[image: image1.wmf]N

o

r

f

o

l

k

M

i

l

l

i

s

M

e

d

f

i

e

l

d

H

o

l

l

i

s

t

o

n

N

o

r

f

o

l

k

H

o

p

k

i

n

t

o

n

N

a

t

i

c

k

F

r

a

m

i

n

g

-

h

a

m

A

s

h

l

a

n

d

S

o

u

t

h

-

b

o

r

o

u

g

h

W

e

s

t

-

b

o

r

o

u

g

h

S

u

d

b

u

r

y

W

a

y

-

l

a

n

d

M

a

r

l

b

o

r

o

u

g

h

H

u

d

s

o

n

N

o

r

t

h

-

b

o

r

o

u

g

h

N

S

t

o

w

M

a

y

n

a

r

d

W

a

l

p

o

l

e

F

o

x

b

o

r

o

u

g

h

P

l

a

i

n

v

i

l

l

e

W

r

e

n

t

h

a

m

R

H

O

D

E

I

S

L

A

N

D

B

o

s

t

o

n

M

A

S

S

A

C

H

U

S

E

T

T

S

Town of Natick

Health & Related Services

Needs Assessment Project
FINAL REPORT

May 20, 2002

Submitted By:

John Snow, Inc

44 Farnsworth Street

Boston, MA  02210

Acknowledgements

As is typical for a project and report of this nature and scope, there are countless people throughout Natick and the region who need to be acknowledged for their input, comments, and participation.  It goes without saying that this project would not have been possible without the support of this extended community.  On behalf of the John Snow, Inc Project Team, the Town of Natick and the Natick Community Coalition we would like to extend our deepest appreciation to all who contributed to this project.     

There are a number of organizations and individuals who deserve particular mention.  First, we would like to acknowledge the support of the Leonard Morse Grants Panel of the MetroWest Community Heath Care Foundation who provided the Natick Community Coalition and the Town of Natick with the funds to conduct this project.  Their commitment to the Greater Metrowest region, and in particular to the Natick area is impressive.  Clearly, this project would not have been feasible without their support.  Special thanks in this regard to Marty Cohen, Executive Director of the Foundation, and to John Merrit, Chair Person of the Leonard Morse Grants Panel.

We would also like to acknowledge the hard work and dedication of the Natick Community Coalition, and particularly the Needs Assessment Steering Committee of the Coalition.  They attended dozens of meetings and committed innumerable hours to this project, providing guidance and technical support along the way.  The members of Natick Coalition Needs Assessment Steering Committee are listed below.  Gwen Kermode, Chair Person for the Natick Community Coalition, deserves special thanks for her sincere commitment and overall management of the project.  Her leadership and insights about the Natick community were instrumental.  We would also like to thank Paula Polk and the Natick Public Library as well as Beth Donnelly and the MetroWest Medical Center for their support, particularly for hosting our meetings and community presentations.

Natick Community Coalition

Steering Committee 

Gwen Kermode, Chair Person, Natick Human Services Department

Kirk Buschenfeldt, Natick Public Schools

Martin Cohen, Metrowest Community Health Care Foundation

Mike Devlin, Massachusetts Prevention Center, DPH

Beth Donnelly, Tenet-Metrowest Medical Center

Bill How, Department of Social Services

Audrey Michelson-Newman, Children First, Natick

Joyce Moss, Natick Center Associates

Paula Polk, Morse Institute Library

Diana Ryder, Kennedy Senior Center, COA

Deborah Vogt, Natick Service Council

We would also like to acknowledge the outstanding work that the Massachusetts Department of Public Health's, Bureau of Health Statistics, Research, and Evaluation does on behalf of the State.  The comparison data cited in this report was provided by the Bureau and has been a vital part of our analysis. Special thanks go to Lorelei Mucci and Karen Clements for all of their hard work.

Finally, we would like to thank the residents of the Town of Natick, the Natick Board of Selectmen, and the Town Administration for their support and involvement. Special thanks go to the more than 1,200 families who completed the Household Survey. This project was conducted on your behalf and we are confident that initiatives and programs will come out of this process that will improve the health and well being and wellness of your communities.  We would like to give special thanks to those individuals that put in many hours of work on this project:

Gina Battaglia, MSPCC

Nancy Dumart, Department of Mental Retardation

Mary Ann Hague, Morse Institute Library

Jim Hill, Natick Public Schools

Jessica Hodge

Bob Johnson, Metrowest YMCA

Matha Jones, Morse Institute Library

Mary Jo LeFreniere, Senator Magnani’s Office

Pat Moran, Wayside Youth and Family Support Network

Anthony Vittraino, St. Vincent de Paul Society

MariJane Norris-Geary, Metrowest Community Health Care Foundation

Ron Ordway, Recreation Commission and Commission on Disability

Charlotte Scozzafava, Natick Board of Health

Laura Senier, Resident

Betsy Wadland, Natick Visiting Nurses Association

Jane Williams, Natick Public Schools

Preface

Natick is a vibrant and prosperous community and compares favorably to other towns in the region, the state, and the nation on most leading health indicators.  No community is perfectly healthy, however, and there are some health and social service areas upon which Natick needs to focus if it is to fully meet the needs of its residents.  This project was designed to assist and motivate Natick residents, Town Officials, and the area’s health and social service providers to set priorities, take action, and to develop stronger, more targeted services for the Town.  We commend the town for taking the initiative to conduct this project.  We are confident that armed with the information included in this report that the Town and its service providers can identify new funding opportunities, forge new partnerships, and develop stronger, more targeted services that will enhance the overall quality of life for all of Natick residents.

A year ago, the Town of Natick embarked on a campaign to create a healthier community.  As part of this effort, the Natick Community Coalition and the Town of Natick applied for and received a grant from the Leonard Morse Grants Panel of the MetroWest Community Heath Care Foundation to conduct a comprehensive Health and Related Services Needs Assessment.  This grant was used to hire John Snow, Inc (JSI), a public health research and consulting company with extensive experience conducting community-based, and public health needs assessment projects.

The goals of this Project were to:

1) Assess the health needs and overall well being of individuals and families living in Natick, 

2) Identify gaps in existing health and health related services,

3) Recommend and prioritize issues upon which the Town should focus, and

4) Propose possible funding sources and an implementation process to address the issues that were identified.

JSI, along with the Coalition, developed a comprehensive, multi-faceted approach involving both quantitative and qualitative data collection techniques.  This approach allowed the Project Team to consider objectively the Natick-specific data that could be systematically compared over time to state and national statistics.  It also allowed us to consider a breadth of more anecdotal and subjective information that helped us to understand what was going on in Natick at a deeper level.  As part of this project JSI conducted a series of interviews with community leaders, held focus group discussions with various special populations, collected health data from existing state and federal sources, and administered an extensive survey to more than 1,200 Natick residents.  JSI also drew extensively from a comprehensive survey that the Natick Public Schools Department administered in its Middle Schools and High School in 2000.

The Natick Community Coalition was an active part of the Project Team, particularly during the beginning phases of the project.  We met regularly with a Steering Committee of the Coalition made up of Natick residents, Town Officials, Natick health and social service providers, and other area health experts and leaders.  The Steering Committee provided on-going assistance and feedback throughout the process.  More specifically, they helped to develop the survey and other data collection tools.  They identified specific groups of people from which we should collect more detailed information and they helped us to think about how we should present our findings.  The combined result of these activities is an objective, complete and timely picture of the specific health and human services needs of Natick residents.  Overall the process was done independently from the Town and the community but our process, methods, and findings have been enriched by the involvement of the Community. 

This report marks the culmination of this project and provides both summary and detailed information on the assessment’s methodology and its findings.  More importantly this report highlights the health-related areas where Natick is doing well and the areas where the Town could improve. The information contained in this report will allow the Town and anyone else who is interested to further explore issues of interest and possibly identify additional health and social service areas upon which the Town should focus.  We encourage these efforts and believe that if this effort is to be successful than this report must not merely mark an end point but must also mark a beginning.
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I.
Needs Assessment Methods & Processes 

Community Involvement Process

In the first phase of this project we worked closely with the Natick Community Coalition to clarify the goals and objectives for the project and refine our approach to conducting the assessment.  We worked with the Coalition to:

1. Clarify the areas upon which the assessment would focus,

2. Develop the interview questions, the focus group guides, and the household survey,

3. Select groups of people and recruit focus group participants, 

4. Review progress and preliminary findings, and

5. Create a presentation and dissemination plan.

It is important that needs assessments of this nature are objective but it is equally important that they are focused and that the methodologies that are used to collect information are tailored to the specific nature and characteristics of the community. It will be crucial that the community involvement process continue so that plans and programs can be developed to address the issues that arise from this effort.

Data Collection Tools & Methods

Our approach involved collecting data from six distinct sources, each one with different characteristics.  Some of our sources, such as the Secondary Data collected from the Massachusetts Department of Public Health, the Census, and other sources, allowed for broad comparison of information about Natick with similar information from a broader population such as the Nation, the State or the MetroWest region.  Other sources, such as the key informant interviews, gave us an inside look at the Town from the perspective of community leaders, consumer advocates, and health care professionals. The Youth Risk Behavior Survey Data supplied to us by the Natick Public Schools allowed us to gain insights specific to those who attend Natick’s Middle and High Schools.

Any one source of information alone would provide an inadequate picture of the community’s health issues.  It is often assumed that in studying and understanding health issues, only objective data can provide a sound basis for decision-making.  This opinion misses the centrality of community ideas, values, and culture in decision-making.  Most importantly, data is not available to support or identify all possible issues facing a community.  Also, raw secondary data that, for example, indicates that a disease rate is high in the community cannot sufficiently tell the story of why that rate is high.  The subjective experience of community members, on the other hand, can provide critical answers to the questions about why Natick statistics differ from those statewide, and about what type of response may be appropriate for the community.  We conducted focus groups with older adults, youth in the high school, and Natick's service providers.  We also interviewed and discussed Natick's health issues with dozens of people in the Town over the course of our work.  What we learned from these formal and informal discussions was extremely valuable.

Throughout beginning phases, the Steering Committee emphasized the importance of gathering community input.  The household survey sample, for instance, was designed rigorously to reflect Natick residents in as much complexity and detail as possible.  Far more important than the size of a survey is the validity of the survey sample.  The Steering Committee along with JSI focused considerable attention on making sure that the sample of people that was asked to complete the survey was random and geographically representative of the entire Town.  In addition, the Natick Forum meeting is designed to present our key finding but also to continue to identify issues that are important to the Town and to prioritize the issues that have been uncovered through our analysis so far.

Another important aspect of our approach was the extent to which it was designed to mesh with the federal Department of Health and Human Services, Healthy People 2010 framework.  In January 2000, the Federal Department of Health and Human Services launched Healthy People 2010, a comprehensive, nationwide health promotion and disease prevention agenda.  Healthy People 2010 contains 467 objectives designed to serve as a road map for improving the health of communities and people throughout the United States during the first decade of the 21st century. Each objective has a target for improvements to be achieved by the year 2010.  Wherever possible we collected information from national, state, and local sources that matched or was comparable to the framework and the data sources used in the Healthy People 2010 initiative.

The following is a brief description of each of the five components of our data collection methodology.

Key Informant Interviews

From June 2001 through February 2002, the Project Team conducted more than 20 interviews with community residents, Natick Town Officials, health care leaders, and community advocates to gather their perceptions and beliefs regarding the most significant health and social service issues facing the Town.  We also asked about the availability and quality of existing services as well as whether they thought there were service gaps or barriers to prevent people from accessing services.  In selecting our list of key informants we tried to make sure that we included people from all major health care disciplines as well as providers that served all of the major segments of the population.

Focus Groups

JSI conducted five focus groups with particular groups of interest in the Town of Natick. Focus groups were held with senior citizens (2 separate groups); low-income service providers (1 group); and youth (2 separate groups – 1 male and 1 female).  The groups were selected based on input that we received from the Natick Community Coalition.    The intent during our selection process was to identify groups of people that we thought might have greater and more complex needs.  The purpose of the focus groups was to learn in-depth information about the experiences of the groups that were chosen. This qualitative information enhances the survey findings and our understanding of the specific social and health needs of these groups. Findings from the focus groups will assist the Town as they prioritize and develop tailored programs for these groups.

A variety of methods were used to recruit participants depending on the type of group involved.  Older adults do not congregate in the same places as youth nor do they receive information from the same sources.  Older adults were recruited through flyers (See Appendix X) that were distributed through the Kennedy Senior Center, town businesses, health department, and senior-focussed events.  A posting was also placed in the MetroWest section of the Boston Globe. Youth were recruited at the high school through flyers that were distributed by faculty and staff (coaches and guidance counselors).  A recruitment specialist at JSI also staffed a toll-free hot line where she screened youth who called with an interest in participating in the focus groups.  Providers of low-income residents were recruited primarily by word of mouth and referral from peers that are part of the Natick Community Coalition. Participants were assured that the focus groups were confidential and that their name would not be linked with their comments.  With participant permission during eligibility screening, the discussions were audiotaped. 

Moderators’ guides were developed for each of the groups.  These guides were developed with input from community and Coalition members who work with or are knowledgeable about the groups that were selected.  The focus group facilitator and a note taker documented themes heard and supporting stories during the focus groups. Additional levels of themes were identified after reviewing the notes and audiotapes when necessary. Findings were clustered across the groups and quotes were used to illustrate key themes heard by the moderator and the note taker whenever possible.
Secondary Data

A vast amount of health-related information was collected from state sources such as the Massachusetts Cancer Registry, the Massachusetts Division of Health Care Finance and Policy, the Massachusetts Department of Public Health, and the Massachusetts Division of Vital Statistics.  We also collected a considerable amount of data and information from federal sources such as the United States Bureau of the Census and the Centers for Disease Control and Prevention.  Finally, we collected local and region-specific data from numerous organizations such as the Natick Police Department, the MetroWest Medical Center, and Voices Against Violence. 

This data allowed us to take critical advantage of the Natick specific data that we collected through our survey, focus groups, and interviews by providing regional, state, and national comparison information.  More specifically, this secondary data allowed us to identify Natick specific issues that stood out as possible concerns.  Without the ability to make these comparisons we may have been able to identify issues that seemed high or that were of concern, but we would not have been able to refine these impressions. For example, if our survey showed the Town's older adult women seemed to have a high rate of a particular disease, we would not know if this was true of all older adult women living in the US or whether this was truly an issue that might need to be addressed for Natick.

Once the issue is identified one can then draw on information collected from other sources to try to determine the cause for this high rate, the extent that there are services available to address this issue, and to identify some locally appropriate response.

Youth Risk Behavior Survey System

The Youth Risk Behavior Surveillance System (YRBSS) monitors six categories of priority health-risk behaviors among youth and young adults that contribute to unintentional and intentional injuries; tobacco use; alcohol and other drug use; sexual behaviors that contribute to unintended pregnancy and sexually transmitted diseases (STDs) (including human immunodeficiency virus [HIV] infection); unhealthy dietary behaviors; and physical inactivity. 

The YRBSS includes a national school-based survey conducted by CDC as well as state, territorial, and local school-based surveys conducted by various education and health agencies.  Massachusetts is one of 33 states that contribute to the YRBSS system and the Massachusetts Department of Education is responsible for identifying a random sample of Massachusetts’s youth and administering the survey.  Typically, the sample of individuals from any one particular Town in the state is not large enough to allow for the state to report individual town results.  During the 1999-2000 school year, the Natick Public School Department, in collaboration with Social Science Research and Evaluation, Inc., conducted the YRBSS school-based survey in Natick Middle and High Schools grades 7 through 12.  School administrators set aside approximately one period of classroom time for students to complete this anonymous survey.  The information collected from this survey is invaluable to our effort as it allowed us to collect a great deal of sensitive and specific health information in a very efficient manner.  In conducting our overall analysis we have drawn from this data and compared it to state and national averages to obtain a sense of some of the health concerns that exist for Natick youth.  

Household Survey

In the Fall of 2001, JSI conducted a systematic, randomly sampled, confidential mail survey of Natick residents 18 years old and older. There is very little health-related data that is collected routinely on the Town or municipality-level.  Town surveys are thus one of the only means to efficiently collect comprehensive health information that can be used to assess community health status and collect information on health behaviors, attitudes, care options, as well as other health-related issues.  The household survey was the cornerstone of the project as it was the primary source of objective Natick-specific information. The data was used in conjunction with existing secondary data from the US, the state, and the region to determine how Natick compared with regard to a comprehensive array of health status and service delivery indicators.

In August 2001, 2,000 households, roughly 1 out of every 6 households in Natick, were randomly selected from a current listing of all Natick households.  In September 2001 a 20-page survey (See Appendix A) was distributed.  In order to help ensure that we had a representative sample of adults, we asked the adult whose birthday was closest to the date that the survey was received to complete it, with input from other people in the household, and send it back to JSI.  If we had left the decision up to the household as to who would complete the survey, then likely we would have had more women filling it out then men. Over the course of an 8-week period, we received 1,236 back for a response rate of roughly 63%. 

The survey was broken up into the following 7 sections.

· Household Information

· General Adult Information

· Personal Medical Care Information

· Behavior, Safety, & Environment

· Health Services

· Child Health

· Adolescent Health

Most of the sections collected information directly from the person filling out the survey.  However, a number of sections also asked for information from other adults and children who lived in the household.  The questions relating to people in the household other than the person directly filling out the survey were questions of a less specific or personal nature as we did not feel that another person would be able to report valid information of a personal or highly specific nature.  For example, we did not ask parents to report on whether their adolescent children drank, as we felt the answers may not reflect reality. 

II.  
Summary Findings

COmmunity Health Strengths and Challenges by age group

A.
Child Health (0 to 12 Years Old)

The health status and overall well being of Natick's children seems extremely high based on our work. First, they have nearly complete access to the health and related services that they need.  In Natick, 98% of children have health insurance, 99% have received all of the recommended immunizations, and 98% have access to regular primary care services. Another contributing factor, is the fact that overall Natick is a strong, safe, family-oriented community.  A majority of children in Natick live in two-parent families and they benefit from the stability and the social networks that are part of this environment. The Natick school system is also highly respected and besides meeting children's academic needs, seems to provide a positive focal point for social and recreational activities, particularly for children 6 to 12 years old.  The Natick Recreational Department is also a significant player and along with the school system provides programs that serve children well.

Providing a nurturing family environment and ensuring regular access to appropriate, high quality primary care services are probably the two most important things you can do to assist children to live happy and healthy lives.  Creating a safe environment and encouraging good safety habits is probably the third most important factor as unintentional injury is the leading cause of death for young children.  Overall, Natick's families do very well in this regard.  For example, helmet use rates are high, particularly for bicycle riding.  Parents report using appropriate car restraint devices for their children and all swimming pools are reported to have four-sided locked fences around them. 

Certainly, there are families and children who are at-risk or underserved in Natick.  Two percent of households do not have health insurance. Two percent do not have regular access to the health care services they need. These percentages are small but it still means that there are hundreds of families and children that could be in trouble.  A significant percentage of households with children struggle to make ends meet and can not always pay for basic household and living expenses. Based on information from our focus group with social service providers, there is a hidden, low-income population in Natick that are not well-connected to services which results in missed opportunities for adults and their children.  Social structures and service networks need to be strengthened so that these families are tied more closely to the community and so that providers can improve how they collaborate to meet the needs of those families at-risk.

There is also a need in Natick for parents to communicate more regularly and meaningfully with their children with regard to the major public health issues (e.g. gun safety, violence, bullying, and substance use).  There is a large body of research and experience that shows that the earlier these communications happen, the more likely that children will stay out of trouble and learn good, protective habits.

Finally, child lead poisoning is one of the more serious health issues for children and is completely preventable.  The poisoning rates in Natick are very low and the lead screening rates are reasonably high.  However, there is room for improvement and a majority of the houses in Natick are likely to have some lead paint in them.

	CHILD HEALTH SUMMARY

	Community Strengths
	Community Challenges

	· Nearly 100% of mothers have regular access to prenatal care (99%)
	· Injury prevention

· Helmet use rates, particularly  when riding a scooter or rollerblading

	· Nearly 100% of children have health insurance (98%)
	· Parent-child communication on major child health risks 

	· Nearly 100% of children are immunized (99%)
	· Lead Poisoning Prevention: Screening rates to 100%

	· Nearly 100% access to primary health care services (98%)
	· Identify and learn more about Natick's low-income families

	· Very strong family structure & community support system
	· Strengthen provider and social service networks for low-income, at-risk families

	· Well-respected school system
	· Consider ways to address high housing costs and create more affordable housing options for low-income families

	· Injury prevention

· Helmet use rates high, particularly while bike riding

· Car restraining devise use rates very high.
	

	· Lead poisoning prevention: screening rates generally high
	


B.
Adolescent Health (13 to 17 Years Old)

The health status and overall well being of Natick's adolescents is also extremely high and, once again, they generally have outstanding access to the health and related services that they need. In Natick, 99% of adolescents have health insurance and 97% have access to regular primary care services.  In addition, most of the positive health, social, and supportive factors discussed above for young children also apply for adolescents.  Strong family structure, supportive community, a well-respected school system, and safe environments - all of these issues still hold true and create a great foundation for adolescents. 

However, as children get older, life gets more challenging and many adolescents in Natick struggle to work through the social, peer, family, and academic issues that are part of growing up.  Mental and emotional health issues are clearly the most significant health issues for Natick's adolescents.  Nearly three-quarters of Natick high school students describe themselves as somewhat or very stressed.  Nearly 1 in 5 high school students have seriously considered suicide and more than 1 in 10 students have actually made a suicide plan.

Substance abuse rates, particularly alcohol, marijuana, and cigarette smoking, are high among high school students in Natick. Natick does considerably better than the state in this regard, but substance abuse rates are high in their own right. Bullying, violence, and sexual behavior are all serious issues for adolescents.  Once again, Natick students fare better than the state in these areas but the rates are certainly high enough to be of concern.  Finally, issues concerning weight and personal appearance are a concern for many adolescents.  There is need for further analysis in this area, but there are indications through the survey and through our focus groups that there are problems.  There is some evidence that shows that a high percentage of boys may be overweight. For girls, there is some evidence that there are high proportions of girls that may be underweight.  Similar to our finding in the area of child health above, there is a need for parents of adolescents to communicate more regularly and meaningfully with their children with regard to the major public health issues. Injury prevention is also a significant concern for adolescents, particularly with regard to drunk driving, seat belt use, and helmet use.

Positive, social and recreational outlets, accessed through school and other settings, become increasingly more important for adolescents.  These outlets help to relieve stress, keep kids active, connect them with their peers, and generally keep them out of trouble.  There is an extensive body of literature proving the importance of quality after-school and summertime activities.  Through our focus groups we learned that the school system, particularly through its athletic department, does an outstanding job providing recreational and competitive athletic activities.  However, we also heard from the youth who we talked to that there were some adolescents that were not being served in this area and there was a general consensus that access to social activities other than athletics needed to be developed.  Adolescents need more and higher quality social and recreational opportunities, above and beyond what is made available through the school’s athletic department.

Once again, it is important to emphasize the need to reach out to families with adolescents that are in the low-income categories or who have trouble making ends meet.  There are families and children in need in Natick, and social structures and service networks need to be strengthened to address these needs.

	ADOLESCENT HEALTH SUMMARY

	Community Strengths
	Community Challenges

	· Nearly 100% of children have health insurance (99%)
	· Parent-child communication on major child health risks 

	· Nearly 100% access to primary health care services (97%)
	· Address high levels of stress & suicide risks

	· Strong community support system
	· Address substance abuse, particularly alcohol, marijuana, and cigarette smoking

	· Well-respected school system
	· Injury Prevention

· Seat belt use

· Drunk driving

· Helmet use 

	· Less likely to drink alcohol or use illicit drugs than adolescents statewide 
	· Address issues of weight & body image

· High % of boys likely overweight

· High % of girls likely underweight 

	
	· Create better social and recreational outlets

	
	· Identify and learn more about Natick's low-income families

	
	· Strengthen provider and social service networks for low-income, at-risk families

	
	· Consider ways to address high housing costs and create more affordable housing options for low-income families


C.
Adult Health (18 to 65 years old)


Adults in Natick are very healthy and, once again, generally have access to the health and related services that they need.  Across nearly all of the major health indictors, Natick fares better as compared to the state and the region. Natick adults, like its children and adolescents, also have strong community supports and live in a very safe environment.  They have good social networks, access to recreational and social activities, and generally lead active, productive lives.  In Natick, 96% of adults 18 to 65 years old have health insurance and 93% have regular access to primary care.

Natick adults smoke a great deal less on average than adults in the state and the region.  The town also has extremely low rates of sexually transmitted disease, including HIV/AIDS.  Fewer of Natick adults are overweight or obese and more adults are physically active on a regular basis than are adults in the US, state, and the region.  

The most significant health concern for Natick adults is cardiovascular disease and resulting death.  The death rates with regard to heart disease are significantly higher in Natick than in the state and region.  Death rates for diabetes are nearly 50% higher in Natick than they are in the state and the region. Death rates for stroke are nearly 20% higher in Natick.  Perhaps even more alarming is the fact that the leading risk factors for heart disease, stroke, and diabetes (i.e. high blood pressure and high blood cholesterol) are also very high in Natick and significantly higher than the rates for these risk factors in the state and the region.  While Natick adults exercise more regularly than adults in the state and the region and are less likely to be overweight or obese, the percentages of people in Natick that are inactive and overweight are still alarmingly high.  It should also be noted that studies show that people tend to overestimate height and underestimate weight when self-reporting these data.  Caution in accepting these results may be especially warranted, given that there are such high rates of high blood pressure and high blood cholesterol.

Diabetes is also a major concern in its own right, particularly for men.  Seen as a whole, this is a very concerning picture.  The good news is that Natick does have access to great health care providers that are in close proximity to the town, and there are scientifically proven interventions that can address these issues. 

Asthma is a concern for women in Natick.  Asthma rates are much higher for women than they are for men, and women are almost four times more likely to require emergency services.  Heavy drinking is also a major concern for Natick adults.  Observed cancer counts and death rates are also statistically significantly higher in Natick than the state, particular for skin cancer and ovarian cancer.  Cancer screening rates are actually reasonably high in Natick, but given the higher rates of cancer it makes sense to maximize the screening rates.  Natick adults have a generally good awareness of safety prevention but there is certainly room for improvement, particularly in the areas of seat belt use, drunk driving, and gun safety.

Another major concern for Natick adults is their mental and emotional health, particularly depression among middle-aged men and women and anxiety for men and women.  A large number of Natick adults also suffer from sleep deprivation. Young adults and older adults do not seem to suffer from depression more than might be expected from looking at state and regional statistics.  However, 1 in 5 middle-aged adults, aged 50 to 59, report being sad or depressed more than 11 days per month.  Nearly 10% of adults in this age group are depressed more than 20 days per month.  Anxiety is even more of a health concern for Natick adults across all age groups and in both genders, but particularly for women.  Nearly 20% of women reported being worried, tense, or anxious on 11 or more days per month. Nearly 10% reported being anxious more than 20 days per month.  Men were less likely to be anxious but still nearly 15% of men reported anxiety on 11 or more days per month. It should be noted that the survey was distributed immediately after the crisis happened on September 11, 2001.  This is a significant source of historical bias and findings should be regarded with caution.  Clearly, more study is warranted.   Another factor that could elude to emotional issues being of concern is that roughly 1 in 4 adults in Natick do not get the sleep they need on 11 or more days per month.    

Finally, Natick adults seem to have very good access to the health and social services they need.  However, one area where there may be a problem and where more research may be required is in the area of elder care needs.  More specifically, it seems that families who are caring for their older relatives often struggle to do so and may need social programming and financial supports to assist them in this area.  It is also important to state again, as was stated above in the child and adolescent health sections, that there are certainly adults in Natick who are at-risk, who do not have health insurance or regular access to services. These percentages are small but it still means that there are hundreds of adults who could be in trouble.  Once again, there are households that really struggle to make ends meet and can not always pay for basic household and living expenses. Natick needs to consider how it can lessen the burden for this population and better coordinate services on their behalf.

	ADULT HEALTH SUMMARY

	Community Strengths
	Community Challenges

	· Nearly 100% of adults have health insurance (96%)
	· Cardiovascular disease and cardiovascular risk factors

	· Excellent access to primary health care services (93%)
	· Diabetes

	· Strong community support system
	· Strive to become even more physically active

	· More physically active
	· Overweight & Obesity

	· Lower smoking rates
	· Asthma for women

	· Very low STD/HIV/AIDS rates


	· Cancer and cancer screening

	· Generally good awareness of public safety & prevention issues
	· Mental Health - depression, anxiety, sleep deprivation

	
	· Heavy drinking

	
	· Injury prevention

· Seat belt use

· Drunk driving

· Gun safety

	
	· Lack of child and elder care services

	
	· Need to consider ways to address high housing costs and create more affordable housing options


D.
Older Adults (65 years old and up)

Older adults in Natick, much like younger adults, are generally very healthy, particularly compared to the state and the region.  Across nearly all of the major health indictors Natick's older adults fair better as compared to the state and the region. Once again Natick's strong, supportive community and safe living environments provide a great foundation.  Like other Natick residents, older adults have health insurance at very high rates and have excellent access to primary care services, although many have trouble traveling to these services. Older adults have good social networks and are not particularly more isolated than adults in other age groups.

Most of the strengths and challenges that face younger adults also face older adults, but there are a number of specialized issues.  Like younger adults, older adult death rates with regard to heart disease, stroke and diabetes are significantly higher.  However, diabetes death rates are a major concern for older adults in Natick.  Older adults are roughly 50% more likely to die of diabetes than older adults in the state and almost twice as likely to die of diabetes as older adults in the MetroWest region.  Like in the younger adult age groups high blood pressure and high blood cholesterol rates are also very high for Natick's older adults.  High percentages of older adults are also overweight and obese and do not exercise regularly.  This is a particular problem for older adults, as the more inactive you are the more likely you are to have debilitating falls.

A major concern that has arisen from our data is that older adults in Natick drink much more heavily than their state and regional peers, particularly among the female population.  If you combine this with the lack of activity and the high percentage of people that are overweight, it highlights another concern, which is injury prevention, particularly falls and general household safety, as stated above, as well as the issue of driving while impaired.

Another issue that deserves attention and that could be a significant concern in Natick is the issue of disability.  A large percentage of the older adult population needs a wheel chair or a cane to get around.  This combined with a general lack of transportation options presents a major concern for older adults in Natick. Our focus groups highlighted the need for public transportation options.  A large percentage of older adults depend on public transportation and yet there are significant concerns as to the extent to which Natick's current systems meet their needs.  Finally, with regard to social and supportive services our analysis indicates that a significant percentage of younger and older adults have difficulties paying for or arranging elder care services.  Housing expenses are also a major problem for older adults.

	OLDER ADULT HEALTH SUMMARY

	Community Strengths
	Community Challenges

	· Nearly 100% of adults have health insurance (96%)
	· Cardiovascular disease and cardiovascular risk factors

	· Excellent access to primary health care services (93%)
	· Diabetes

	· Strong community support system
	· Heavy drinking

	· Access to social activities and Senior Center 
	· Injury Prevention

· Falls

· Household safety

	· Lower smoking rates
	· Disability

	· Generally good awareness of public safety & prevention issues
	· Transportation

	
	· Lack of older adult home health and day care services

	
	· Need to consider ways to address high housing costs and create more affordable housing options


III.
Natick Demographic, Housing, and EcOnomic Profile

Racially and ethnically Natick is a homogeneous Town compared to the State and to Middlesex County.  Ninety-three percent of Natick residents consider themselves white compared to 87.6% for the County and 86.2% for the State.  The Asian population as a whole is the next largest racial group in Natick representing 4.4% of the population.  Asians make-up a smaller proportion of the population in Natick than the County, but have a larger proportion of Asians than the State, which have proportions of 6.9% and 4.2% respectively.  A majority of the Asian group is from China representing 1.7% of the population followed by Asian Indian at 1.2%.  African Americans make up 2.1% of the population compared to 4.0% for Middlesex County and 6.3% for the State.  Two percent of the population considers themselves to be of Hispanic or Latino descent, compared to 4.6% for the County and 6.8% for the State.  Four-tenths percent of the Natick population is of American Indian or Native Alaskan dissent, and the remaining 1.5% report being in other racial categories. Ninety-four percent of the Natick population report that English is their primary language.  

With respect to age and gender, the composition of the Natick population generally mirrors the State and the County, but there are some subtle and interesting differences. With respect to gender, there are proportionally slightly more women living in Natick than in the State and the County: 52.7% of Natick residents are female, compared to 51.8% for the State and 51.6% for the County.  With respect to age, the most significant difference is that people over 55 make up a slightly larger proportion of the total population in Natick than in the State or the County.  Twenty-three and a half percent of the population is 55 years old or older, compared to 22.2% for the State and 21.4% for the County.  Interestingly, the proportion of children 0 to 5 years old is also slightly higher in Natick at 7.4% than in the State or the County, which are both at 6.3%.  Proportionally, there are fewer teens living in Natick than in the State or the County. The proportion of people in the 35 to 44 age group is considerably higher in Natick at 18.8%, compared to 16.6% for the State and 17.3% for the County.

In 2000, there were 32,170 people living in 13,080 households.  As in the discussion on the age composition, the household composition generally mirrors what you see in the State or the County.  Sixty-five percent of the households were considered family households, compared to 64.5% for the State and 64.3% for the County.  The most significant difference is that there are proportionally more married people living in Natick than in the State or the County and fewer single women with children of their own.  In Natick 54.5% of the households have married people living in them, compared to 49.0% for the State and 51.3% for Middlesex County.  Eight percent of the households have single mothers living in them compared to 11.9% for the State and 8.2% for the County.  In Natick, the average family size and the average household size are nearly identical to the State and the County.  The average family size in Natick is 3.0 people, compared to 3.1 for the State and the County.  The average household size is 2.4 people, compared to 2.5 for the State and the County.

Natick is an affluent community but does have a significant low-income population.  In 1999, the state average per capita income was $35,527 and $32,801 for the County.  In Natick, 26.3% of Natick households report incomes between $75,000 and $124,999.  Twenty-one percent report incomes between $50,000 and $74,999.  Fourteen percent of households report incomes of less than $25,000. In 1999, 3.1% of households had incomes that were below the federal poverty limits, compared to 8.9% for the state and 3.7% for the region.  Nine percent of households had incomes that were below 200% of the federal poverty limits, compared to 21.0% for the state and 10.5% for the region.    Unemployment rates in Natick over the past decade have consistently been about half of the state rate.  In 2000, there were 291 Natick residents who were considered unemployed and the unemployment rate was 1.5%.  In the same year the State unemployment rate was 2.6% and the County unemployment rate was 1.9%.  Seventy-two percent of the male population in Natick and 49.6% of the female population works full time.  Seventeen percent of women work part-time and another 11% consider themselves homemakers.  Roughly 13.5% of the overall population is retired and about 4% of those who responded to our survey reported being students.

As mentioned above, Natick does have a significant population that is at or below the federal poverty line.  In addition, significant percentages of the population have a difficult time making ends meet and have trouble paying for basic household and other living expenses. In our survey we asked a series of questions that underscores this point.  More specifically, we asked those who responded to our survey to report how often over the past 12 months did the household have difficulty paying for various expenses. Recreational activities, taxes, household repairs, and medical expenses topped the list as the most frequently cited troubles.  According to our survey, 27% of households reported that they had trouble paying for recreational activities, 24% had trouble paying their taxes, 16% cited that they could not pay for household safety repairs, and 13% reported that they had trouble paying for medical expenses.  Based on feedback from our focus groups and results from our survey, housing costs were some of the most pressing issues with regard to making ends meet.  In Natick, 24% of those who responded to our survey reported that they were considering moving out of Natick.  Of those who were considering moving, 27% percent cited high property taxes, 22% said that they could not afford the housing that they wanted in Natick, and 16% said that the rents were too high.

IV.  
Specific Findings

The following section provides detailed information on a range of some of the most significant health and health-related issues for the Town of Natick.  As you will see, we present basic background information on each topic as well as data showing how Natick compares to national, state, and, in some cases, regional statistics.  By no means is this a complete list of concerns or areas that need to be addressed by the Town.  On the contrary, this report bears out that Natick is a very healthy community and compares favorably to most regional, state, and national statistics.  Our intent is to provide a snapshot of the health of Natick as well as assess the extent to which health and social services are available to Natick residents.

The list of categories below was created along with the Natick Community Coalition and is not an exhaustive list of all health and social service issues.  It was created based on our analysis of the data we collected and on our understanding of the country’s leading public health concerns.  The Coalition and other community leaders in Natick also gave input.  Finally, we chose issues based on their ability to motivate action and the availability of data to measure progress.

The list is roughly organized using the Healthy People 2010 framework.  In January 2000, the Federal Department of Health and Human Services launched Healthy People 2010, a comprehensive, nationwide health promotion and disease prevention agenda.  Healthy People 2010 contains 467 objectives and was designed to serve as a road map for improving the health of all people in the United States during the first decade of the 21st century. Each objective has a target for improvements to be achieved by the year 2010. A limited set of the objectives, known as the Leading Health Indicators, are intended to help everyone more easily understand the importance of health promotion and disease prevention and to encourage wide participation in improving health in the next decade.  Below we have reported on these Leading Heath Indicators as well as a selection of other health areas that we felt were particularly relevant to Natick.

Natick-Specific Data, Analysis, & Comparison Data

The detailed information that was collected on the household survey is the focal point of this report.  Nearly all of the Natick-specific data reported below was obtained through the Natick Household survey and can be viewed in its entirety by referring to the Natick Health and Related Services Needs Assessment Project Data Book.

In order to facilitate our analysis, we have reported the data by gender, age, socio-economic status, and by Natick’s voting precincts.  This has allowed us to assess the health status and the needs of Natick residents at a much deeper level than if we reported only overall figures.  By breaking the data down in this way, we were able to identify how responses to survey questions varied if respondents were male or female, young or old, and by various income categories.  We were also able to identify whether there were any geographic differences in the way that people responded to our survey.

Throughout this report we have compared Natick health related data that we collected through the Natick Household survey with Massachusetts-wide and Metrowest regional statistics.  For regional comparison data we used the Greater Metrowest Framingham Community Health Network Area (CHNA).  To facilitate health planning and reporting the Massachusetts Department of Health has developed a set of CHNAs throughout the State.  The Greater Metrowest Framingham Community Health Network Area (CHNA 7) is an area that comprises 22 towns, including the Town of Natick, to the Southwest of Boston.
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CHNA 7:  Greater Metrowest Framingham Area

The state and regional comparison data was made available by the Massachusetts Department of Public Health's, Bureau of Health Statistics, Evaluation, and Research and was drawn, primarily, from the Behavioral Risk Factor Surveillance System (BRFSS).  BRFSS is a national data system managed and overseen by the Centers for Disease Control and Prevention and administered by all of the states.  This is an outstanding resource and collects health related-data on health behaviors, attitudes, and heath outcomes.

The availability of this comparison data has been critical to the overall effort as it has allowed us to put the Natick-specific data in a larger context.  Without comparison data, this project would have been able to pinpoint specific rates of disease and health-related behaviors as well as monitor trends overtime.  We would not, however, have been able to assess whether these rates and trends were noteworthy compared to some baseline or some statistically appropriate geographic or population-based average. The comparison data has allowed us to more scientifically identify areas of concern and areas where there is particular room for improvement.

Statistical Significance

The extent to which the data we report below is statistically significant or valid is an important topic for consideration.  Statistical significance refers to the extent to which one can trust that a specific statistic genuinely reflects reality.  Nearly all of the State, regional, and Natick statistics reported below were derived by compiling survey responses from randomly selected groups of people from either the State, the region, or from Natick.  The assumption is that the compiled responses from these selected groups of people appropriately reflect the responses that one might expect if you one were actually able to survey the entire population.

There are three major components that work together to ensure that information that is collected from surveys is statistically valid: a representative sample, high response rates, and well-crafted survey questions that are appropriate and unbiased.

· Representative Sample. The group or sample of people filling out the survey needs to be fully representative of the entire population with regard to issues such as gender, age, and socioeconomic status. With regard to the Natick survey, we randomly selected a set number of names from each of Natick’s ten precincts.  This helped to ensure that the people we selected were geographically and socio-economically representative of the Town.  Given that this was a household survey, we also tried to ensure that the person in the household that filled out the survey was also chosen randomly.  Here we asked that the adult whose birthday was closest to the date that the survey was received complete the survey.

· High Response Rates.  Response rates refer to the percentage of the group or sample of people that you asked to complete the survey that actually filled it out. The higher the response rate the more confident you are that the compiled responses from the group who responded to the survey are generalizeable to the entire population. There are two ways to achieve high response rates in a mail survey.  One can provide incentives to encourage people to complete the survey and one can use multiple reminders.  With regard to the Natick survey, we achieved a fairly good response rate of 63%.  This was obtained by providing a $5 incentive with each of the surveys to show our appreciation for the time and effort that was put into completing and mailing the survey back.  We also used a five-step mailing process that included a pre-notification letter and multiple reminder letters.

· Survey Content.  Whether information from surveys is statistically significant depends a great deal on how well the questions are written.  Questions must be clear, simple, and must not be worded in a way that would bias the responder in any particular direction. 
Assuming one has addressed all of the issues discussed above, the final, and perhaps most significant, way to ensure that statistics are valid is to survey a large sample of people.  The larger the sample the more likely that your statistics are valid.  Regardless of how well you address the above issues, one must always remember that statistics drawn from surveys are merely estimates.  Often they are very good estimates, but nonetheless they are estimates.

When reviewing the data below, the issue of statistical significance comes into play in two different ways.  First, when we are looking at a single number and considering how likely it is that this number is truly representative of the entire population.  The second instance is when we are comparing two different statistics, for example, Natick data compared to State data.  In this case, we are wondering how likely it is that there truly is a difference between the two numbers.

Given the size of our survey sample, our methods in selecting our sample, our response rates, and the care that we have taken in drafting our survey questions, the following is a general rule of thumb when reviewing the data below.  When reviewing Natick-specific data, the correct number is plus or minus 3 to 4 percentage points from the statistic that is cited.  If you are looking at State or regional data then the range of error is smaller, because the state was able to survey more people.  Here the correct number is plus or minus 2 or 3 percentage points from the number that is cited.  When comparing Natick data against State or regional data one needs to see a difference of at least 4 percentage points to be able to say with some certainty that one statistic is truly higher or lower than the other.

Healthy People 2010 Leading Indicators

1.
Physical Activity

The United States has led the world in understanding and promoting the benefits of physical activity and yet today lack of physical activity is one of the leading health concerns in America.  Lack of physical activity, along with tobacco use and an unhealthy diet, is recognized as one of the most common and significant preventable risk factors.  The Centers for Disease Control and Prevention recommends that a person participate in moderate physical activity 5 days per week or vigorous physical activity 3 days per week.  Despite the reported benefits of engaging in this level of physical activity it is estimated that roughly 75% of Americans do not engage in the recommended amount of activity.  In 1998, 25.4% of the US population reported that they engaged in the recommended level of physical activity while 45.9% were physically active but did not exercise to the extent that was recommended.  In 1998, 28.7% of Americans reported that they were not physically active at all.
    

Regular physical activity that is performed on most days of the week reduces the risk of developing or dying from some of the leading causes of illness and death in the United States. Regular physical activity reduces the risk of developing high blood pressure and dying prematurely from heart disease.  It also reduces the risk of developing diabetes and colon cancer, promotes psychological well being, helps build and maintain healthy bones, muscles, and joints, and, particularly for older adults, helps to prevent injuries due to falling.

Millions of Americans suffer from illnesses that can be prevented or improved through regular physical activity. 
  For example:

· 13.5 million people have coronary heart disease.

· 1.5 million people suffer from a heart attack in a given year. 

· 8 million people have adult-onset diabetes. 

· 95,000 people are newly diagnosed with colon cancer each year. 

· 250,000 people suffer from hip fractures each year. 

· 50 million people have high blood pressure. 

· Over 60 million people (a third of the population) are overweight.

Natick-Specific Data & Analysis

Lack of physical activity is a problem for a large percentage of Natick adults but the town fares better than the Nation, the State, and the MetroWest region in this area.  The Natick household survey asked people how many days per month they participated in moderate or vigorous physical activity.  Only 10.7% reported that they engaged in no physical activity compared to 24.6% for the State.  Nationally, according to 1998 data from the Centers for Disease Control and Prevention, 28.7% of adults engaged in no physical activity, nearly three times the Natick figure.  In Natick, 46.2% of adults engaged in some physical activity 1 to 12 days during a typical month.  In the State, 45.4% of adults engaged in physical activity 1 to 12 days per month.  43.1% of Natick adults engaged in physical activity more than 12 days per month, compared to 29.9% of adults in the State.

Figure 1: # of Days of Moderate or Intense Physical Activity Among Adults in State, Region, and Natick
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State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001
Overall women in Natick were slightly more likely to exercise than men in Natick.  Also, as one might expect, older adult residents were less active than younger adults.  Four percent of residents ages 18-29 did not engage in any physical activity versus 13.2% for those aged 60 to 74 and 21.9% for those over 75.  Interestingly, the proportion of residents who reported moderate to vigorous physical activity more than 12 days per month remained roughly the same throughout all of the age groups.  Meaning you were just as likely to get at least a moderate amount of exercise at 18 years old as you were at 75.  Another interesting trend was that residents in the lowest income groups (annual household incomes of less than $25,000) were four times more likely to engage in no physical activity as those in the highest income groups (annual household incomes greater than $75,000).

In the area of physical activity, the Healthy People 2010 target for adults 18 years old and older is to have at least 30% of the population engage in either 30 minutes of moderate activity 5 or more days per week or 20 minutes of vigorous activity 3 or more days per week by the year 2010.   The exact percentage of Natick adults that exercise at this level is not known, as the Natick survey was not as detailed as the state or national survey.  As reported above, roughly 43% of Natick residents engage in some form of physical activity three or more days per week.  It seems clear that Natick residents are more active than the nation the state and the region, but there is certainly room for improvement.  If Natick is to meet the HP 2010 target then those who exercise will need to exercise more frequently and, perhaps, more vigorously.  More importantly, those who are not active at all will need to be encouraged to exercise. 

2.
Overweight and Obesity

Over the past 20 years, obesity has risen to epidemic proportions and has become one of the nation’s leading health concerns for adults, adolescents, and children.   In 1999, the National Health and Nutrition Examination Survey (NHANES)
, administered throughout the country by the Centers for Disease Control and Prevention indicated that roughly 60% of adults in the US are either overweight or obese. The same survey indicated that 13% of children and adolescents are also considered seriously overweight.  Both of these figures have more than doubled since 1970.  Despite these alarming trends and the health impact on persons who are overweight or obese, this issue has not been a significant priority in this country.

Overweight and obese people are at a significant increased risk for dozens of the most serious health problems that affect Americans, including high blood pressure (hypertension), high blood cholesterol, diabetes, coronary health disease, stroke, arthritis, some types of cancer, complications of pregnancy, infertility, and some psychological disorders.
 

Obesity is defined as an excessively high amount of fat in relation to lean body mass.  Overweight refers to increased body weight in relation to height when compared to some standard of acceptable or desirable weights. The most commonly used method to determine whether people are overweight or obese involves a mathematical formula called the body mass index (BMI), in which a person’s body weight is divided by the square of his or her height.  People with a BMI score of 25 to 29.9 are considered overweight while individuals with a BMI score of 30.0 or more are considered obese.

Natick-Specific Data & Analysis
The percentages of people in Natick who could be considered overweight or obese are smaller than the percentages of those in the Nation, the State, and the MetroWest region.  However, there is still a great deal of room for improvement.   Our household survey collected height and weight information from those who responded to the survey.  This data showed that 47.8% of adults in Natick could be considered overweight compared to 52.7% for the State and 51.1% for the MetroWest region.  Of the 47.8% of people in Natick who could be considered overweight, 13.8% are considered obese, compared to 17.4% for the State and 14.5% for the MetroWest region.

As is typical throughout the United States, men are more likely to be overweight than women.  In Natick men are nearly twice as likely to be overweight than women with proportions of 61% and 38% respectively. The older you are the more likely you are to be overweight.  Thirty-four percent of Natick residents between the ages of 18 and 29 are overweight compared to 59% for those in the 50 to 59 and 56% for those in the 60-74 year old grouping.  Also, greater proportions of those in Natick’s low-income brackets are overweight compared to those in the upper income brackets.

The Healthy People 2010 target with regard to obesity in the adult population is 15%. Natick has already met this target but given that roughly 50% of the population could be considered overweight there is certainly room for improvement.

Figure 2: Percentage of Adults Who Are Overweight Or Obese In State, Region, and Natick
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3.
Tobacco Use

Smoking is the leading preventable cause of death and disability in the US.  Tobacco use is responsible for approximately 430,000 deaths each year, 1 out of every 5 people.  If trends continue, approximately 5 million children living today will die prematurely because they started smoking cigarettes as adolescents. The economic burden associated with smoking due to increased medical costs and other indirect costs for those who use tobacco are nearly $100 billion.5 

In 1930, the lung cancer death rate was 4.9 people per 100,000; in 1990, the rate had increased to 75.6 people per 100,000.  There are also a large number of other cancers and conditions that are caused by tobacco use, including oral cancer, laryngeal cancer, esophageal cancer, heart disease, stroke, chronic obstructive pulmonary disease, and low birth weight among newborns.  The adverse affects from exposure to second-hand or environmental tobacco smoke are also widely understood and include lung cancer, asthma (particularly among children), and respiratory infections.

Great strides have been made over the past 30 years to reduce overall tobacco consumption in the US, particularly among adults.  In 1900, annual per capita cigarette consumption was 54 cigarettes.  In 1963 annual per capita cigarette consumption had increased to 4,345 or nearly 12 cigarettes per person per day.   Since 1963, due to research linking smoking and cancer, increased tobacco taxation, and other factors, per capita consumption has been nearly cut in half.  In 1998, the US per capita consumption was estimated at 2,261 or 6 cigarettes per person per day.  Another important accomplishment over the past 20 years has been the reduction of the number of adults that smoke.  In 1965, 42% of adults smoked; by 1997, this figure had dropped to 25%.  Furthermore, the percentage of adults who never smoked increased from 44% in the mid-60s to 55% in 1997.

Alarmingly, we have not seen the same consistent trends among adolescents.  While there are some indications that the increasing trends that we saw in the early 90s have leveled off, currently, 35% of high school students and 15% of middle school students use some form of tobacco.  Smoking rates for high school males were 35.4% in 1995, 37.7% in 1997 and 34.9% in 1999.  For high school females, smoking rates were consistently around 34% over the same period.  In 1999, white students were twice as likely to smoke as black students were, and slightly more likely to smoke than Hispanic students.    

Natick-Specific Information

Significantly fewer people smoke in Natick than in the Nation, State, and MetroWest region. Twelve percent of Natick adults smoke compared to 17.0% for the CHNA and 21.4% Statewide.  The proportion of younger adults in Natick who smoke is particularly low compared to the state.  However, the proportion of older adults who smoke is roughly equal or could be slightly higher.  In the 18 to 34 year old category 26.9% of adults smoke across the state, compared to 21.7% in the CHNA and only roughly 10% in Natick.  In the older age groups, defined as 65 years old and above, 10.6% of adults smoke across the state, compared to 10.3% in the CHNA and roughly 12% in Natick.  In Natick, 64% of smokers are considering quitting in the next 6 months.  This statistic is likely not particularly different than the state but still there is great opportunity to address this group if scientifically proven programs can be made available.

Figure 3: Percentage of Population Who Smoke

In State, Region, and Natick
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Figure 4: Number of Cigarettes Per Day Among Those Who Smoke In State, Region, and Natick
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State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

The Healthy People 2010 target in this regard is to reduce the number of current smokers in the US population to 12%.  Natick has already reached this target.  However, one challenge for the town is that on average there are more heavy smokers in Natick than in the state or the region.  Of the roughly 12% of Natick residents who smoke cigarettes, 22% of them smoke more than 21 cigarettes per day compared to 14% of the smokers in the State and 19% of the smokers in the region.

High school aged children smoke considerably less in Natick than they do in the state.  In the state, 67% of high school aged children have ever tried cigarettes compared to 53% for high school aged children in Natick.  Similarly, 30% of state high school students have smoked cigarettes in the past 30 days, compared to 24% for Natick high school students.  The Healthy People 2010 objective in this area is to drop the rate of adolescents that smoke to 15% by the year 2010.
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Figure 5: Percentage of High School Students Who Smoke In State and Natick in 1999-2000
Source: Report from Natick Youth Risk Behavior Survey, Natick Public Schools, 1999-2000

4. 
Substance Abuse

Alcohol and illicit drug use are associated with many of this country’s most serious problems, including violence, injury, and HIV infection. The annual economic costs to the United States from alcohol abuse were estimated to be $167 billion in 1995, and the costs from drug abuse were estimated to be $110 billion. Alcohol and illicit drug use are associated with child and spousal abuse; sexually transmitted diseases, including HIV infection; teen pregnancy; school failure; motor vehicle crashes; escalation of health care costs; low worker productivity; and homelessness. Alcohol and illicit drug use also can result in substantial disruptions in family, work, and personal life.

Alcohol use has been linked with a substantial proportion of injuries and deaths from motor vehicle crashes, falls, fires, and drowning.  It also is a factor in homicide, suicide, marital violence, and child abuse
 and has been associated with high-risk sexual behavior.
, 
 In 1998, alcohol use was associated with 38% of all motor vehicle crash fatalities.

Long-term heavy drinking can also lead to heart disease, cancer, alcohol-related liver disease, and pancreatitis in adults. Alcohol use during pregnancy is known to cause fetal alcohol syndrome, a leading cause of preventable mental retardation.

Light-to-moderate drinking can have beneficial effects on the heart, particularly among those at greatest risk for heart attacks, such as men over age 45 years and women after menopause.
 Moderate drinking generally refers to consuming one or two drinks per day. Moderate drinking, however, cannot be achieved by simply averaging the number of drinks. For example, consuming seven drinks on a single occasion will not have the same effects as consuming one drink each day of the week.

A substantial proportion of the United States population drinks alcohol. Forty-four percent of adults aged 18 years and older report having consumed 12 or more alcoholic drinks in the past year. Among these current drinkers, 46% report having been intoxicated at least once in the past year—nearly 4% report having been intoxicated weekly. More than 55% of current drinkers report having consumed five or more drinks on a single day at least once in the past year.  Nearly 20% of current drinkers report having consumed an average of more than two drinks per day. 

Alcohol is the drug most frequently used by adolescents aged 12 to 17 years. In 1998, 19% of adolescents in the US aged 12 to 17 years reported drinking alcohol in the past month. Alcohol use in the past month for this age group has remained at about 20% since 1992. Eight percent of this age group reported binge drinking and 3% were heavy drinkers (five or more drinks on the same occasion on each of 5 or more days in the past 30 days

Although there has been a long-term drop in overall use, many people in the United States still use illicit drugs. In 1998, there were 13.6 million current users of any illicit drug in the total household population aged 12 years and older, representing 6.2% of the total population.
 Marijuana is the most commonly used illicit drug, and 60% of users abuse marijuana only. Among persons aged 12 years and older, 35.8% have used an illegal drug in their lifetime. Of these, more than 90% used marijuana or hashish, and approximately 30% tried cocaine. Illicit drug use among adolescents aged 12 to 17 years doubled between 1992 and 1997, from 5.3% to 11.4%.  Increase in the numbers of adolescents who smoke marijuana was the most significant contributor to this increase but adolescent use of ecstasy and club drugs also increased during this time.  Adolescents aged 12 to 17 years who smoke marijuana were more than twice as likely to cut class, steal, attack persons, and destroy property than those who did not smoke marijuana.
 

Natick-Specific Information

Alcohol is by far the most commonly used drug in Natick and, in fact, more people in Natick report that they drink alcohol than do people nationally.  There are also some indications that those who drink in Natick drink more heavily than those who drink in the nation, state, and the MetroWest region.  In 1999, 54.2% of the United State’s adult population reported having at least one drink in the past month
, compared to 73% of Natick residents in 2001.  In Natick, 10% of the male population who drank and 3% of the female population who drank, consumed  more than 60 drinks per month.  For men, the 10% rate does not vary significantly from the state and regional averages, which are both at 8%.  For women the percentage of the population who drank more than 60 drinks per month was more than twice the state and Metrowest regional average.  The most startling statistic in this regard, however, was the percentage of adults in Natick over 75 years old who drank more than 60 drinks per month. Nearly 15% of men and women in Natick over the age of 75 years who drank at all drank more than 60 drinks per month.  This is nearly three times the state average.  
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Figure 6: Percentage of Adults Who Drink More Than 60 Drinks/Month

In State, Region, and Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

In Natick, fewer people binge drink than in the state and the region.  According to our survey, 15% of the Natick population reported binge drinking, defined as 4 or more drinks at any one time over the past month.  In the state, 16.6% of the population reported binge drinking and in the MetroWest region the figure was 13.8%.  In the case of the state and the region, binge drinking is defined as drinking 5 or more drinks at any one time during a given month.  The Natick household survey used a slightly lower cut-point of 4 or more drinks at any one sitting to define binge drinking, which reflects the new idea that excess drinking, particularly for older adult populations (65 years old and up) and younger women is more of a risk than was once thought.  If our survey had applied the same cut-point as the state than it is fair to assume that the percentage of those who had binged would be even lower than 15%, thus increasing the gap between the state and regional figures.
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Figure 7: Percentage of Adults Who Binge Drink

In State, Region, and Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

HP 2010 Goal: Centers for Disease Control & Prevention, National Center for Health Statistics
*  In the case of the state and the region, binge drinking is defined as drinking 5 or more drinks at any one time during a given month.  The Natick household survey defined binge drinking as 4 or more drinks at any one sitting.  The lower cut-point reflects the new idea that excess drinking, particularly for older adult populations (65 years old and up), is more of a risk than was once thought as it is a leading risk factor for heart disease, liver failure, falls, and other health concerns.
Natick men are more likely to drink then women: 76.8% of men drink and only 69.1% of women.  Younger adults are more apt to drink than older people.  People in the 18-29 year old grouping and people in the higher income brackets are more likely to drink than those in the lower income brackets.

High school-aged children in Natick drink alcohol less frequently than they do in the state.  In the state, 80% of high school aged children have ever tried alcohol compared to 70% for high school aged children in Natick.  Similarly, 52% of state high school students have drunk alcohol in the past 30 days, compared to 47% for Natick high school students.  In the state, 33% of high school students report driving in a car with a drinking driver in the past 30 days, while in Natick only 23% of the people report this behavior.   The Healthy People 2010 objective in this area is to drop the rate of adolescents that have drunk alcohol in the past 30 days to 11% by the year 2010.
  The same can be said for other illicit drugs. In the state, 50% of high school aged children have ever tried marijuana compared to 41% for high school aged children in Natick.  Similarly, 31% of state high school students have used marijuana in the past 30 days, compared to 26% for Natick high school students. 

Figure 8: Percentage of High School Students Who Drink Alcohol
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Figure 9: Percentage of High School Students Who Smoke Marijuana
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In Natick, the usage rates for illicit drug use in the adult population are very low.  The illicit drug most often used in Natick was marijuana and 3% of those who responded to our survey reported using marijuana in the past 12 months.  With regard to other illicit drugs, (e.g. cocaine, heroin, ecstasy, and Special K) less than 1% of those who responded to our survey reported using any one of these drugs.

5.
Responsible Sexual Behavior

Unintended pregnancies and sexually transmitted diseases (STDs), including infection with the human immunodeficiency virus (HIV) that causes AIDS, can result from unprotected sexual behaviors. In addition, about half of all pregnancies in the United States are unintended; that is, at the time of conception the pregnancy was not planned or not wanted.  Rates of unintended pregnancies remain highest among teenagers and approximately 1 million teenage girls each year in the United States have unintended pregnancies. The cost for adolescent pregnancy is estimated at between $7 billion and $15 billion a year.
 The total cost of the most common STDs and their complications is conservatively estimated at $17 billion annually. 

In 1995, 23% of sexually active women reported that their partners used condoms.
 Over the past 6 years condom use in sexually active adults has remained steady at about 25%.  Over the same period, there has been both an increase in abstinence among all youth and an increase in condom use among those young people who are sexually active.   In 1999, 85% of adolescents either abstained from sexual intercourse or used condoms if they were sexually active.
  

There are an estimated 15 million new cases of STDs reported each year in the US.  Seven hundred thousand cases of AIDS have been reported in the United States since the HIV/AIDS epidemic began in the 1980s.  The latest estimates indicate that 800,000 to 900,000 people in the United States are currently infected with HIV.  

Natick-Specific Data & Analysis

The demographic and socioeconomic profile of Natick is not one that typically tends to have the health concerns that result from sexual contact or certain sexual behaviors.  According to our survey, 70% of adults report that they are either married or living with their partner.  Ninety-seven percent of Natick adults report having had sexual contact with either no one or only 1 partner in the last 12 months. Two percent of the population reported having two sexual partners.  One half of one percent reported having 3 partners and only 0.07% of the population report having more than 3 sexual partners.  Relatively few adults in Natick use condoms but given the proportion of people who are married and/or not particularly sexually active, this is not surprising.  Gays and bisexuals are at particularly increased risk for HIV/AIDS and other STDs.  More specifically men who have sexual contact with men and those who have sexual contact with men and women are deemed at high risk of HIV/AIDS.  In Natick, only 2% of adults identify themselves as being gay, lesbian, or bisexual.  With regard to actual sexual behavior, 3% of men report having sexual contact with other men and less than 1% of people in Natick report having sex with men and women.  Similarly 3% of women reported having sexual contact with other women.  It should be noted that recent studies have shown that there are significant disparities in health outcomes for both gays and lesbians.   

Natick has very low rates of STDs, including HIV/AIDS compared to the state and the region. There have been only 33 cases of HIV/AIDS identified in Natick since the beginning of the epidemic in the early 1980s.  Currently there are 12 people living in Natick who have been identified as HIV positive and 10 people who have been identified with AIDS.
  While we can not be certain, it is very likely that those who are HIV positive or who have AIDS are in treatment given the high percentage of adults who have health insurance.  Only 2% of those responding to our survey reported being treated for a sexually transmitted disease.

Consistent with data on substance abuse, Natick High School-aged children reported safer sexual behaviors than high school students statewide.  In the state, 44% of high school-aged children had ever had sexual intercourse compared to 28% for high school-aged children in Natick.  Moreover, of those students in Natick who had sexual intercourse, more of them used a condom than did high school students statewide who reported having sexual intercourse.
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Figure 10: Percentage of High School Students Who Are Sexually Active and Use Condoms In State and Natick in 1999-2000
Source: Report from Natick Youth Risk Behavior Survey, Natick Public Schools, 1999-2000

6.
Mental Health

Approximately 20% of the US population is affected by mental illness during a given year; no one is immune. Of all mental illnesses, depression is the most common disorder. More than 19 million adults in the United States are believed to suffer from depression.  It is the leading cause of disability and is the cause of more than two-thirds of all suicides each year. The total estimated direct and indirect cost of mental illness in the United States in 1996 was $150 billion.

Depression is also associated with other medical conditions, such as heart disease, cancer, and diabetes as well as anxiety and eating disorders. An estimated 8 million persons aged 15 to 54 years had coexisting mental and substance abuse disorders within the past year.  Depression also has been associated with alcohol and illicit drug abuse. Depression is treatable.  Available medications and psychological treatments alone or in combination, can help 80 percent of those with depression and yet, in 1997, only 23 percent of adults diagnosed with depression received treatment.  With adequate treatment, future episodes of depression can be prevented or reduced in severity. Treatment for depression can enable people to return to satisfactory, functioning lives. 

· Adults and older adults have the highest rates of depression.

· Major depression affects approximately twice as many women as men.

· Women who are poor, on welfare, less educated, unemployed, and from certain racial or ethnic populations are more likely to experience depression. 

· Depression rates are higher among older adults with coexisting medical conditions.

· Twelve percent of older persons hospitalized for problems such as hip fracture or heart disease are diagnosed with depression.

· Rates of depression for older persons in nursing homes range from 15 to 25%.

Natick-Specific Data & Analysis

In Natick, the percentage of people with symptoms of depression is considerably lower as compared to the State and the MetroWest region.  In the State, 8% of men and 9% of women report being sad 15 or more days per month.  The rates for the MetroWest region are very similar at 7% for men and 10% for women.  In Natick, 5% of the men and 9% of women report being sad or depressed 11 to 20 days per month and 4% of men and 5% of women report being sad or depressed more than 20 days per month.  As you can see, our survey used slightly different categories to classify the symptoms but clearly the rates of possible depression are lower in Natick.  If you were to apply the same cut-points to the state and regional data it is likely that you would see even larger percentages of the state and regional populations reporting symptoms of depression, thus increasing the gap between Natick and the state and region.

Older people seem just as likely to be depressed as younger people; however, middle-aged adults, 50 to 59 years old, reported being sad or depressed at considerably higher rates. In this age group, 18% of residents responding to our survey reported being sad or depressed more than 11 days per month.  Half of those, 9%, report being sad or depressed more than 20 days per month.

Figure 11: Percentage of Adults With Symptoms of Depression

In State, Region, and Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

More people in Natick experience anxiety than experience depression.  Unfortunately, we do not have state or regional comparison data in this area; however, 10% of all adults who responded to our survey reported that they had been worried, tense, or anxious 11-20 days per month and 8% reported being anxious more than 20 days per month.  Women were more likely to report being anxious than men.  In Natick, 20% of women reported being worried, tense or anxious more than 11 days per month compared to 13% for men.  In the 40 to 60 year old age range 21% of adults reported being anxious.   

Sleep deprivation is also an issue for many adults in Natick.  About one in four adults ages 18 to 60 report not getting enough sleep 11 or more days a month. Overall, women are more likely to be sleep deprived than men.

Of those who responded to our survey, 6% identified themselves as being limited by some mental health or emotional problem, which is considerably lower than those who reported symptoms of depression or anxiety.  This is consistent with the common idea that mental illness is a hidden epidemic in this county and that there is a great need for programs that increase awareness, reduce stigma, and educate people in this area. 

Mental and emotional health was also a significant problem and arguably the most significant problem for high school students in Natick.  This is born out in the Youth Risk Behavior Surveillance Survey (YRBSS) data as well as in our focus groups with Natick youth.  Of those who reported on the 1999 Natick YRBSS, 74% described their lives as somewhat or very stressful.  Female students were more likely to report being stressed than males.  School issues were the most commonly cited reason for their stress (56%), followed by social issues (47%), appearance issues (42%), and family issues at 32%.

Figure 12: Percentage of High School Students Who Have Considered, Planned, And/Or Attempted Suicide In State and Natick in 1999-2000
Source: Report from Natick Youth Risk Behavior Survey, Natick Public Schools, 1999-2000
The percentage Natick High School students who are considering, planning, and attempting suicide is also very high and may be related to the number of students who are feeling stress.  It is important to realize that the rates in Natick with regard to suicide are actually lower than the statewide rates, nonetheless they are high in their own right and represent a serious issue for the town.  Statewide, 21% of high school students have seriously considered suicide compared to 17% of high school students in Natick.  Similarly, 17% of high school students statewide have actually made a suicide plan versus 11% of students in Natick.  Finally, 8% of students statewide have attempted suicide compared to 5% of students in Natick.
   

7.
Injury and Violence

More than 400 Americans die each day from injuries due primarily to motor vehicle crashes, firearms, poisonings, suffocation, falls, fires, and drowning.  Motor vehicle crashes are the most common cause of serious injury. In 1998, there were 15.6 deaths from motor vehicle crashes per 100,000 persons.  In 1998, the murder rate in the United States fell to its lowest level in three decades—6.5 homicides per 100,000 persons.  In 1995, the cost of injury and violence in the United States was estimated at more than $224 billion per year. These costs include direct medical care and rehabilitation as well as productivity losses to the Nation’s workforce. The total societal cost of motor vehicle crashes alone exceeds $150 billion annually.

Motor vehicle crashes are often predictable and preventable. Increased use of safety belts and reductions in driving while impaired are two of the most effective means to reduce the risk of death and serious injury of occupants in motor vehicle crashes.  Death rates associated with motor vehicle-traffic injuries are highest in the age group 15 to 24 years. In 1996, teenagers accounted for only 10 percent of the US population but 15 percent of the deaths from motor vehicle crashes. Those aged 75 years and older had the second highest rate of motor vehicle-related deaths. 

Nearly 40% of traffic fatalities in 1997 were alcohol-related. Each year in the United States it is estimated that more than 120 million episodes of impaired driving occur among adults. In 1996, 21% of traffic fatalities of children aged 14 years and under involved alcohol; 60% of the time the driver of the car in which the child was a passenger was impaired.  The highest intoxication rates in fatal crashes in 1995 were recorded for drivers aged 21 to 24 years. Young drivers who have been arrested for driving while impaired are more than four times as likely to die in future alcohol-related crashes. 

In 1997, 32,436 individuals died from firearm injuries; of this number, 42% were victims of homicide. In 1997, homicide was the third leading cause of death for children aged 5 to 14 years, an increasing trend in childhood violent deaths. In 1996, more than 80% of infant homicides were considered to be fatal child abuse.

Natick-Specific Data & Analysis

Injury-related Death

Natick once again fares better than the state and the region in this area, particularly among children.  According to 1999 data from the Massachusetts Department of Health, there were no injury-related deaths among children in Natick.  Among adults, Natick’s rate of injury-related death was nearly half the state rate.  In 1999, the injury related death rate per 100,000 people was 25.5 in Natick compared to 46.6 deaths per 100,000 people for the state and 39.2 deaths per 100,000 people for the MetroWest region.

Overall Natick residents seem to be aware of good safety habits.  Seventy-three percent of those that responded to our survey reported that they always wore their seat belts while driving in a car.  Another 13% of the population reported that they wore their seat belts most of the time.  It has been shown that people are much more likely to report that they use their seat belts while driving on surveys even though they may not in actuality.  Massachusetts does have a mandatory seat belt law but law enforcement officers cannot stop someone just because they are not wearing their seatbelt.  Therefore, the law is not easily enforced.  A much more reliable measure of seat belt use is what is often called the observed rate, which is developed by actually observing the number of people who use their seat belts while driving.  The Massachusetts observed rate of seat belt use is estimated at roughly 50%.  Given this information, even though Natick’s reported rates are high it is likely that there is room for improvement in this area.

With regard to helmet use among Natick adults while riding a bicycle, again awareness of good habits seems high, but there is room for improvement.  According to our survey, 30% of adults reported that they rode a bicycle and 65% of those said they wore helmets always or most of the time.  In Natick, 26% of adults who rode bicycles reported that they rarely wore their helmets.

Violence & Safety

By nearly any standard Natick is a very safe town but that does not mean that there are not incidences of violence or abuse.  Overall, only 5% of Natick residents reported feeling at all unsafe in their neighborhood after dark. Sixty-five percent of adults reported feeling very safe and another 30% reported feeling somewhat safe.  As one might expect these numbers did vary by gender.  Eighty-three percent of men reported feeling very safe and 16% reported feeling somewhat safe.  For women, 53% reported feeling very safe and 39% reported feeling somewhat safe. Less than 1% of those who responded to our survey reported that a stranger had assaulted them and only 2.2% of residents reported being victims of domestic violence.  One person reported that they had been a victim of a hate crime.  Road rage was the most often reported form of violence and 10% of the population overall reported being a victim of road rage.  

Reported crime rates were extremely low in Natick.  Three percent of those responding to our survey reported that their home, garage, or car had been burglarized.  Two percent of those responding to our survey reported that they had been victims of vandalism and less than half of 1% reported having something robbed from their person.  There were no reported cases of arson.

Overall there seems to be a good awareness of gun safety but, once again, there is room for improvement.  In Natick, 4% of households reported having handguns and three quarters of those households reported that that their guns had a child safety lock or were safely locked up. According to our survey, 8% of households reported having rifles or shotguns.  Once again, three-quarters of those households reported storing them properly.  It should be noted that these figures are likely to be underreported, meaning that there are probably more households in Natick with guns.  Moreover, it is possible that those who did not report that they had guns are more likely not to store them appropriately.

According to our focus groups with Natick youth and data from the Natick youth survey, violence and safety is an issue among high school students.  Once again, Natick fairs better in this area than do students statewide but it is reason for concern.  Statewide, 14% of high school students reported having fought in school in the past 12 months compared to 11% of Natick students.  Statewide data is not available, but 23% of high school students reported fighting outside of school in the past 12 months.
 

Figure 13: Percentage of High School Students Who Fought When On and Off School Property In State and Natick in 1999-2000
Source: Report from Natick Youth Risk Behavior Survey, Natick Public Schools, 1999-2000
8.
Immunization

Vaccines are among the greatest public health achievements of the 20th century. Immunizations can prevent disability and death from infectious diseases for individuals and can help control the spread of infections within communities.  Many diseases that were very common have been controlled due to vaccination. Smallpox has been eradicated, polio has been eliminated from the Western Hemisphere, and measles cases in the United States are at a record low.

Immunizations against influenza and pneumococcal disease can prevent serious illness and death, particularly in older adults.  Most of the deaths and serious illnesses caused by influenza and pneumococcal disease occur in older adults, children, and those who are immunocompromised.  Pneumonia and influenza deaths together constitute the sixth leading cause of death in the United States. Influenza causes an average of 110,000 hospitalizations and 20,000 deaths annually; pneumococcal disease causes 10,000 to 14,000 deaths annually.

National coverage levels in children are now greater than 90% for each immunization recommended during the first 2 years of life, except for hepatitis B and varicella vaccines. The hepatitis B immunization rate in children was 87% in 1998—the highest level ever reported. In 1998, 70% of children aged 19 to 35 months from the lowest income households received the combined series of recommended immunizations, compared with 77% of children from higher income households.  In 1998, influenza immunization rates were 64% in adults aged 65 years and older—almost double the 1989 immunization rate of 33%. In 1998, only 46% of persons aged 65 years and older ever had received a pneumococcal vaccine.  

Natick-Specific Data & Analysis

Immunization rates in Natick are very high, particularly in children.  With regard to children 12 years old and under, 99% reported having received all of their required vaccinations.  We looked more deeply at this issue by trying to identify whether one-parent families were less likely to have their children immunized than two-parent families and found that the rates were the same.   Sixty-nine percent of adults 60 years and older and 76% of adults 75 and older reported receiving flu shots in the past 12 months.  These rates might have been higher had there not been a flu vaccine shortage in Massachusetts in the fall of 2001.  This rate is only slightly higher than the National rate, which is estimated at 65%.

Access to Health Care and Health Related Services 

Access to a full continuum of quality health and health-related services are crucial to increasing the quality and years of healthy life for all persons.  The full continuum of health care includes clinical preventive care, primary care (including dental care), emergency services, specialty care received in hospitals and outpatient facilities, long-term and rehabilitative care, as well as social, enabling, and supportive services.

To realize the full potential of prevention, people must have access to high-quality health care across each of the components in the continuum. For example, success in reducing the burden of heart disease and narrowing the gap in heart disease outcomes will depend on ensuring access to clinical preventive services, such as blood pressure and cholesterol screening.  Success is also dependent on access to primary care to educate people about modifiable risk factors, such as smoking, and to manage chronic conditions like hypertension.  High-quality emergency services are also important to improve outcomes of acute cardiac events.  Access to rehabilitative and long-term care for heart disease patients are also essential to help people who have had a heart attack to function fully again.  All of these services work together to address the burden of disease and to assist people at each stage of the care path.

In addition to medical health care services, people must also have access to a full array of social, enabling, and supportive services in order for them to live healthy, happy, and fulfilling lives and to help them to respond to or to cope with challenges that arise.  Individuals and families cannot thrive without access to appropriate housing, transportation, recreational activities, and other supportive services.  For example, for an elderly woman to successfully manage her heart problem she must have a proper place to live.  She must also have some means of transportation so that she can obtain food and go to medical appointments.  It is also important that she have access to social activities and the means or the environment to stay physically active.  These issues are as important to overall health status as health care services, perhaps even more important.

In addition to gaps in the service continuum, we will also be considering the barriers that exist that may prevent someone from receiving quality services.  Financial, structural, and personal barriers can limit access to services. Financial barriers include not having health insurance, not having enough health insurance to cover needed services, or not having the financial capacity to cover insurance co-pays or the necessary social, enabling or supportive services outside a health plan or insurance program. Structural barriers include the lack of primary care providers, medical specialists, or other health care professionals to meet special needs or the lack of health care facilities.  Personal barriers include cultural or spiritual differences, language barriers, not knowing what to do or when to seek care, or concerns about confidentiality or discrimination.  As the population grows more and more diverse and multi-cultural, it is increasingly important that health care communication and services be provided in a culturally and linguistically sensitive manner. High quality, culturally appropriate access to health care and related services can increase the use of health services and, ultimately, improve health outcomes.  It does not matter how close you are to quality services if you cannot pay for the services, cannot travel to where the services are being offered, or cannot understand what your service provider is saying.

9.
Access to Insurance, Primary Health Care, Specialty Services, & Other Related Services

Health Insurance

Health insurance provides access to health care. Persons with health insurance are much more likely to have a primary care provider and to have received appropriate preventive care such as a recent Pap test, immunization, or early prenatal care. Adults with health insurance are twice as likely to receive a routine checkup as are adults without health insurance.
 

In 1999, more than 40 million persons in the United States did not have health insurance or regular access to a particular doctor’s office, clinic, health center, or other place where they seek health care or health related advice, including 11 million uninsured children. Over the past decade, the proportion of persons under age 65 years with health insurance remained steady at about 85 percent. About one-third of adults under age 65 years below the poverty level were uninsured.

Clinical Preventive Care

Use of clinical preventive services, such as early prenatal care, can serve as indicators of access to quality health care services.  Clinical preventive services have a substantial impact on many of the leading causes of disease and death. People must have access to clinical preventive services that are effective in preventing disease (primary prevention) or in detecting “hidden” diseases or risk factors at early, treatable stages (secondary prevention). There are a number of national organizations that have developed clinical guidelines on the most common conditions that assist clinical providers, counselors, and public health officials to provide the most appropriate services and medical advice or to develop effective outreach and education programs.  Local public health officials and clinical providers play a critical role in educating people about disease and health promotion.  Education and preventative care that is provided in a comprehensive way can have an outstanding and direct impact on the health of a community.  Improving access to appropriate preventive care requires addressing many barriers, including those that involve the patient, the provider, and the entire system of care.
, 
  

· Patient barriers include: lack of knowledge, skepticism about the effectiveness of prevention, lack of a usual source of primary care, and lack of money to pay for preventive care. Although patient awareness and acceptance of some interventions are high (such as screening for breast cancer), other interventions (for example, colorectal cancer screening and sexually transmitted disease [STD] screening) are less uniformly accepted.

· Health provider barriers include: limited time, lack of training in prevention, lack of perceived effectiveness of selected preventive services, and practice environments that fail to facilitate prevention.

· System barriers can include: lack of resources or attention devoted to prevention, lack of coverage or inadequate reimbursement for services, and lack of systems to track the quality of care.31 

Primary Care & Emergency Services

Improving primary care across the Nation depends in part on ensuring that people have a usual source of care. Having a primary care provider as the usual source of care is especially important because of the beneficial attributes of primary care. These benefits include the provision of integrated, accessible health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community.
  Primary care services include periodic visits or check-ups to monitor your health and screen for chronic disease as well as “sick visits” when you are not well or are concerned about your health.

Access to pre-hospital emergency services such as poison control centers as well as hospital-based emergency services are also critical to maintaining a community’s overall health.   They provide prompt first-contact care for millions of people regardless of their socioeconomic status, age, or special need. Emergency room facilities serve those who are victims of injury and trauma, as well as many people with life threatening cardiac conditions.  For many severely ill and injured persons, these settings are a crucial link in the chain of survival between the onset of symptoms and treatment in a hospital.  For persons whose health problems are less pressing but who believe they need urgent medical attention, emergency services are a gateway to additional health care.  They are also a source of primary care for many who do not have health insurance.

Specialty Services  (In-patient Hospital Services and Out-patient/Specialty Clinic Services)

Ensuring that people have access to specialty services is also very important so that issues that are identified in the primary care setting or through other means can be addressed.  Specialty services in this context include those services provided within a hospital during a regular in-patient visit as well as services provided through hospital-based ambulatory care clinics or separate, community-based specialty clinics.  It is important that people have access to the full continuum of types of specialty services from medical specialties and behavioral health specialties to ophthalmology and surgical specialties.  

Long-term Care and Rehabilitative Services

People with physical or mental conditions that limit their capacity for self-care need long-term care and rehabilitative services. This population covers persons of all ages, from those who were born with physical or mental limitations or who developed such limitations later on in life, including those injured at any age, to those with diminishing functioning at older ages.
  About 40% of the people in this population are under age 65 years.
  The long-term care population includes individuals who need help or supervision to perform activities of daily living or instrumental activities of daily living.

The goals of long-term care services are to improve functioning, maintain existing functioning, or slow deterioration in functioning while delivering care in the least restrictive environment. Rehabilitative services, a critical component of long-term care, strive to return individuals to their optimal level of functioning. People in the long-term care population need access to a range of services, including nursing home care, home health care, adult day care, assisted living, and hospice care.

Social, Enabling, and Supportive Services

Everyone needs housing, food, and some form of transportation to survive.  People with limited financial means, or who are limited by physical, emotional, or cognitive problems often need assistance to cope with and address these issues.  Public housing initiatives, homeless shelters, food banks, meal sites, and shuttle services are examples of these types of services. There are a range of different types of providers that help those in need obtain these basic services.  Local, state, and federal government agencies are the most common sources, although there are many private, not-for-profit organizations that also provide these services.

Other services that fit into this category are recreational, social support, educational, and counseling services.  For Natick’s children of all ages the burden here falls primarily on the town and, in particular on the school system.  For most children, school provides the most significant social structure.  The town Recreation Department, the Town Library, and various faith-based organizations also play a significant role for children.  For older adults, the Town’s Senior Center is the most often cited source of these types of services.  Younger adults, in general, rely more heavily on personal friendships and connections and rarely rely on public infrastructure.  

Natick-Specific Data & Analysis
Health Care Services

Overall, Natick residents of all ages have outstanding access to health care services across the full continuum of types of care.  In addition, the percentage of people who have health insurance is extremely high across all age groups.  This is not to say that everyone in Natick receives the services they need.  On the contrary, there are hundreds of people in Natick who do not have health insurance or do not have a regular primary care provider.  There are even more people who have health insurance but who do not have the means to travel to appointments, are unable to pay the associated service co-payment or purchase the required medications, or simply can not identify the services that they need.  It is important that the town does not overlook those in Natick who are in urgent need just because a vast majority of the population does not have a problem.

Of those who responded to our survey, 96% reported that they had health insurance compared to 92% for the state and 95% for the MetroWest region.  Similarly, 97% of those who responded to our survey had seen a health care provider for a routine check-up during the past 5 years compared to 95% for both the state and the region.

Natick residents live in close proximity to a full array of high quality health care services.  The Leonard Morse Campus of the MetroWest Medical Center is in the Town of Natick and there are dozens of hospitals within 25-miles, including internationally recognized hospitals in Boston.  Of those who responded to our survey who had spent at least one night in a hospital in the past 12-months, 71% reported that they had spent the night in a hospital that was within a 15-mile radius of their home and 47% reported that they had stayed within the Natick/Framingham area.  The remaining 29% traveled more than 15 miles from their home and likely chose a hospital in Boston or Worcester. 

Natick also has extremely good access to primary care and specialty services.  Of those who responded to our survey, 86% reported that they received their primary care services within a 15-mile radius of their home and roughly 50% receive their primary care services in the Natick/Framingham area. The remaining 14% of the population report going more than 15 miles from their home.  Similarly, 66% of those responding to our survey who needed some type of specialty services received their services within a 15-mile radius of their home and 31% received their specialty services in the Natick/Framingham area.  The remaining 34% traveled more than 15 miles from their home for services.

Men were slightly more likely to receive care close to home than women were across all types of care.  Younger adults were more likely to receive care outside of the Natick/Framingham area whereas older adults were more likely to receive care within the Natick/Framingham area.  Those in the lower-income categories were more likely to receive care in the Natick/Framingham area whereas those in the higher-income categories were more likely to receive care outside of the Natick/Framingham area.

Dental care is another important service along the continuum of care and is often forgotten when assessing overall access to health services.  Once again Natick residents seem to have outstanding access to services.  Of those responding to our survey, 80% reported that they had seen the dentist in the past year and 90% had seen the dentist in the past two years. 

Service Gaps 

To further augment our analysis in this area and to help us to identify possible service gaps, we asked those who responded to our survey to report whether their household needed various health and health-related services and, if they needed services, whether they received them or not.  The questions were asked separately for children’s services (services for children age 12 and under), adolescent services (services for children age 13-17), adult services (services for adults age 18-64), and older adult services (services for adults age 65 and over). We asked about general health services, oral health services, mental health services, and substance abuse services.  We also asked about social and supportive services such as early intervention for children 0 to 3 years old, educational support, day care, elder care, housing, support groups, and recreational activities. 

Across the board, those who responded to our survey reported receiving the health, social, and supportive services that they needed, particularly in the area of health services.  For example, with regard to health services, 70% of the households with children 12 years old or younger reported that they needed general health services for the children in their household and 69% of the households reported receiving the services they needed.  Similarly, 62% of the households with children 12 to 17 years old reported that they needed oral health services for the adolescent children in their household and 61% of the households reported receiving the services they needed.  Likewise, 26% of the households with adults over 65 years old reported that they needed oral health services and 24% of the households reported receiving the services that they needed.

With regard to social and supportive services, people are generally getting the services they need but not by as wide margins.  The scope of the need for social and supportive services was also much smaller.  For example, 25% of the households with children 12 years and younger reported needing educational support services and 3% of those households reported that they did not get the services that they needed.  Four percent of the households with older adults reported needing some type of social support group services and 1% of those households reported that they did not get the services that they needed.  Finally, 8% of the households with families reported needing parenting support and only 1% of those households reported that they did not get the services that they needed.

Elder support, housing assistance, and behavioral health services for adolescents are three areas where there seem to be some need for concern.  For example, 3% of households with older adults reported that they needed elder day care services and 2% of the households, or 66% of those in need, said that they were not getting the services that they needed.  Similarly, 5% of households with older adults reported that they needed housing assistance and 2% of the households, or roughly 40% of those in need, said that they were not getting the services that they needed.  With regard to suicide prevention services, 5% of households with adolescents reported that they needed suicide prevention services and 2% of the households, or roughly 40% of those in need, said that they were not getting the services that they needed.  Finally, 2% of the households with adolescents reported that they needed alcohol and drug services and none (0%) of the households said that they were getting the services that they needed.  

Barriers to Receiving Services

Cost of care, transportation, cultural competence, language barriers, and lack of knowledge about the services being offered are the most frequently cited barriers to receiving appropriate health care services.  Clearly, barriers exist for certain segments of the population in Natick but, overall, there are no overwhelming barriers to receiving care.  As stated above, nearly everyone has health insurance.  Nearly everyone in Natick also owns or has access to a car and most people living in Natick are highly educated.

The most significant concern, particularly for adolescents and older adults was lack of access to adequate transportation. Older adults during the focus groups that were conducted cited lack of transportation as very limiting.  According to our survey, 62% of adults use public transportation but only 3% said that they used it to travel to medical appointments.  Most people who used public transportation felt that public transportation was not reliable enough and cited being frequently late to appointments when they used public transportation.  Those who responded to our survey who reported not using public transportation most often cited inconvenient scheduling and routing as the reason they did not use it.

Many people also cited cost as a barrier to receiving the care they needed.  Not surprisingly, this was particularly true for people in the lower-income brackets.  According to our survey, 30% of the households earning less than $25,000 per year do not have the financial means to pay for medical costs some of the time or often.  Lack of knowledge or awareness of the services available seems to be an issue for some households, particularly households seeking more specialized services, such as adolescent mental health and substance abuse services.

Maternal & Child Health: Prenatal Care, Breast Feeding, & BIRTH Characteristics

The health of mothers, infants, and children is of critical importance, both as a reflection of the current health status of a large segment of the US population and as a predictor of the health of the next generation. The next two sub-sections address a range of issues of maternal, infant, and child health—those primarily affecting pregnant and postpartum women and those that affect infants’ health and survival.  Infant mortality is an important measure of a nation’s health. In the past decade, critical measures of increased risk of infant death, such as new cases of low birth weight (LBW) actually have increased in the United States. In 1975, the infant mortality rate was over 15 per 1,000 live births. This rate has declined steadily over the past 20 years.  In 1997, the overall rate was 7.2 deaths per 1,000 live births.

Four causes account for more than half of all infant deaths: birth defects, disorders relating to short gestation and unspecified LBW, sudden infant death syndrome (SIDS), and respiratory distress syndrome. Maternal age also is a risk factor for infant death. Mortality rates are highest among infants born to young teenagers (aged 16 years and under) and to mothers aged 44 years and older.  Short gestation and LBW are among the leading causes of neonatal death, accounting for 20% of neonatal deaths.  In 1998, a total of 11.6% of births were preterm, and 7.6% were LBW.
   LBW is associated with long-term disabilities, such as cerebral palsy, autism, mental retardation, vision and hearing impairments, and other developmental disabilities.  Despite the low proportion of pregnancies resulting in LBW babies, expenditures for the care of LBW infants total more than half of the costs incurred for all newborns. In 1988, the cost of a normal, healthy delivery averaged $1,900, whereas hospital costs for LBW infants averaged $6,200.

The use of alcohol, tobacco, and illegal substances during pregnancy is a major risk factor for LBW and other poor infant outcomes. Alcohol use is linked to fetal death, LBW, growth abnormalities, mental retardation, and fetal alcohol syndrome (FAS). Overall rates of alcohol use during pregnancy have increased during the 1990s, and the proportion of pregnant women using alcohol at higher and more hazardous levels has increased substantially.  Smoking during pregnancy is linked to LBW, preterm delivery, SIDS, and respiratory problems in newborns. 

10.
Preconception Counseling, Prenatal Care & Breast Feeding

Many of the risk factors mentioned can be mitigated or prevented with good preconception and prenatal care. First, preconception screening and counseling offer an opportunity to identify and mitigate maternal risk factors before pregnancy begins. Examples include daily folic acid consumption (a protective factor) and alcohol use (a risk factor). During preconceptional counseling, healthcare providers also can refer women for medical and psychosocial support services for any risk factors identified.

Prenatal visits offer an opportunity to provide information about the adverse effects of substance use, including alcohol and tobacco use during pregnancy, and serve as a vehicle for referrals to treatment services. The use of timely, high-quality prenatal care can also help to prevent poor birth outcomes and improve maternal health by identifying women who are at particularly high risk and taking steps to mitigate risks, such as the risk of high blood pressure or other maternal complications. Interventions targeted at prevention and cessation of substance use during pregnancy may be helpful in further reducing the rate of preterm delivery and low birth weight.
, 
, 

Breastfeeding is an important contributor to overall infant health because human breast milk presents the most complete form of nutrition for infants; therefore, the American Academy of Pediatrics recommends that infants be breastfed for approximately the first 6 months of life.
 Breastfeeding rates have increased over the years, particularly in early infancy. Breastfeeding has been shown to reduce rates of infection in infants and to improve long-term maternal health.
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Natick-Specific Data & Analysis
Given the high percentage of people with health insurance and the fact that nearly everyone in Natick has access to primary care, the issues in this area are nearly non-existent.  According to our survey, 99% of the parents report that their children had received prenatal care in the first trimester.  This figure is considerably better than the nation, the state, and slightly better than the region.  In the US, 83% of mothers entered prenatal care in the first trimester compared to 84.3% in the state and 92.5% for the MetroWest region.

In Natick, the percent of  children who were breastfed is comparable to the percentage statewide and considerably higher than the US percentage.  In Natick, 77% of parents who responded to the survey reported that their children had been breastfed compared to 73% for the state.  In 1998, 64% of children throughout the US were breastfed. 

11.
Birth Characteristics

Low birth weight (LBW) is the risk factor most closely associated with neonatal death; thus, improvements in infant birth weight can contribute substantially to reductions in the infant mortality rate. Of all infants born at low birth weight, the smallest (those weighing less than 1,500 grams) are at highest risk of dying in their first year.  Another important issue is the long-term effects of LBW on affected infants who survive their first year, as these infants are more likely to experience long-term developmental and neurological disabilities than are infants of normal birth weight.
, 
 Recent increases in LBW are due largely to preterm delivery related to increases in multiple gestation.  

Smoking accounts for 20 to 30% of all LBW births in the United States. The effect of smoking on LBW rates appears to be attributable to intrauterine growth retardation rather than to preterm delivery. Two groups of women who continue to gain less than the recommended level of weight during pregnancy—teenagers and African American women—also are at particularly high risk for having LBW infants and other adverse pregnancy outcomes.

Natick Specific Data & Analysis
The percentage of low birth weight births was greater in Natick than in the State and in the MetroWest region.  In Natick, 7.4% of babies were born at low birth weight (less than 2500 grams), compared to 7.1% of babies in the state and 6.1% of babies in the region.  As stated above, this is likely attributable to the higher number of preterm deliveries related to multiple gestation.  With regard to births to adolescent mothers Natick fares considerably better than the state and slightly better than the region.  In Natick, 1.3% of births were to adolescent mothers compared to 6.9% for the state and 2.4% for the MetroWest region. 
Chronic Disease

12.
Cardiovascular Health

Heart disease is the leading cause of death for all people in the United States. Stroke is the third leading cause of death.  About 12 million people in the United States have coronary heart disease. About 4 million persons have cerebrovascular disease, a major outcome of which is stroke. The age-adjusted death rate in the United States for coronary heart disease was 208 deaths per 100,000 people in 1998; this is down from about 350 deaths per 100,000 people in 1980. About 600,000 strokes occur each year in the United States, resulting in about 158,000 deaths.  Heart disease and stroke continue to be major causes of disability and significant contributors to increases in health care costs in the United States.

Epidemiological and statistical studies have identified a number of factors that increase the risk of heart disease and stroke.  The two most significant risk factors are high blood cholesterol and high blood pressure.  In addition, clinical trials and prevention research studies have clearly demonstrated that if detected, there are effective strategies to prevent and control these risk factors and thereby reduce illnesses, disabilities, and deaths caused by heart disease and stroke.

More than 50 million adults in the United States have blood cholesterol levels that require medical advice and treatment and more than 90 million adults have cholesterol levels that are higher than desirable.  About 50 million adults in the United States have high blood pressure. Blood pressure checks are routine at all clinical visits and experts recommend that all adults aged 20 years and older have their cholesterol levels checked regularly to help them take action to prevent or lower their risk of coronary heart disease and stroke. 
 
 

Rates of heart disease and stroke deaths have been consistently higher in males than in females and higher in the African American population than in the white population.   Also, more than 40% of all deaths among persons aged 65 to 74 years and almost 60% of those aged 85 years and older are due to heart disease and stroke.  In the 1980s and 1990s, heart failure emerged as a major chronic disease for older adults.
 
 

Natick-Specific Data & Analysis

Cardiovascular health is possibly the most significant finding from our research.  Not only are death rates high in real terms and compared to state and regional averages but the leading risk factors for heart disease are also very high.  Given how interrelated heart disease is with so many other conditions, it is important that Natick address this issue.

The death rates in Natick for heart disease, stroke and diabetes are significantly higher than both the state and the MetroWest region.  With regard to heart disease 175.9 people per 100,000 people die from this disease compared to 155.7 for the state and 147.3 for the MetroWest region.  With regard to stroke 59.2 people per 100,000 people die compared to 50.4 for the state and 50.3 for the region.  Similarly, with regard to diabetes 32.5 people die per 100,000 people compared to 19.7 for the state and 19.0 for the region.

Figure 14: Death Rates (Death/100,000 People) for Heart Related Disease In State, Region, and Natick 2000

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

As stated above the leading risk factors for heart disease, high blood pressure and high blood cholesterol, are also very high.  Our household survey asked people to report whether their doctor had ever told them if they had high blood pressure or high blood cholesterol.  This data is also collected and reported at the state and regional level.  In Natick, 34% of the men who responded to our survey reported that their doctor had told them that they had high blood pressure, compared to 21% for men in the state and 24% for men in the region.  Likewise, 30% of Natick women responding to our survey reported that they had been told that they had high blood pressure, compared to 21% for the state and 20% for the region.  The statistics are similar in scope when considering high blood cholesterol.  In Natick, 38% of the men who responded to our survey reported that their doctor had told them that they had high blood cholesterol, compared to 28% for men in the state and 25% for men in the region.  Similarly, 33% of Natick women responding to our survey reported that they had been told that they had high blood cholesterol, compared to 26% for the state and 25% for the region.  

It is important to realize that these rates are likely higher than the state and the region because Natick residents have better access to health care than people in the state and region overall.  More specifically, Natick residents are more likely than residents of the state and region to see their primary health care provider on a regular basis.  This means that they are more likely to be told by their health care providers that they have high blood pressure or high blood cholesterol.  The percentages of people with high blood pressure and high blood cholesterol may be just as high in the state and the region but we may not know it because people do not see their health care providers as often.  Regardless, this is an important finding as these rates are high in their own right and it is our opinion that the difference in rates are great enough that it is highly likely that they are higher than the state and the region.

Figure 15: Percentage Of Adults Who Have Been Told That They
Have High Blood Pressure In State, Region, And Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

Figure 16: Percentage Of Adults Who Have Been Told That They
Have High Blood Cholesterol In State, Region, And Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001

When considering this issue it is also important to refer back to the information that we reported at the beginning of this section.  Being overweight or obese and lack of physical activity are also leading risk factors for heart-related disease.  Natick, does fare better than the state and the region in these areas; however, the percentages of people whom could be considered overweight or obese and the percentage of people who are physically inactive are still very high.

13.
Diabetes

Diabetes is a one of the most significant public health challenges in the United States. Some 800,000 new cases are diagnosed each year, or 2,200 per day.
, 
   Diabetes is a chronic disease that typically manifests itself as one of two types: type 1, mainly occurring in children and adolescents 18 years and younger, in which the body does not produce insulin and thus insulin administration is required to sustain life; or type 2, occurring usually in adults over 30 years of age, in which the body’s tissues become unable to use its own limited amount of insulin effectively. While all persons with diabetes require self-management training, treatment for type 2 diabetes usually consists of a combination of physical activity, proper nutrition, oral tablets, and insulin. Previously, type 1 diabetes has been referred to as juvenile or insulin-dependent diabetes and type 2 diabetes as adult-onset or noninsulin dependent diabetes.

The number of persons with diabetes has increased steadily over the past decade; presently, 10.5 million persons have been diagnosed with diabetes, while 5.5 million persons are estimated to have the disease but are undiagnosed. Over the past decade, diabetes has remained the seventh leading cause of death in the United States, primarily from diabetes-associated cardiovascular disease. 
  Diabetes is most common in persons over age 60 years.
   In the United States, diabetes is the leading cause of nontraumatic amputations, blindness among working-aged adults, and end-stage renal disease (ESRD). 
 
  These and other health problems associated with diabetes contribute to an impaired quality of life and substantial disability among people with diabetes. 
 Diabetes is also a costly disease; estimates of the total attributable costs of diabetes are around $100 billion.
, 
 

With regard to diabetes there is definitely good news and bad news.  The good news is that there have been significant advances in our understanding of prevention and clinical care that have been scientifically proven to reduce the burden of this disease.  The bad and disturbing news is that these prevention programs and clinical treatments are not used routinely in daily clinical management of persons with diabetes, resulting in unnecessary illness, disability, death, and expense.
, 
, 
  Improper nutrition, obesity, and lack of physical activity the leading risk factors that are linked to type 2 diabetes. Increased television watching associated with diminished physical activity also may contribute to the emergence of type 2 diabetes in youth.
, 

Natick-Specific Data & Analysis
Diabetes is a leading cause of death in Massachusetts.  In 1995 it was the sixth most common cause of death listed on state death certificates.  Estimates suggest that approximately 244,500 residents of Massachusetts have been diagnosed with diabetes and an additional 122,200 have the disease but remain undiagnosed.  In Natick, the percentage of people with diabetes overall across age groups and by gender seems comparable to the state and the region.  In Natick, 7% of men have been told by their health care provider that they have diabetes compared to 6% for the state and 4% for the region.  For women in Natick, the percentages are even closer together.  Diabetes strikes 4% of women in Natick, compared to 5% for the state and 3% for the region.

Figure 17: Percentage of Adults Who Have Diabetes

In State, Region, and Natick

State Data: MA Department of Public Health, Bureau of Health Statistics, 2000

CHNA Data: MA Department of Public Health, Bureau of Health Statistics, 2000

Natick Data: Natick Health & Related Services Needs Assessment Project, 2001
Interestingly, the percentage of older adults, 65 years old or more, who have diabetes seems to be significantly higher in Natick than the state and the region.  Eighteen percent of the people over 65 years old who responded to our survey reported that they had diabetes compared to 14% for the state and just 9% for the region.  

14.
Asthma

Asthma is a serious and growing health problem. An estimated 14.9 million persons in the United States have asthma.
 Asthma is responsible for about 500,000 hospitalizations, 5,000 deaths, and 134 million days of restricted activity a year. Yet most of the problems caused by asthma could be averted if persons with asthma and their health care providers managed the disease according to established guidelines. Effective management of asthma comprises four major components: controlling exposure to factors that trigger asthma episodes, adequately managing asthma with medicine, monitoring the disease by using objective measures of lung function, and educating asthma patients to become partners in their own care.
 Such prevention efforts are essential to interrupt the progression from disease to functional limitation and disability and to improve the quality of life for persons with asthma. Direct medical expenditures for asthma amounted to $3.64 billion in 1990, and indirect economic losses accounted for an additional $2.6 billion.
 

Environmental and occupational factors contribute to illness and disability from asthma. Decreases in lung function and a worsening of asthma have been associated with exposure to allergens, indoor pollutants (for example, tobacco smoke), and ambient air pollutants (for example, ozone, sulfur dioxide, nitrogen dioxide, acid aerosols, and particulate matter).
, 
 Approximately 25% of children in the United States live in areas that exceed the Federal Government’s standard for ozone.
 Occupational factors cause or trigger asthma episodes in 5 to 30% of adults with the disease.
 Environmental factors are associated with upper respiratory infections that contribute to illness and disability in children and adults.

Natick-Specific Data & Analysis
The percentages of adults who have been told by their health care provider that they have asthma overall mirror the figures found in the state and the region.  However, asthma across the state, region and Natick is a concern for young adults. In Natick, 13% of the adults who responded to our survey reported that they had asthma compared to 12% for the state and 11% for the region.    Women in Natick, the state, and the region were more likely to report having asthma than men.  In Natick, women were nearly twice as likely to have asthma than men.  Interestingly, young adults in their mid-20s were nearly 50% more likely to report having asthma across all three geographic areas than were older adults in their mid-60s.

Of those in Natick who have asthma, 11% needed emergency care services during the past year to control their asthma. Women were nearly four times more likely to require emergency services than men.  Given that women, as stated above, are nearly twice as likely to have asthma in Natick than men, it is fair to say that asthma is a real concern.

In Natick, 8% of the children who lived in the households who responded to this survey were reported to have asthma.  Only 1% of these children required hospitalization over the past year due to their asthma.  In the 13 to 17 year old category,  11% were reported to have asthma and once again only 1% of these children required hospitalization over the past year due to their illness.

15.
Cancer

Cancer is the second leading cause of death in the United States. During 2000, an estimated 1,220,100 persons in the United States expected to be diagnosed with cancer; 552,200 persons expected to die from cancer.
   One-half of new cases of cancer occur in people aged 65 years and over.
  About 491,400 persons who get cancer in a given year, or 4 in 10 patients, are expected to be alive 5 years after diagnosis.  In addition to the human toll of cancer, the financial costs of cancer are substantial.
 The overall annual costs for cancer are estimated at $107 billion, with $37 billion for direct medical costs (the total of all health expenditures), $11 billion for costs of illness (the cost of low productivity due to illness), and $59 billion for costs of death (the cost of lost productivity due to death). Treatment for lung, breast, and prostate cancers alone accounts for more than half of the direct medical costs.

Cancer death rates for all sites combined decreased an average of 0.6 percent per year from 1990 to 1996.
 This decrease occurred after rates had increased by 0.4 percent per year from 1973 to 1990.
 Death rates for male lung, female breast, prostate, and colorectal cancers decreased significantly during the 1990–96 period. The lung and bronchus, prostate, female breast, and colon and rectum were the most common cancer sites for all racial and ethnic populations in the United States and together accounted for approximately 54 percent of all newly diagnosed cancers. 

Evidence suggests that several types of cancer can be prevented and that the prospects for surviving cancer continue to improve. The ability to reduce cancer death rates depends, in part, on the existence and application of various types of resources. First, the means to provide appropriate information on prevention, early detection, and treatment to the public and to health care professionals are essential. Second, mechanisms or systems must exist for providing people with access to state-of-the-art preventive services and treatment. Third, to provide new opportunities for cancer prevention and control in the future, there is a continuing and vital need for new, innovative research on both the causes of cancer (including genetic and environmental causes) and on the methods to translate findings into effective prevention and control programs.

It is estimated that as much as 50 percent or more of cancer can be prevented through smoking cessation and improved dietary habits, such as reducing fat consumption and increasing fruit and vegetable consumption.
, 
  Physical activity and weight control also can contribute to cancer prevention.
, 
  Scientific data from randomized trials of cancer screening together with expert opinions indicate that adherence to screening recommendations for cancers of the breast, cervix, and colon/rectum reduces deaths from these cancers.  Also, many of the skin cancers diagnosed each year could be prevented by limiting exposure to the sun, by wearing protective clothing, and by using sunscreen. 

Natick-Specific Data & Analysis
For all cancers, the age-adjusted death rate is slightly higher for Natick than it is in the state and the region. The age-adjusted death rate per 100,000 people for all cancers is 224.1 deaths per 100,000 people in Natick, compared to 209.3 for the state and 201.9 for the region.   Upon further analysis of the data, there is clearly a great deal of variation with regard to individual cancer-specific death rates.  In some cases statewide averages are higher and in other cases Natick rates are higher.  For example, age-adjusted death rates are considerably higher in Natick than statewide rates for female breast cancer and colorectal cancer.  Rates are considerably lower in Natick for prostate cancer.

	
	Massachusetts
	MetroWest

Region
	Natick

	
	Age-Adjusted Death Rates

(per 100,000 Population)

	Lung Cancer
	55.0
	44.6
	53.4

	Female Breast Cancer
	27.7
	36.1
	37.1

	Colo-Rectal Cancer
	22.6
	25.2
	30.0

	Prostate Cancer
	33.6
	33.8
	8.8

	Total Cancer
	209.3
	201.9
	224.1


The Massachusetts Cancer Registry also reports data on expected versus observed cancer counts over particular period of time.  The most recent period where data is available is between 1994 and 1998. Expected cancer counts are estimated using national and state data and reported by town and by gender. The Registry also reports observed cases over the same period.  This allows towns to identify trends and areas that might require further investigation.  Across the 23 most common cancers, the number of observed cases is statistically significantly higher than the number of expected cases (P-value less than or equal to 0.05). The cancer counts that contribute most significantly to this discrepancy are the observed versus expected cases for melanoma of skin cancer for females and ovarian cancer.  For melanoma of the skin cancer, Natick might have expected 9.83 cases between 1994 and 1998 and there were 18 observed cases.  This indicates a statistically significant difference (P-value less than or equal to 0.05). For ovarian cancer, Natick might have expected 14.66 cases between 1994 and 1998 and there were 26 observed cases.  Once again, this indicates a statistically significant difference (P-value less than or equal to 0.01 as well as 0.05).

It is very important to realize that this data does not provide proof of the association of individual risk factors with cancer count excesses, but rather should be used as a guide for further surveillance, epidemiological investigations, and other public health activities.

16.
Disability

Because disability status has been traditionally equated with health status, the health and well being of people with disabilities has been addressed primarily in a medical care, rehabilitation, and long-term care financing context. Four main misconceptions emerge from this contextual approach: (1) all people with disabilities automatically have poor health, (2) public health should focus only on preventing disabling conditions, (3) a standard definition of “disability” or “people with disabilities” is not needed for public health purposes, and (4) the environment plays no role in the disabling process. These misconceptions have led to an under emphasis of health promotion and disease prevention activities targeting people with disabilities and an increase in the occurrence of secondary conditions (medical, social, emotional, family, or community problems that a person with a primary disabling condition likely experiences).

An estimated 54 million persons in the United States, or nearly 20 percent of the population, currently live with disabilities.
 Data for the period 1970 to 1994 suggest that the proportion is increasing.
 The increase in disability among all age groups indicates a growing need for public health programs serving people with disabilities.  The direct medical and indirect annual costs associated with disability are more than $300 billion, or 4 percent of the gross domestic product.
 This total cost includes $160 billion in medical care expenditures (1994 dollars) and lost productivity costs approaching $155 billion.

The health promotion and disease prevention needs of people with disabilities are not nullified because they are born with an impairing condition or have experienced a disease or injury that has long-term consequences.
 People with disabilities have increased health concerns and susceptibility to secondary conditions. Having a long-term condition increases the need for health promotion that can be medical, physical, social, emotional, or societal.  People who have activity limitations report having had more days of pain, depression, anxiety, and sleeplessness and fewer days of vitality during the previous month than people not reporting activity limitations.
 Increased emotional distress, however, does not arise directly from the person’s limitations. The distress is likely to stem from encounters with environmental barriers that reduce the individual’s ability to participate in life activities and that undermine physical and emotional health.

In view of the increased rates of disability, it is particularly important to target activities and services that address all aspects of health and well-being, including promoting health, preventing secondary conditions, and removing environmental barriers, as well as providing access to medical care.  Health promotion programs that focus on improving functioning across a spectrum of diagnoses and a range of age groups are effective in reducing secondary conditions and outpatient physician visits among people with disabilities.
, 
, 
 

Natick-Specific Data & Analysis
Overall, 6% of adults who responded to our survey reported being limited because of a physical, mental, or emotional problem. Hearing impairments were reported by 4% of those who responded to our survey.  Vision impairments were reported by 5% of those that responded.  Men were just as likely to be limited as women. Older adults were roughly three times more likely to report being limited than younger adults.  Interestingly, those in the lower-income brackets were roughly three times more likely to report being limited because of a physical, mental, or emotional problem than those in the higher-income brackets.

According to our survey, 47% of those that reported being limited needed some type of special equipment. Of those that required some type of equipment, 28% required a wheelchair, 42% required a can or walker, 3% required a special bed, 6% required special print or phone equipment, and 22% required other types of equipment.

V.  
Key Health challenges, Recommendations, & Potential Areas for Additional ANALysis

This report only scratches the surface of what is possible as only a portion of the data that was collected on the Natick Household survey was analyzed and reported in any great depth.  The primary purpose of this report is to highlight areas of possible concern, target further analysis efforts, and provide some guidance as to where the Town and the larger community should focus there limited resources in the future. We are confident that as you become more familiar with this report and with the data from the Natick survey that you will have questions and see the possibility for further analysis.  We encourage this questioning and urge you to delve deeper into areas that you are concerned about or in which you are interested.

The following is a listing of the community challenges that we have drawn from our initial review and analysis of the data.  We have also provided a listing of areas where additional research may be warranted.

Key health challenges By Age Group

	Child Health
	Adolescent Health

	· Injury Prevention

· Helmet use rates, particularly  when riding a scooter or rollerblading
	· Parent-child communication on major child health risks 

	· Parent-child communication on major child health risks 
	· Address high levels of stress & suicide risks

	· Lead Poisoning Prevention: Screening rates to 100%
	· Address substance abuse, particularly alcohol, marijuana, and cigarette smoking

	· Strengthen provider and social service networks for low-income, at-risk families
	· Injury Prevention

· Seat belt use

· Drunk driving

· Helmet use 

	· Consider ways to address high housing costs and create more affordable housing options for low-income families
	· Address issues of weight & body image

· High % of boys likely overweight

· High % of girls likely underweight 


	Adult Health
	Older Adult Health

	· Cardiovascular disease and cardiovascular risk factors
	· Cardiovascular disease and cardiovascular risk factors

	· Diabetes
	· Diabetes

	· Lack of physical activity
	· Heavy drinking

	· Overweight & Obesity
	· Injury Prevention

· Falls

· Household safety

	· Asthma for women
	· Disability

	· Cancer and cancer screening
	· Transportation

	· Mental Health - depression, anxiety, sleep deprivation
	· Lack of older adult home health and day care services

	· Heavy drinking
	· Need to consider ways to address high housing costs and create more affordable housing options

	· Injury prevention

· Seat belt use

· Drunk driving

· Gun safety
	

	· Lack of child and elder care services
	

	· Need to consider ways to address high housing costs and create more affordable housing options
	


Potential Areas for Additional Research & Data ANALysis

Children & Adolescent Health

1. Targeted analysis with regard to child-parent as well as adolescent-parent communication. 

2. Explore issues of weight and body image for children and adolescents. Conduct Body Mass Index calculations for children and adolescents.

3. Consider expanding the scope of questions asked on the Natick Youth Risk Behavior Surveillance System Project

4. Conduct observational studies with regard to public safety issues (e.g. helmet & seat belt use)

5. Explore geographic variations in the data

Adult Health

6. Conduct further research on adults with multiple health risk factors and co-morbid conditions (e.g. diabetes, heart disease, depression, anxiety, high blood cholesterol, high blood pressure, lack of physical activity, smoking, etc.) 

7. Conduct further research on asthma, particularly in women.

8. Look at mental health by age groups and by various other demographic and health characteristics

9. Conduct observational studies with regard to public safety issues (e.g. helmet & seat belt use)

10. Explore geographic variations in the data

Older Adult Health

11. Conduct further research with regard to social isolation, depression, injury, and disease prevalence 

12. Explore issues of isolation and medications management in older adult population

13. Explore geographic variations in the data

Health & Related Services

14. Conduct further research with regard to adult day care needs and available services

15. Conduct further research with regard to child day care needs and available services

16. Conduct further research on local public transportation needs and usage 

17. Identify and learn more about Natick's low-income families

18. Identify and learn more about Natick’s disabled population
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No State Data





� EMBED Word.Picture.8  ���








� MMWR Weekly, Physical Activity Trends in the US, 1990-1998. 50 (09);166-9. March, 2001, 


� MMWR Weekly, Physical Activity Trends in the US, 1990-1998. 50 (09);166-9. March, 2001, 


� NHANES Besity Data and Description of Data Source and site as appropriate


� Stunkard AJ, Wadden TA. Obesity: Theory and Therapy, Second Edition. New York: Raven Press, 1993.


� National Institutes of Health. Clinical Guidelines on the Identification, evaluation, and Treatment of Overweight and Obesity of Adults.  Bethesda, Maryland: Department of Health and Human Services; National Institutes of Health; National H\eart, Lung and Blood Institute, 1998.


5 Oncology.  Vol. 13, No 12. December 1999


� Oncology.  Vol. 13, No 12. December 1999


   MMWR ,- Youth Tobacco Surveillance.  November 02, 2001. Vol. 50. No SS-04


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Substance Abuse and Mental Health Services Administration, Office of the Assistant Secretary. National Household Survey on Drug Abuse. 1994–98.


� Roizen, J. Issues in the epidemiology of alcohol and violence. In: Martin, S., ed. Alcohol and Interpersonal Violence: Fostering Multidisciplinary Perspectives. NIH Pub. No. 93-3496. Rockville, MD: NIH, 1993.


� Strunin, L., and Hingson, R. Alcohol, drugs, and adolescent sexual behavior. International Journal of the Addictions 27(2):129-146, 1992.


� Strunin, L., and Hingson, R. Alcohol use and risk for HIV infection. Alcohol Health & Research World 17(1):35-38, 1993.


� U.S. Department of Transportation (DOT), National Highway Traffic Safety Administration (NHTSA). Traffic Safety Facts. Washington, DC: NHTSA, 1998.


� Zakhari, S. Alcohol and the cardiovascular system: Molecular mechanisms for beneficial and harmful action. Alcohol Health & Research World 21(1):21-29, 1997.


� Dawson, D.A.; Grant, B.F.; Chou, S.P.; et al. Subgroup variation in U.S. drinking patterns: Results of the 1992 National Longitudinal Alcohol Epidemiologic Study. Journal of Substance Abuse 7:331-344, 1995.


� U.S. Department of Health and Human Services (HHS), Substance Abuse and Mental Health Services Administration (SAMHSA). 1998 National Household Survey on Drug Abuse. Rockville, MD: SAMHSA, 2000.


� HHS, SAMHSA. Analyses of Substance Abuse and Treatment Need Issues. Rockville, MD: SAMHSA, 1997.


� CDC 2000 BRFFS Data


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System. 1999. 


� Centers for Disease Control and Prevention, National Center for Health


    Statistics. National Survey of Family Growth. 1995.


� Centers for Disease Control and Prevention. Youth Risk Behavior Surveillance System. 1999.


� MA DPH, HIV/AIDS Surveillance Program  


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Substance Abuse and Mental Health Services Administration, Office of Applied Studies. National Household Survey on Drug Abuse. 1994–97.


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Report from Natick Youth Risk Behavior Survey, Natick Public School Department, 1999-2000.


� Centers for Disease Control and Prevention, National Center for Health Statistics, Healthy People 2000 Review, 1998–99.


� Centers for Disease Control and Prevention, National Center for Health Statistics, Healthy People 2000 Review, 1998–99.


� Thompson, R.S.; Taplin, S.H.; McAfee, T.A.; et al. Primary and secondary prevention services in clinical practice. Twenty years’ experience in development, implementation, and evaluation. Journal of the American Medical Association 273:1130-1135, 1995.


� Solberg, L.I.; Kottke, T.E.; Brake, M.L.; et al. The case of the missing clinical preventive services systems. Effective Clinical Practice 1(1):33-38, 1998.


� Institute of Medicine (IOM). Donaldson, M.S.; Yordy, K.D.; Lohr, K.N., eds. Primary Care In: America’s Health in a New Era. Washington, DC: National Academy Press, 1996.


� Kane, R.A., and Kane, R.L. Long Term Care: Principles, Programs, and Policies. New York, NY: Springer, 1987.


� Wiener, J.M.; Illston, L.H.; and Hanley, R.J. Sharing the Burden: Strategies for Public and Private Long Term Care Insurance. Washington, DC: The Brookings Institution, 1994.


� Ventura, S.J.; Martin, J.A.; Curtin, S.C.; et al. Births: Final data for 1997. National Vital Statistics Report 48(3), 2000.


� Lewit, E.M.; Baker, L.S.; Hope, C.; et al. The direct cost of low birth weight. Future Child 5(1):35-56, 1995.


� Stratton, K.; Howe, C.; Battaglia, F.; eds. Fetal Alcohol Syndrome: Diagnosis, Epidemiology, Prevention, and Treatment. Washington, DC: National Academy Press, 1996.


� AAP, Committee on Substance Abuse. Drug-exposed infants. Pediatrics 96(2):364-367, 1995.


� Chasnoff, I.J.; Griffith, D.R.; MacGregor, S.; et al. Temporal patterns of cocaine use in pregnancy: Perinatal outcome. Journal of the American Medical Association 261:1741-1744, 1989.


� Bigol, N.; Fuchs, M.; Diaz, V.; et al. Teratogenicity of cocaine in humans. Journal of Pediatrics 110:93-96, 1987.


� American Academy of Pediatrics (AAP), Work Group on Breastfeeding. Breastfeeding and the use of human milk. Pediatrics 100(6):1035-1039, 1997.


� Howie, P.W.; Forsyth, J.S.; Ogston, S.A.; et al. Protective effect of breast feeding against infection. British Medical Journal 300:11�16, 1990.


� Kovar, M.G.; Serdula, M.K.; Marks, J.S.; et al. Review of the epidemiologic evidence for an association between infant feeding and infant health. Pediatrics 74:S615�S638, 1984.


� Popkin, B.M.; Adair, L.; Akin, J.S.; et al. Breast�feeding and diarrheal morbidity. Pediatrics 86:874�882, 1990.


� Beaudry, M.; Dufour, R.; and Marcoux, S. Relation between infant feeding and infections during the first 6 months of life. Journal of Pediatrics 126:191�197, 1995.


� Frank, A.L.; Taber, L.H.; Glezen, W.P.; et al. Breast�feeding and respiratory virus infection. Pediatrics 70:239�245, 1982.


� Wright, A.L.; Holberg, C.J.; Taussig L.M.; et al. Relationship of infant feeding to recurrent wheezing at age 6 years. Archives of Pediatric and Adolescent Medicine 149:758�763, 1995.


� Saarinen, U.M. Prolonged breast feeding as prophylaxis for recurrent otitis media. Acta Paediatric Scandinavica 71:567�571, 1982.


� Duncan, B.; Ey, J.; Holberg, C.J.; et al. Exclusive breast�feeding for at least 4 months protects against otitis media. Pediatrics 91:867�872, 1993.


� Montgomery, D., and Splett, P. Economic benefit of breast�feeding infants enrolled in WIC. Journal of the American Dietetic Association 97:379�385, 1997.


� Tuttle, C.R., and Dewey, K.G. Potential cost savings for Medi�Cal, AFDC, food stamps, and WIC programs associated with increasing breast�feeding among low�income Hmong women in California. Journal of the American Dietetic Association 6:885�890, 1996.


� Chua, S.; Arulkumaran, S.; Lim, I.; et al. Influence of breastfeeding and nipple stimulation on postpartum uterine activity. British Journal of Obstetrics and Gynecology 101:804�805, 1994.


� Dewey, K.G.; Heinig, M.J.; and Nommsen, L.A. Maternal weight�loss patterns during prolonged lactation. American Journal of Clinical Nutrition 58:162�166, 1993.


� Newcomb, P.A.; Storer, B.E.; Longnecker, M.P.; et al. Lactation and a reduced risk of premenopausal breast cancer. New England Journal of Medicine 330:81�87, 1994.


� Melton, L.J.; Bryant, S.C.; Wahner, H.W.; et al. Influence of breastfeeding and other reproductive factors on bone mass later in life. Osteoporosis International 3:76�83, 1993.


� Hack, M.; Klein, N.K.; and Taylor, H.G. Long-term developmental outcomes of low birth weight infants. Future Child 5(1):176-196, 1995.


� Schendel, D.E.; Stockbauer, J.W.; Hoffman, H.J.; et al. Relation between very low birth weight and developmental delay among preschool children without disabilities. American Journal of Epidemiology 146(9):740-749, 1997.


� National Heart, Lung, and Blood Institute (NHLBI). Morbidity and Mortality: 1998 Chartbook on Cardiovascular, Lung, and Blood Diseases. Bethesda, MD: Public Health Service (PHS), National Institutes of Health (NIH), NHLBI, October 1998.


� Sempos, C.T.; Cleeman, J.I.; Carroll, M.K.; et al. Prevalence of high blood cholesterol among U.S. adults: An update based on guidelines from the second report of the National Cholesterol Education Program Adult Treatment Panel. Journal of the American Medical Association 269:3009-3014, 1993.


� Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults. National Cholesterol Education Program: Second report of the Expert Panel on Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult Treatment Panel II). Circulation 89:1329-1445, 1994.


� Centers for Disease Control and Prevention (CDC). Mortality from congestive heart failure—United States, 1980–1990. Morbidity and Mortality Weekly Report 43(5):77-78, 1994.


� Gillum, R.F. Epidemiology of heart failure in the United States. American Heart Journal 126:1042-1047, 1993.


� Clark, C. How should we respond to the worldwide diabetes epidemic? Diabetes Care 21:475-476, 1998.


� Burke, J.; Williams, K.; Gaskill, S.; et al. Rapid rise in the incidence of type 2 diabetes from 1987 to 1996: Results from the San Antonio Heart Study. Archives of Internal Medicine 159:1450-1457, 1999.


� CDC. Diabetes Surveillance, 1997. Atlanta, GA: HHS, 1997.


� Vita, A.; Terry, R.; Hubert, H.; et al. Aging, health risk and cumulative disability. New England Journal of Medicine 338:1035-1041, 1998.


� Nontraumatic amputations, approximately 57,000 per year or 150 per day.  Blindness among working-aged adults, approximately 20,000 per year or 60 per day. End-stage renal disease (ESRD), approximately 28,000 per year or 70 per day.


� Centers for Disease Control and Prevention (CDC). National Diabetes Fact Sheet: National Estimates and General Information on Diabetes in the United States. Atlanta, GA: U.S. Department of Health and Human Services (HHS), CDC, 1999.


� CDC. Diabetes Surveillance, 1997. Atlanta, GA: HHS, 1997.


� ADA. Economic consequences of diabetes mellitus in the U.S. in 1997. Diabetes Care 21:296-306, 1998.


� Hodgson, T., and Cohen, A. Medical care expenditures for diabetes, its chronic complications and its comorbidities. Preventive Medicine 29:173-186, 1999.


� Vinicor, F. Challenges to the translation of the Diabetes Control and Complications Trial. Diabetes Review 2:371-383, 1994.


� Brechner, R.; Cowie, C.; Howie, L.; et al. Ophthalmic examination among adults with diagnosed diabetes mellitus. Journal of the American Medical Association 270:1714-1718, 1993.


� Kraft, S.; Marrero, D.; Lazaridis, E.; et al. Primary care physicians’ practice patterns and diabetic retinopathy. Archives of Family Medicine 6:29-37, 1997.


� HHS. Physical Activity and Health: A Report of the Surgeon General. Atlanta, GA: HHS, CDC, National Center for Chronic Disease Prevention and Health Promotion, 1996.


� Dietz, W. Critical periods in childhood for the development of obesity. American Journal of Clinical Nutrition 59:955-959, 1994.


� National Heart, Lung, and Blood Institute (NHLBI). Data Fact Sheet. Asthma Statistics. Bethesda, MD: National Institutes of Health (NIH), Public Health Service (PHS), 1999.


� National Asthma Education and Prevention Program. Expert Panel Report 2: Guidelines for the Diagnosis and Management of Asthma. NIH Pub. No. 97-4051. Bethesda, MD: NIH, 1997.


� Weiss, K.B.; Gergen, P.J.; and Hodgson, T.A. An economic evaluation of asthma in the United States. New England Journal of Medicine 326:862-866, 1992.


� Koren, H.S. Environmental risk factors in atopic asthma. International Archives of Allergy and Immunology 113:65-68, 1997.


� Becklake, M.R., and Ernst, P. Environmental factors. Lancet 350(Suppl. 2):10-13, 1997.


� Office of Air Quality Planning and Standards, U.S. Environmental Protection Agency (EPA). National Air Quality and Emissions Report, 1997. CPA Pub. No. EPA 454/R-98-016. Research Triangle Park, NC: EPA, 1998. 


� Schwartz, D.A., and Peterson, M.W. Occupational lung disease. Advances in Internal Medicine 42:269-312, 1997.


� Busse, W.W.; Gern, J.E.; and Dick, E.C. The role of respiratory viruses in asthma. Ciba Foundation Symposium 206:208-213, 1997.


� Landis, S.H.; Murray, T.; Bolden, S.; et al. Cancer statistics, 2000. CA: A Cancer Journal for Clinicians 50(1):2398-2424, 2000.


� Ries, L.A.G.; Kosary, C.L.; Hankey, B.F.; et al. SEER Cancer Statistics Review, 1973–1996. Bethesda, MD: National Cancer Institute, 1999.


� Brown, M.L.; Hodgson, T.A.; and Rice, D.P. Economic impact of cancer in the United States. In: Schottenfeld, D., and Fraumeni, Jr., J.F.; eds. Cancer Epidemiology and Prevention. 2nd ed. New York, NY: Oxford University Press, 1996.


� Wingo, P.A.; Ries, L.A.G.; Giovino, G.A.; et al. Annual report to the nation on the status of cancer, 1973–1996, with a special section on lung cancer and tobacco smoking. Journal of the National Cancer Institute 91(8):675-690, 1999.


� Wingo, P.A.; Ries, L.A.; Rosenberg, H.M.; et al. Cancer incidence and mortality 1973–1995: A report card for the U.S. Cancer 82(6):1197-1207, 1998.


� U.S. Department of Health and Human Services (HHS). The Health Benefits of Smoking Cessation. DHHS Publication No. CDC 90-8416. Atlanta, GA: Public Health Service, Centers for Disease Control, Center for Chronic Disease Prevention and Health Promotion, Office on Smoking and Health, 1990.


� Willet, W. Diet and nutrition. In: Schottenfeld, D., and Fraumeni, Jr., J.F.; eds. Cancer Epidemiology and Prevention. 2nd ed. New York, NY: Oxford University Press, 1996, 438-461.


� Greenwald, P.; Kramer, B.; and Weed, D.L.; eds. Cancer Prevention and Control. New York, NY: Marcel Dekker, 1995, 303-327.


� HHS. Physical Activity and Health: A Report of the Surgeon General. Atlanta, GA: Centers for Disease Control and Prevention (CDC), 1996.


� McNeil, J.M. Americans with disabilities 1994–95. Current Populations Report P7061:3-6, August 1997.


� National Institute on Disability and Rehabilitation Research. Trends in Disability Prevalence and Their Causes: Proceedings of the Fourth National Disability Statistics and Policy Forum, May 16, 1997, Washington, DC. San Francisco, CA: The Disability Statistics Rehabilitation Research and Training Center, 1998.


� Institute of Medicine. Enabling America: Assessing the Role of Rehabilitation Science and Engineering. Washington, DC: National Academy Press, 1997, 2.


� U.S. Department of Health and Human Services (HHS). Healthy People 2000: National Health Promotion and Disease Prevention Objectives. Pub. No. (PHS) 91-50213. Washington, DC: HHS, Public Health Service (PHS), Office of Disease Prevention and Health Promotion (ODPHP), 1991, 39-42.


� Centers for Disease Control and Prevention (CDC). Health-related quality of life and activity limitation—Eight states, 1995. Morbidity and Mortality Weekly Report (47):134-140, 1998.


� Seekins, T.; White, G.; Ravesloot, C.; et al. Developing and evaluating community-based health promotion programs for people with disabilities. In: Secondary Conditions Among People With Disabilities: Current Research and Trends. Pacific Grove, CA: Brookes-Cole Publisher, in press.


� Lorig, K. A workplace health education program that reduces outpatient visits. Medical Care 9:1044-1054, 1995.


� Research and Training Center on Rural Rehabilitation. Cost Containment Through Disability Prevention: Preliminary Results of a Health Promotion Workshop for People With Physical Disabilities. Missoula, MT: University of Montana, the Center, 1996.


 











72
39
Natick Health & Related Services

    Final Report

Needs Assessment Project

07/03/02

_1083006219.doc


N







o







r







f







o







l







k







M







i







l







l







i







s







M







e







d







f







i







e







l







d







H







o







l







l







i







s







t







o







n







N







o







r







f







o







l







k







H







o







p







k







i







n







t







o







n







N







a







t







i







c







k







F







r







a







m







i







n







g







-







h







a







m







A







s







h







l







a







n







d







S







o







u







t







h







-







b







o







r







o







u







g







h







W







e







s







t







-







b







o







r







o







u







g







h







S







u







d







b







u







r







y







W







a







y







-







l







a







n







d







M







a







r







l







b







o







r







o







u







g







h







H







u







d







s







o







n







N







o







r







t







h







-







b







o







r







o







u







g







h







N







S







t







o







w







M







a







y







n







a







r







d







W







a







l







p







o







l







e







F







o







x







b







o







r







o







u







g







h







P







l







a







i







n







v







i







l







l







e







W







r







e







n







t







h







a







m







R







H







O







D







E







 







I







S







L







A







N







D







B







o







s







t







o







n







M







A







S







S







A







C







H







U







S







E







T







T







S
































































































































































