient -- 19%ˆ 9% 
    Students with disabilities -- 16% 17% 
    Low income -- 40%ˆ 27 % 
Public school district graduation and drop-out rates24

Students graduating (4-year) 410 80% 87% 
Students dropping out 36 7%ˆ 5% 
Graduates attending college/university 311 74% 77% 
Youth outcomes: high school health survey data86 
Substance use 
   Alcohol, ever used -- 46% 47% 
   Alcohol, used in last 30 days -- 18% 36% 
   Tobacco, ever used -- 24% 32% 
   Tobacco, used in last 30 days -- 5% 11% 
   Marijuana, ever used -- 28% 33% 
   Marijuana, used in last 30 days -- 17%ˆ 16% 
   Prescription opioids, ever used87  -- 4%  
   Prescription opioids, used in last 30 days26 -- 2%  
Sexual activity 
    Ever had sexual intercourse -- 29% 38% 
    Used condom at last intercourse -- 64%ˆ 58% 
Mental health 
    Experiencing depression in last 12 months -- 28%ˆ 22% 
    Seriously considered suicide in last 12 months -- 12% 12% 
    Attempted suicide in last 12 months -- 7%ˆ 6% 
    Was bullied at school in last 12 months -- 10% 17% 

85Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out rates 
2014-2015.Public school graduates attending college/university 2012-2013.  
86MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Malden Youth Risk 
Behavior Survey 2013-2014.  
87 Students in Malden were asked about their use of the opiod Oxycontin specifically. 

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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88 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
89 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
90 Mental disorders include dementias. 
91 Digestive system diseases of the oral cavity, salivary glands and jaws; diseases of the esophagus, stomach and duodenum; appendicitis; hernia of the abdominal cavity; 
other diseases of the intestines and peritoneum; and diseases of the liver, gallbladder, and biliary tracts/bile ducts. 
92 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 12.5% (2,859) in Malden during time period.

TOP FIVE CAUSES OF DEATH88 
(2010-2012) 

Malden 
(n= 630) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all89 325 27.3% 1. Circulatory system

diseases, all 46,326 29.1% 

2. Lung cancer 99 8.3% 2.  Mental disorders 13,571 8.5% 
3. Mental disorders90 92 7.7% 3.  Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 64 3.4% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Digestive system diseases, all91 50 4.2% 5.  Digestive system diseases, all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION92 
(2010-2012) 

Malden 
(n= 14,037) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 3,741 16.3% 1. Chronic obstructive pulmonary
disease, all related 422,466 17.7% 

2. Chronic obstructive pulmonary
disease, all related 3,577 15.6% 2. Diabetes mellitus related 399,313 16.7% 

3. Circulatory system diseases, all 2,718 11.8% 3. Circulatory system diseases, all 321,872 13.5%

4. Digestive system diseases, all 2,067 9% 4. Digestive system diseases, all 228,302 9.6% 
5. Mental disorders 1,934 8.4% 5. Asthma related 185,915 7.7% 
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MEDFORD, MA 
 

Population:  56,981 
Demographics compared to the state of Massachusetts as a whole: 

• Larger population of Asians (7%) and Black/African-Americans (9%)
• Larger foreign-born population (21%) and most speak English at

home (73%)
• Higher percentage of residents age 25+ with bachelor’s degree or

higher (45%)
• Higher median income ($77,868)
• Lower unemployment rate (4.7% of workforce)
• Lower single housing units (48%) and higher housing with 3+ units
• Lower population without health insurance (3%)

Health Conditions  
Medford residents experience the following health conditions at rates 5% or higher than residents of Massachusetts as 
a whole 

For more detailed information on Medford health indicators and for references, please see the data tables that follow.

• Bacterial pneumonia related ED visits and hospitalizations
• COPD related ED visits and hospitalizations
• Diabetes related ED visits and  hospitalizations
• COPD (Chronic Obstructive Pulmonary Disorder) related ED

visits and hospitalizations
• Hip fracture injury hospitalizations
• Major cardiovascular disease hospitalizations
• Diabetes related ED visits and hospitalizations
• Mental disorder related ED visits and hospitalizations

Youth age 15-19: 
• Alcohol/substance related ED visits and hospitalizations
• All injury and poisoning hospitalizations
• COPD related ED visits and hospitalizations
• Mental disorder related ED visits and hospitalizations

     

Cancer incidence & mortality 
• Breast cancer mortality
• Ovarian cancer incidence
• Colorectal cancer incidence
• Lung cancer incidence and mortality

Cardiovascular health 
• Acute myocardial infarctions ED visits and mortality
• Major cardiovascular diseases hospitalizations

Diabetes 
• Diabetes related ED visits and hospitalizations

Infectious diseases 
• HIV/AIDS incidence

Injuries 
• All injury and poisoning hospitalizations

Mental health 
• Mental disorder related ED visits and mortality

Respiratory health 
• Bacterial pneumonia related hospitalizations

Substance abuse 
• Opioid related ED visits and mortality

Selected age groups 
Older adults age 65+: 

• Acute myocardial infarction ED visits
• Alcohol/substance related hospitalizations
• All injury and poisoning ED visits and hospitalizations

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer
Top 3 Causes of Hospitalization 

1. Diabetes

2. Chronic Obstructive Pulmonary (COPD)

3. Circulatory System Diseases
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MEDFORD HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Medford and the state is 5% 
or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. 
does not exist). 

INDICATOR Medford MA 
# %/Rate %/Rate 

Total population 56,981 6,657,291 
Demographics93 
Female 30,335 53% 52% 
Age 
   Under 5 years 2,914 5% 6% 
   Under 18 years 8,717 15% 21% 
   18 to 34 years 18,756 33%ˆ 24% 
   35 to 64 years 21,357 38% 41% 
   65 and over 8,151 14% 14% 
   85 and over 1,393 2% 2% 
Race/ethnicity94 
   Asian (non Hispanic) 4,240 7%ˆ 6% 
   Black/African-American (non Hispanic) 4,980 9%ˆ 6% 
   Hispanic 2,626 5% 10% 
   Some other race (non Hispanic)95 335 1% 1% 
   White (non Hispanic) 43,273 76% 75% 
Foreign-born residents 12,012 21%ˆ 15% 
Continent of origin of foreign-born residents 
   Africa  825 7% 9% 
   Americas 4,479 37% 38% 
   Asia 3,533 29% 30% 
   Europe 3,146 26%ˆ 23% 
Top 5 languages spoken at home96 

Speak Only English 39,263 73% 78% 
Spanish or Spanish Creole 1,909 4% 8% 
French Creole 1,816 3%ˆ 3% 
Portuguese or Portuguese Creole 2,216 4%ˆ 1% 
Italian 1,820 3%ˆ 0% 

Social and economic characteristics97 
Highest educational attainment 
   Less than high school graduate 3,655 9% 11% 
   High school graduate 9,969 24% 26% 
   Some college 9,003 22% 24% 
   Bachelor’s degree 10,206 25%ˆ 23% 
   Graduate/advanced degree 8,287 20%ˆ 17% 
Income 

93 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
94 Excludes “Two or more races” 
95 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
96 These are the top 5 languages spoken at home in Medford. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
97 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 
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INDICATOR Medford MA 
# %/Rate %/Rate 

   Median household income $77,868ˆ -- $67,846 
   Per capita income $36,636 -- $36,441 
Poverty status 
   Children under 18 living in poverty 1,014 12% 15% 
   Families living in poverty 876 7% 8% 
   Population 65 and older living in poverty 826 11%ˆ 9% 
Housing units by structure 

1-unit 11,161 48% 57% 
2 units 5,962 26%ˆ 10% 
3 -9 units 1,881 8% 17% 
10 -19 units 517 2% 4% 
20 or more units 3,733 16%ˆ 10% 

Housing units that are renter-occupied 9,393 43%ˆ 38% 
Median gross rent $1,464 ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 37%ˆ 32% 
Health insurance 
    No health insurance coverage 1,839 3% 4% 
Unemployment rate98 4.7 5.7 
Crime Rate99 
    Violent crime -- -- 405.5 
    Property crime -- -- 2153.0 
Health outcomes100  
Cancer incidence (age-adjusted rates per 100,000)101 
   All cancers (invasive) 946 478.7 480.1 
   Breast cancer (female only) 132 126.7  135.1 
   Ovarian cancer  16 15.6ˆ 11.9 
   Prostate cancer  90 115.3 128.2 
   Colorectal cancer  94 47.2ˆ 38.4 
   Lung cancer  145 71.5ˆ 65.9 
Cancer mortality (age-adjusted rates per 100,000)102 
   All cancers 367 169.5 166.2 
   Breast cancer (female only) 23 21.0ˆ 19.2 
   Ovarian cancer  10 7.3 7.6 
   Prostate cancer  12 14.1  19.8 
   Colorectal cancer  31 13.5 13.8 
   Lung cancer  112 52.2ˆ 45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)103

       Major cardiovascular disease hospitalizations 3,041 1422.1ˆ 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 444 202.5  224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 843 431.6 412.7 
Cerebrovascular disease (stroke) ED visits 106 50.2 51.4 

98 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
99 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
100 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
101 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
102 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
103 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Medford MA 
# %/Rate %/Rate 

        Acute myocardial infarction ED visits 66 32.7ˆ 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)104 

       Major cardiovascular disease mortality 446 29.1  185.9 
       Cerebrovascular disease (stroke) mortality 74 28.9 29.5 
       Acute myocardial infarction mortality  71 31.9 ˆ 25.3 
Diabetes (age-adjusted rates per 100,000)105 

 Diabetes-related ED visits 3,186 1652.8ˆ 130.2 
 Diabetes-related hospitalizations 4,041 1982.8ˆ 1762.5 

   Diabetes mortality 15 13.7  13.7 
Infectious disease (crude rates per 100,000)106 
   HIV/AIDS prevalence107 154.0 274.2 272.8 
   HIV/AIDS incidence15 12.0 21.4ˆ 10.0 
   Hepatitis C incidence 24.0 42.7  72.4 
   Chlamydia incidence 176.0 313.3  357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)108 
   All injury and poisoning ED visits 16,783 10096.1 10484.5 
   All injury and poisoning hospitalizations 1,860 897.2ˆ 829.4 
   All injury and poisoning mortality 84 44.3 43.0 
   Hip fracture injury hospitalizations  198 82.6 80.8 
Mental health (age-adjusted rates per 100,000)109 
   Mental disorder-related ED visits  10,624 5879.4ˆ 2183.9 
   Mental  disorder-related hospitalizations 7,890 3979.9 3799.9 
   Mental disorder-related mortality  171 65.5ˆ 52.6 
Mother & infant health110 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  1,443 77.9ˆ 60.8 
       Ages 20-29  613 39.8  62.5 
       Teens (ages 15-19) 38 7.5  15.5 
  Inadequate prenatal care (percent of births) 147 7%  7% 
   Low birth weight (percent of births) 148 7%  8% 
   Infant mortality (rate per 1,000) 5 2.4  4.3 
Premature mortality (age-adjusted rate per 100,000)111 465 272.2 272.2 
Respiratory health (age-adjusted rates per 100,000)112  
   Asthma-related hospitalizations  1,523 849.1 885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 175 5  868.0 

104 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
105 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
106 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
107HIV prevalence and incidence are for 2011 reported rates.  
108 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
109 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
110 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
111Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
112 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
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INDICATOR Medford MA 
# %/Rate %/Rate 

ages 14 and under) 
 Bacterial pneumonia-related hospitalizations 1,722 823.9ˆ 275.0 

   COPD-related hospitalizations 3,928 1993.8 1921.9 
Substance abuse (age-adjusted rates per 100,000)113 
   Alcohol/substance-related ED visits 1,641 903.2 910.3 
   Alcohol/substance-related hospitalizations 503 274.5  341.2 
   Opioid-related ED visits  715 357.8ˆ 280.3 
   Opioid-related hospitalizations 596 317.8 332.4 
   Opioid-related mortality  25 1.6  9.6 
Health outcomes by specific age groups114 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 59 229.7ˆ 211.0 
       Cerebrovascular disease (stroke) hospitalizations 349 1358.7 1324.0 
       Major cardiovascular disease hospitalizations 2,249 8755.7ˆ 7309.7 
       Diabetes-related hospitalizations 2,664 10371.4ˆ 8394.1 
       All injury and poisoning hospitalizations 1,131 4403.2ˆ 3173.7 
       Hip fracture injury hospitalizations 176 685.2ˆ 621.3 
       Mental disorder-related hospitalizations 3,661 14252.9ˆ 10764.6 
       Bacterial pneumonia-related hospitalizations 1,195 4652.3ˆ 3435.2 
       COPD-related hospitalizations 2,320 9032.2ˆ 7795.8 
   Emergency department visits (age-specific rates per      100,000) 
       Alcohol/substance-related ED visits 24 93.4  204.1 
       Cerebrovascular disease (stroke) ED visits 69 268.6 256.0 
       Major cardiovascular disease ED visits 395 1537.8ˆ 1580.1 
       Acute myocardial infarction ED visits 33 128.5ˆ 93.4 
       Diabetes-related ED visits 1,366 5318.1ˆ 4000.7 
       All injury and poisoning ED visits 2,327 9059.4ˆ 8352.8 
       Hip fracture injury ED visits 12 46.7  77.6 
       Mental disorder-related ED visits 1,144 4453.8ˆ 3422.3 
       Bacterial pneumonia-related ED visits 100 389.3ˆ 299.5 
       COPD-related ED visits 744 2896.5ˆ 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 15 148.2ˆ 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 47 464.3ˆ 93.3 
       Opioid-related hospitalizations 13 128.4  388.6 
       Mental disorder-related hospitalizations 196 1936.4ˆ 1361.2 
       COPD-related hospitalizations 68 671.8ˆ 439.8 

Emergency department visits (age-specific rates per      
100,000) 

       Alcohol/substance-related ED visits 166 1640.0ˆ 966.1 
       Diabetes-related ED visits 45 444.6ˆ 223.4 
       All injury and poisoning ED visits 1,357 13406.4 13144.7 
       Opioid-related ED visits 20 197.6ˆ 176.3 
       Mental disorder-related ED visits 728 7192.3ˆ 5740.3 
       COPD-related ED visits 265 2618.1ˆ 1694.2 

113 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
114 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Medford.  
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INDICATOR Medford MA 
# %/Rate %/Rate 

Public school district enrollment characteristics115 
Race/ethnicity 
   African-American 643 15%ˆ 9% 
   Asian 386 9%ˆ 7% 
   Hispanic 435 10% 19% 
   White 2,778 63% 63% 
   Multi-race (non Hispanic) 182 4%ˆ 3% 
Special populations 
    First language not English -- 25%ˆ 19% 
    Limited English proficient -- 8% 9% 
    Students with disabilities -- 18% 17% 
    Low income -- 27% 27 % 
Public school district graduation and drop-out rates 
Students graduating (4-year) 282 83% 87% 
Students dropping out 27 8%ˆ 5% 
Graduates attending college/university 234 78% 77% 
Youth outcomes: high school health survey data116 
Substance use 
   Alcohol, ever used  55%ˆ 47% 
   Alcohol, used in last 30 days  29% 36% 
   Tobacco, ever used  20% 32% 
   Tobacco, used in last 30 days  5% 11% 
   Marijuana, ever used  34% 33% 
   Marijuana, used in last 30 days  21%ˆ 16% 
   Prescription opioids, ever used117   5%  
   Prescription opioids, used in last 30 days25  2%  
Sexual activity 
    Ever had sexual intercourse   38% 
    Used condom at last intercourse   58% 
Mental health 
    Experiencing depression in last 12 months   22% 
    Seriously considered suicide in last 12 months   12% 
    Attempted suicide in last 12 months   6% 
    Was bullied at school in last 12 months   17% 

115Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
116MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Medford High 
School Youth Risk Behavior Survey Results 2014. 
117 Students in Medford were asked about their use of pain relievers, such as Vicodin®, OxyContin® or Tylox®, without a doctor’s orders.  

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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118 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
119 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
120 Mental disorders include dementias. 
121 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 9.4% (2,186) in Medford during time period. 

TOP FIVE CAUSES OF DEATH118 
(2010-2012) 

Medford 
(n= 865) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system diseases,
all119 447 29.12% 1. Circulatory system diseases,

all 46,326 29.1% 

2. Mental disorders120 171 11.14% 2. Mental disorders 13,571 8.5% 
3. Lung cancer 112 7.3% 3. Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 69 4.5% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Genitourinary Diseases 66 4.3% 5. Digestive system diseases, all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION121 
(2010-2012) 

Medford 
(n=15,376) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 4,041 17.4% 
1. Chronic obstructive

pulmonary disease, all
related

422,466 17.7% 

2. Chronic obstructive pulmonary
disease, all related 3,928 16.9% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 3,309 14.3% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 1,898 8.2% 4. Digestive system diseases, all 228,302 9.6% 
5. Pneumonia and Influenza

related 1,722 7.4% 5. Asthma-related 185,915 7.7% 
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Youth age 15-19: 
• Alcohol/substance abuse related ED visits
• All injury and poisoning hospitalizations
• COPD related ED visits
• Diabetes related ED visits
• Mental disorder related ED visits

MELROSE, MA 
 

Population:   27,509 
Demographics compared to the state of Massachusetts as a whole: 

• Smaller population of Hispanics (4%), Black/African-Americans (3%), and
Asians (4%) 

• Smaller foreign born population (12%)
• Higher percentage of residents age 25+ with bachelor’s degree or higher

(51%)
• Higher median income ($86,409)
• Lower poverty rates for children under 18 (4%) and families (2%)
• Lower percentage of residents with 30% or more of income spent on gross

rent or owner costs (29%)
• Lower unemployment rate (4.4)

Health Conditions  
Melrose residents experience the following health conditions at rates 5% or higher than residents of Massachusetts as a whole: 

 

 

For more detailed information on Melrose health indicators and for references, please see the data tables that follow.

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer
Top 3 Causes of Hospitalization 

1. COPD Related

2. Diabetes Mellitus Related

3. Circulatory System Diseases

Cancer incidence & mortality 
• Breast cancer incidence
• Colorectal cancer incidence and mortality

Cardiovascular health 
• Stroke ED visits and hospitalizations 

Mental health 
• Mental disorder related ED visits and mortality

Respiratory health 
• Bacterial pneumonia related hospitalizations 

Substance abuse 
• Opioid-related ED visits and mortality 

Selected age groups 
Older adults age 65+: 
• Alcohol/substance abuse related hospitalizations
• All injury and poisoning ED visits and

hospitalizations
• Bacterial pneumonia related hospitalizations
• Chronic Obstructive Pulmonary Disease (COPD)

related ED visits and hospitalizations
• Diabetes related ED visits and hospitalizations
• Major cardiovascular disease hospitalizations
• Mental disorder related ED visits and

hospitalizations
• Stroke hospitalizations
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MELROSE HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Melrose and the state is 5% 
or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. 
does not exist). 

INDICATOR Melrose MA 
# %/Rate %/Rate 

Total population 27,509 -- 6,657,291 
Demographics122 
Female 14,292 52% 52% 
Age 
   Under 5 years 1,922 7%ˆ 6% 
   Under 18 years 5,728 21% 21% 
   18 to 34 years 5,035 18% 24% 
   35 to 64 years 12,386 45%ˆ 41% 
   65 and over 4,360 16%ˆ 14% 
   85 and over 749 3%ˆ 2% 
Race/ethnicity123 
   Asian (non Hispanic) 1,135 4% 6% 
   Black/African-American (non Hispanic) 723 3% 6% 
   Hispanic 1,064 4% 10% 
   Some other race (non Hispanic)124 4 0% 1% 
   White (non Hispanic) 24,294 88%ˆ 75% 
Foreign-born residents 3,349 12% 15% 
Top 5 languages spoken at home125 
   English Only 21,922 86%ˆ 78% 
   Spanish or Spanish Creole 621 2% 8% 
   Portuguese or Portuguese Creole 671 3% 3% 
   French Creole 374 2% 2% 
   Chinese 337 1% 2% 
Social and economic characteristics126 
Highest educational attainment 
   Less than high school graduate 1,138 6% 11% 
   High school graduate 3,764 19% 26% 
   Some college 5,132 25%ˆ 24% 
   Bachelor’s degree 6,010 30%ˆ 23% 
   Graduate/advanced degree 4,231 21%ˆ 17% 
Income 
   Median household income $86,409ˆ -- $67,846 
   Per capita income $43,866ˆ -- $36,441 
Poverty status 
   Children under 18 living in poverty 209 4% 15% 
   Families living in poverty 160 2% 8% 

122 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
123 Excludes “Two or more races” 
124 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
125 These are the top 5 languages spoken at home in Melrose. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
126 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012. 
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INDICATOR Melrose MA 
# %/Rate %/Rate 

   Population 65 and older living in poverty 367 9% 9% 
Housing units by structure 

1-unit 6,857 59% 57% 
2 units 1,200 10% 10% 
3 -9 units 1,013 9% 17% 
10 -19 units 605 5%ˆ 4% 
20 or more units 2,036 17%ˆ 10% 

Housing units that are renter-occupied 3,712 33% 38% 
Median gross rent $1,118ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 29% 32% 
Health insurance 
    No health insurance coverage 570 2% 4% 
Unemployment rate127 -- 4.4 5.7 
Crime Rate128 
    Violent crime 38 138.2 405.5 
    Property crime 313 1137.9 2153.0 
Health outcomes129  
Cancer incidence (age-adjusted rates per 100,000)130 
   All cancers (invasive) 479 469.3 480.1 
   Breast cancer (female only) 79 145.8ˆ 135.1 
   Ovarian cancer  5 8.7  11.9 
   Prostate cancer  48 104.3  128.2 
   Colorectal cancer  45 43.7ˆ 38.4 
   Lung cancer  62 59.3  65.9 
Cancer mortality (age-adjusted rates per 100,000)131 
   All cancers 162 152.8  166.2 
   Breast cancer (female only) 10 15.4  19.2 
   Ovarian cancer  1 2.3  7.6 
   Prostate cancer  6 15.0  19.8 
   Colorectal cancer  16 15.0ˆ 13.8 
   Lung cancer  37 35.4  45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)132

       Major cardiovascular disease hospitalizations 1,453 1349.8 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 270 253.4ˆ 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 378 379.8  412.7 
Cerebrovascular disease (stroke) ED visits 59 58.9ˆ 51.4 

        Acute myocardial infarction ED visits 20 18.2  21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)133 

       Major cardiovascular disease mortality 207 174.6  185.9 
       Cerebrovascular disease (stroke) mortality 35 29.2 29.5 

127 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
128 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
129 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
130 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2011. No 2012 data available 
131 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
132 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
133 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Melrose MA 
# %/Rate %/Rate 

       Acute myocardial infarction mortality  26 20.9  25.3 
Diabetes (age-adjusted rates per 100,000)134 

 Diabetes-related ED visits 1,221 1252.1  1376.9 
 Diabetes-related hospitalizations 1,711 1646.0  1762.5 

   Diabetes mortality 9 8.2  13.7 
Infectious disease (crude rates per 100,000)135 
   HIV/AIDS prevalence136 39 144.6  272.8 
   HIV/AIDS incidence15 NA NA 10.0 
   Hepatitis C incidence 11 40.8  72.4 
   Chlamydia incidence 53 196.5  357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)137 
   All injury and poisoning ED visits 7,327 9053.4  10484.5 
   All injury and poisoning hospitalizations 815 806.2 829.4 
   All injury and poisoning mortality 37 42.0 43.0 
   Hip fracture injury hospitalizations  92 79.9 80.8 
Mental health (age-adjusted rates per 100,000)138 
   Mental disorder-related ED visits  4,653 5953.1ˆ 5341.6 
   Mental  disorder-related hospitalizations 3,512 3620.6 3799.9 
   Mental disorder-related mortality  72 58.5ˆ 52.6 
Mother & infant health139 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  782 85.2ˆ 60.8 
       Ages 20-29  212 50.3  62.5 
       Teens (ages 15-19) NA NA 15.5 
   Inadequate prenatal care (percent of births) 47 5%  7% 
   Low birth weight (percent of births) 66 7%  8% 
   Infant mortality (rate per 1,000) 1 1.0  4.3 
Premature mortality (age-adjusted rate per 100,000)140 226 250.8  272.2 
Respiratory health (age-adjusted rates per 100,000)141  
   Asthma-related hospitalizations  567 640.5  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 68 457.2  868.0 
 Bacterial pneumonia-related hospitalizations 748 705.3ˆ 670.0 

   COPD-related hospitalizations 1,766 1775.7  1921.9 
Substance abuse (age-adjusted rates per 100,000)142 

134 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
135 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
136HIV prevalence and incidence are for 2011 reported rates.  
137 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
138 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
139 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
140Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
141 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

INDICATOR Melrose MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 629 886.5 910.3 
   Alcohol/substance-related hospitalizations 203 247.0  341.2 
   Opioid-related ED visits  334 512.9ˆ 280.3 
   Opioid-related hospitalizations 242 317.5 332.4 
   Opioid-related mortality  9 12.3ˆ 9.6 
Health outcomes by specific age groups143 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 31 242.6ˆ 211.0 
       Cerebrovascular disease (stroke) hospitalizations 206 1611.9ˆ 1324.0 
       Major cardiovascular disease hospitalizations 1,074 8403.8ˆ 7309.7 
       Diabetes-related hospitalizations 1,156 9045.4ˆ 8394.1 
       All injury and poisoning hospitalizations 516 4037.6ˆ 3173.7 
       Hip fracture injury hospitalizations 86 672.9ˆ 621.3 
       Mental disorder-related hospitalizations 1,699 13294.2ˆ 10764.6 
       Bacterial pneumonia-related hospitalizations 550 4303.6ˆ 3435.2 
       COPD-related hospitalizations 1,186 9280.1ˆ 7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 18 140.9  204.1 
       Cerebrovascular disease (stroke) ED visits 31 242.6  256.0 
       Major cardiovascular disease ED visits 192 1502.4  1580.1 
       Acute myocardial infarction ED visits 11 86.1  93.4 
       Diabetes-related ED visits 660 5164.3ˆ 4000.7 
       All injury and poisoning ED visits 1,167 9131.5ˆ 8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 681 5328.6ˆ 3422.3 
       Bacterial pneumonia-related ED visits 39 305.2 299.5 
       COPD-related ED visits 437 3419.4ˆ 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 15 362.8ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 54 1306.2 1361.2 
       COPD-related hospitalizations 11 266.1  439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 59 1427.2ˆ 966.1 
       Diabetes-related ED visits 12 290.3ˆ 223.4 
       All injury and poisoning ED visits 553 13376.9 13144.7 
       Opioid-related ED visits NA NA 176.3 
       Mental disorder-related ED visits 286 6918.2ˆ 5740.3 
       COPD-related ED visits 88 2128.7ˆ 1694.2 
Public school district enrollment characteristics144 
Race/ethnicity 
   African-American 212 6% 9% 

142 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
143 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Melrose. 
144Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

INDICATOR Melrose MA 
# %/Rate %/Rate 

   Asian 164 4% 7% 
   Hispanic 134 4% 19% 
   White 3,055 82%ˆ 63% 
   Multi-race (non Hispanic) 160 4%ˆ 3% 
Special populations 
    First language not English  9% 19% 
    Limited English proficient  3% 9% 
    Students with disabilities  15% 17% 
    Low income  10% 27 % 
Public school district graduation and drop-out rates9 
Students graduating (4-year) 222 96%ˆ 87% 
Students dropping out 2 1% 5% 
Graduates attending college/university 194 84%ˆ 77% 
Youth outcomes: high school health survey data145 
Substance use 
   Alcohol, ever used  20% 47% 
   Alcohol, used in last 30 days  48%ˆ 36% 
   Tobacco, ever used  8% 32% 
   Tobacco, used in last 30 days  11% 11% 
   Marijuana, ever used  46%ˆ 33% 
   Marijuana, used in last 30 days  32%ˆ 16% 
   Prescription opioids, ever used146   15%  
   Prescription opioids, used in last 30 days25  4%  
Sexual activity 
    Ever had sexual intercourse  36% 38% 
    Used condom at last intercourse  65%ˆ 58% 
Mental health 
    Experiencing depression in last 12 months  31%ˆ 22% 
    Seriously considered suicide in last 12 months  17%ˆ 12% 
    Attempted suicide in last 12 months  7%ˆ 6% 
    Was bullied at school in last 12 months  27%ˆ 17% 

145MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Melrose Youth 
Risk Behavior Survey 2013.  
146 Students in Melrose were asked about their use of any prescription drug. 

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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147 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 9.6% (1,058) in Melrose during time period. 
148 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
149 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
150 Mental disorders include dementias. 
151 Genitourinary Diseases:  All includes: “renal failure” and “nephritis, nephrosis”
152 Digestive system diseases of the oral cavity, salivary glands and jaws; diseases of the esophagus, stomach and duodenum; appendicitis; hernia of the abdominal cavity; 
other diseases of the intestines and peritoneum; and diseases of the liver, gallbladder, and biliary tracts/bile ducts. 

TOP FIVE CAUSES OF HOSPITALIZATION147 
(2010-2012) 

Melrose 
(n= 10,983) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Chronic obstructive
pulmonary disease, all
related

1,766 16.1% 1. Chronic obstructive 
pulmonary disease, all related 422,466 17.7%

2. Diabetes Mellitus related 1,711 15.6% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases,
all 1,599 14.6% 3. Circulatory system diseases,

all 321,872 13.5% 

4. Digestive system diseases, all 1,110 10.1% 4. Digestive system diseases, all 228,302 9.6%
5. Pneumonia and Influenza

related 806 7.3% 5. Asthma-related 185,915 7.7% 

TOP FIVE CAUSES OF DEATH148 
(2010-2012) 

Melrose 
(n= 684) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system diseases,
all149 208 30.4% 1. Circulatory system diseases, all 46,326 29.1%

2. Mental disorders150 72 10.5% 2. Mental disorders 13,571 8.5% 
3. Lung cancer 37 5.4% 3. Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 32 4.7% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Genitourinary diseases, all151 22 3.2% 5. Digestive system diseases, all152 5,959 3.7% 

5



APPENDIX J: COMMUNITY DATA PROFILE FOR NORTH READING 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

NORTH READING, MA 
 

Population:    15,249 

Demographics compared to the state of Massachusetts as a whole: 
• Larger population of Whites (89%)
• Smaller foreign-born population (8%) and most speak English at home

(88%)
• Higher percentage of residents age 25+ with bachelor’s degree or

higher (51%)
• Higher median income ($112,419)
• Lower unemployment rate (4.7% of workforce)
• Higher median gross rent ($1, 420)

Health Conditions  
North Reading residents experience the following health conditions at rates 5% or higher than residents of 
Massachusetts as a whole: 

Cancer incidence & mortality 
• Breast cancer incidence and mortality
• Prostate cancer incidence

Cardiovascular health 
• Stroke ED visits

Injuries and poisonings 
• Hip fracture injury hospitalizations

Mental health 
• Mental disorder related mortality

Substance abuse 
• Opioid related ED visits

Selected age groups 
Older adults age 65+: 

• All injury and poisoning hospitalizations
• Bacterial pneumonia related hospitalizations
• Stroke ED visits

Youth age 15-19: 
• Alcohol/substance related ED visits
• All injury and poisoning hospitalizations
• Mental disorder related hospitalizations
• Opioid related ED visits

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Chronic Obstructive Pulmonary (COPD)

2. Diabetes

3. Circulatory System Diseases

For more detailed information on North Reading health indicators and for references, please see the data 
tables that follow. 
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

NORTH READING HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between North Reading and the state 
is 5% or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school 
enrollment characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are 
flagged. “NA” designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is 
unavailable (i.e. does not exist). 

INDICATOR North Reading MA 
# %/Rate %/Rate 

Total population 15,249 6,657,291 
Demographics153 
Female 7,705 51% 52% 
Age 
   Under 5 years 803 5% 6% 
   Under 18 years 3,536 23%ˆ 21% 
   18 to 34 years 2,448 16% 24% 
   35 to 64 years 7,191 47%ˆ 41% 
   65 and over 2,074 14% 14% 
   85 and over 210 1% 2% 
Race/ethnicity154 
   Asian (non Hispanic) 954 6% 6% 
   Black/African-American (non Hispanic) 126 1% 6% 
   Hispanic 258 2% 10% 
   Some other race (non Hispanic)155 40 0% 1% 
   White (non Hispanic) 13,639 89%ˆ 75% 
Foreign-born residents 1,147 8% 15% 
Top 5 languages spoken at home156 
   English only 12,761 88%ˆ 78% 
   Spanish or Spanish Creole 258 2% 8% 
   Portuguese or Portuguese Creole 187 1% 3% 
   French (incl. Patois, Cajun) 187 1%ˆ 1% 
   Other Asian languages 216 2%ˆ 0% 
Social and economic characteristics157 
Highest educational attainment 
   Less than high school graduate 363 3% 11% 
   High school graduate 2,477 23% 26% 
   Some college 2,513 23% 24% 
   Bachelor’s degree 3,676 34%ˆ 23% 
   Graduate/advanced degree 1,859 17% 17% 
Income 
   Median household income $112,419ˆ -- $67,846 
   Per capita income $47,455ˆ -- $36,441 
Poverty status 
   Children under 18 living in poverty 57 2% 15% 
   Families living in poverty 108 3% 8% 

153 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
154 Excludes “Two or more races” 
155 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
156 These are the top 5 languages spoken at home in North Reading. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only 
English, 2) Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
157 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

INDICATOR North Reading MA 
# %/Rate %/Rate 

   Population 65 and older living in poverty 180 9% 9% 
Housing units by structure 

1-unit 4,776 84%ˆ 57% 
2 units 82 1% 10% 
3 -9 units 125 2% 17% 
10 -19 units 204 4% 4% 
20 or more units 517 9% 10% 

Housing units that are renter-occupied 781 14% 38% 
Median gross rent $1,420ˆ  $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 26% 32% 
Health insurance 
    No health insurance coverage 165 1% 4% 
Unemployment rate158 4.7 5.7 
Crime Rate159 
    Violent crime 15 98.8 405.5 
    Property crime 145 974.8 2153.0 
Health outcomes160  
Cancer incidence (age-adjusted rates per 100,000)161 
   All cancers (invasive) 254 500.4 480.1 
   Breast cancer (female only) 43 153.0ˆ 135.1 
   Ovarian cancer  NA NA 11.9 
   Prostate cancer  39 141.6ˆ 128.2 
   Colorectal cancer  17 33.6  38.4 
   Lung cancer  21 44.0  65.9 
Cancer mortality (age-adjusted rates per 100,000)162 
   All cancers 78 164.4 166.2 
   Breast cancer (female only) 6 21.6ˆ 19.2 
   Ovarian cancer  0 0  7.6 
   Prostate cancer  4 19.4 19.8 
   Colorectal cancer  4 7.4  13.8 
   Lung cancer  18 39.6  45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per 
100,000)163

       Major cardiovascular disease hospitalizations 563 1202.4  1294.3 
       Cerebrovascular disease (stroke) hospitalizations 110 233.3 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 132 279.7  412.7 
Cerebrovascular disease (stroke) ED visits 27 57.1ˆ 51.4 

        Acute myocardial infarction ED visits NA NA 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)164 

       Major cardiovascular disease mortality 132 169.1  185.9 
       Cerebrovascular disease (stroke) mortality 12 27.3  29.5 

158 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
159 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
160 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
161 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
162 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
163 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
164 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR North Reading MA 
# %/Rate %/Rate 

       Acute myocardial infarction mortality  10 21.0  25.3 
Diabetes (age-adjusted rates per 100,000)165 

 Diabetes-related ED visits 313  1376.9 
 Diabetes-related hospitalizations 617 1329.1  1762.5 

   Diabetes mortality 5 5  13.7 
Infectious disease (crude rates per 100,000)166 
   HIV/AIDS prevalence167 NA NA 272.8 
   HIV/AIDS incidence15 0 0  10.0 
   Hepatitis C incidence NA NA 72.4 
   Chlamydia incidence 20 134.3  357.3 
   TB incidence 0 0  3.2 
Injuries (age-adjusted rates per 100,000)168 
   All injury and poisoning ED visits 361 6598.0  10484.5 
   All injury and poisoning hospitalizations 2,746 826.7 829.4 
   All injury and poisoning mortality 12 26.9  43.0 
   Hip fracture injury hospitalizations  41 92.7ˆ 80.8 
Mental health (age-adjusted rates per 100,000)169 
   Mental disorder-related ED visits  1,159 2987.4  5341.6 
   Mental  disorder-related hospitalizations 1,405 3195.7  3799.9 
   Mental disorder-related mortality  25 59.0ˆ 52.6 
Mother & infant health170 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  296 65.5ˆ 60.8 
       Ages 20-29  111 57.4  62.5 
       Teens (ages 15-19) 5 3.4  15.5 
   Inadequate prenatal care (percent of births) 13 3%  7% 
   Low birth weight (percent of births) 25 6%  8% 
   Infant mortality (rate per 1,000) 2 NA 4.3 
Premature mortality (age-adjusted rate per 100,000)171 102 210.9  272.2 
Respiratory health (age-adjusted rates per 100,000)172  
   Asthma-related hospitalizations 233 512.6  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 41 446.9  1777.0 

 Bacterial pneumonia-related hospitalizations 302 684.2 670.0 
   COPD-related hospitalizations 658 1454.5  1921.9 
Substance abuse (age-adjusted rates per 100,000)173 

165 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
00(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
166 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
167HIV prevalence and incidence are for 2011 reported rates.  
168 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
169 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
170 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
171Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
172 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
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INDICATOR North Reading MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 254 707.3  910.3 
   Alcohol/substance-related hospitalizations 104 273.1  341.2 
   Opioid-related ED visits  126 379.1ˆ 280.3 
   Opioid-related hospitalizations 104 301.1  332.4 
   Opioid-related mortality  0 0  9.6 
Health outcomes by specific age groups174 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 12 216.8 211.0 
       Cerebrovascular disease (stroke) hospitalizations 76 1373.1 1324.0 
       Major cardiovascular disease hospitalizations 382 6901.5  7309.7 
       Diabetes-related hospitalizations 432 7804.9  8394.1 
       All injury and poisoning hospitalizations 192 3468.8ˆ 3173.7 
       Hip fracture injury hospitalizations 36 650.4 621.3 
       Mental disorder-related hospitalizations 560 10117.4  10764.6 
       Bacterial pneumonia-related hospitalizations 219 3956.6ˆ 3435.2 
       COPD-related hospitalizations 405 7317.1  7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits NA NA 204.1 
       Cerebrovascular disease (stroke) ED visits 15 271ˆ 256.0 
       Major cardiovascular disease ED visits 64 1156.3  1580.1 
       Acute myocardial infarction ED visits NA NA 93.4 
       Diabetes-related ED visits 147 2655.8  4000.7 
       All injury and poisoning ED visits 327 5907.9  8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 158 2854.6  3422.3 
       Bacterial pneumonia-related ED visits NA NA 299.5 
       COPD-related ED visits 118 2131.9  2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 14 460.7ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 46 1513.7ˆ 1361.2 
       COPD-related hospitalizations NA NA 439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 45 1480.8ˆ 966.1 
       Diabetes-related ED visits 0 0  223.4 
       All injury and poisoning ED visits 339 11155.0  13144.7 
       Opioid-related ED visits 19 625.2ˆ 176.3 
       Mental disorder-related ED visits 151 4968.7  5740.3 
       COPD-related ED visits 31 1020.1  1694.2 
Public school district enrollment characteristics175 
Race/ethnicity 
   African-American 15 1% 9% 

173 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
174 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in North Reading.  
175Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

INDICATOR North Reading MA 
# %/Rate %/Rate 

   Asian 91 4% 7% 
   Hispanic 58 2% 19% 
   White 2,307 91%ˆ 63% 
   Multi-race (non Hispanic) 61 2% 3% 
Special populations 
    First language not English  1% 19% 
    Limited English proficient  1% 9% 
    Students with disabilities  17% 17% 
    Low income  7% 27% 
Public school district graduation and drop-out rates9 
Students graduating (4-year) 175 96%ˆ 87% 
Students dropping out 3 2% 5% 
Graduates attending college/university 152 93%ˆ 77% 
Youth outcomes: high school health survey data176 
Substance use 
   Alcohol, ever used   47% 
   Alcohol, used in last 30 days   36% 
   Tobacco, ever used   32% 
   Tobacco, used in last 30 days   11% 
   Marijuana, ever used   33% 
   Marijuana, used in last 30 days   16% 
   Prescription opioids, ever used     
   Prescription opioids, used in last 30 days    
Sexual activity 
    Ever had sexual intercourse   38% 
    Used condom at last intercourse   58% 
Mental health 
    Experiencing depression in last 12 months   22% 
    Seriously considered suicide in last 12 months   12% 
    Attempted suicide in last 12 months   6% 
    Was bullied at school in last 12 months   17% 

176MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf.  

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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177 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
178 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
179 Mental disorders include dementias. 
180 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 9.4% (435) in North Reading during time period. 

TOP FIVE CAUSES OF DEATH177 
(2010-2012) 

North Reading 
(n= 265) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all178 75 28.3 1. Circulatory system

diseases, all 46,326 29.1% 

2. Mental disorders179 25 9.43 2.  Mental disorders 13,571 8.5% 
3. Lung cancer 18 6.79 3.  Lung cancer 10,403 6.5% 

4. Bladder cancer 4 5.13 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Chronic lower respiratory
diseases 11 4.15 5. Digestive system diseases,

all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION180 
(2010-2012) 

North Reading 
(n= 4,646) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Chronic obstructive pulmonary
disease, all related 658 14.2% 1. Chronic obstructive pulmonary

disease, all related 422,466 17.7% 

2. Diabetes Mellitus related 617 13.3% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 616 13.3% 3. Circulatory system diseases, all 321,872 13.5%
4. Digestive system diseases, all 468 10.1% 4. Digestive system diseases, all 228,302 9.6% 
5. Pneumonia and influenza

related 326 7.0% 5. Asthma-related 185,915 7.7% 
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Prepared by the Institute for Community Health, based on publicly available secondary data sources 

READING, MA 
 

Population:  25,176 

Demographics compared to the state of Massachusetts as a whole: 
• Larger population of Whites (91%)
• Smaller foreign-born population (8%) and most speak English at

home (90%)
• Higher percentage of residents age 25+ with bachelor’s degree or

higher (57%)
• Higher median income ($103,913)
• Lower unemployment rate (4% of workforce)
• Higher single housing units (76%) and lower housing with 3+ units
• Lower population without health insurance (2%)

Health Conditions  
Reading residents experience the following health conditions at rates 5% or higher than residents of 
Massachusetts as a whole: 

 

For more detailed information on Reading health indicators and for references, please see the data tables that follow.

Youth age 15-19: 
• All injury and poisoning hospitalizations
• Alcohol/substance related ED visits
• Mental health disorder related hospitalizations
• Opioid related ED visits

Cancer incidence & mortality 
• Breast cancer incidence and mortality
• Prostate cancer mortality

Cardiovascular Health 
• Acute myocardial infarctions ED visits

Diabetes 
• Diabetes related ED visits

Mental Health 
• Mental disorder related ED visits

Respiratory Health 
• Bacterial pneumonia related hospitalizations

Substance Abuse 
• Opioid related ED visits

Selected age groups 
Older adults age 65+: 

• All injury and poisoning hospitalizations
• Bacterial pneumonia hospitalizations
• Hip fracture injury hospitalizations

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Chronic Obstructive Pulmonary (COPD)

2. Diabetes

3. Circulatory System Diseases
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READING HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Reading and the state is 5% 
or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. 
does not exist). 

Reading MA 
# %/Rate %/Rate 

Total population 25,176 6,657,291 
Demographics181 
Female 13,016 52% 52% 
Age 
   Under 5 years 1347 5% 6% 
   Under 18 years 6,225 25%ˆ 21% 
   18 to 34 years 4,203 17% 24% 
   35 to 64 years 11,025 44%ˆ 41% 
   65 and over 3,723 15% 14% 
   85 and over 630 3%ˆ 2% 
Race/ethnicity182 
   Asian (non Hispanic) 1,079 4% 6% 
   Black/African-American (non Hispanic) 279 1% 6% 
   Hispanic 710 3% 10% 
   Some other race (non Hispanic)183 0 0% 1% 
   White (non Hispanic) 22,905 91%ˆ 75% 
Foreign-born residents 2,042 8% 15% 
Top 5 languages spoken at home184 

Speak Only English 21,488 90%ˆ 78% 
Spanish or Spanish Creole 224 1% 8% 
Italian 335 1%ˆ 1% 
Other Indic Languages 201 1%ˆ 0% 
Chinese 195 1% 2% 

Social and economic characteristics185 
Highest educational attainment 
   Less than high school graduate 501 3% 11% 
   High school graduate 3,180 18% 26% 
   Some college 3,812 22% 24% 
   Bachelor’s degree 5,561 32%ˆ 23% 
   Graduate/advanced degree 4,301 25%ˆ 17% 
Income 
   Median household income $103,913ˆ -- $67,846 
   Per capita income $47,168ˆ -- $36,441 
Poverty status 
   Children under 18 living in poverty 111 2% 15% 
   Families living in poverty 110 2% 8% 

181 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
182 Excludes “Two or more races” 
183 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
184 These are the top 5 languages spoken at home in Reading. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
185 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 
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Reading MA 
# %/Rate %/Rate 

   Population 65 and older living in poverty 226 6% 9% 
Housing units by structure 

1-unit 7,467 76%ˆ 57% 
2 units 523 5% 10% 
3 -9 units 435 5% 17% 
10 -19 units 410 4% 4% 
20 or more units 978 10% 10% 

Housing units that are renter-occupied 1,889 20% 38% 
Median gross rent $1,248ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 32% 32% 
Health insurance 
    No health insurance coverage 365 2% 4% 
Unemployment rate186 4.2 5.7 
Crime Rate187 
    Violent crime 10 39.6 405.5 
    Property crime 189 749.3 2153.0 
Health outcomes188  
Cancer incidence (age-adjusted rates per 100,000)189 
   All cancers (invasive) 393 449.6  480.1 
   Breast cancer (female only) 80 163.0ˆ 135.1 
   Ovarian cancer  6 11.6 11.9 
   Prostate cancer  35 91.0  128.2 
   Colorectal cancer  31 33.2  38.4 
   Lung cancer  51 60.5  65.9 
Cancer mortality (age-adjusted rates per 100,000)190 
   All cancers 160 174.3 166.2 
   Breast cancer (female only) 15 26.8ˆ 19.2 
   Ovarian cancer  2 2.5  7.6 
   Prostate cancer  8 23.0ˆ 19.8 
   Colorectal cancer  14 14.4 13.8 
   Lung cancer  38 43.9 45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)191

       Major cardiovascular disease hospitalizations 1,010 1109.3  1294.3 
       Cerebrovascular disease (stroke) hospitalizations 168 180.8  224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 231 266.9  412.7 
Cerebrovascular disease (stroke) ED visits 34 37.1  51.4 

        Acute myocardial infarction ED visits 20 21.1 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)192 

       Major cardiovascular disease mortality 157 157.9  185.9 
       Cerebrovascular disease (stroke) mortality 25 24.7  29.5 

186 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
187 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
188 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
189 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
190 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
191 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
192 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
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Reading MA 
# %/Rate %/Rate 

       Acute myocardial infarction mortality  25 24.7 25.3 
Diabetes (age-adjusted rates per 100,000)193 

 Diabetes-related ED visits 477 540.3  130.2 
 Diabetes-related hospitalizations 1,122 1249.0  1762.5 

   Diabetes mortality 12 12.7  13.7 
Infectious disease (crude rates per 100,000)194 
   HIV/AIDS prevalence195 19 76.8  272.8 
   HIV/AIDS incidence15 NA NA 10.0 
   Hepatitis C incidence 8 32.3  72.4 
   Chlamydia incidence 30 121.3  357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)196 
   All injury and poisoning ED visits 667 6820.0  10484.5 
   All injury and poisoning hospitalizations 4,830 767.2  829.4 
   All injury and poisoning mortality 20 27.0  43.0 
   Hip fracture injury hospitalizations  81 82.5 80.8 
Mental health (age-adjusted rates per 100,000)197 
   Mental disorder-related ED visits  1,695 2565.6 2183.9 
   Mental  disorder-related hospitalizations 2,288 2733.2  3799.9 
   Mental disorder-related mortality  53 49.5  52.6 
Mother & infant health198 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  591 76.9ˆ 60.8 
       Ages 20-29  140 42.5  62.5 
       Teens (ages 15-19) 6 2.9  15.5 
   Inadequate prenatal care (percent of births) 13 3%  7% 
   Low birth weight (percent of births) 50 7%  8% 
   Infant mortality (rate per 1,000) 2 2.7  4.3 
Premature mortality (age-adjusted rate per 100,000)199 183 227.0  272.2 
Respiratory health (age-adjusted rates per 100,000)200  
   Asthma-related hospitalizations 419 528.2  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 74 479.2  1777.0 

 Bacterial pneumonia-related hospitalizations 542 609.4ˆ 275.0 
   COPD-related hospitalizations 1,148 1332.3  1921.9 
Substance abuse (age-adjusted rates per 100,000)201 

193 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
194 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
195HIV prevalence and incidence are for 2011 reported rates.  
196 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
197 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
198 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
199Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
200 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
201 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
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Reading MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 393 654.3  910.3 
   Alcohol/substance-related hospitalizations 128 182.4  341.2 
   Opioid-related ED visits  181 342.4ˆ 280.3 
   Opioid-related hospitalizations 109 177.1  332.4 
   Opioid-related mortality  1 1.9  9.6 
Health outcomes by specific age groups202 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 13 124.16  211.0 
       Cerebrovascular disease (stroke) hospitalizations 127 1213.0  1324.0 
       Major cardiovascular disease hospitalizations 734 7010.5 7309.7 
       Diabetes-related hospitalizations 778 7430.8  8394.1 
       All injury and poisoning hospitalizations 428 4087.9ˆ 3173.7 
       Hip fracture injury hospitalizations 75 716.3ˆ 621.3 
       Mental disorder-related hospitalizations 1,103 10534.9 10764.6 
       Bacterial pneumonia-related hospitalizations 379 3619.9ˆ 3435.2 
       COPD-related hospitalizations 736 7029.6  7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits NA NA 204.1 
       Cerebrovascular disease (stroke) ED visits 22 210.1  256.0 
       Major cardiovascular disease ED visits 109 1041.1  1580.1 
       Acute myocardial infarction ED visits NA NA 93.4 
       Diabetes-related ED visits 241 2301.8  4000.7 
       All injury and poisoning ED visits 683 6523.4  8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 195 1862.5  3422.3 
       Bacterial pneumonia-related ED visits 17 162.4  299.5 
       COPD-related ED visits 150 1432.7  2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 12 266.8ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 67 1489.9ˆ 1361.2 
       COPD-related hospitalizations 13 289.1  439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 66 1467.7ˆ 966.1 
       Diabetes-related ED visits NA NA 223.4 
       All injury and poisoning ED visits 460 10229.0  13144.7 
       Opioid-related ED visits 18 400.3ˆ 176.3 
       Mental disorder-related ED visits 224 4981.1  5740.3 
       COPD-related ED visits 28 622.6  1694.2 
Public school district enrollment characteristics203 
Race/ethnicity 
   African-American 105 2% 9% 
   Asian 211 5% 7% 
   Hispanic 79 2% 19% 

202 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Reading.  
203Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
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Reading MA 
# %/Rate %/Rate 

   White 3,909 89%ˆ 63% 
   Multi-race (non Hispanic) 83 2% 3% 
Special populations 
    First language not English  2% 19% 
    Limited English proficient  1% 9% 
    Students with disabilities  17% 17% 
    Low income  7% 27% 
Public school district graduation and drop-out rates23

Students graduating (4-year) 291 94%ˆ 87% 
Students dropping out 2 1% 5% 
Graduates attending college/university 288 91%ˆ 77% 
Youth outcomes: high school health survey data204 
Substance use 
   Alcohol, ever used  55%ˆ 47% 
   Alcohol, used in last 30 days  38%ˆ 36% 
   Tobacco, ever used  18% 32% 
   Tobacco, used in last 30 days  10% 11% 
   Marijuana, ever used  24% 33% 
   Marijuana, used in last 30 days  24%ˆ 16% 
   Prescription opioids, ever used205   12%  
   Prescription opioids, used in last 30 days25  10%  
Sexual activity 
    Ever had sexual intercourse  26% 38% 
    Used condom at last intercourse  68%ˆ 58% 
Mental health 
    Experiencing depression in last 12 months  29%ˆ 22% 
    Seriously considered suicide in last 12 months  17%ˆ 12% 
    Attempted suicide in last 12 months  10%ˆ 6% 
    Was bullied at school in last 12 months  24%ˆ 17% 

204MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Reading Youth Risk 
Behavior Survey 2015.  
205 Students were asked about their use of  any prescription drug without a prescription  

http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf
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206 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
207 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
208 Mental disorders include dementias. 
209 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 9.8% (765) in Reading during time period. 

TOP FIVE CAUSES OF DEATH206 
(2010-2012) 

Reading 
(n=302) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all207 158 27.9% 1. Circulatory system

diseases, all 46,326 29.1% 

2. Mental disorders208 53 9.4% 2.  Mental disorders 13,571 8.5% 

3. Lung cancer 38 6.7% 3. Lung cancer 10,403 6.5% 

4. Chronic lower respiratory
diseases

33 5.8% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Digestive system diseases,
all 20 3.5% 5. Digestive system diseases,

all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION209 
(2010-2012) 

Reading 
(n=4,674) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Chronic obstructive
pulmonary disease, all related 1,148 14.7% 

1. Chronic obstructive
pulmonary disease, all
related

422,466 17.7% 

2. Diabetes Mellitus related 1,122 14.4% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 1,110 14.3% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 701 9.0% 4. Digestive system diseases, all 228,302 9.6% 
5. Pneumonia and Influenza

Related 593 7.6% 5. Asthma-related 185,915 7.7% 
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SAUGUS, MA 
 

Population:    25,176 

Demographics compared to the state of Massachusetts as a whole: 
• Larger population of Whites (90%)
• Smaller foreign-born population (11%) and most speak English at home

(85%)
• Lower percentage of residents age 25+ with bachelor’s degree or higher

(25%)
• Higher median income ($76,141)
• Higher percentage of population over 65 living in poverty (12%)
• Higher single housing units (75%) and lower housing with 3+ units

Health Conditions 
Saugus residents experience the following health conditions at rates 5% or higher than residents of Massachusetts 
as a whole: 

For more detailed information on Saugus health indicators and for references, please see the data tables that follow.

Selected age groups 
Older adults age 65+: 

• Bacterial pneumonia related hospitalizations
• COPD related ED visits
• Diabetes related ED visits

Youth age 15-19: 
• Alcohol/substance related ED visits
• All injury and poisoning hospitalizations
• COPD related ED visits and hospitalizations
• Diabetes related ED visits
• Mental disorder related ED visits and hospitalizations
• Opioid related ED visits

Cancer incidence & mortality 
• All invasive cancer incidence and mortality
• Breast cancer incidence
• Colorectal cancer incidence
• Lung cancer incidence and mortality
• Ovarian cancer mortality

Cardiovascular Health 
• Acute myocardial infarctions mortality
• Cerebrovascular disease (stroke) ED visits
• Major cardiovascular disease ED visits

Diabetes 
• Diabetes related ED visits and hospitalizations

Infectious Diseases 
• Hepatitis C incidence

Injuries and poisonings 
• All injury and poisoning hospitalizations and mortality

Mental Health 
• Mental disorder related ED visits, hospitalizations and

mortality  

Premature mortality 

Respiratory Health 
• Bacterial pneumonia related hospitalizations

Substance Abuse 
• Alcohol/substance related ED visits and hospitalizations
• Opioid related ED visits, hospitalizations, and mortality

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Diabetes

2. Chronic Obstructive Pulmonary (COPD)

3. Circulatory System Diseases
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SAUGUS HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Saugus and the state is 5% 
or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school enrollment 
characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are flagged. “NA” 
designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is unavailable (i.e. 
does not exist). 

INDICATOR Saugus MA 
# %/Rate %/Rate 

Total population 27,369 6,657,291 
Demographics210 
Female 14,763 54% 52% 
Age 
   Under 5 years 1,155 4% 6% 
   Under 18 years 1,155 4% 21% 
   18 to 34 years 5,030 18% 24% 
   35 to 64 years 4,292 16% 41% 
   65 and over 589 2% 14% 
   85 and over 589 2% 2% 
Race/ethnicity211 
   Asian (non Hispanic) 648 2% 6% 
   Black/African-American (non Hispanic) 557 2% 6% 
   Hispanic 1,064 4% 10% 
   Some other race (non Hispanic)212 117 0% 1% 
   White (non Hispanic) 24,708 90%ˆ 75% 
Foreign-born residents 2,870 11% 15% 
Top 5 languages spoken at home213 

Speak Only English 22,150 85%ˆ 78% 
Spanish or Spanish Creole 887 3% 8% 
Portuguese or Portuguese Creole 1,155 4%ˆ 3% 
Italian 599 2%ˆ 1% 
Vietnamese 246 1%ˆ 1% 

Social and economic characteristics214 
Highest educational attainment 
   Less than high school graduate 1,844 9% 11% 
   High school graduate 7,332 36%ˆ 26% 
   Some college 6,045 30%ˆ 24% 
   Bachelor’s degree 3,615 18% 23% 
   Graduate/advanced degree 1,461 7% 17% 
Income 
   Median household income $76,141ˆ $67,846 
   Per capita income $33,800 $36,441 
Poverty status 
   Children under 18 living in poverty 334 7% 15% 
   Families living in poverty 320 4% 8% 

210 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
211 Excludes “Two or more races” 
212 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
213 These are the top 5 languages spoken at home in Saugus. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
214 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 



APPENDIX J: COMMUNITY DATA PROFILE FOR SAUGUS 

Prepared by the Institute for Community Health, based on publicly available secondary data sources

INDICATOR Saugus MA 
# %/Rate %/Rate 

   Population 65 and older living in poverty 552 12%ˆ 9% 
Housing units by structure 

1-unit 8,097 75%ˆ 57% 
2 units 899 8% 10% 
3 -9 units 800 7% 17% 
10 -19 units 270 3% 4% 
20 or more units 721 7% 10% 

Housing units that are renter-occupied 2,372 23% 38% 
Median gross rent $1,139 -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more 2,892 36%ˆ 32% 
Health insurance 
    No health insurance coverage 969 4% 4% 
Unemployment rate215 5.3 5.7 
Crime Rate216 
    Violent crime 84 138.2 405.5 
    Property crime 796 1137.9 2153.0 
Health outcomes217  
Cancer incidence (age-adjusted rates per 100,000)218 
   All cancers (invasive) 581 545.3ˆ 480.1 
   Breast cancer (female only) 90 159.6ˆ 135.1 
   Ovarian cancer  NA NA  11.9 
   Prostate cancer  53 105.5  128.2 
   Colorectal cancer  48 42.4ˆ 38.4 
   Lung cancer  94 80.9ˆ 65.9 
Cancer mortality (age-adjusted rates per 100,000)219 
   All cancers 205 182.8ˆ 166.2 
   Breast cancer (female only) 9 13.7  19.2 
   Ovarian cancer  8 12.2ˆ 7.6 
   Prostate cancer  8 18.0  19.8 
   Colorectal cancer  12 10.7  13.8 
   Lung cancer  62 53.4ˆ 45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)220

Major cardiovascular disease hospitalizations 1,496 1356.7 1294.3 
Cerebrovascular disease (stroke) hospitalizations 228 204.6  224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 
Major cardiovascular disease ED visits 379 474.5ˆ 412.7 
Cerebrovascular disease (stroke) ED visits 44 55.1ˆ 51.4 
Acute myocardial infarction ED visits 11 13.8  21.9 

Cardiovascular mortality (age-adjusted rate per 100,000)221 
Major cardiovascular disease mortality 225 193.5 185.9 
Cerebrovascular disease (stroke) mortality 30 26.6  29.5 

215 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
216 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
217 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
218 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
219 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
220 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
221 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Saugus MA 
# %/Rate %/Rate 

       Acute myocardial infarction mortality  36 45.1ˆ 25.3 
Diabetes (age-adjusted rates per 100,000)222 

 Diabetes-related ED visits 1,632 2043.4ˆ 130.2 
 Diabetes-related hospitalizations 2,064 1923.8ˆ 1762.5 

   Diabetes mortality 15 13.7 13.7 
Infectious disease (crude rates per 100,000)223 
   HIV/AIDS prevalence224 28 105.2  272.8 
   HIV/AIDS incidence15 NA NA 10.0 
   Hepatitis C incidence 23 86.4ˆ 72.4 
   Chlamydia incidence 50 187.8  357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)225 
   All injury and poisoning ED visits 8,723 10922.0 10484.5 
   All injury and poisoning hospitalizations 889 916.6ˆ 829.4 
   All injury and poisoning mortality 55 68.9ˆ 43.0 
   Hip fracture injury hospitalizations  87 74.5  80.8 
Mental health (age-adjusted rates per 100,000)226 
   Mental disorder-related ED visits  6,085 7619.0ˆ 5341.6 
   Mental  disorder-related hospitalizations 4,181 4464.5ˆ 3799.9 
   Mental disorder-related mortality  92 79.1ˆ 52.6 
Mother & infant health227 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  432 54.9  60.8 
       Ages 20-29  284 64.4 62.5 
       Teens (ages 15-19) 17 7.2  15.5 
   Inadequate prenatal care (percent of births) 56 8% 7% 
   Low birth weight (percent of births) 52 7%  8% 
   Infant mortality (rate per 1,000) 2 2.7  4.3 
Premature mortality (age-adjusted rate per 100,000)228 308 325.0ˆ 272.2 
Respiratory health (age-adjusted rates per 100,000)229  
   Asthma-related hospitalizations 794 902.4 885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 89 725.7  868.0 

 Bacterial pneumonia-related hospitalizations 787 749.4ˆ 670.0 
   COPD-related hospitalizations 1,963 1941.6 1921.9 
Substance abuse (age-adjusted rates per 100,000)230 

222 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
223 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
224HIV prevalence and incidence are for 2011 reported rates.  
225 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
226 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
227 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000  and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
228Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
229 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
230 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
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INDICATOR Saugus MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 992 1336.1ˆ 910.3 
   Alcohol/substance-related hospitalizations 318 400.9ˆ 341.2 
   Opioid-related ED visits  675 493.4ˆ 280.3 
   Opioid-related hospitalizations 436 597.3ˆ 332.4 
   Opioid-related mortality  15 21.5ˆ 9.6 
Health outcomes by specific age groups231 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 25 179.44  211.0 
       Cerebrovascular disease (stroke) hospitalizations 165 1184.3  1324.0 
       Major cardiovascular disease hospitalizations 1,051 7543.8 7309.7 
       Diabetes-related hospitalizations 1,278 9173.1ˆ 8394.1 
       All injury and poisoning hospitalizations 432 3100.8 3173.7 
       Hip fracture injury hospitalizations 74 531.2  621.3 
       Mental disorder-related hospitalizations 1,561 11204.4 10764.6 
       Bacterial pneumonia-related hospitalizations 529 3797.0ˆ 3435.2 
       COPD-related hospitalizations 1,065 7644.3 7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 17 122.0  204.1 
       Cerebrovascular disease (stroke) ED visits 23 165.1  256.0 
       Major cardiovascular disease ED visits 189 1356.6  1580.1 
       Acute myocardial infarction ED visits NA NA 93.4 
       Diabetes-related ED visits 693 4974.2ˆ 4000.7 
       All injury and poisoning ED visits 1,159 8319.0 8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 566 4062.6ˆ 3422.3 
       Bacterial pneumonia-related ED visits 32 229.7  299.5 
       COPD-related ED visits 438 3143.8ˆ 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 25 532.5ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 87 1853.0ˆ 1361.2 
       COPD-related hospitalizations 24 511.2ˆ 439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 54 1150.2ˆ 966.1 
       Diabetes-related ED visits 13 276.9ˆ 223.4 
       All injury and poisoning ED visits 704 14994.7ˆ 13144.7 
       Opioid-related ED visits 34 724.2ˆ 176.3 
       Mental disorder-related ED visits 330 7028.8ˆ 5740.3 
       COPD-related ED visits 135 2875.4ˆ 1694.2 
Public school district enrollment characteristics232 
Race/ethnicity 
   African-American 115 4% 9% 
   Asian 128 5% 7% 
   Hispanic 336 13% 19% 

231 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Saugus.  
232Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
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INDICATOR Saugus MA 
# %/Rate %/Rate 

   White 2030 76%ˆ 63% 
   Multi-race (non Hispanic) 37 1% 3% 
Special populations 
   First language not English  12% 19.% 
   Limited English proficient  5% 9% 
   Students with disabilities  15% 17% 
   Low income  25% 27 % 
Public school district graduation and drop-out rates 

Students graduating (4-year) 162 87% 87 % 
Students dropping out 8 4% 5% 
Graduates attending college/university 125 76% 77% 

Youth outcomes: high school health survey data233 
Substance use 
   Alcohol, ever used  62%ˆ 47% 
   Alcohol, used in last 30 days  38% 36% 
   Tobacco, ever used  11% 32% 
   Tobacco, used in last 30 days  23%ˆ 11% 
   Marijuana, ever used  43%ˆ 33% 
   Marijuana, used in last 30 days  23%ˆ 16% 
   Prescription opioids, ever used234   3%  
   Prescription opioids, used in last 30 days25  5%  
Sexual activity 
    Ever had sexual intercourse  40%ˆ 38% 
    Used condom at last intercourse  63%ˆ 58% 
Mental health 
    Experiencing depression in last 12 months  29%ˆ 22% 
    Seriously considered suicide in last 12 months  11% 12% 
    Attempted suicide in last 12 months   6% 
    Was bullied at school in last 12 months  17% 17% 

233MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Saugus Youth Risk 
Behavior Survey 2015.  
234 Students in Saugus were asked about their use of prescription pain relievers.  
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235 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
236 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
237 Mental disorders include dementias. 
238 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 7.2% (802) in Saugus during time period. 

TOP FIVE CAUSES OF DEATH235 
(2010-2012) 

Saugus 
(n=444) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system diseases,
all236 226 27.6% 

1. Circulatory system diseases,
all 46,326 29.1% 

2. Mental disorders237 92 11.2% 2.  Mental disorders 13,571 8.5% 
3. Lung cancer 62 7.6% 3.  Lung cancer 10,403 6.5% 
4. Chronic lower respiratory

diseases 33 4% 
4. Chronic lower respiratory

diseases 7,566 4.8% 

5. Digestive system diseases,
all 31 3.8% 

5. Digestive system diseases,
all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION238 
(2010-2012) 

Saugus 
(n=7,748) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 2,064 18.6% 
1. Chronic obstructive

pulmonary disease, all
related

422,466 17.7% 

2. Chronic obstructive pulmonary
disease, all related 1,963 17.7% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 1,642 14.8% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 1,196 10.8% 4. Digestive system diseases, all 228,302 9.6% 
5. Pneumonia and Influenza

Related 883 8.0% 5. Asthma-related 185,915 7.7% 
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STONEHAM, MA 
 

Population:    21,611 

Demographics compared to the state of Massachusetts as a whole: 
• Larger population of Whites (92%)
• Smaller foreign-born population (11%) and most speak English

at home (85%)
• Higher percentage of residents age 25+ with bachelor’s degree or

higher (40%)
• Higher median income ($76,218)
• Lower unemployment rate (5% of workforce)
• Higher single housing units (59%) and lower housing with 3+ units
• Lower population without health insurance (2%)

Health Conditions 
Stoneham residents experience the following health conditions at rates 5% or higher than residents of 
Massachusetts as a whole: 

 

For more detailed information on Stoneham health indicators and for references, please see the data tables that follow.

Youth age 15-19: 
• Alcohol/substance related ED visits
• All injury and poisoning hospitalizations
• Mental disorder related hospitalizations

Cancer incidence & mortality 
• Breast cancer incidence
• Colorectal cancer incidence
• Ovarian cancer incidence

Cardiovascular Health 
• Acute myocardial infarctions ED visits

Injuries and poisonings 
• Hip fracture injury hospitalizations

Respiratory Health 
• Bacterial pneumonia related hospitalizations

Substance Abuse 
• Alcohol/substance related ED visits
• Opioid related ED visits,    hospitalizations, and

mortality

Selected age groups 

Older adults age 65+: 
• Acute myocardial infarction ED visits and hospitalizations
• All injury and poisoning hospitalizations
• Bacterial pneumonia related hospitalizations
• COPD related hospitalizations
• Hip fracture injury hospitalizations
• Major cardiovascular disease hospitalizations
• Diabetes related hospitalizations
• Mental health related hospitalizations
• Stroke hospitalizations

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Diabetes

2. Chronic Obstructive Pulmonary (COPD)

3. Circulatory System Diseases



APPENDIX J: COMMUNITY DATA PROFILE FOR STONEHAM 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

STONEHAM HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Stoneham and the state is 
5% or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school 
enrollment characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are 
flagged. “NA” designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is 
unavailable (i.e. does not exist). 

INDICATOR Stoneham MA 
# %/Rate %/Rate 

Total population 21,611 6,657,291 
Demographics239 
Female 11,761 54%ˆ 52% 
Age 
   Under 5 years 875 4% 6% 
   Under 18 years 3,855 18% 21% 
   18 to 34 years 4,277 20% 24% 
   35 to 64 years 9,533 44%ˆ 41% 
   65 and over 3,946 18%ˆ 14% 
   85 and over 721 3%ˆ 2% 
Race/ethnicity240 
   Asian (non Hispanic) 684 3% 6% 
   Black/African-American (non Hispanic) 302 1% 6% 
   Hispanic 302 1% 10% 
   Some other race (non Hispanic)241 53 0% 1% 
   White (non Hispanic) 19,814 92%ˆ 75% 
Foreign-born residents 2,258 11% 15% 
Top 5 languages spoken at home242 

Speak Only English 17,697 85%ˆ 78% 
Spanish or Spanish Creole 504 2% 8% 
French (Incl. Patois, Cajun) 204 1% 1% 
Portuguese or Portuguese Creole 335 2% 3% 
Italian 742 4%ˆ 1% 

Social and economic characteristics243 
Highest educational attainment 
   Less than high school graduate 1,120 7% 11% 
   High school graduate 4,215 26% 26% 
   Some college 4,398 27%ˆ 24% 
   Bachelor’s degree 3,913 24%ˆ 23% 
   Graduate/advanced degree 2,622 16% 17% 
Income 
   Median household income $76,218ˆ -- $67,846 
   Per capita income $39,542ˆ -- $36,441 
Poverty status 
   Children under 18 living in poverty 170 4% 15% 
   Families living in poverty 157 3% 8% 

239 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
240 Excludes “Two or more races” 
241 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
242 These are the top 5 languages spoken at home in Stoneham. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
243 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 
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INDICATOR Stoneham MA 
# %/Rate %/Rate 

   Population 65 and older living in poverty 170 4% 9% 
Housing units by structure 

1-unit 5,582 59% 57% 
2 units 606 6% 10% 
3 -9 units 652 7% 17% 
10 -19 units 719 8%ˆ 4% 
20 or more units 1,930 20%ˆ 10% 

Housing units that are renter-occupied 2,971 33% 38% 
Median gross rent $1,270ˆ -- $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 31% 32% 
Health insurance 
    No health insurance coverage 522 2% 4% 
Unemployment rate244 5.0 5.7 
Crime Rate245 
    Violent crime 29 132.7 405.5 
    Property crime 259 1185.2 2153.0 
Health outcomes246  
Cancer incidence (age-adjusted rates per 100,000)247 
   All cancers (invasive) 447 504.4 480.1 
   Breast cancer (female only) 79 169.6ˆ 135.1 
   Ovarian cancer  9 20.9ˆ 11.9 
   Prostate cancer  32 81.0  128.2 
   Colorectal cancer  40 44.4ˆ 38.4 
   Lung cancer  46 47.8  65.9 
Cancer mortality (age-adjusted rates per 100,000)248 
   All cancers 154 156.8  166.2 
   Breast cancer (female only) 12 19.8 19.2 
   Ovarian cancer  4 7.3 7.6 
   Prostate cancer  8 20.0 19.8 
   Colorectal cancer  7 6.6  13.8 
   Lung cancer  39 40.6  45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)249

       Major cardiovascular disease hospitalizations 1,304 1315.8 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 231 227.0 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 325 374.6  412.7 
Cerebrovascular disease (stroke) ED visits 45 49.5 51.4 

        Acute myocardial infarction ED visits 29 33.1ˆ 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)250 

       Major cardiovascular disease mortality 185 168.1  185.9 
       Cerebrovascular disease (stroke) mortality 35 30.6 29.5 

244 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
245 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
246 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
247 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
248 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
249 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
250 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 

http://www.mass.gov/eohhs/researcher/community-health/masschip/
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INDICATOR Stoneham MA 
# %/Rate %/Rate 

       Acute myocardial infarction mortality  27 24.3 25.3 
Diabetes (age-adjusted rates per 100,000)251 

 Diabetes-related ED visits 866 1016.6  1376.9 
 Diabetes-related hospitalizations 1,623 1681.6 1762.5 

   Diabetes mortality 12 12.3  13.7 
Infectious disease (crude rates per 100,000)252 
   HIV/AIDS prevalence253 26 121.3  272.8 
   HIV/AIDS incidence15 0 0.0  10.0 
   Hepatitis C incidence 6 28.0  72.4 
   Chlamydia incidence 35 163.3  357.3 
   TB incidence   3.2 
Injuries (age-adjusted rates per 100,000)254 
   All injury and poisoning ED visits 5,916 9657.9  10484.5 
   All injury and poisoning hospitalizations 751 850.9 829.4 
   All injury and poisoning mortality 32 42.3 43.0 
   Hip fracture injury hospitalizations  106 91.9ˆ 80.8 
Mental health (age-adjusted rates per 100,000)255 
   Mental disorder-related ED visits  2,647 4251.4  5341.6 
   Mental  disorder-related hospitalizations 2,995 3607.4  3799.9 
   Mental disorder-related mortality  52 44.7  52.6 
Mother & infant health256 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  476 74.0ˆ 60.8 
       Ages 20-29  181 54.7  62.5 
       Teens (ages 15-19) NA NA 15.5 
   Inadequate prenatal care (percent of births) 22 3%  7% 
   Low birth weight (percent of births) 33 5%  8% 
   Infant mortality (rate per 1,000) 2 3  4.3 
Premature mortality (age-adjusted rate per 100,000)257 196 253.4  272.2 
Respiratory health (age-adjusted rates per 100,000)258  
   Asthma-related hospitalizations 599 779.9  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 47 450.0  868.0 

 Bacterial pneumonia-related hospitalizations 683 722.6ˆ 670.0 
   COPD-related hospitalizations 1,558 1767.6 1921.9 
Substance abuse (age-adjusted rates per 100,000)259 

251 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
252 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
253HIV prevalence and incidence are for 2011 reported rates.  
254 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
255 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
256 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
257Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
258 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
259 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
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INDICATOR Stoneham MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 568 980.2ˆ 910.3 
   Alcohol/substance-related hospitalizations 192 286.1  341.2 
   Opioid-related ED visits  242 448.9ˆ 280.3 
   Opioid-related hospitalizations 241 381.8ˆ 332.4 
   Opioid-related mortality  6 11.1ˆ 9.6 
Health outcomes by specific age groups260 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 26 217.7 211.0 
       Cerebrovascular disease (stroke) hospitalizations 186 1557.4ˆ 1324.0 
       Major cardiovascular disease hospitalizations 992 8306.1ˆ 7309.7 
       Diabetes-related hospitalizations 1,149 9620.7ˆ 8394.1 
       All injury and poisoning hospitalizations 468 3918.6ˆ 3173.7 
       Hip fracture injury hospitalizations 95 795.5ˆ 621.3 
       Mental disorder-related hospitalizations 1,466 12275.0ˆ 10764.6 
       Bacterial pneumonia-related hospitalizations 495 4144.7ˆ 3435.2 
       COPD-related hospitalizations 1,008 8440.1ˆ 7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits NA NA 204.1 
       Cerebrovascular disease (stroke) ED visits 26 217.7  256.0 
       Major cardiovascular disease ED visits 175 1465.3  1580.1 
       Acute myocardial infarction ED visits 13 108.9ˆ 93.4 
       Diabetes-related ED visits 419 3508.3  4000.7 
       All injury and poisoning ED visits 965 8080.1 8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 314 2629.2  3422.3 
       Bacterial pneumonia-related ED visits 34 284.7  299.5 
       COPD-related ED visits 277 2319.4 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 15 436.3ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 55 1599.8ˆ 1361.2 
       COPD-related hospitalizations 12 349.0  439.8 

Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 53 1541.6ˆ 966.1 
       Diabetes-related ED visits NA NA 223.4 
       All injury and poisoning ED visits 458 13321.7 13144.7 
       Opioid-related ED visits NA NA 176.3 
       Mental disorder-related ED visits 199 5788.3 5740.3 
       COPD-related ED visits 37 1076.2  1694.2 
Public school district enrollment characteristics261 
Race/ethnicity 
   African-American 47 2% 9% 
   Asian 92 4% 7% 
   Hispanic 129 6% 19% 

260 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Stoneham.  
261Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  
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INDICATOR Stoneham MA 
# %/Rate %/Rate 

   White 2,005 85%ˆ 63% 
   Multi-race (non Hispanic) 68 3% 3% 
Special populations 
    First language not English  11% 19% 
    Limited English proficient  3% 9% 
    Students with disabilities  19%ˆ 17% 
    Low income  15% 27% 
Public school district graduation and drop-out rates 
Students graduating (4-year) 159 94%ˆ 87% 
Students dropping out 2 1% 5% 
Graduates attending college/university 157 88%ˆ 77% 
Youth outcomes: high school health survey data262 
Substance use 
   Alcohol, ever used  59%ˆ 47% 
   Alcohol, used in last 30 days  41%ˆ 36% 
   Tobacco, ever used  9% 32% 
   Tobacco, used in last 30 days  3% 11% 
   Marijuana, ever used  27% 33% 
   Marijuana, used in last 30 days  15% 16% 
   Prescription opioids, ever used263   4%  
   Prescription opioids, used in last 30 days25  2%  
Sexual activity 
    Ever had sexual intercourse   38% 
    Used condom at last intercourse   58% 
Mental health 
    Experiencing depression in last 12 months   22% 
    Seriously considered suicide in last 12 months   12% 
    Attempted suicide in last 12 months   6% 
    Was bullied at school in last 12 months   17% 

262MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf.  
263 MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. 
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APPENDIX J: COMMUNITY DATA PROFILE FOR STONEHAM 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

264 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is for 
total deaths in years 2010, 2011, and 2012. 
265 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
266 Mental disorders include dementias. 
267 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from MassCHIP. 
Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading causes of 
hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 7.7% (707) in Stoneham during time period. 

TOP FIVE CAUSES OF DEATH264 
(2010-2012) 

Stoneham 
(n=328 ) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all265 185 29.6% 1. Circulatory system

diseases, all 46,326 29.1% 

2. Mental disorders266 52 8.3% 2.  Mental disorders 13,571 8.5% 
3. Lung cancer 39 6.2% 3.  Lung cancer 10,403 6.5% 

4. Genitourinary Diseases 26 4.2% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Chronic lower respiratory
diseases 26 4.2% 5. Digestive system diseases,

all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION267 
(2010-2012) 

Stoneham 
(n=6,306) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus Related 1,623 17.6% 
1. Chronic obstructive

pulmonary disease, all
related

422,466 17.7% 

2. Chronic obstructive
pulmonary disease, all related 1,558 16.9% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 1,413 15.3% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 962 10.4% 4. Digestive system diseases, all 228,302 9.6% 
5. Pneumonia and Influenza

related 750 8.1% 5. Asthma-related 185,915 7.7% 

5



APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

WAKEFIELD, MA 
 

Population:    25,835 

Demographics compared to the state of Massachusetts as a whole: 
• Smaller population of Asians (3%), Black/African-Americans (1%),

and Hispanics (3%)
• Smaller foreign-born population (7%) and most speak English at

home (90%)
• Higher percentage of residents age 25+ with bachelor’s degree or

higher (45%)
• Higher median income ($85,156)
• Lower unemployment rate (4% of workforce)
• Higher single housing units (65%) and lower housing with 3+ units
• Lower population without health insurance (2%)

Health Conditions 
Wakefield residents experience the following health conditions at rates 5% or higher than residents of the state of 
Massachusetts as a whole: 

For more detailed information on Wakefield health indicators and for references, please see the data tables that follow.

• Bacterial pneumonia ED visits
• COPD related ED visits
• Hip fracture injury hospitalizations
• Mental health related ED visits and hospitalizations
• Stroke ED visits

Youth age 15-19: 
• Alcohol/substance related ED visits
• All injury and poisoning ED visits and hospitalizations
• COPD related ED visits
• Mental disorder related ED visits and hospitalizations
• Opiod related ED visits

Cancer incidence & mortality 
• Breast cancer incidence
• Colorectal cancer incidence and mortality
• Ovarian cancer mortality

Cardiovascular Health 
• Acute myocardial infarctions ED visits
• Stroke ED visits

Diabetes 
• Diabetes related ED visits

Injuries and poisonings 
• All injury and poisoning hospitalizations
• Hip fracture injury hospitalizations

Mental Health 
• Mental disorder related ED visits and mortality

Mother and infant health 
• Low birth weight

Substance Abuse 
• Alcohol related ED visits
• Opioid related ED visits and mortality

Selected age groups 
Older adults age 65+: 

• Acute myocardial infractions ED visits
• Alcohol/substance related ED visits
• All injury and poisoning ED visits and hospitalizations

 

Top 3 Causes of Death 

1. Circulatory System Diseases

2. Mental Disorders

3. Lung Cancer

Top 3 Causes of Hospitalization 

1. Diabetes

2. Chronic Obstructive Pulmonary (COPD)

3. Circulatory System Diseases
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APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

WAKEFIELD HEALTH INDICATORS DATA TABLE 
Note:  Bolding and arrows are used to highlight health conditions where the percent difference between Wakefield and the state is 
5% or more, and to show the direction (upward (ˆ) or downward (ˇ)) of the difference. For demographics and public school 
enrollment characteristics, only those indicators that differ from the state by a 5% difference or more in the higher direction are 
flagged. “NA” designates data that is inapplicable (i.e. not reported because the count is too low). A dash designates data that is 
unavailable (i.e. does not exist). 

INDICATOR Wakefield MA 
# %/Rate %/Rate 

Total population 25,835 6,657,291 
Demographics268 
Female 13,165 51% 52% 
Age 
   Under 5 years 1,417 6%ˆ 6% 
   Under 18 years 5,359 21% 21% 
   18 to 34 years 5,256 20% 24% 
   35 to 64 years 11,380 44%ˆ 41% 
   65 and over 3,840 15% 14% 
   85 and over 518 2% 2% 
Race/ethnicity269 
   Asian (non Hispanic) 802 3% 6% 
   Black/African-American (non Hispanic) 141 1% 6% 
   Hispanic 665 3% 10% 
   Some other race (non Hispanic)270 0 0% 1% 
   White (non Hispanic) 24,035 93%ˆ 75% 
Foreign-born residents 1,876 7% 15% 
Top 5 languages spoken at home271 

Speak Only English 21,893 90%ˆ 78% 
Spanish or Spanish Creole 610 3% 8% 
Italian 409 2%ˆ 1% 
Portuguese or Portuguese Creole 255 1% 1% 
Chinese 476 2%ˆ 3% 

Social and economic characteristics272 
Highest educational attainment 
   Less than high school graduate 1,069 6% 11% 
   High school graduate 4,859 26% 26% 
   Some college 4,308 23% 24% 
   Bachelor’s degree 5,475 29%ˆ 23% 
   Graduate/advanced degree 2,990 16% 17% 
Income 
   Median household income $85,156ˆ -- $67,846 
   Per capita income $40,051ˆ -- $36,441 
Poverty status 
   Children under 18 living in poverty 79 2% 15% 

268 US Census Bureau, American Community Survey (ACS) 2010  to 2014 (5-Year Estimates) (SE) 
269 Excludes “Two or more races” 
270 “Some other race (non-Hispanic)” includes: American Indian and Alaska Native Alone; Native Hawaiian and Other Pacific Islander Alone; and Some Other Race 
Alone. 
271 These are the top 5 languages spoken at home in Wakefield. The top 5 languages spoken at home in the state of Massachusetts as a whole are: 1) Only English, 2) 
Spanish or Spanish Creole, 3)Portuguese,  4) Chinese, 5) French Creole 
272 US Census Bureau, American Community Survey (ACS) 2010 to 2014;  US Department of Labor, Bureau of Labor and Statistics, local area unemployment statistics 
2012 
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APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

INDICATOR Wakefield MA 
# %/Rate %/Rate 

   Families living in poverty 188 3% 8% 
   Population 65 and older living in poverty 324 9% 9% 
Housing units by structure 

1-unit 6,797 65%ˆ 57% 
2 units 1,085 10% 10% 
3 -9 units 1,427 14% 17% 
10 -19 units 309 3% 4% 
20 or more units 859 8% 10% 

Housing units that are renter-occupied 2,602 26% 38% 
Median gross rent $1,179ˆ  $1,088 
Gross rent  or owner costs as a percentage of household income 
   30% or more -- 33% 32% 
Health insurance 
    No health insurance coverage 515 2% 4% 
Unemployment rate273 4.4 5.7 
Crime Rate274 
    Violent crime 67 263.6 405.5 
    Property crime 309 1215.8 2153.0 
Health outcomes275  
Cancer incidence (age-adjusted rates per 100,000)276 
   All cancers (invasive) 416 458.8 480.1 
   Breast cancer (female only) 75 145.6ˆ 135.1 
   Ovarian cancer  NA NA 11.9 
   Prostate cancer  41 95.4  128.2 
   Colorectal cancer  43 46.1ˆ 38.4 
   Lung cancer  59 67.2 65.9 
Cancer mortality (age-adjusted rates per 100,000)277 
   All cancers 149 164.0 166.2 
   Breast cancer (female only) 9 17.3  19.2 
   Ovarian cancer  5 9.0ˆ 7.6 
   Prostate cancer  3 8.7  19.8 
   Colorectal cancer  14 16.7ˆ 13.8 
   Lung cancer  41 44.2 45.4 
Cardiovascular health 

Cardiovascular-related hospitalizations (age-adjusted rate per  
100,000)278

       Major cardiovascular disease hospitalizations 1,194 1284.7 1294.3 
       Cerebrovascular disease (stroke) hospitalizations 207 223.0 224.4 

Cardiovascular-related emergency department visits (age-
adjusted rate per  100,000) 

        Major cardiovascular disease ED visits 304 344.6  412.7 
Cerebrovascular disease (stroke) ED visits 61 68.8ˆ 51.4 

        Acute myocardial infarction ED visits 26 27.1ˆ 21.9 
Cardiovascular mortality (age-adjusted rate per 100,000)279 

       Major cardiovascular disease mortality 186 183.2 185.9 

273 This is the percent of the workforce that is unemployed. The 2014 unemployment rate is an estimate based on the average of Jan through Dec monthly rates. 
274 FBI Uniform Crime Report, 2012. Violent and Property Crimes Rates per 100,000.  
275 Health outcomes pulled from MADPH MassCHIP database: http://www.mass.gov/eohhs/researcher/community-health/masschip/.  
276 Age-adjusted cancer incidence rates per 100,000 from MADPH Massachusetts Cancer Registry, grouped for 2010-2012. 
277 Age-adjusted cancer mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
278 Age-adjusted cardiovascular hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS), grouped for 2010-2012. 
279 Age-adjusted cardiovascular mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. 
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APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 
 

INDICATOR Wakefield MA 
# %/Rate %/Rate 

       Cerebrovascular disease (stroke) mortality 30 29.3 29.5 
       Acute myocardial infarction mortality  27 26.5 25.3 
Diabetes (age-adjusted rates per 100,000)280 

 Diabetes-related ED visits 1,044 1180.9  1376.9 
 Diabetes-related hospitalizations 1,533 1674.7  1762.5 

   Diabetes mortality 11 11.2  13.7 
Infectious disease (crude rates per 100,000)281 
   HIV/AIDS prevalence282 26 104.3  272.8 
   HIV/AIDS incidence15 0 0.0  10.0 
   Hepatitis C incidence 15 60.2  72.4 
   Chlamydia incidence 40 160.5  357.3 
   TB incidence NA NA 3.2 
Injuries (age-adjusted rates per 100,000)283 
   All injury and poisoning ED visits 6,860 9575.0  10484.5 
   All injury and poisoning hospitalizations 761 874.0ˆ 829.4 
   All injury and poisoning mortality 32 42.5 43.0 
   Hip fracture injury hospitalizations  98 102.4ˆ 80.8 
Mental health (age-adjusted rates per 100,000)284 
   Mental disorder-related ED visits  4,492 6147.3ˆ 5341.6 
   Mental  disorder-related hospitalizations 3,316 3872.9 3799.9 
   Mental disorder-related mortality  63 60.5ˆ 52.6 
Mother & infant health285 
   Birth rates, by age (age-specific rate per 1,000) 
       Ages 30-44  642 79.8ˆ 60.8 
       Ages 20-29  236 58.6  62.5 
       Teens (ages 15-19) 13 6.8  15.5 
   Inadequate prenatal care (percent of births) 24 3%  7% 
   Low birth weight (percent of births) 74 8.3%ˆ 7.6% 
   Infant mortality (rate per 1,000) 2 2.2  4.3 
Premature mortality (age-adjusted rate per 100,000)286 214 259.2 272.2 
Respiratory health (age-adjusted rates per 100,000)287  
   Asthma-related hospitalizations 576 719.0  885.6 
   Childhood asthma ED visits (age-specific rate per 100,000 for 

ages 14 and under) 69 521.4  868.0 

 Bacterial pneumonia-related hospitalizations 598 670.9 670.0 
   COPD-related hospitalizations 1,382 1611.8  1921.9 
Substance abuse (age-adjusted rates per 100,000)288 

280 Diabetes-related age-adjusted hospitalization rate per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System 
(UHDDS). Diabetes mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
281 Crude HIV/AIDS prevalence, HIV/AIDS incidence, Hepatitis C incidence, and TB incidence rates per 100,000 from MADPH Bureau of Communicable Disease Control 
(BCDC) Registries, Division of Epidemiology and Immunization, for 2012. Crude Chlamydia incidence rate per 100,000 from MADPH Division of Sexually Transmitted 
Disease Prevention, for 2012. NA indicates data not available 
282HIV prevalence and incidence are for 2011 reported rates.  
283 Age-adjusted injury and poisoning hospitalization and emergency department visit rates per 100,000 for from MA Division of Health Care Finance and Policy 
Uniform Hospital Discharge Dataset System (UHDDS).  Injury and poisoning mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
284 Age-adjusted mental disorder hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform 
Hospital Discharge Dataset System (UHDDS). Mental disorder-related mortality from MADPH Registry of Vital Records. All grouped for 2010-2012. 
285 All mother and infant health data from MADPH Registry of Vital Records. Age-specific birth rates per 1,000 and percent of inadequate prenatal care for 2011-2013. 
Inadequate prenatal care characterized by an inadequate score on Kotelchuk index. Percent of low birth weight births (defined as <2500 grams) and infant mortality 
rate per 1,000 grouped for 2010-2012 as defined by any deaths due to perinatal conditions via MADPH Registry of Vital Records. 
286Age-adjusted premature mortality rates per 100,000 from MADPH Registry of Vital Records, grouped for 2010-2012. The premature mortality rate is the rate of 
deaths occurring among individuals less than 75 years of age.  
287 Asthma-related, pneumonia-related, and COPD-related age-adjusted hospitalization rates per 100,000 and childhood asthma age-specific ED visit rates from MA 
Division of Health Care Finance and Policy Uniform Hospital Discharge Dataset System (UHDDS). All grouped for 2010-2012.
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APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 
 

INDICATOR Wakefield MA 
# %/Rate %/Rate 

   Alcohol/substance-related ED visits 794 1149.3ˆ 910.3 
   Alcohol/substance-related hospitalizations 212 276.6  341.2 
   Opioid-related ED visits  343 550.8ˆ 280.3 
   Opioid-related hospitalizations 182 251.4  332.4 
   Opioid-related mortality  8 12.0ˆ 9.6 
Health outcomes by specific age groups289 
Health of older adults (age 65+) 
   Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations 22 199.8  211.0 
       Cerebrovascular disease (stroke) hospitalizations 137 1244.0  1324.0 
       Major cardiovascular disease hospitalizations 838 7609.2 7309.7 
       Diabetes-related hospitalizations 932 8462.7 8394.1 
       All injury and poisoning hospitalizations 399 3623.0ˆ 3173.7 
       Hip fracture injury hospitalizations 85 771.8ˆ 621.3 
       Mental disorder-related hospitalizations 1,341 12176.5ˆ 10764.6 
       Bacterial pneumonia-related hospitalizations 390 3541.3 3435.2 
       COPD-related hospitalizations 747 6782.9  7795.8 
   Emergency department visits (age-specific rates per 100,000) 
       Alcohol/substance-related ED visits 34 308.7ˆ 204.1 
       Cerebrovascular disease (stroke) ED visits 35 317.8ˆ 256.0 
       Major cardiovascular disease ED visits 153 1389.3  1580.1 
       Acute myocardial infarction ED visits 17 154.4ˆ 93.4 
       Diabetes-related ED visits 448 4067.9 4000.7 
       All injury and poisoning ED visits 996 9043.9ˆ 8352.8 
       Hip fracture injury ED visits NA NA 77.6 
       Mental disorder-related ED visits 526 4776.2ˆ 3422.3 
       Bacterial pneumonia-related ED visits 35 317.8ˆ 299.5 
       COPD-related ED visits 270 2451.7ˆ 2307.6 
Health of youth age 15-19 

Hospitalizations (age-specific rates per 100,000) 
       Alcohol/substance-related hospitalizations NA NA 112.6 
       Diabetes-related hospitalizations NA NA 106.8 
       All injury and poisoning hospitalizations 13 317.5ˆ 93.3 
       Opioid-related hospitalizations NA NA 388.6 
       Mental disorder-related hospitalizations 71 1733.8ˆ 1361.2 
       COPD-related hospitalizations NA NA 439.8 

Emergency department visits (age-specific rates per      
100,000) 

       Alcohol/substance-related ED visits 82 2002.4ˆ 966.1 
       Diabetes-related ED visits NA NA 223.4 
       All injury and poisoning ED visits 598 14603.2ˆ 13144.7 
       Opioid-related ED visits 20 488.4ˆ 176.3 
       Mental disorder-related ED visits 349 8522.6ˆ 5740.3 
       COPD-related ED visits 76 1855.9ˆ 1694.2 
Public school district enrollment characteristics290 
Race/ethnicity 

288 Age-adjusted alcohol/substance- and opioid-related hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance 
and Policy Uniform Hospital Discharge Dataset System (UHDDS). Opioid mortality from MADPH Registry of Vital Records. All grouped for 2010-20112. 
289 Age-specific hospitalization and emergency department visit rates per 100,000 from MA Division of Health Care Finance and Policy Uniform Hospital Discharge 
Dataset System (UHDDS). All grouped for 2010-2012. Age groups do not reflect health concerns for all sub-populations in Wakefield.  
290Massachusetts Department of Elementary and Secondary Education (DESE), School and District Profiles 2015-2016. Public school district graduation and drop-out 
rates 2014-2015.Public school graduates attending college/university 2012-2013.  

5



APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 
 

INDICATOR Wakefield MA 
# %/Rate %/Rate 

   African-American 80 2% 9% 
   Asian 101 3% 7% 
   Hispanic 185 5% 19% 
   White 3,020 86%ˆ 63% 
   Multi-race (non Hispanic) 94 3% 3% 
Special populations 
    First language not English  3% 19% 
    Limited English proficient  2% 9% 
    Students with disabilities  16% 17% 
    Low income  12% 27 % 
Public school district graduation and drop-out rates 
Students graduating (4-year) 25 92%ˆ 87% 
Students dropping out 1 2% 5% 
Graduates attending college/university 209 85%ˆ 77% 
Youth outcomes: high school health survey data291 
Substance use 
   Alcohol, ever used  61%ˆ 47% 
   Alcohol, used in last 30 days  36% 36% 
   Tobacco, ever used  20% 32% 
   Tobacco, used in last 30 days  10% 11% 
   Marijuana, ever used  37%ˆ 33% 
   Marijuana, used in last 30 days  23%ˆ 16% 
   Prescription opioids, ever used292   6%  
   Prescription opioids, used in last 30 days25  2%  
Sexual activity 
    Ever had sexual intercourse  31% 38% 
    Used condom at last intercourse  19% 58% 
Mental health 
    Experiencing depression in last 12 months  22% 22% 
    Seriously considered suicide in last 12 months  16%ˆ 12% 
    Attempted suicide in last 12 months  10%ˆ 6% 
    Was bullied at school in last 12 months  21%ˆ 17% 

291MA DPH. 2013 Health and Risk Behaviors of MA Youth. Accessed: July 2, 2014. http://www.doe.mass.edu/cnp/hprograms/yrbs/2013Report.pdf. Wakefield High 
School Youth Risk Behavior Survey Results 2014.  
292 Students in Wakefield were asked about their use of prescription pain relievers such as Vicodin, Percocet, Hydrocodone or Oxycontin that were not prescribed by a 
doctor or a nurse. 
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APPENDIX J: COMMUNITY DATA PROFILE FOR WAKEFIELD 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

1 Leading causes of death from Registry of Vital Records and Statistics, Bureau of Health Statistics, Research and Evaluation, MDPH, pulled from MassCHIP. Analysis is 
for total deaths in years 2010, 2011, and 2012. 
2 Circulatory System Diseases: All includes: “major CVD”, “heart disease”, “coronary heart disease”, “ischemic heart disease”, “acute myocardial infarction”, 
“cerebrovascular disease”, “heart failure”, “hypertensive heart disease”, “hypertension”, “atherosclerosis”, and “rheumatic fever”. 
3 Mental disorders include dementias. 
4 Leading causes of hospitalization from Uniform Hospital Discharge Data System, Massachusetts Division of Health Care Finance and Policy, MDPH, pulled from 
MassCHIP. Analysis is for discharge data for years 2010, 2011, and 2012. Note that childbirth category (Childbirth, Pregnancy, Puerperium: All) left out of leading 
causes of hospitalization; childbirths accounted for 9.6% of hospitalizations (227,850) in MA and 9.8% (941) in Wakefield during time period. 

TOP FIVE CAUSES OF DEATH1 
(2010-2012) 

Wakefield 
(n= 348) 

MASSACHUSETTS 
(n=159, 125) 

# % of 
Deaths 

# % of 
Deaths 

1. Circulatory system
diseases, all2 186 28.8% 1. Circulatory system

diseases, all 46,326 29.1% 

2. Mental disorders3 63 9.7% 2.  Mental disorders 13,571 8.5% 

3. Lung cancer 41 
 

6.3% 3.  Lung cancer 10,403 6.5% 

4. Chronic lower respiratory
diseases

30 4.6% 4. Chronic lower respiratory
diseases 7,566 4.8% 

5. Genitourinary Diseases 28 4.3% 5. Digestive system diseases,
all 5,959 3.7% 

TOP FIVE CAUSES OF HOSPITALIZATION4 
(2010-2012) 

Wakefield 
(n= 6,799) 

MASSACHUSETTS 
(n=2,385,158) 

# % of 
Hosp. 

# % of 
Hosp. 

1. Diabetes Mellitus related 1,533 15.9% 1. Chronic obstructive
pulmonary disease, all related 422,466 17.7%

2. Chronic obstructive pulmonary
disease, all related 1,382 14.3% 2. Diabetes Mellitus Related 399,313 16.7% 

3. Circulatory system diseases, all 1,297 13.4% 3. Circulatory system diseases,
all 321,872 13.5% 

4. Digestive system diseases, all 931 9.7% 4. Digestive system diseases, all 228,302 9.6% 

5. Mental disorders 715 7.4% 5. Asthma-related 185,915 7.7% 



APPENDIX J: COMMUNITY DATA PROFILE METHODS 

Prepared by the Institute for Community Health, based on publicly available secondary data sources 

Community Data Profile Methods 
A community needs assessment is conducted to learn the needs of the community. Though numerous 
methods can be employed, to be most effective the needs assessment process must value the input of the 
community and its stakeholders. Below is a brief overview of the methods used by the Institute for 
Community Health to conduct the secondary/community data review for Hallmark Health Systems’ (HHS) 
community needs assessment process:  

Indicators Reviewed 
Data indicators reviewed for each community include demographic and socio economic indicators such as 
total population, gender, age, race/ethnicity, and country of origin, as well as educational attainment, income, 
poverty, unemployment and crime rates.  Public school enrollment and graduation rates (including 
race/ethnicity and special populations) were examined by community and the HHS service area. Youth risk 

behaviors related to self-reported substance use, sexual activity, and mental health amongst public high 
school students were also examined using local Youth Risk Behavior Survey (YRBS) or the Communities that 
Care Survey data for those communities that collected such data and made it available publicly. Health 

outcomes were examined for each community and for the HHS service area and in comparison to the state of 
Massachusetts. These  included cancer incidence and mortality; emergency department (ED), hospitalizations 
and mortality for cardiovascular and diabetes; infectious disease prevalence and incidence, injury related 
hospitalizations, mental health related hospitalizations and mortality, mother and infant health indicators, 
premature mortality, respiratory health hospitalizations and ED visits, substance abuse related ED visits and 
mortality, top causes of death, and top causes of hospitalization. 

Data Methods 
Data were examined by comparing each community and the HHS service area as whole to the state of 
Massachusetts. Percent differences were calculated for each indicator and those with a percent difference of 
+5% or more (e.g. 5% or higher mortality) were flagged for discussion. These comparisons to the state provide 
the community and stakeholders some perspective as to how the community is doing relative to the state 
(which is normally used as the standard for benchmarking).   

Data were also examined within each community and for the HHS service area. The leading causes of death 
and hospitalizations were ranked. This review of counts and rates within the community and service area 
enable the community and stakeholders to understand the magnitude of a health condition at the community 
level, regardless of whether it differs from the state average or not.   

Interpreting the Community Data Profile 
The community data profile itself does not prioritize any health problem or concern; rather it informs the 
needs assessment process and provides the data necessary for community members and stakeholders to 
discuss their community’s health, identify gaps, generate additional information and ultimately to prioritize 
the health needs of the community.  

Limitations  
The Institute for Community Health strives to include all available data in the community data profiles. Data 
profiles may be limited by the unavailability of some important topic areas related to health (e.g. violence) and 
data may not be as current as we would like due to reporting lags at MA DPH. 
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