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Attachment 1



2. PROJECT DESCRIPTION

The Applicant

Mass General Brigham Incorporated, a Massachusetts not-for-profit corporation with its principal
office located at 800 Boylston Street, Suite 1150, Boston, Massachusetts 02199 (the “Applicant”),
is the parent organization of a charitable, integrated health care system (referred to herein as ‘“Mass
General Brigham”) that currently comprises two tertiary and seven community acute care
hospitals, hospitals specializing in inpatient and outpatient services in behavioral health,
rehabilitation medicine and ophthalmology and otolaryngology, a home health agency, a nursing
home and a physician network with approximately 7,500 employed and affiliated primary care and
specialty care physicians. Mass General Brigham also operates a non-profit managed care
organization and a for-profit insurance company that collectively provide health insurance and
administrative services products to the MassHealth Program (Medicaid), ConnectorCare and
commercial populations. Mass General Brigham maintains the largest non-university-based, non-
profit, private medical research enterprise in the United States; its hospitals are principal teaching
affiliates of the medical and dental schools of Harvard University; and it operates a graduate level
program for health sciences.

In order to fulfill its four-part mission of patient care, research, education and community service,
the Applicant has affirmed a system-wide strategy that is grounded in the excellence of Mass
General Brigham’s two academic medical centers, focused on improved patient outcomes and
experience, and supported by its historical and ongoing commitment to digital health and data
analytics, population health, ambulatory care and insurance risk management. Implementation of
this strategy relies on a series of synergistic priorities that include:

1. improving health outcomes across the full continuum of care with an emphasis on
the development by Mass General Brigham’s academic medical centers of
multidisciplinary centers of excellence for tertiary and quaternary care;

i1. enhancing the patient experience, particularly for primary care and behavioral
health care, by developing community-based health care settings that improve
access and ease of navigation for patients;

iil. reducing the total cost of health care by developing delivery models that focus on
value while simultaneously improving outcomes; and

iv. investing in research and innovations that meaningfully improve the diagnosis and
treatment of all forms of human illness.

The Proposed Project

The Applicant is filing an Application for a Determination of Need (the “Application”) with the
Massachusetts Department of Public Health (the “Department”) for the (i) construction and
development of three ambulatory care centers to be located at 1400 West Park Drive, Westborough,
MA 01581 (the “Westborough Site”); 100 Brigham Way, Westwood, MA 02090 (the “Westwood
Site”); and 2 Hill Street, Woburn, MA 01801 (the “Woburn Site”) (each such Site being sometimes
referred to herein individually as a “Project Site” and collectively as the “Project Sites™); (ii)



construction and development of a licensed clinic, as described below, at each of the Project Sites;
and (iii) acquisition and implementation of magnetic resonance imaging (“MRI”) and computed
tomography (“CT”) units at each of the Project Sites (collectively, the “Proposed Project”).

The following clinical services (collectively, the “Clinical Services”) will be available at each of
the Project Sites:

1.

ii.

iil.

surgical services appropriate to the ambulatory setting (collectively, the
“Ambulatory Surgery Services”) that are expected to include general surgery,
orthopedics, otolaryngology, ophthalmology services, and such other ambulatory
surgical services as may be needed based on ongoing assessments of evolving
patient needs in the communities served by each Project Site;

physician services (collectively, the “Physician Services”) consisting of primary
care, behavioral health, and specialty care services that are expected to include
endocrinology, neurology, cardiology, gastroenterology, dermatology, pain
management, and such other specialty care physician services as may be needed
based on ongoing assessments of evolving patient needs in the communities served
by each Project Site; and

diagnostic imaging services (collectively, the “Imaging Services”) that are expected
to include X-ray, ultrasound, ECHO, stress testing, mammography, CT and MRI
services.

The Applicant will execute the Proposed Project through the following two, newly-organized not-
for-profit affiliates that have been organized and are existing under M.G.L. c. 180:

1.

il.

Mass General Brigham Integrated Care, Inc. (“IC”) which will apply for a clinic
license to provide the Physician Services at the Westborough Site and the Woburn
Site and the Imaging Services at each of the Project Sites.!

Mass General Brigham AmSurg, Inc. (“AmSurg”) which will apply for its own,
distinct clinic license to provide the Ambulatory Surgery Services at each Project
Site as a freestanding ambulatory surgery center. 2

The Proposed Project will benefit the Applicant’s patients as well as the overall health care system
of The Commonwealth in multiple ways. First, the Applicant selected the location of each Project
Site so that the primary service area of the Project Site would correlate with the locations where a
significant percentage of its patients reside. (See Section Fl.a.i below.) In addition, each of the
Project Sites is located near major transportation routes, and each will offer ample free parking

! Certain Mass General Brigham physician practices currently provide physician services in an existing medical
office building at the Westwood Site. These practices will continue to provide such physician services after the
Applicant develops a second, adjacent building at the Westwood Site as part of the Proposed Project.

2 To be certified as a Medicare ambulatory surgery center, the center must be operated by a legal entity that is not
certified to participate in the Medicare program under any other provider category. See 42 CFR 416.2.



and other amenities. As a result, the accessibility and convenience for patients of each Project Site
should result in a highly desirable overall patient experience.

Second, the Project Sites will be designed to utilize industry-defined best practices for efficient
and effective delivery of the Clinical Services. For example, co-locating the Physician Services,
Imaging Services and Ambulatory Surgery Services at each Project Site will foster greater care
coordination, improve the overall quality of the Clinical Services and promote better health
outcomes for the Applicant’s patients. In particular, the Applicant’s investment in expanding
primary care and behavioral health care services at each of the Project Sites will improve access
to and integration of these services into the full suite of Clinical Services offered at each of the
Project Sites. Moreover, the Applicant retained IDEO, a leading experience design company, to
engage with groups of the Applicant’s patients who reside in the communities around each Project
Site in order to transform the care experience for patients and ensure the highest levels of patient
satisfaction at the Project Sites.

Third, the Applicant will collaborate with clinical leadership at Mass General Brigham’s academic
medical centers to review quality of care outcomes at the Project Sites and to design and implement
such quality and process improvement initiatives as are necessary to ensure that the Clinical
Services are of the highest quality.

Finally, since each Project Site will operate as a lower-cost, freestanding (non-hospital-based)
facility, the Proposed Project will meaningfully contribute to the Applicant’s (and The
Commonwealth’s) goals of containing the rate of growth of total medical expenditures (“TME”).

In summary, the Proposed Project, which is part of an approximately $400 million investment by
the Applicant in new ambulatory health care facilities in eastern Massachusetts and southern New
Hampshire, is one of the integral components of Mass General Brigham’s above-described system-
wide strategy. By co-locating comprehensive Physician Services, Imaging Services and
Ambulatory Surgery Services in these three convenient, community-based, lower cost and high
quality Project Sites, the Applicant will make substantial progress in achieving its strategic
priorities of improving patient access and outcomes while also lowering the total cost of health
care for its patients and other residents of The Commonwealth.

As the information in this Application will demonstrate, the Proposed Project meets the factors of
review for Determination of Need approval.



Factor 1: Applicant Patient Panel Need, Public Health Values and Operational Objectives
Fl.a.i Patient Panel:

Describe your existing Patient Panel, including incidence or prevalence of
disease or behavioral risk factors, acuity mix, noted health disparities,
geographic breakdown expressed in zip codes or other appropriate measure,
demographics including age, gender and sexual identity, race, ethnicity,
socioeconomic status and other priority populations relevant to the
Applicant’s existing Patient Panel and payer mix.

A. The Applicant’s Patient Panel

Mass General Brigham? serves a large and diverse patient panel, as demonstrated by the utilization
data for the 36-month period covering Fiscal Year 2017 (“FY17”) through Fiscal Year 2019
(“FY19”) and the preliminary data available for Fiscal Year 2020 (“FY207).* Attachment 1
illustrates the demographic diversity of Mass General Brigham’s patient panel in table form. The
number of patients utilizing Mass General Brigham’s services has increased since FY17, with
1,408,587 unique patients in FY17; 1,504,625 unique patients in FY18; and 1,528,359 unique
patients in FY19.5 Preliminary data for FY20 indicates that Mass General Brigham had 634,989
unique patients. Mass General Brigham’s patient mix consists of approximately 42.2% males and
57.8% females based on FY 19 data, with gender unknown for less than 0.01% of the patient panel.
The Massachusetts Center for Health Information and Analysis (“CHIA”) reports that Mass
General Brigham’s patient panel represents 19% of all discharges in The Commonwealth.®

3 Utilization of patient care services at the following Mass General Brigham provider organizations was used to
determine the Applicant’s patient panel: Brigham and Women’s Hospital, Brigham and Women’s Faulkner Hospital,
The General Hospital Corporation d/b/a Massachusetts General Hospital, Newton-Wellesley Hospital, North Shore
Medical Center, Cooley Dickinson Hospital, Martha’s Vineyard Hospital, McLean Hospital, Nantucket Cottage
Hospital (post-Epic data only), Massachusetts Eye and Ear Infirmary (post-Epic data for specific locations only),
Spaulding Rehabilitation Hospital (excluding data for certain programs), Brigham and Women’s Physicians
Organization, Massachusetts General Physicians Organization, Newton-Wellesley Medical Group, North Shore
Physicians Group, Cooley Dickinson PHO (post-Epic data only) and Mass General Brigham Community Physicians
(excluding pre-Epic non-risk patients).

* The Applicant’s fiscal year is from October 1 — September 30. Annual comparisons are calculated using data for
FY17-FY19. The FY20 data was pulled as of January 7, 2020, and is, therefore, subject to change for purposes of
annual comparisons.

® The methodology for aggregating Mass General Brigham’s patient panel data has evolved into an automated
process utilizing internal data resources. Initially, in 2017, when Mass General Brigham began developing its patient
panel information for Determination of Need applications, such as the Change of Ownership for Massachusetts Eye
and Ear Infirmary and the Substantial Capital Expansion for Brigham and Women’s Hospital, staff manually
aggregated the necessary data. However, since these submissions, Mass General Brigham staff have developed a
new automated process that allows for the collection and amalgamation of system-wide data. This refined
methodology allows staff to continuously monitor and improve the way that data are aggregated. Accordingly,
between June 2018 and December 2019, staff further refined the data collection processes leading to an increase of
no more than 1% in overall patient counts for the system. Staff will continue to refresh and refine the process for
aggregating data across the system, leading to more exact patient panel data.

& Massachusetts Center for Health Information Analysis, Fiscal Year 2017: Partners HealthCare System,
https://www.chiamass.gov/assets/Uploads/mass-hospital-financials/2017-annual-report/system-profiles/Partners-
HealthCare.pdf (last visited Jan. 5, 2021).



Age demographics for the past three Fiscal Years show that the majority of Mass General
Brigham’s patient panel is between the ages of 18-64 (61.0-62.1%). Patients that are 65 and older
also make up a significant portion of the total patient panel (26.2-28.5%). Only 10.5-11.7% of
Mass General Brigham patients are between 0-17 years of age.

Mass General Brigham’s patient panel reflects a mix of races. Data based on patient self-reporting
demonstrates that in FY'19, 73.4% of the total patient panel identified as White; 5.6% identified as
African American or Black; 4.4% identified as Asian; 1.3% identified as Hispanic/Latino; 0.1%
identified as American Indian or Alaska Native; and 0.1% identified as Native Hawaiian or Other
Pacific Islander. Since patients were grouped into these categories based on how they self-
identified,” there is a portion of the patient panel (15.2% in FY19) that either chose not to report
their race or identified as a race that did not align with the above categories.

Mass General Brigham provides care to patients from a broad range of geographies, including all
50 states. While Mass General Brigham’s patients reside mainly in eastern Massachusetts, there is
a sizeable portion of its patient panel that resides outside of Massachusetts (11.0%, or 167,835
patients, in FY'19). By applying the Department’s Health Service Area (“HSA”) categories to
FY'19 data, 44.6% of Mass General Brigham’s patients reside in HSA 4 (682,126 patients); 16.0%
reside in HSA 6 (244,000 patients); 11.4% reside in HSA 5 (174,459 patients); 6.7% reside in HSA
3 (101,785 patients); 6.6% reside in HSA 1 (100,146 patients); and 3.4% reside in HSA 2 (52,353
patients). The remaining 0.4% of Mass General Brigham’s patients (5,655 patients) either reside
in MA but outside of HSAs 1-6 or their origin is unknown.

The COVID-19 pandemic challenged health care systems to address hospital capacity to care for
critically ill COVID-19 patients while continuing to provide outpatient services at both hospital
and community-based settings and to utilize enhanced precautions to address patient and provider
safety. Consistent with the Department’s Memorandum dated March 15, 2020, the Applicant’s
hospitals and ambulatory surgical centers postponed or canceled any nonessential, elective
invasive procedures, and its providers deferred many outpatient encounters, including routine
physicals and diagnostic tests, such as MRI and CT, when clinically appropriate to do so. These
measures resulted in a significant, but temporary, decline in utilization of clinical services at all
Mass General Brigham provider organizations that is inconsistent with the utilization patterns
described above. While the Applicant cannot predict the time frame during which the utilization
of its clinical services will return to pre-COVID-19 levels, the Applicant is confident that
utilization will normalize as The Commonwealth emerges from this extraordinary period.®
Moreover, COVID-19 has not lessened the need for clinical services - patients still require health
care for acute, urgent and chronic issues. Indeed, the COVID-19 pandemic has underscored the
importance of a coordinated care model that decentralizes outpatient care out of large hospital-

7 With the exception of the category “Hispanic/Latino,” the race categories shown above are based on the 1997
Office of Management and Budget standards on race and ethnicity. Patients were grouped into these categories
based on their responses as follows — White: “White”; African American or Black: “African American”, “Black”,
“Black or African American”; American Indian or Alaska Native: “American Indian”, “American Indian or Alaska
Native”; Asian: “Asian”; Native Hawaiian or Other Pacific Islander: “Native Hawaiian or Other Pacific Islander”,
“Native Hawaiian/Other Pacific Islander”, “Pacific Islander”; Hispanic/Latino: “Hispanic”, “Hispanic or Latino”,”
Latino”; Other/Unknown: All other responses.

8 The government’s response to the pandemic continues to impact the Applicant’s facilities. See, e.g., Order of the
Commissioner of Public Health Regarding Scheduling and Performance of Elective Invasive Procedures, issued
December 7, 2020. https://www.mass.gov/info-details/covid-19-state-of-emergency#health-care-delivery.



based settings and instead utilizes multiple access points in community settings, such as the Project
Sites. Therefore, the Applicant believes that it is appropriate to use the historic utilization data
(FY17 through FY19 and preliminary FY20) shown above to define its patient panel and to
demonstrate the need for the Proposed Project, disregarding the anomalous utilization decline
attributable to the measures taken in response to the COVID-19 pandemic.

B. The Patient Panel for the Project; Demographics and Payer Mix

As newly-formed organizations, neither IC nor AmSurg have their own existing patient panels.
Therefore, the Applicant has determined that the most appropriate patient panel for the Proposed
Project (the “Patient Panel”) will be all of those individuals in the Applicant’s patient panel (as
described in paragraph A. above) who reside in the respective primary service areas of the Project
Sites. For purposes of defining the Patient Panel, the primary service area of a Project Site is
defined as those zip codes that are approximately within a 20-minute drive time of such Project
Site.®

The Patient Panel has steadily increased since FY17, with 215,548 unique patients in FY17,
219,423 unique patients in FY18 and 227,371 unique patients in FY19. Preliminary data indicates
that for the first three months of FY20 there were 96,861 unique patients in the Patient Panel.* In
FY17, 49% of the Patient Panel had a Mass General Brigham primary care provider; this
percentage increased to 52% in FY19. Approximately 41% of the Patient Panel identified as male
and 59% identified as female. Current age demographics show that the majority (63%) of the
Patient Panel is between 18-64 years of age. Patients 65 and older also make up a significant
portion (26%) of the Patient Panel. Only 11% are between 0-17 years of age. Preliminary data for
FY20 indicates an increase to 30% in the over 65 age cohort.

Data based on self-reporting demonstrates that in FY19, 77% of the Patient Panel identified as
White; 5% identified as African American or Black; 6% identified as Asian; 1% identified as
Hispanic/Latino; and 0.1% identified as Native Hawaiian or Other Pacific Islander. As noted
above, since patients were grouped into these categories based on how they self-identified, there
is a portion of the Patient Panel (11% in FY19) that chose either not to report their race or identified
as a race that did not align with the aforementioned categories.

Information pertaining to the portion of the Patient Panel associated with each Project Site is set
forth below. The demographic information for the Patient Panel, sorted by each Project Site, is set
forth on Attachment 3, and the payer mix for the Patient Panel, sorted by each Project Site, is set
forth on Attachment 4.

Westborough Site

The demographics of the portion of the Patient Panel associated with the Westborough Site is
consistent with those of the Patient Panel as a whole. This portion of the Patient Panel has steadily
increased since FY17, with 41,254 unique patients in FY17, 42,251 unique patients in FY18 and
42,666 unique patients in FY 19 and, based on preliminary data, 16,208 unique patients for the first

9 Attachment 2 sets forth the zip codes comprising the primary service area of each Project Site.
10 Supra note 4.
11 Supra note 4.



three months of FY20.2? In FY17, 51% of the patients in the Patient Panel for the Westborough
Site had a Mass General Brigham primary care provider and 48% of these patients were in a risk
contract; these percentages grew to 53% and 55%, respectively, in FY19.3

Woburn Site

The demographics of the portion of the Patient Panel associated with the Woburn Site is consistent
with those of the Patient Panel as a whole. This portion of the Patient Panel has steadily increased
since FY17, with 97,072 unique patients in FY17, 98,587 unique patients in FY18 and 103,846
unique patients in FY19 and, based on preliminary data, 44,465 unique patients for the first three
months of FY20.* In FY17, 45% of the patients in the Patient Panel for the Woburn Site had a
Mass General Brigham primary care provider and 53% of these patients were in a risk contract;
these percentages grew to 48% and 57%, respectively, in FY19.

Westwood Site

The demographics of the portion of the Patient Panel associated with the Westwood Site is
consistent with those of the Patient Panel as a whole. This portion of the Patient Panel has steadily
increased since FY17, with 77,222 unique patients in FY17, 78,585 unique patients in FY18 and
80,859 unique patients in FY19 and, based on preliminary data, 36,188 unique patients for the first
three months of FY20.%5 In FY17, 53% of the patients in the Patient Panel for the Westwood Site
had a Mass General Brigham primary care provider and 56% of these patients were in a risk
contract; these percentages grew to 55% and 60%, respectively, in FY19.

12 Supra note 4.

13 The number of patients in risk contracts is slightly understated throughout this Application. This is because the
Patient Panel includes employees of the Applicant’s self-insured AllWays Health Partners product. However, due to
confidentiality requirements, the Applicant is not able to determine which patients within the Patient Panel are both
insured through AllWays Health Partners and are employees of the Applicant’s health system. Therefore, these
patients are included in the non-risk contract numbers.

14 Supra note 4.

15 Supra note 4.



Fl.a.ii Need by Patient Panel:

Provide supporting data to demonstrate the need for the Proposed Project.
Such data should demonstrate the disease burden, behavioral risk factors,
acuity mix, health disparities, or other objective Patient Panel measures as
noted in your response to Question Fl.a.i that demonstrates the need that the
Proposed Project is attempting to address. If an inequity or disparity is not
identified as relating to the Proposed Project, provide information justifying
the need. In your description of Need, consider the principles underlying
Public Health Value (see instructions) and ensure that Need is addressed in
that context as well.

A. Methodology for Determining Need for Clinical Services

The Proposed Project is designed to meet the current and projected future needs of the Patient
Panel for the Clinical Services. As indicated below, historical volume trends indicate high
utilization rates for each of the Clinical Services by the Patient Panel. In addition, industry
projections forecast that the need for the Clinical Services will increase in the future, particularly
as the 65+ patient population increases and requires diagnosis and treatment of age-related
conditions. Through the Proposed Project, the Applicant seeks to meet the needs of the Patient
Panel for Clinical Services in lower cost and more conveniently located community settings. The
Applicant also believes that expanding access to the Clinical Services and co-locating the Clinical
Services at each Project Site will encourage the Patient Panel to obtain a substantial amount of
their healthcare services at the Project Sites.

For the purposes of this Application, however, the Applicant has elected to use a conservative
projection of the volume of Clinical Services that will be provided to the Patient Panel at the
Project Sites. First, the Applicant has assumed that by the end of a 3-year ramp-up period only
seventy percent (70%) of the Patient Panel will choose to access Clinical Services at the Project
Sites (the “Projected Utilization Rate”). The Projected Utilization Rate was derived by assuming
that (i) one hundred percent (100%) of the members of the Patient Panel who have a Mass General
Brigham primary care provider and (ii) fifty percent (50%) of the other members of the Patient
Panel who have received specialty care or ambulatory surgery services from a Mass General
Brigham provider will transfer their care to the Project Sites. Second, the Applicant has elected to
determine the projected need for Clinical Services at the Project Sites based on the Patient Panel’s
FY19 utilization of such Clinical Services despite the fact that the Applicant projects that future
utilization of Clinical Services at the Project Sites will increase over the FY19 utilization levels
due to such factors as the increasing need for Clinical Services of an aging population (see
paragraph E. below) and the attractiveness of having expanded access to Clinical Services co-
located in convenient, community settings (see paragraph F. below).



B. Patient Panel Demand for Ambulatory Surgery Services

There are no independent community hospitals within the primary service area of any of the Project
Sites.

Ambulatory surgery has increased substantially in the United States over the last several decades
as improvements in the administration of anesthesia and analgesics and the development and
expansion of minimally invasive or non-invasive procedures have allowed ambulatory surgery to
become more feasible.r” Advances in medical devices and pharmaceuticals have also contributed
to reduced recovery times, further facilitating migration of surgical procedures from inpatient to
outpatient care and making it possible for patients who previously spent days in the hospital
recovering from a surgical procedure to instead be discharged the same day as their surgery.®* CMS
and commercial health plans have recognized the benefits of ambulatory surgery and have
expanded the scope of procedures for which they will reimburse for surgical procedures performed
at an ambulatory surgery center.*® The provision of less-invasive surgical services in an outpatient
facility has also allowed for improved quality outcomes and a better surgical experience for
patients, making ambulatory surgery an attractive alternative for certain patients in need of surgical
services.

Given these benefits of ambulatory surgery, the Applicant believes that through the development
of the Project Sites it will be able to offer the Patient Panel a more convenient and lower cost
alternative for lower acuity and less invasive surgical procedures.

In order to ascertain the projected volume of Ambulatory Surgery Services and corresponding need
for operating room (“OR”) capacity at each Project Site, the Applicant determined that in FY19
the Patient Panel underwent 20,615 surgical procedures at one of the Applicant’s existing facilities
that could have been performed at a Project Site. Breaking this FY19 total down by Project Site,
there were 4,369 of such surgical procedures for the Westborough Patient Panel members, 7,264
for the Westwood Patient Panel members, and 8,982 for the Woburn Patient Panel members. By
applying the 70% Projected Utilization Rate to these FY 19 totals, the Applicant projects that after
a 3-year ramp-up period the Project Sites will have the following annual volumes of Ambulatory
Surgery Services procedures associated with their respective Patient Panels: 3,201 procedures for
the Westborough Site; 5,387 for the Westwood Site; and 5,937 for the Woburn Site. Assuming
that each OR at a Project Site has a capacity of 1,000 procedures per year, the Applicant projects

16 Health Policy Commission, Bulletin on Independent Community Hospitals for Determination of Need Applicants,
HPC-2020-01, Issued: 02/20/2020, available at: https://www.mass.gov/doc/bulletin-hpc-2020-01-independent-
community-hospitals/download

7 Outpatient Surgeries Show Dramatic Increase, 10 HEALTH CAPITAL TopIcs 1 (2010), available at
https://www.healthcapital.com/hcc/newsletter/05_10/Outpatient.pdf; Margaret J. Hall et al., Ambulatory Surgery
Data From Hospitals and Ambulatory Surgery Centers: United States, 2010, 102 NAT’L HEALTH STATISTICS
REPORTS 1 (2017), available at https://www.cdc.gov/nchs/data/nhsr/nhsr102.pdf; John Bian & Michael A. Morrisey,
Free-Standing Ambulatory Surgery Centers and Hospital Surgery Volume, 44 INQUIRY 200 (2007), available at
http://journals.sagepub.com/doi/pdf/10.5034/inquiryjrnl_44.2.200.

18 Munnich EL, Parente ST. Procedures take less time at ambulatory surgery centers, keeping costs down and ability
to meet demand up. Health Aff (Millwood). 2014;33:764—769. doi:10.1377/hlthaff.2013.1281; Hall et al., supra note
17.

19 Munnich & Parente, supra note 18.



that each Project Site will need a minimum of four (4) ORs to accommaodate this projected volume
of Ambulatory Surgery Services.?

C. Patient Panel Demand for the Physician Services at the Woburn and Westborough Sites®

Currently the members of the Patient Panel associated with the Woburn and Westborough Sites
obtain primary and specialty care and behavioral health physician services at facilities of the
Applicant outside of their respective communities. Under the Proposed Project, the Applicant
(through IC) will provide primary care and behavioral health Physician Services at both the
Westborough and Woburn Sites, and will also provide such specialty care Physician Services as
are needed at each of those Project Sites based on ongoing assessments of evolving patient needs
in the communities served by the Westborough and Woburn Sites. By providing the Physician
Services at the Westborough and Woburn Sites, the Applicant will increase access to primary and
specialty care and behavioral health Physician Services in convenient, community-based settings
not only for the applicable members of the Patient Panel but also for other individuals who live in
the primary service areas of the Westborough and Woburn Sites.

In order to ascertain the need for Physician Services at the Westborough and Woburn Sites, the
Applicant first determined that in FY19 there were 55,385 visits for Physician Services by
Westborough Patient Panel members and 174,063 such visits by Woburn Patient Panel members.
By applying the 70% Projected Utilization Rate to these FY19 totals, the Applicant projects that
after a 3-year ramp-up period the Patient Panel will utilize the Westborough Site for 42,267
Physician Services visits annually and the Woburn Site for 138,594 Physician Services visits
annually.

D. Patient Panel Demand for MRI and CT Imaging Services?

The use of diagnostic imaging in the United States, including MRI and CT imaging, has increased
significantly over the last two decades.® Several factors have contributed to this increase including

20 The 1,000 procedures per OR per year amount is based on the assumptions that (i) the ambulatory surgery centers
at the Project Sites will operate 9 hours per day, 5 days per week for 48 weeks annually; (ii) each surgical procedure
will take an average of 95 minutes to complete (including both surgical case time and OR turnover time); and (iii)
the ambulatory surgery centers will operate at 70% efficiency (i.e., an average 70% of the available procedure times
will be utilized).

21 See note 1 supra regarding physician services at the Westwood Site.

22 While the Project Sites will provide an array of Imaging Services, including x-ray, ultrasound, ECHO,
mammography, CT and MRI, this section of the Application will focus solely on the projected need for CT and MRI
services at the Project Sites.

23 Rebecca Smith-Bindman et al., Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System,
27 HEALTH AFFAIRS 1491 (2008), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2765780/pdf/nihms-137739.pdf (last visited Jan. 5, 2021); Rebecca
Smith-Bindman et al., Use of Diagnostic Imaging Studies and Associated Radiation Exposure For Patients Enrolled
in Large Integrated Healthcare Systems, 1996-2010, 307 JAMA2400 (2012), available at
https://jamanetwork.com/journals/jama/fullarticle/1182858 (last visited Jan. 5, 2021); Robert J. McDonald et al., The
Effects of Changes in Utilization and Technological Advancements of Cross-Sectional Imaging on Radiologist
Workload, 22 ACADEMIC RADIOLOGY 1191 (2015); Michael Walter, Feeling overworked? Rise in CT, MRI
images adds to radiologist workload, RADIOLOGY BUSINESS (Jul. 31, 2015),
https://www.radiologybusiness.com/topics/quality/feeling-overworked-rise-ct-mri-images-adds-radiologist-
workload (last visited Jul. 17, 2019); Increases in Imaging Procedures, Chronic Diseases Spur Growth of Medical
Imaging Informatics Market, IMAGING TECHNOLOGY NEWS (Oct. 28, 2016),
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advancements in technology, expansion of clinical applications and patient-and physician-
generated demand.?* The development and improvement in these advanced diagnostic imaging
technologies is widely credited with leading to improved patient outcomes — through earlier and
more accurate diagnoses of disease using noninvasive techniques — as well as improved patient
care processes.®

The Applicant has been no exception to this upward trend. Over the FY17 through FY19 period
the number of CT and MRI scans received by members of the Patient Panel at one of the
Applicant’s facilities has grown from 26,453 CT and 17,731 MRI scans in FY'17 to 27,926 CT and
19,777 MRI scans in FY'18 and to 31,535 CT and 20,298 MRI scans in FY'19.

Breaking the FY19 totals down by Project Site yields the following:

Project Site FY19 CT Scans FY19 MRI Scans
Westhorough 5,174 4,006
Westwood 13,270 8,298
Woburn 13,091 7,994

This increased demand for CT and MRI services has impacted the Applicant’s existing MRI and
CT units across all of its locations, resulting in capacity constraints and extended wait times. For
example, at one of the Applicant’s downtown locations, the average wait time for an MRI scan is
39 days and for a CT scan is 23 days, and patients seeking outpatient MRI and CT services at one
of the Applicant’s community hospitals must wait, on average, 20 days for an MRI scan and 15
days for a CT scan.?

It is the Applicant’s goal to provide real-time and/or same-day CT and MRI services appointment
availability at the Project Sites so that the members of the Patient Panel will not have to make an
additional trip to a Project Site or elsewhere for CT and MRI services. Studies show that shorter
wait times for outpatient CT and MRI services are associated with greater patient satisfaction.?” By
adding CT and MRI units at the Project Sites, the Applicant will also be better able to accommodate
demands for urgent CT and MRI scans at its other facilities. Additionally, the projected utilization
supports multiple CT and MRI units at the Westwood Site and the Woburn Site, which will also

https://www.itnonline.com/content/increases-imaging-procedures-chronic-diseases-spur-growth-medical-imaging-
informatics-market (last visited Jan. 5, 2021).

24 Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System, supra note 23. Use of
Diagnostic Imaging Studies and Associated Radiation Exposure For Patients Enrolled in Large Integrated
Healthcare Systems, 1996-2010, supra note 23; McDonald et al., supra note 23; Walter et al., supra note 23;
Increases in Imaging Procedures, Chronic Diseases Spur Growth of Medical Imaging Informatics Market, supra note
23.

% Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System, supra note 23. Use of
Diagnostic Imaging Studies and Associated Radiation Exposure For Patients Enrolled in Large Integrated
Healthcare Systems, 1996-2010, supra note 23; McDonald et al., supra note 23; Walter et al., supra note 23;
Increases in Imaging Procedures, Chronic Diseases Spur Growth of Medical Imaging Informatics Market, supra note
23.

26 \Wait times were calculated by determining the average number of days between an order for a MRI or CT scan
and the scan itself. In calculating the wait times, the Applicant looked at all of its currently available MRI and CT
units.

2" Holbrook A, Glenn, Jr. H, Mahmood R, et. al. Shorter Perceived Outpatient MRI Waiting Times Associated with
Higher Patient Satisfaction, J Am Coll Radiol 2016;13:505-509.
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facilitate immediate access for urgent cases and create capacity to address MRI and CT unit
equipment malfunction issues, eliminate cancelling and rescheduling patients and reduce delays
associated with urgent scans.

In order to ascertain the projected need for additional CT and MRI units at the Project Sites, the
Applicant applied the 70% Projected Utilization Rate to the FY19 totals of CT scans and MRI
scans received by the members of the Patient Panel associated with each of the Project Sites shown
above, and the result is the following projected annual number of CT and MRI scans at each Project
Site after a 3-year ramp-up period:

Project Site Projected CT Scans Projected MRI Scans
Westborough 3,963 3,054
Westwood 10,598 6,963
Woburn 9,701 5,944

Assuming that the units to be located at the Project Sites have an annual capacity of approximately
4,900 CT scans and 3,275 MRI scans,? the Applicant projects a need for one 1.5T MRI unit, one
3T MRI unit and two 128-slice CT units at each of the Westwood Site and the Woburn Site and
one 1.5T MRI unit and one 128-slice CT unit at the Westborough Site.?® The cumulative total of
MRI and CT units for the Proposed Project is three 1.5T MRI units, two 3T MRI units, and five
128-slice CT units.

E. Need for the Clinical Services for an Aging Patient Population

The Proposed Project also will allow the Applicant to address the needs of an aging Patient Panel
for improved access to the Clinical Services. As noted above, 30% of the Patient Panel is 65 years
old or older. According to the University of Massachusetts Donahue Institute’s (“UMDI”) Long-
Term Population Projections for Massachusetts Regions and Municipalities, the statewide
population is projected to grow a total of 11.8% from 2010 through 2035.%° An analysis of UMDI’s
projections shows that the growth of the Commonwealth’s population is segmented by age sector
and that within the next 20 years the bulk of the state’s population growth will cluster around
residents that are age 50 and older.3* Moreover, between 2015 and 2035, the Commonwealth’s

28 The annual CT and MRI unit capacities are based on the assumptions that (i) the units at the Project Sites will
operate 10 hours per day, 6 days per week for 48 weeks annually; (ii) each CT scan and MRI scan will take an
average of 30 minutes and 45 minutes, respectively, to complete; and (iii) the CT and MRI units will operate at 85%
efficiency (i.e., an average of 85% of the available scanning times will be utilized).

29 The Westhorough Site will be constructed, with necessary shielding, to accommodate an additional 1.5T MRI unit
and 128-slice CT unit to accommodate future CT and MRI demand at the Westborough Site. The Applicant will
obtain all required Department approvals prior to implementing additional CT or MRI units at the Westborough Site.
30 University of Massachusetts Donahue Institute, Long-term Population Projections for Massachusetts Regions and
Municipalities 11 (Mar. 2015), available at http://pep.donahue-
institute.org/downloads/2015/new/UMDI_LongTermPopulationProjectionsReport_2015%2004%20_29.pdf. The
Massachusetts Secretary of the Commonwealth contracted with the University of Massachusetts Donahue Institute
(UMDI) to produce population projections by age and sex for all 351 municipalities. Id. at 7. Within the past five
years, Massachusetts has been experiencing an increase in the population growth rate per year due to high
immigration and low domestic outflow, which is expected to slow down in 2030. Id. at 12.

31 Massachusetts Population Projections — EXCEL Age/Sex Details, UNIVERSITY OF MASSACHUSETTS DONAHUE
INSTITUTE (2015), http://pep.donahue-institute.org/downloads/2015/Age_Sex_Details_UMDI_V2015.xls. This data
has been extracted for counties where current Mass General Brigham’s hospitals and affiliates are located. Id.
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65+ population is expected to increase at a higher rate compared to all other age cohorts.®? By
2035, the 65+ age cohort will represent approximately a quarter of the Massachusetts population.=
The general trend of growth appears consistent across the counties where the Applicant’s affiliates
(including IC and AmSurg) are or will be located. The demand for the Clinical Services by this
aging population is expected to increase as well.

Over the last 20 years, the number of older people undergoing surgical procedures has increased
faster than the rate of population aging.** Approximately, 53% of all surgical procedures are
performed on the 65+ age cohort. This is likely to be related to changes in anesthetic and surgical
techniques, patient expectations and increasing evidence of improved morbidity and mortality
following surgery even in the oldest cohorts.> Consequently, recent projections estimate that
approximately half of the population over the age of 65 will require surgery at least once in their
lifetime.® As noted above, all of the Ambulatory Surgery Services procedures received by the
Patient Panel over the last three fiscal years were performed at one of the Applicant’s facilities,
and a significant portion of the Patient Panel is the 65+ age cohort. Through the creation of the
Project Sites, these Ambulatory Surgery Services can be shifted to the outpatient community
ambulatory surgery setting. The projected increase in the 65+ population in tandem with the
volume of older adults seeking lower-acuity surgical services necessitates the need for additional
options for the Applicant’s patients to obtain outpatient surgical care. Accordingly, through the
Proposed Project the Applicant seeks to expand access to lower-acuity and less-invasive surgical
capacity in the community for this aging population through the addition of four ORs at each of
the Project Sites.

Literature on patterns of CT and MRI use indicate that imaging rates tend to be higher among older
adults.®” According to a study published in 2013, average MRI and CT utilization rates were
approximately 24, 72, 159, and 240 per 1,000 persons for ages <18, 18-44, 45-54 and 65+ years,
respectively.®® The high MRI and CT utilization rates among older adults are likely related to the
modalities’ capabilities in the diagnosis and treatment of age-related conditions. Specifically, MRI
and CT have proven effectiveness in the fields of oncology, cardiology, neurology and
orthopedics, among others.*® The capability of MRI and CT in these fields is particularly important

32 UNIVERSITY OF MASSACHUSETTS DONAHUE INSTITUTE, supra note 31, at 14. The report uses the cohorts as
defined by the U.S. Census Bureau 2010 Census Summary, which are 0-19, 20-39, 40-64, and 65+. Id. Figure 2.5
in the report demonstrates that where the 65+ cohort increases from 2015 to 2035, all other cohorts are predicted to
decrease. Id.

4.

3 Judith S. L. Partridge et al., Frailty in the older surgical patient: a review, 41 AGE AND AGEING 142 (2012),
available at https://academic.oup.com/ageing/article/41/2/142/47699.

% d.

% Relin Yang et al., Unique Aspects of the Elderly Surgical Population: An Anesthesiologist s Perspective, 2
GERIATRIC ORTHOPAEDIC SURGERY & REHABILITATION 56 (2011), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3597305/.

37 Rising Use Of Diagnostic Medical Imaging In A Large Integrated Health System, supra note 23; Kathleen Lang et
al., National trends in advanced outpatient diagnostic imaging utilization: an analysis of the medical expenditure
panel survey, 2000-2009, 13 BMC MED. IMAGING 40 (2013), available at
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC4222739/.

3% Lang et al., supra note 37.

39 Lawrence N. Tanenbaum, 3T MRI in clinical practice, 34 APPLIED RADIOLOGY 8 (2005), available at
https://appliedradiology.com/articles/3t-mri-in-clinical-practice; Magnetic Resonance Imaging (MRI),
RADIOLOGYINFO.ORG, available at https://www.radiologyinfo.org/en/submenu.cfm?pg=mri (last visited Jan. 5,
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for older adults as research studies and their findings demonstrate that the prevalence of cancer
increases with age, and that age is also a leading risk factor for cardiovascular disease and certain
neurological and musculoskeletal disorders.*

F. The Value of Co-Locating Clinical Services in a Community Setting

Though the Applicant currently has a number of outpatient surgery centers, MRI and CT units and
physician offices located in the greater Boston area, these other Applicant locations are not located
in the primary service area of the Project Sites. The Proposed Project will provide members of the
Patient Panel with the convenience of receiving all of the Clinical Services in an integrated care
setting closer to home, thereby increasing patients’ access to the Clinical Services. Siting the
Clinical Services at each Project Site rather than expanding capacity at one of the Applicant’s
existing facilities will provide the Patient Panel with increased access to an alternative, lower-cost,
comprehensive, community-based care within the Patient Panel’s communities. The Proposed
Project will also break down barriers to obtaining necessary care (e.g., lack of providers of Clinical
Services in the community, driving to Boston, expensive parking, etc.), and offer the opportunity
for a greater number of Mass General Brigham patients to receive care close to home, including
primary and behavioral health care. The benefits of co-locating the Clinical Services at the Project
Sites are further discussed in Sections F1.b.i and Fl.b.ii below. Moreover, the co-location of
Clinical Services at each Project Site will afford patients the opportunity to receive a continuum
of integrated surgical, imaging, primary and specialty care and behavioral health services in one
convenient community-based location.

2021) [hereinafter MRI]; Carlo Liguori et al., Emerging clinical applications of computed tomography, 8 MED.
DEVICES 265 (2015), available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4467659/; Computed
Tomography, RADIOLOGYINFO.ORG, https://www.radiologyinfo.org/en/submenu.cfm?pg=ctscan (last visited Jan. 5,
2021); Applications and Clinical Benefits of CT Imaging, IMAGINIS, available at http://www.imaginis.com/ct-
scan/applications-and-clinical-benefits-of-ct-imaging (last visited Jan. 5, 2021).

40 WORLD HEALTH ORGANIZATION, WORLD REPORT ON AGEING AND HEALTH (2015), available at
http://apps.who.int/iris/bitstream/10665/186463/1/9789240694811 eng.pdf; Nathan A. Berger et al., Cancer in the
Elderly, 117 TRANSACTIONS OF THE AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION 147 (2006),
available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1500929/pdf/taccal17000147.pdf; Coronary Heart
Disease: Risk Factors, NATIONAL HEART, LUNG & BLOOD INSTITUTE, https://www.nhlbi.nih.gov/health/health-
topics/topics/cad/atrisk (last visited Jan. 5, 2021); Atherosclerosis: Risk Factors, NATIONAL HEART, LUNG & BLOOD
INSTITUTE, https://www.nhlbi.nih.gov/health-topics/atherosclerosis (last visited Jan. 5, 2021); MARTA KOWALSKA
ET AL., Chapter 5: Aging and Neurological Diseases, in SENESCENCE: PHYSIOLOGY OR PATHOLOGY (Jolanta
Dorszewska & Wojciech Kozubski eds., 2017), available at https://www.intechopen.com/books/senescence-
physiology-or-pathology/aging-and-neurological-diseases; Ramon Gheno et al., Musculoskeletal Disorders in the
Elderly, 2 J. CLINICAL IMAGING Scl. 1 (2012), available at
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC3424705/.
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F1.a.iii Competition:

Provide evidence that the Proposed Project will compete on the basis of price,
total medical expenses, provider costs, and other recognized measures of
health care spending. When responding to this question, please consider
Factor 4, Financial Feasibility and Reasonableness of Costs.

The Proposed Project will not have an adverse impact on competition in the Massachusetts health
care market based on price, TME, provider costs or other recognized measures of health care
spending as evidenced by the information below.

By co-locating the Clinical Services at each Project Site, the Applicant can take advantage of
certain efficiencies of co-located services. For its ambulatory care strategy, the Applicant has
determined that it is more cost effective to co-locate the Clinical Services at the Project Sites, and
not expand capacity elsewhere within the Applicant’s system. Consequently, the Proposed Project
competes on the basis of provider cost.

Due to Medicare requirements with respect to reimbursement of outpatient services, the Applicant
will not receive outpatient hospital rates for the provision of any of the Clinical Services at the
Project Sites. Consequently, by shifting patients to an equally high-quality, but more cost-efficient
setting for the Ambulatory Surgery Services, the Proposed Project will have a positive effect on
the overall Massachusetts healthcare market by lowering the cost of Clinical Services for the
Patient Panel.

By providing Ambulatory Surgery Services at each Project Site, the Applicant’s hospitals will be
able to maximize efficiency and quality outcomes for patients. For example, on average, the
Medicare program and its beneficiaries share in more than $2.3 billion in savings each year when
patients receive certain preventive and surgical procedures at freestanding ambulatory surgery
centers instead of other outpatient surgical facilities.** Since ambulatory surgery centers focus on
performing specific services and do so more efficiently, Medicare reimburses ambulatory surgery
centers as a percentage of the amount paid to hospital outpatient departments (“HOPDs”).#?

In 2003, Medicare procedures performed in ambulatory care centers cost 83% of the amount paid
to HOPDs for the same services. As of August 2016, procedures performed in an ambulatory care
center cost Medicare just 53% of the amount paid to HOPDs.# The Applicant estimates that it
will be 25% less costly to receive the Ambulatory Surgery Services at a Project Site, as compared
to one of the Applicant’s community hospitals.*

“1 THE ASC COST DIFFERENTIAL, AMBULATORY SURGERY CENTER ASS’N,
HTTP://WWW.ASCASSOCIATION.ORG/ADVANCINGSURGICALCARE/REDUCINGHEALTHCARECOSTS
/[PAYMENTDISPARITIESBETWEENASCSANDHOPDS (LAST UPDATED AUG. 2016) (stating that for the
year 2016, Medicare pays hospitals $1,745 for performing an outpatient cataract surgery while paying ASCs only
$976 for performing the same surgery. Beneficiary savings are also significant with a typical cataract surgery
costing a beneficiary $349 in the HOPD setting and $195 in an ASC). Id.

42d.

43d.

4 The savings are calculated based on the average rates from the Applicant’s top three payers.
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A 2014 Health Affairs article also discusses the key reimbursement differences between inpatient,
HOPD and ambulatory surgery center settings.* Using data on procedure length, researchers
found that ambulatory surgery centers provide a lower-cost alternative to hospitals as venues for
outpatient surgeries due to operating efficiencies that lead to reductions in cost.“ On average,
procedures performed in ambulatory surgery centers take 31.8 fewer minutes than those performed
in hospitals—a 25% difference relative to the mean procedure time.*” Consequently, in a
comparison of an ambulatory surgery center and a HOPD that have the same number of staff and
of operating and recovery rooms, the ambulatory surgery center can perform more procedures per
day than the hospital.®® Researchers estimated the cost savings for an outpatient procedure
performed in an ambulatory surgery center using the noted time differences in procedures and
estimates of the cost of operating room time.* Estimated charges for this time are $29-$80 per
minute, not including fees for the surgeon and anesthesia provider.®® This calculation suggests that
even excluding physician payments and time savings outside of the operating room, ambulatory
surgery centers could generate savings of $363-$1,000 per outpatient case.>* These results support
the claim that ambulatory surgery centers provide outpatient surgery at lower costs than hospitals.2

TME is based on price and utilization; by moving existing patients to a more cost-effective setting,
the Proposed Project seeks to lower the cost for Ambulatory Surgery Services, while enabling the
Applicant to more effectively manage utilization and resources across its system. Thus, the
Proposed Project will have a positive impact on TME as these patients will no longer need to be
seen in higher cost settings, such as academic medical centers. For Ambulatory Surgery Services,
the Applicant estimates that $7,900,000 will be saved for every 1,000 patients treated at a Project
Site versus one of the Applicant’s other facilities. Based on the aforementioned data and examples,
shifting patients to a lower-cost setting for appropriate lower-acuity and less-invasive surgeries
will have a positive impact on the Massachusetts healthcare market through the creation of
operating efficiencies that lead to cost reductions in overall care and, ultimately, TME. These
efficiencies and savings are created without sacrificing quality or patient experience.

As discussed in Section F1.a.ii, the Applicant’s facilities have seen an increase in demand for CT
and MRI services each year over past three years. Notwithstanding the Applicant’s efforts to meet
increased demand, including operating with extended hours and adding additional MRI and CT
units throughout its system, the Applicant’s existing CT and MRI units are at or near capacity.
The Applicant expects the demand for CT and MRI services at the Project Sites to increase in the
coming years in connection with both an expansion in the population seeking the Clinical Services
(both overall population increase and an increase in the elderly population) and planned
implementation of the Physician Services and Ambulatory Surgery Services at each Project Site.
The Applicant projects that for CT and MRI services, approximately $1,750,000 will be saved for

4 Munnich & Parente, supra note 18.
46

i

48 1d.

49 1d.

50 d.

51 d.

52 d.
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every 1,000 patients of the Applicant that are seen at a Project Site versus one of the Applicant’s
other facilities.

As noted throughout this Application, the Proposed Project is part of the Applicant’s ambulatory
care strategy to meet the health care needs of its Patient Panel, in this case the residents of
Westborough, Westwood, Woburn, and the surrounding communities of each, at a convenient
community-based patient-focused location. The overall effort will help to address primary,
specialty care and behavioral health care access challenges and shortages. By providing Physician
Services, including increased primary care capacity at the Project Sites, and coordinating these
services with specialty clinical services, embedded behavioral health services, Ambulatory
Surgery Services and CT and MRI services, the Applicant can more efficiently and effectively
meet the health care needs of many of the Applicant’s patient panel living within the primary
service area of each Project Site. This will eliminate or limit the need for those residents to travel
far outside their community for many of the Applicant’s services, and as discussed in Section
F1.b.ii(A), the Project Sites will offer care to patients in person and digitally to ensure patients get
the right care at the right time in the most accessible and cost-effective manner.
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F1.b.i Public Health Value /Evidence-Based:

Provide information on the evidence-base for the Proposed Project. That is,
how does the Proposed Project address the Need that Applicant has identified.

A. Applicant’s Proposed Establishment of the Project Sites

The Proposed Project is supported by Patient Panel need, including, as detailed in Section F1.a.ii,
an increased prevalence of conditions that require Ambulatory Surgery Services and MRI and CT
scans, as well as evidence-based research. Each Project Site will provide the full complement of
Clinical Services.

The Ambulatory Surgery Services consist of surgical services that do not require an overnight stay
in a hospital or visit to an emergency department and are limited in scope and will be performed
in an OR at one of the Project Sites. To accommodate growth in lower-acuity surgical demand
within the Applicant’s patient panel and increase its offering of accessible, lower-cost community-
based surgical care, the Applicant proposes to expand its OR capability through the provision of
the Ambulatory Surgery Services at the Project Sites.

The Proposed Project will also include the Physician Services and the CT and MRI units, described
in Section F1.a.ii above.

B. Research Supporting the Proposed Project

Summarized below is evidence-based analysis supporting the provision of the Clinical Services in
an outpatient setting. As an overview, this analysis focuses on quality of care, efficiency,
dependability and convenience. Cost-savings are also associated with providing the Clinical
Services in outpatient facilities; however, these arguments are addressed above. Finally, the
operating costs of providing the Clinical Services at the Project Sites is lower than providing these
services at one of the Applicant’s hospitals.

High-Quality Ambulatory Surgery Services

Ambulatory care — i.e. personal health care consultation, treatment, surgery, or other health care
services provided by health care professionals in outpatient settings — is quickly emerging as one
of the fastest growing segments of the U.S. health care market* An important reason for the
expansion of ambulatory care lies in the fact that compared with the traditional hospital care
settings, ambulatory care settings — including medical offices and clinics, diagnostic imaging

53 Certain Mass General Brigham physician practices currently provide physician services in an existing medical
office building at the Westwood Site. These practices will continue to provide such physician services after the
Applicant develops a second, adjacent building at the Westwood Site as part of the Proposed Project.

54 Bernard J. Healey & Tina Marie Evans, Chapter 5: Ambulatory Care Services, in Introduction to Health Care
Services: Foundations and Challenges (Jossey-Bass 1st ed. 2014); Harry A. Sultz & Kristina M. Young, Chapter 4:
Ambulatory Care, in Health Care USA (Jones and Bartlett Publishers 6th ed. 2009); Helping you choose: Quality
ambulatory care, The Joint Commission, https://www.jointcommission.org/assets/1/6/HYC_ahc.pdf (last visited
Jan. 5, 2021); Ambulatory Care, Agency for Healthcare Research & Quality,
https://www.ahrg.gov/professionals/quality-patient-safety/quality-resources/tools/ambulatory-care/index.html (last
updated Feb. 2018).
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centers, ambulatory surgery centers, and hospital outpatient departments — provide similar quality
services.> While some ambulatory care settings are general practice, others have evolved to meet
the needs of patients with specialized medical requirements.> Due to advances in technology that
have made it more possible to use CT and MRI services to perform diagnostic and interventional
tests and procedures in the outpatient setting, many health care facilities have expanded to offer a
range of services such as diagnostic imaging.” Moreover, the Applicant will assure that providers
have the opportunity to advance knowledge and care in their specialty areas, so that their patients
will benefit from having excellent community access to highly trained professionals who have
researched and developed innovative ways to diagnose and care for the patients’ conditions.%®

It is recognized and established that, compared with hospital settings, outpatient surgical facilities
provide similar or higher quality services, as well as excellent access to physicians who are skilled
in particular areas of need.*® Moreover, the outpatient surgical setting enhances patient care by
allowing: (i) physicians to focus exclusively on a small number of processes in a single setting,
rather than having to rely on a hospital setting that has large-scale demands for space, resources,
and the attention of management; and (ii) physicians to intensify quality control processes, since
outpatient settings are focused on a smaller space and a small number of ORs.®® The Ambulatory
Surgery Services that will be provided at each of the Project Sites will adhere to the same quality
standards and will utilize the same technologies and advanced surgical tools as those available at
the Applicant’s main hospital campus locations, and will be staffed by highly specialized, focused,
and trained physicians and staff.

Efficiencies Associated with Outpatient Surgery Setting

In addition to providing high-quality care, outpatient facilities also operate at high efficiency.®
Outpatient surgical departments, by design, focus on a limited scope of surgical procedures that
are lower-acuity and do not require an overnight stay.s> At the Project Sites, the focus will be on

% HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54; Helping you choose: Quality ambulatory care,
supra note 54; Ambulatory Care, supra note 54.

% HEALEY & EVANS, supra note 54.

S"HEALEY & EVANS, supra note 54.

% HEALEY & EVANS, supra note 54.

%9 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS (Am. Ass’n of Orthopaedic Surgeons 2010), available
at https://www.aaos.org/uploadedFiles/1161%20Ambulatory%20Surgical%20Centers.pdf; Munnich & Parente,
supra note 18; BERNARD J. HEALEY & TINA MARIE EVANS, Chapter 5: Ambulatory Care Services, in
INTRODUCTION TO HEALTH CARE SERVICES: FOUNDATIONS AND CHALLENGES 110-14 (Jossey-Bass 1st ed. 2014);
HARRY A. SULTZ & KRISTINA M. YOUNG, Chapter 4: Ambulatory Care, in HEALTH CARE USA 122-24 (Jones and
Bartlett Publishers 6th ed. 2009).

8 AMBULATORY SURGERY CENTERS: A POSITIVE TREND IN HEALTH CARE (Ambulatory Surgery Center Ass’n),
available at
http://www.ascassociation.org/advancingsurgicalcare/aboutascs/industryoverview/apositivetrendinhealthcare.

81 Position Statement: Ambulatory Surgical Centers, supra note 59.

52 Mona Al-Amin & Michael Housman, Ambulatory surgery center and general hospital competition: entry
decisions and strategic choices, 37 HEALTH CARE MANAGEMENT REVIEW 223 (2012); POSITION STATEMENT:
AMBULATORY SURGICAL CENTERS, supra note; Dennis C. Crawford et al., Clinical and Cost Implications of
Inpatient Versus Outpatient Orthopedic Surgeries: A Systematic Review of the Published Literature, 7 ORTHOPEDIC
ReVIEW 116 (2015), available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4703913/pdf/or-2015-4-6177.pdf.

19



lower-acuity orthopedic, general surgery, otolaryngology, and ophthalmology procedures that are
clinically appropriate for an outpatient delivery setting.

This focused approach is characterized by greater uniformity in cases referred and, thus, less
variation in the types of procedures performed.®® With less variety, surgical schedules are more
predictable and the outpatient facility is better able to predict the resources it needs to maintain
and lower costs for operation.® For instance, the ORs are often designed for specific types of
procedures, and equipment and supplies that are best suited to these procedures are set up by the
same clinical staff who often work together on a daily basis, which makes surgery much easier to
schedule and perform.® Moreover, repeated delivery of a comparatively limited range of surgeries
by specially trained and highly skilled experts allows for honing of techniques and provision of
increased levels of high-quality care in less time.® Overall, this relatively narrow focus promotes
increased efficiencies among care providers, maximizes the value of necessary staff resources and
medical supplies, and leads to improved operational efficiency and economies of scale, which in
turn translates into increased productivity, faster OR and procedure room turnover, and more
patients receiving quality care with shorter wait times.®

Dedicated Operating Rooms & Reduced Delays for Ambulatory Surgery Services

Another advantage of the provision of surgery in the outpatient setting is that it allows physicians
and patients to avoid delays inherent in an acute care hospital OR setting. In a hospital setting,
scheduled outpatient procedures are always at risk of being delayed or moved due to emergency
surgeries and procedures that take longer than expected, which adversely impacts patients and
providers.® An outpatient surgical setting, on the other hand, can generally stay within a set
schedule since the procedures are less complex, more routine, and are not likely to be delayed.®
Thus, while the Ambulatory Surgery Services provided at a Project Site will be identical to those
same services accessed through a hospital on an outpatient basis, patients will benefit from ORs
dedicated solely to the Ambulatory Surgery Services and will experience greater scheduling
efficiencies.”™

8 David Cook et al., From ‘Solution Shop’ Model to ‘Focused Factor’ In Hospital Surgery: Increasing Care Value
and Predictability, 33 HEALTH AFFAIRS 746 (2014), available at
https://www.healthaffairs.org/doi/pdf/10.1377/hlthaff.2013.1266; POSITION STATEMENT: AMBULATORY SURGICAL
CENTERS, supra note 59.

84 Cook et al., supra note 63; POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59.

8 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59.

% Cook et al., supra note 63; POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59; Munnich &
Parente, supra note 18; AMBULATORY SURGERY CENTERS: A POSITIVE TREND IN HEALTH CARE, supra note 60.

57 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59; Cook et al., supra note 63.

88 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59; The Benefits of Outpatient Surgical
Centers, THE CTRS. FOR ADVANCED ORTHOPAEDICS (Jun. 15, 2017),
https://www.cfaortho.com/media/news/2017/06/the-benefits-of-outpatient-surgical-centers; Crawford et al., supra
note 62; HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54.

89 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59; The Benefits of Outpatient Surgical
Centers, supra note 68; Crawford et al., supra note 62.

0 POSITION STATEMENT: AMBULATORY SURGICAL CENTERS, supra note 59; The Benefits of Outpatient Surgical
Centers, supra note 68; Crawford et al., supra note 62.
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Convenience for Patients and Families of Patients Receiving the Clinical Services

The Project Sites will provide enhanced convenience for patients and their families.” Two factors
frequently lacking on hospital campuses, and the large medical building complexes associated with
them, are convenient location and easily accessible facilities and services.”? This is of particular
concern in large urban settings, such as Boston, where inner-city congestion, an aging and at times
unreliable public transportation system, traffic, and limited and costly parking play a role in
reducing accessibility.” Ambulatory and clinic facilities, such as the Project Sites, are preferred
by patients and families as they are more accessible and offer an opportunity to bypass the hassles
of dealing with a large, complex hospital campus.™ Generally, and as will be the case at the Project
Sites, patients enter the easily navigable facility directly from available free parking, which
eliminates the need for the ill, injured, or elderly patient to walk through a maze of hallways to
reach the correct hospital department.”> Moreover, patients and their families benefit from the
accessibility of these services within the community; each Project Site is conveniently located and
brings accessible, world-class care to communities west and north of Boston.™

To help engage patients and plan for the design, functionality, and patient experience at the Project
Sites, the Applicant engaged IDEO, an organization focused on human-centered design. With
IDEO, the Applicant has focused the design and development of the Project Sites on reimagining
the patient care experience, before, during and after a member of the Patient Panel receives the
Clinical Services at a Project Site. The design of the Project Sites not only seeks to improve the
patient experience, but seeks to increase physician, staff, care providers, and others’ satisfaction
when engaging with the Project Sites.

As part of the design of the Project Sites, the Applicant, IDEO, and the architects view community
engagement, activation, and involvement as a core component of the care experience. This
includes building engagement and connection with the Patient Panel, both on-site at a Project Site
and off-site, by integrating partnered services from each community into the Project Sites and into
the lives of the Patient Panel. For example, the Applicant anticipates that the Project Sites will
provide a dedicated community gathering space to highlight health-related local businesses and
host community-centered events aimed at having a positive effect on the health of the community.
Such space may be used to host farmers markets and other opportunities to increase connections
between individuals and healthy activities.

High Quality CT and MRI Services

The CT and MRI services that the Applicant proposes to provide at the Project Sites will be
identical to those a patient can access at one of the Applicant’s main hospital campus locations and
will adhere to strict quality standards. Specifically, the Project Sites will follow a robust Clinical

"I HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54; Munnich & Parente, supra note 18.

"2 HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54.

8 HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54. See also INRIX: Congestion Costs Each
American 97 hours, $1,348 A Year, available at http://inrix.com/press-releases/scorecard-2018-us/ (reporting that
Boston has the nation’s worst rush hour traffic and highest cost of congestion per driver).

"4 HEALEY & EVANS, supra note 54; SULTZ & YOUNG, supra note 54.

S HEALEY & EVANS, supra note 54.

6 SULTZ & YOUNG, supra note 54; Mass General Waltham Maps & Directions.
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Quality Assurance Program. This Program, which is currently in place at the Applicant’s existing
clinic locations, will utilize input from the Applicant and the Applicant’s hospitals and departments
of imaging in order to develop efficient and effective procedures to ensure patients receive high-
quality, patient-focused CT and MRI services and related diagnostic and support care. The Project
Sites will also utilize the Clinical Quality Assurance Program to provide necessary oversight to its
CT and MRI services, including supervising clinical service provision and conducting any
necessary quality reviews, and all staff members will be informed of quality assurance protocols
and procedures as well as acceptable practice standards. Combined with the fact that the CT and
MRI services will have the same advanced technologies as the Applicant’s main hospital campus
locations, as well as highly specialized, focused, and trained physicians and staff, these quality
assurance mechanisms ensure that the CT and MRI services Patient Panel will receive excellent
CT and MRI services at the Project Sites.

MRI as an Imaging Modality

MRI is a well-established, non-invasive imaging system that uses a magnetic field combined with
pulses of radio waves to produce detailed images of organs, tissues, and structures within the
human body.”” MRI has the major benefit of imaging the human body without the need for ionizing
radiation.” Today, MRI is not only capable of performing anatomic imaging, but also allows for
dynamic functional assessment of pathology that is integral to assessing treatment effects.
Research into the various uses and benefits of MRI is extensive, with studies focusing on specific
diseases, as well as parts of the body that may benefit from this imaging modality. Some of the
most prevalent conditions for which patients seek MRI services involve the brain, spine, breast,
prostate, heart and musculoskeletal system, among other parts of the body.” MRI, and specifically
3T MRI, is the preferred imaging modality for the prostate and breast.® In addition, MRI can

7 Magnetic Resonance Imaging (MR/). NAT’L INST. OF BIOMEDICAL IMAGING & BIOENGINEERING,
https://www.nibib.nih.gov/science-education/science-topics/magnetic-resonance-imaging-mri (last visited Jan. 5,
2021).

81d.

9 Gail Dean Deyle, The role of MRI in musculoskeletal practice: a clinical perspective, 19 J. MANUAL &
MANIPULATIVE THERAPY 152 (2011), available at https://www.ncbi.nIm.nih.gov/pmc/articles/PMC3143009/
(last visited Jan. 5, 2021); Maravi et al., Role of MRI in Orthopaedics, 21 ORTHOPAEDIC J. M.P. CHAPTER 74
(2015); Apostolos H. Karantanas, What’s new in the use of MRI in the orthopaedic trauma patient?, 45 INT’L J.
CARE INJURED 923 (2014), available at https://www.ncbi.nlm.nih.gov/pubmed/24502985 (last visited Jan. 5,
2021); Tests for Bone Cancer, AM. CANCER Soc’y, https://www.cancer.org/cancer/bone-cancer/detection-
diagnosis-staging/how-diagnosed.html (last updated Feb. 5, 2018); Tests for Osteosarcoma, AM. CANCER Soc’y
https://www.cancer.org/cancer/osteosarcoma/detection-diagnosis-staging/how-diagnosed.html (last updated Jan. 30,
2018); Duarte Nascimento et al, The role of magnetic resonance imaging in the evaluation of bone tumours and
tumour-like lesions, 5 INSIGHTS IMAGING 419 (2014), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4141345/ (last visited Jan. 5, 2021); Magnetic Resonance Imaging
(MRI) — Head, RADIOLOGYINFO.ORG, https://www.radiologyinfo.org/en/info.cfm?pg=headmr (last updated Feb. 5,
2019); M. Symms et al., A review of structural magnetic resonance neuroimaging, 75 J. NEUROLOGY,
NEUROSURGERY & PSYCHIATRY 1235 (2004), available at http://jnnp.bmj.com/content/jnnp/75/9/1235.full.pdf;
What is fMRI?, UC SAN DIEGO CTR. FOR FUNCTIONAL MR, http://fmri.ucsd.edu/Research/whatisfmri.html (last
visited Jan. 5, 2021); Marc C. Mabray et al., Modern Brain Tumor Imaging, 3 BRAIN TUMOR RESEARCH &
TREATMENT 8 (2015), available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4426283/.

8 Jurgen J. Futterer & Jelle O. Barentsz, 3T MRI of prostate cancer, APPLIED RADIOLOGY (Feb. 12, 2009),
https://www.appliedradiology.com/articles/3t-mri-of-prostate-cancer; Reni S. Butler et al., 3.0 Tesla vs 1.5 Tesla
breast magnetic resonance imaging in newly diagnosed breast cancer patients, 5 WORLD J. RADIOLOGY 285 (2013),
available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3758496.
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decrease the need for more invasive procedures, including, in some prostate cancer cases, the need
to biopsy.8* In the breast, multiple studies have shown that MRI is the most sensitive means of
assessing the extent of malignancy in women diagnosed with breast cancer.8? These studies suggest
that 3T MRI is more accurate for pre-operative assessment of breast cancer extent, and therefore,
that 3T MRI can be a valuable guide to surgical planning and a valuable tool in improving
treatment outcomes.®

Finally, MRI is valuable in the diagnosis and management of a variety of conditions affecting the
cardiovascular system.® Cardiac MRIs allow for gold standard level imaging of cardiac structure,
and are designed to provide accurate assessments of morphology, volumes and flow quantification,
myocardial perfusion, and tissue characterization.®®> While MRI of the cardiovascular system can
be used for all age cohorts, it is particularly important for older adults with age-related
cardiovascular conditions.®

3T MRI

Over the last four decades, technical and engineering advances have yielded MRI systems with
higher field strengths, and today most clinical MRIs operate at field strengths of 1.5T or 3T.%
Clinical application of higher magnetic field strengths, such as 3T, has several advantages. Most
notably, increased magnetic field strength is associated with better diagnostic image quality (i.e.
higher resolution images, better contrast between different tissues, and increased ability to image
smaller structures with improved resolution), which is beneficial when diagnosing neurologic,
oncological, and musculoskeletal, and cardiovascular conditions affecting these areas of the

81 Mehralivand S, Shih J, Rais-Bahrami S, et al. A Magnetic Resonance Imaging-Based Prediction Model for
Prostate Biopsy Risk Stratification. JAMA. Oncol. 2018;4(5):678-685.

82 Butler et al., supra note 80; Habib Rahbar et al., Accuracy of 3T versus 1.5T breast MRI for pre-operative
assessment of extent of disease in newly diagnosed DCIS, 84 EUROPEAN J. RADIOLOGY 611 (2015), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4348176/.

8 Rahbar et al., supra note 82.

8 Constantin B. Marcu et al., Clinical applications of cardiovascular magnetic resonance imaging, 175 CMAJ 911
(2006), available at https://www.ncbi.nIm.nih.gov/pmc/articles/PMC1586078/.

8 1d.; F. Alfayoumi, Evolving clinical application of cardiac MRI, 8 REVIEWS IN CARDIOVASCULAR MED. 135
(2007), available at https://www.ncbi.nIm.nih.gov/pubmed/17938613; Wen-Yih Isaac Tseng et al., Introduction to
Cardiovascular Magnetic Resonance: Technical Principles and Clinical Applications, 32 ACTA CARDIOLOGICA
SINICA 129 (2016), available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4816912/; Matthias G. Friedrich,
The Future of Cardiovascular Magnetic Resonance Imaging, 38 EUROPEAN HEART J. 1698 (2017), available at
https://academic.oup.com/eurheartj/article/38/22/1698/3861988.

8 Marcu et al., supra note 84; Tseng et al., supra note 85; W.P. Bandettini & A.E. Arai, Advances in clinical
applications of cardiovascular magnetic resonance imaging, 94 HEART 1485 (2008), available at
https://www.ncbi.nIm.nih.gov/pmc/articles/PMC2582334/; Justin D. Anderson & Christopher M. Kramer, MRI of
Atherosclerosis: Diagnosis and Monitoring Therapy, 5 EXPERT REVIEW OF CARDIOVASCULAR THERAPY 69 (2007),
available at https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3938864/.

87 Beth W. Orenstein, 4T, 7T, 8T, and Beyond — High-Field MR Research Seeks a Closer Look Inside the Human
Body, 10 RADIOLOGY TODAY 16 (2009), available at http://www.radiologytoday.net/archive/050409p16.shtml.
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body.#® As compared to 1.5T MRIs, 3T MRIs allow for faster scan times, which provides
convenience for both physicians and patients and increases availability of the resource.®

1.5T MRI

As technology has continued to improve, scan times for 1.5T MRI units continue to improve. The
1.5T MRI unit the Applicant proposes to acquire allows for simultaneous multi-slice scanning.
This scanning method can reduce musculoskeletal exam time by up to 46%.%* Reduced scan times
improve patient experience while increasing the daily throughput of patients on a single unit,
thereby maximizing capacity without the need to add additional units. Additionally, for patients
with medical devices or implants, a 1.5T unit is a safer alternative to a 3T unit.

Based on these factors, in planning the Proposed Project, the Applicant has determined that
providing both 1.5T MRI unit and 3T MRI unit systems at the Woburn and Westwood Sites, and a
1.5T MRI unit system at the Westborough Site will meet the Patient Panel’s clinical needs.

CT as an Imaging Modality

The Applicant has determined that the 128-slice CT unit it plans to acquire is the appropriate unit
for the needs of the Patient Panel. This 128-slice CT unit provides high quality scans and delivers
lower doses of radiation than older CT units. The Applicant has determined that a costlier higher
slice unit is not required to meet the clinical needs of the Patient Panel.

CT is a well-established, non-invasive imaging system that has been available for clinical use for
several decades and has gained widespread acceptance in several fields of medicine.®* Generally
speaking, CT is a diagnostic imaging test that combines the use of sophisticated x-ray technology
and computer processing to provide detailed anatomical and structural information.®2 Since its
introduction into clinical use in the United States in the 1970s, CT has made enormous technical
and engineering advances that have led to improvements in image quality, speed, and dose
reduction, and have increased the clinical utilization of the technology.®

8 Tanenbaum, supra note 39; Why the 3 Tesla MRI is the Best Scanner for Diagnostic Imaging, Radiology
Affiliates Imaging (Sep. 12, 2016), available at
https://4rai.com/blog/why-the-3-tesla-mri-is-the-best-scanner-for-diagnostic-imaging.

8 Tanenbaum, supra note 39; Why the 3 Tesla MRI is the Best Scanner for Diagnostic Imaging, supra note 88.

% Siemens Healthineers, Simultaneous Multi-Slice Accelerate Advanced Neuro Applications for Clinical Routine,
available at https://www.siemens-healthineers.com/magnetic-resonance-imaging/options-and-upgrades/clinical -
applications/simultaneous-multi-slice (last visited Jan. 5, 2021).

% Liguori et al; Computed Tomography; Computed Tomography in Clinical Use, 12 J. INT’L COMMISSION ON
RADIATION UNITS & MEASUREMENTS 25 (2012).

92 Liguori et al; Computed Tomography; Computed Tomography (CT), U.S. FOOD & DRUG ADMINISTRATION,
https://www.fda.gov/radiation-emittingproducts/radiationemittingproductsandprocedures/medicalimaging/medicalx-
rays/ucm115317.htm (last updated Mar. 6, 2018); Computed Tomography (CT or CAT) Scan of the Brain, JOHNS
HOPKINS MEDICINE,
https://www.hopkinsmedicine.org/healthlibrary/test_procedures/neurological/computed_tomography ct_or_cat_sca
n_of the_brain_92,P07650 (last visited Jan. 5, 2021).

% Norbert J. Pelc, Sc.D., Recent and Future Directions in CT Imaging, Ann Biomed Eng. (feb. 2014), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3958932/ (last visited Jan. 5, 2021); International Society for
Computed Tomography, Half a Century in CT: How Computed Tomography Has Evolved, Oct. 7, 2016, available at
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Serving the Primary Care Needs of an Expanding Patient Panel

The entire Commonwealth has a shortage of primary care providers.* As noted in Section F1.a.i,
approximately 52% of the Patient Panel has a primary care provider affiliated with the Applicant.
The establishment of the Project Sites, and the provision of the Clinical Services will result in
increased access to primary care, behavioral health care, and other clinical providers and specialists
practicing within the Patient Panel’s community.

Value of Co-Located Clinical Services

The evidence-based literature details the benefits of co-locating the Clinical Services. Generally
speaking, a variety of benefits of co-location are identified in the literature, including but are not
limited to, improved access for patients, more patient/family satisfaction, greater opportunities for
providers to collaborate and improve their skills and service to patients, improved referrals
(appropriate, timely, and with higher completion rates), increased efficiency, and improved health
outcomes.® Locating CT and MRI units at each Project Site will assist a variety of providers in
providing timely and accurate diagnoses of patients with a variety of health conditions, including
cardiovascular, oncology, orthopedics, urology, and women’s health. The availability of CT and
MRI services at the Project Sites will also effectively meet the Patient Panel’s need for any pre-
and post-surgery imaging services as those patients would have convenient community access to
CT and MRI services at a Project Site. In addition, availability of CT and MRI services at the
point of care can provide immediate information to clinicians, eliminate the need for costly follow-
up visits, allow for an earlier commencement or adjustment of treatment, and thereby improve
health outcomes.

https://www.isct.org/computed-tomography-blog/2017/2/10/half-a-century-in-ct-how-computed-tomography-has-
evolved (last visited Jan. 5, 2021).

% See Robert Wood Johnson Foundation, County Health Rankings & Road Maps, available at
https://www.countyhealthrankings.org/app/massachusetts/2019/measure/factors/4/map (showing The
Commonwealth having a primary care to resident ratio of 960:1, Worcester County having a primary care to resident
ratio of 1,000:1 and Middlesex County having a ratio of 760:1 compared to a ratio of 960:1 for Massachusetts as a
whole) (last visited Jan. 5, 2021).

% SUSANNA GINSBURG, ISSUE BRIEF: COLOCATING HEALTH SERVICES: A WAY TO IMPROVE COORDINATION OF
CHILDREN’S HEALTH CARE? (The Commonwealth Fund 2008), available at
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief 2008_j
ul_colocating_health_services__a way_to_improve_coordination_of_childrens_health_care_ginsburg_colocation_i
ssue_brief_pdf.pdf (last visited Jan. 5, 2021); Dennis L. Kodner & Corinne Kay Kyriacou, Fully integrated care for
frail elderly: two American models, 1 INT’L J. INTEGRATED CARE (2000), available at
https://ijic.ubiquitypress.com/articles/10.5334/ijic.11/ (last visited Jan. 5, 2021).
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F1.b.ii Public Health Value/Outcome-Oriented:

Describe the impact of the Proposed Project and how the Applicant will assess
such impact. Provide projections demonstrating how the Proposed Project will
improve health outcomes, quality of life, or health equity. Only measures that
can be tracked and reported over time should be utilized.

A. Improving Health Outcomes and Quality of Life

The Applicant anticipates that the Proposed Project will provide patients with improved access to
high-quality Clinical Services in their local community, which in turn will improve health
outcomes and quality of life. Research indicates that delayed access to quality health care
negatively affects patient satisfaction as well as health outcomes due to delays in diagnosis and
treatment.®® Given that quality of life is a multidimensional concept that includes aspects of
physical health, delayed access to care also results in decreased quality of life.” By co-locating
the Clinical Services at each Project Site, the Applicant hopes and expects to provide its patients
with access to a continuous quality health care experience, reduced wait times, improved patient
satisfaction, and better health outcomes. These benefits will be experienced by both patients
receiving the majority of their health care at a Project Site and those receiving hospital or specialty
care at the Applicant’s Boston hospitals who will have access to related Clinical Services at a lower
cost setting closer to home.

Additionally, as more fully discussed in Section F.1.b.i, shifting patients to an ambulatory care
setting allows for high-quality lower-cost health care. As a proxy for quality, researchers have
found that the “highest-risk Medicare patients were less likely than other high-risk Medicare
patients to visit an emergency department or be admitted to a hospital following an outpatient
surgery when they were treated in an ambulatory surgery center, even among similar patients
undergoing the same procedure who were treated by the same physician in an ambulatory surgery
center and a hospital. These results indicate that ambulatory surgery centers provide high-quality
care, even for the most vulnerable patients.”® Furthermore, by co-locating the Clinical Services,
and offering expanded hours based on patient need and demand, the Project Sites will offer the
Patient Panel a one-stop shop for health care within the Patient Panel’s community.

Care Models and Quality Systems

The Applicant will ensure the Project Sites follow care models similar to and consistent with other
Applicant facilities, and that high quality patient outcomes are achieved through the utilization of
strategies that improve the quality and efficiency of the patient experience. These care models are
rooted in collaboration, and include patient-centered medical homes, care integration, and other
care initiatives specifically designed by Mass General Brigham clinicians. As outlined below, the
Applicant offers a number of programs in which the Project Sites will participate to ensure quality
care for patients receiving the Clinical Services.

% Julia C. Prentice et al., Delayed Access to Health Care and Mortality, Health Serv. Res. (Apr. 2007), available at
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1955366/ (last visited Jan. 5, 2021).

1d.

% Munnich & Parente, supra note 18.
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First, the Applicant will ensure each Project Site participates in Mass General Brigham’s Patient
Reported Outcome Measures (“PROMs”) platform. PROMs are a way to assess the metrics of
most importance to patients, such as symptom management and functional status. Tracking these
outcomes allows providers to take better care of patients by reviewing individual scores to prepare
for certain aspects of a procedure. Furthermore, these questionnaires allow quality improvement
staff to group together specific patients based on symptoms or procedures to understand which
patients will benefit the most from certain treatments. Mass General Brigham is a national leader
in the collection of PROMSs and has developed an innovative technology-enabled platform that
facilitates the collection of this information on a large scale across its system. As an initial step in
the surgical consultation process, PROMs are collected to aid surgeons in determining the best
course of treatment and the effects surgery will have on a patient. This information is then used
in various ways to provide decision support for a surgeon. For example, for spine surgery, this
data, as well as other clinical information, is incorporated into a surgical decision platform
(Provider Order Entry), which helps the surgeon and patient assess the appropriateness of surgery.

Second, the Project Sites will offer the Shared-Decision Making Program. Through this Program,
patients considering surgery at a Project Site have the opportunity to review video-based decision
aids prescribed by their primary care provider. The Shared Decision-Making Program is a
collaboration between primary care and specialists that seeks to provide patients with necessary
information on a wide array of treatment options, so a patient is able to work with a surgical
consultant and primary care provider to determine if surgery is the best option for care.

Third, Project Site staff will participate in the eConsult Program. Through the eConsult program
primary care provider and surgeons consult (as needed) through a non-face-to-face electronic
interaction that seeks to ensure patients are receiving appropriate care services, while avoiding any
unnecessary higher cost consultations. Clinical decision support in the electronic health record
(“EHR”) and physician-level variation reporting minimize inappropriate ordering of radiology and
other high-cost diagnostic tests by a primary care provider.

Finally, for each Project Site’s highest risk and most complex patients, clinical staff will offer the
Integrated Care Management program (“iCMP”). iCMP provides eligible patients with a care
manager who develops a care plan in tandem with the patient and other members of the clinical
team. The care manager works in-person and telephonically to coordinate a patient’s care and
ensures that patients are not readmitted to the hospital when possible. Additionally, the care
manager connects patients with community-based resources that are vital for recovery. The
Applicant also offers the Integrated Care Management program, Patients Linked to Urgent
Supports. This program provides intensive wrap-around services (psycho-social supports) to a
small number of patients. Services include acute community paramedicine, crisis stabilization
units, and coordinated transportation. The Applicant intends to implement these programs to
ensure all of the Project Sites’ surgical patients have the highest quality care, as well as a superior
care experience. Through the Proposed Project, these programs will be offered to patients at all of
the Project Sites, thereby ensuring improved quality outcomes.

Increased Access to High Quality Clinical Services Locally

Furthermore, additional access will be created by the Proposed Project through the implementation
of expanded access to the Clinical Services in the primary services area of each Project Site. It is
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often difficult for patients, especially elderly individuals, to travel to Boston for the Clinical
Services. Time spent on travel, as well as monies spent on costly parking add unnecessary stress
and access barriers for patients. Accordingly, through the establishment of the Project Sites,
patients will be able to receive imaging and physician services and have outpatient day-surgery
close to home without the challenges associated with traveling to Boston or outside of their
community to access such care. Ultimately, the ability to access the Clinical Services locally will

improve the Patient Panel’s health care experience and improve the Patient Panel’s overall quality
of life.

Access to Virtual Care and Digital Health Investment

The Applicant recently launched investment into digital health, including a focus on interactions
with patients, research platforms, and coordination among facilities across the Applicant’s system.
These investments and resources will be integrated throughout the Project Sites and available to
the care teams providing the Clinical Services to the Patient Panel. Since 2015, the Applicant has
invested in a system-wide EHR to support seamless care for all patients across the Applicant’s
system, and to increase the interoperability of the Applicant’s EHR. Through increased
interoperability, the Applicant is able provide patients with greater access to their medical records
and better facilitate the transfer of patient health and care information, which increases patient care
coordination.

In 2019, the Applicant expanded this investment to more intentionally focus on the patient
experience. As discussed throughout this Application, the Applicant utilizes numerous patient-
centered tools such as the Patient Portal; shared decision-making tools; patient education videos
and tip sheets; new scheduling and access tools, such as video visits and eVisits; and patient-
provided data from fitness and medical devices. Primary care questionnaires at the adult and
pediatric levels allow patients to answer questions about their health and wellness at home, in the
portal, or in the office on tablets. Whether it be for Ambulatory Surgery Services, CT and MRI
services or Physician Services, these interactions help the care team learn more about the patient
and engages the patient more fully in their own care. Extensive registries and decision support for
providers and patients ensure patients get the care they need at the right time and in the right place.

Increased Access to High Quality Primary Care

The Applicant has an established record of excellence in the provision of primary care, which the
Applicant seeks to build upon at the Project Sites* through the provision of primary care as part
of the Physician Services. Advanced Primary Care, described below, sustains the Applicant’s
accomplishment of becoming a Patient Center Medical Home Institution, where 97% of the
Applicant’s primary care practices were recognized by NCQA. The Applicant sustains this focus
on patient, quality, technology and team with a sustainable model called Advanced Primary Care.
The Applicant anticipates utilizing Advanced Primary Care to continue the Applicant’s excellence
in providing primary care services to patients. The elements Advanced Primary Care include: (i)
expanded access, being available when patients need their care providers most. Based on patient
demand, need, and once fully ramped up, the Applicant anticipates that each of the Project Sites

9 Certain Mass General Brigham physician practices currently provide physician services in an existing medical
office building at the Westwood Site. These practices will continue to provide such physician services after the
Applicant develops a second, adjacent building at the Westwood Site as part of the Proposed Project.
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will offer expanded hours to ensure patients are able to obtain the care they need when they need
it; (i) integrated care, seamless care, everywhere, every time; (iii) engaged patients, engaging
patients directly in their care, and meeting more of their needs inside and outside the clinic,
including virtual care for patients that may not need to be seen at a Project Site; (iv) safe, equitable
and high-quality care, keeping patients both healthy and safe; (v) smarter spending, rebalancing
resource use toward primary care; and (vi) vital workforce, understanding and optimizing our
workforce’s experience.

Access to High Quality After Hours Care

In addition, the expanded hours noted above will be available to patients with urgent needs that
can be met outside of the hospital. At the Project Sites, the Applicant anticipates operating
expanded hours for certain services based on patient demand and need. The Applicant also knows
that not all care needs to take place within a health care facility. As discussed in this Application,
the Applicant anticipates using technology and telehealth services to provide the right type of care,
at the right time, in the right setting, and in a manner that is convenient to patients.

B. Assessing the Impact of the Proposed Project

To assess the impact of the Proposed Project, the Applicant has developed the following quality
metrics and reporting schematic, as well as metric projections for quality indicators that will
measure patient satisfaction, quality of care, and access.

As members of Mass General Brigham, IC and AmSurg will participate in robust performance
improvement initiatives and will be integrated with and have access to Mass General Brigham’s
data warehouse and advanced analytics program, including the creation of quality and safety
dashboards that allow for the evaluation of specific quality metrics. These dashboards are created
under the guidance of quality collaboratives across Mass General Brigham. Currently, Mass
General Brigham has approximately 30 quality collaboratives and leadership groups covering a
range of medical and surgical specialty areas working to improve quality and safety throughout
the Applicant’s system. IC and AmSurg will be able to work with these groups to develop
additional care improvement initiatives. To form these collaboratives, quality improvement staff
from Mass General Brigham bring together groups of clinical leaders and data scientists to better
define care pathways and to pilot innovations for improvement, employing a robust evaluation
program as part of the pilot. This process allows for the creation of best practices and benchmarks
to be shared across the system.

IC and AmSurg will also have access to Mass General Brigham’s Internal Performance
Framework. (“IPF”), a continuous quality improvement infrastructure that allows for better care
management supported by a well-developed quality improvement infrastructure. The IPF often
utilizes the above detailed quality collaboratives and also provides significant support around data
analytics. As discussed in Section F1.b.ii, IC and AmSurg will participate in Mass General
Brigham’s Patient Reported Outcome Measures platform and will be able to use these resources
to impact patient reported outcomes.
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Ambulatory Surgery Services

1.

Patient Experience/Satisfaction: Patients who are satisfied with care are more
likely to seek additional treatment when necessary. The Applicant will ensure that
AmSurg staff review overall ratings of care with surgical services via a
benchmarked patient experience survey tool.

Measure: Overall rating of care.

Projections: As the Ambulatory Surgery Services associated with the Proposed
Project are not currently being provided, the Applicant will establish baseline
performance and projections for this measure within six months of commencement
of the Ambulatory Surgery Services.

Monitoring: Performance data will be monitored in an ongoing fashion and any
site receiving lower than a top rating for Overall Rating of Care will be reviewed
for improvement opportunities.

Clinical Quality (Pre-Operative Time Out): This measure ensures pre-operative
compliance with practices aimed at ensuring high quality outcomes among
members of the care team and promoting communication.

Measure: The procedure team conducts a pre-operative time out.

Projections: A pre-operative time out will be completed 100% of the time on all
surgical cases at each Project Site.

Monitoring: Reviewed quarterly by clinical staff.

Access — Wait Times: The number of days from the date that a surgery is ordered
to the scheduled surgery date. This information will be obtained via the Applicant’s
EHR system, EPIC.

Measure: Time interval from when the case was initiated for scheduling in Epic to
the date of surgery.

Projections: As the Ambulatory Surgery Services associated with the Proposed
Project are not currently being provided, the Applicant will establish baseline
performance and projections for this measure within six months of commencement
of the Ambulatory Surgery Services

Monitoring: Reviewed quarterly by clinical staff.

CT and MRI Services

1.

Patient Satisfaction: Patients that are satisfied with care are more likely to seek
additional treatment when necessary. The Applicant will ensure that IC staff review
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overall ratings of care for CT and MRI services via a benchmarked patient
experience survey tool.

Measure: Overall rating of Care

Projections: As the CT and MRI services associated with the Proposed Project are
not yet being provided, the Applicant will establish baseline performance and
projections for this measure within six months of commencement of the CT and
MRI services.

Monitoring: Performance data will be monitored in an ongoing fashion and any
site receiving lower than the national average for Overall Rating of Care will be
reviewed for improvement opportunities.

Clinical Quality (Reporting of Critical Value Results): The Applicant will
ensure that IC adopts a Communication of Critical Results Policy, which defines
the requirement and process for verifiable and timely communication of critical test
results to the responsible provider. To facilitate timely reporting and
communication of critical test results, radiologists will use an automated system
that triggers an alert to the responsible provider once the radiologist documents a
critical finding. When an alert regarding a critical test results is triggered to the
responsible provider, the expectation is that there is a telephone or in person
conversation between the radiologist and the responsible provider about the results.
Subsequently, this communication is documented.

Measure: Number of radiologists documenting critical value reporting on cases
being interpreted.

Projections: Baseline: 100% Year 1: 100% Year 2: 100% Year 3: 100%
Monitoring: Audits will be conducted annually.

Access (Outpatient Availability Score): Outpatient Availability Score (“OAS”)
reflects outpatient imaging appointment availability by calculating the percentage
of free, unscheduled (open) outpatient appointment times vs. total available
outpatient appointment times. This measure is an alternative to “first available
appointment” metrics, which may be inaccurate due to last-minute cancellations
that suggest more availability than truly exists, and “average time from scheduling
to imaging appointment” metrics, which are not just a function of availability but
also reflect patient preference. To calculate the OAS measure, a “snapshot” of data
is taken, showing open vs. total available slots for the next 60 days from the time
the snapshot is taken. For each of the 60 days, a cumulative “percent availability”
score can be calculated based on open appointments vs. all available appointments
up to that point in the 60 day period. Although the OAS does not indicate when a
specific time is open, it does indicate the likelihood that the patient would have a
reasonable number of scheduling options to choose from. Based on literature,
below 40% availability, referring physicians begin to experience difficulties
because there is a lower chance that a patient will find a convenient time, compared
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with when the measure is at the 60% or 80% mark. Low availability does not mean
that all appointments are booked; rather, some appointments are available, but these
are generally the less desirable ones that are less likely to be accepted by patients.
At any given time when the snapshot is taken, this measure calculates the number
of days it takes to reach 40%, 60%, and 80% appointment availability. A higher
the number of days to hit given percentage thresholds reflects less access (longer
delays for patients). Targets can be set for the number of days to reach selected
percent availability scores.

Measure: Percentage of low (40%), medium (60%), and high (80%) appointment
availability in Epic.

Projections: Asthe CT and MRI services for the Proposed Project are not yet being
provided, the Applicant will establish baseline performance and projections for this
measure within six months of commencement of the CT and MRI services.

Monitoring: This data will be reviewed quarterly by clinical staff.

Physician Services

1.

Patient Satisfaction: Patients who are satisfied with care are more likely to seek
additional treatment when necessary. The Applicant will ensure that IC staff review
overall ratings of care for Physician Services via a benchmarked patient experience
survey tool.

Measure: Overall rating of care

Projections: As the Physician Services associated with the Proposed Project are
not yet being provided, the Applicant will establish baseline performance and
projections for this measure within six months of commencement of the Physician
Services.

Monitoring: Performance data will be monitored in an ongoing fashion and any
site receiving lower than the national average for overall rating of care will be
reviewed for improvement opportunities.

Access — Wait Times: The number of days from the date that a clinic visit is
ordered or requested to the scheduled date of the visit. This information will be
obtained via the Applicant’s EHR system, EPIC.

Measure: Time interval from when the case was initiated for scheduling in Epic to
the date of visit.

Projections: As the Physician Services associated with the Proposed Project are
not currently being provided, the Applicant will establish baseline performance and
projections for this measure within six months of commencement of the Physician
Services.

Monitoring: Reviewed quarterly by clinical staff.

32



F1.b.iii Public Health VValue/Health Equity-Focused:

For Proposed Projects addressing health inequities identified within the
Applicant’s description of the Proposed Project’s need-base, please justify how
the Proposed Project will reduce the health inequity, including the operational
components (e.g. culturally competent staffing). For Proposed Projects not
specifically addressing a health disparity or inequity, please provide
information about specific actions the Applicant is and will take to ensure
equal access to the health benefits created by the Proposed Project and how
these actions will promote health equity.

In light of the recent nationwide movement to address racism and oppression, the Applicant’s
leadership has made a commitment to examine and work to eliminate the many impacts that racism
has on the Applicant’s patients and employees. Through this commitment, the Applicant has
launched the United Against Racism initiative, which includes a roadmap for achieving equality
within the Applicant’s system and eliminating racism and oppression faced by the Applicant’s
patients, communities, and staff. Key elements of the United Against Racism plan focus on
addressing racism through the lens of patient care, leadership and culture across the Applicant’s
system, and through partnerships with the communities, and organizations within the community,
that Applicant serves.

A. Non-Discrimination

To ensure health equity to all populations, including those deemed underserved, the Proposed
Project will not adversely affect accessibility of services for poor, medically indigent, and/or
Medicaid eligible individuals. The Applicant does not discriminate based on ability to pay or payer
source and this practice will continue following implementation of the Proposed Project. As further
detailed throughout this narrative, the Proposed Project will increase access to the Clinical Services
for all of the Applicant’s patients.

B. Culturally and Linguistically Appropriate Service

In addition, the Applicant has adopted the Culturally and Linguistically Appropriate Service
(“CLAS”) standards set forth by the U.S. Department of Health and Human Services Office of
Minority Health for all practice sites. The Applicant will ensure that effective, understandable,
and respectful care will be provided at the Project Sites with an understanding of patients’ cultural
health beliefs and practices and preferred languages. The Applicant will ensure that the Project
Sites have arrangements to offer ongoing education and training in culturally and linguistically
appropriate areas for staff at all levels and across all disciplines. Language assistance services are
provided by certified translators at no cost to patients with limited English proficiency at all points
of clinical contact in a timely manner; additional translation services in less frequently encountered
languages are available at all times through the Applicant’s language assistance lines.
Additionally, all patient-related materials and signage are posted in multiple languages.

With regard to language assistance, the Project Sites will offer access to interpreter and translation
services via several modalities at no cost to limited-English speaking (“LEP”) and hearing-
impaired patients at all points of clinical contact in a timely manner. For LEP patients, access to
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qualified interpreters skilled in 50+ languages via iPad Video Remote (Interpreters on Wheels) or
via phone (Language Line) will be available at the Project Sites. For patients who are deaf or hard
of hearing, sign language interpreter services are offered through contracted agencies, and the
Mass General Brigham Bulfinch Temporary Services Department or, when in-person interpreters
are not available, through the use of iPad Video Remote Units which allow for visual access to an
interpreter on the iPad screen.

C. Screening and Social Determinants of Health

All of the Applicant’s hospitals participate in the American Hospital Association’s #123Equity
Pledge Campaign, as will the Project Sites. This campaign seeks to eliminate health and health
care disparities that exist for racially, ethnically and culturally diverse individuals and identifies
areas for hospital and health system leaders to focus on to ensure high quality, equitable, and safe
care for everyone. Specifically, the campaign requires hospital leaders to accelerate progress in the
following areas: (1) Increasing the collection and use of race, ethnicity, language preference and
other socio-demographic data; (2) Increasing cultural competency training; (3) Increasing diversity
in leadership and governance; and (4) Improving and strengthening community partnerships. This
campaign will allow staff at the Project Sites to ensure equal access to the benefits created by the
Proposed Project.

Currently, each of the acute care hospitals within Mass General Brigham has a screening and
referral program for the social determinants of health (“SDoH”). While variation exists among the
hospitals as to the populations that are screened and the logistics for screening — at minimum, all
of the 133 primary care practices of the Applicant that are participating in the MassHealth
Accountable Care Organization Program (“ACQO”) are screening patients for SDoH needs.

All of the Applicant’s hospitals and practices conducting a SDoH screen utilize a similar screening
tool. It is anticipated that the Project Sites will use this tool as well. This screening tool explores
eight domains of SDoH needs (housing, food insecurity, violence, etc.), and inquires if patients
have issues with any of the domains and whether they would like assistance. Screenings are
conducted via iPads that are linked to the Applicant’s EHR. The SDoH screening tool is currently
available in eight different languages including the most common languages spoken by the
Applicant’s patients.

The Applicant has been thoughtful about the implementation of a universal SDoH screening
program, recognizing that there is a limited amount of capacity within the community-based
organizations to which patients will be “linked” for services and understanding a staggered
approach to implementation is best, so that available resources are not overwhelmed. The long
term goal is to implement a SDoH screening program for all patients, regardless of a patient’s
participation in the ACO, and the Applicant anticipates being able to screen all Project Site primary
care patients for SDoH.

When a patient has a positive SDoH screen, social and/or community health workers follow-up
with the patient to confirm that a request for assistance has been made by the patient. Upon
confirmation, the staff member may assist the patient directly or refer the patient to a community-
based organization that may be able to provide specific services or support. The follow-up
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provided is unique and individualized as each patient’s SDoH need(s) and circumstances form the
basis for the follow-up provided.

As noted above, SDoH screens are tracked in a patient’s EHR, and include whether a SDoH screen
was conducted, if there were positive responses indicating the patient needs assistance, and if the
patient was provided with written support materials or referred to a support person. Moreover, case
managers and other staff assisting patients with SDoH needs may provide notes in the EHR and
Epic system as to where the patient is in the process of accessing resources to address the patient’s
SDoH needs. Currently, the Applicant is working to implement a data exchange system with
external community-based partners that will enable the Applicant practices and providers to
understand the final disposition of the patient if referred to an external organization or support.

The Applicant is also collecting data utilizing the information that is provided in Epic to better
understand the SDoH needs of patients, including information on the most common SDoH needs,
and if those SDoH needs vary by geography; ethnicity and race; or other demographic factors.
These data points inform staff about the demand for community-based resources in specific
geographies. Staff will share this relevant data with appropriate care teams and the Determination
of Need — Community Health Initiative — Community Advisory Board given their oversight of the
community health needs assessment processes and SDoH challenges.

D. Transportation

For patients relying on public transportation, there are a number of local and affordable options
for patients to reach each Project Site. Like other facilities within the Applicant’s system, the
Applicant anticipates that the Project Sites will use Circulation for eligible patients. Circulation is
a medical transportation on-demand ride ordering technology utilized by the Applicant that enables
eligible patients and providers to order transportation to and from medical appointments.

Westborough Site

The Westborough Site is located at the intersection of 1-495 and Route 9 in Westborough. This
location provides convenient access to patients traveling from Route 9 and is located just off the
exit from 1-495.

For the aging population, senior centers throughout the Westborough Site’s primary service area
provide free and subsidized transportation for medical appointments. For example, the town of
Westborough also provides in-town transportation services, by mini-bus, through the senior center.
Mini-bus transportation is available for medical appointments and other senior center activities.

Westwood Site

The Westwood site conveniently neighbors the Route 128 Massachusetts Bay Commuter Rail stop
and is located just off of 1-95 in Westwood. This location provides convenient access to patients
traveling from 1-95 or using the commuter rail.

If a patient is unable to drive or use public transit, or has a disability that prevents MBTA and or
commuter rail travel to the Westwood Site, The RIDE is available in Westwood and the
surrounding areas with operating hours to the MBTA—generally from 5 AM to 1 AM daily.
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Reservation for the RIDE can be made 7 days a week from 8:30-5:00 and RIDE trips can be
scheduled from 1 to 7 days in advance, permitting patients to schedule transportation to and from
the Westwood Site in advance of an appointment. The MBTA is also piloting its on-demand
paratransit program in Westwood.

For Westwood residents over the age of 60, or disabled, the Westwood Senior Center runs shuttles
for medical appointments. Reservations are on a first come first served basis, and the shuttle will
pick and drop off patients at their homes. There is no cost for utilizing the shuttle, however there
is a suggested donation of $2.00.

Woburn Site

The Woburn Site is located at the intersection of Montvale Avenue and Route 93 in Woburn. This
location provides convenient access to patients traveling from Route 93 and is located less than
three miles from 1-95.

The MBTA Bus #354 route runs from Burlington to downtown Boston and currently includes a
stop at the intersection of Montvale Avenue and Hill Street allowing for public transportation
access just steps from the proposed site. The MBTA Anderson/Woburn Regional Transportation
Center located at 100 Atlantic Avenue is 3.1 miles or approximately a nine-minute drive from the
Woburn Site. The Anderson/Woburn Regional Transportation Center includes a commuter rail
stop on the Lowell Line, as well as a Park and Ride Parking Lot and Logan Express parking lot
and access. MBTA riders can access bus service at the MBTA Anderson/Woburn Regional
Transportation Center providing patients with public transportation access for traveling to and
from the commuter rail to the Woburn Site for care.

If a patient is unable to use public transit, or has a disability that prevents MBTA bus travel to the
Woburn Site, The RIDE is available for the majority of towns within the Woburn primary service
area (with the exception of Andover and limited service for Billerica) with similar operating hours
to the MBTA—generally from 5 AM to 1 AM daily. Reservation for the RIDE can be made 7 days
a week from 8:30-5:00 and RIDE trips can be scheduled from 1 to 7 days in advance, permitting
patients to schedule transportation to and from the Woburn Site in advance of an appointment. The
MBTA is also piloting anon-demand paratransit program with Uber, Lyft, and Curb
Mobility (taxi), where RIDE customers can book subsidized rides instantly, right from their
smartphones or call in for concierge service.'®

For the aging population, senior centers and Councils on Aging throughout the Woburn Site’s
primary service area provide free and subsidized transportation for medical appointments. For
example, the Stoneham Council on Aging as well as the Winchester Jenks Center provide free
transportation for seniors to medical appointment locally and in adjacent towns. In addition,
Woburn Checker Cab which operates taxi service in Woburn, Winchester, Burlington, Reading,
Stoneham, and all other surrounding communities has agreements with local senior centers to
provide flat rates and discounted taxi vouchers for seniors traveling in Woburn and surrounding
towns.

10 MBTA, On-Demand Para Transit Pilot Program, available at https://www.mbta.com/accessibility/the-ride/on-
demand-pilot (last visited Jan. 5, 2021).

36



In addition, Mystic Valley Elder Services TRIP Metro North Program is an innovative
transportation program available to older adults and adults living with disabilities in the Woburn
Site communities including Medford, Melrose, North Reading, Reading, Stoneham, and
Wakefield. With TRIP, participants choose a driver with whom they are comfortable — a friend or
a neighbor (and in some cases, certain relatives may qualify, too) — and the TRIP participant and
the driver work together to track mileage. This arrangement allows the TRIP participant to
maintain independence in making the arrangements with their driver and at the end of each month,
participants are sent a mileage reimbursement check to reimburse their driver for mileage.
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Fl.b.iv Provide additional information to demonstrate that the Proposed Project will
result in improved health outcomes and quality of life of the Applicant’s
existing Patient Panel, while providing reasonable assurances of health equity.

Ambulatory Surgery Services

The Proposed Project will allow for the expansion of lower-cost surgical services in the community
setting for patients in need of lower-acuity surgical services, for whom an ambulatory surgery
center is an appropriate treatment setting. The Ambulatory Surgery Services provide an alternative
point of access with equally high quality at a lower-cost. Furthermore, the Ambulatory Surgery
Services provided in this setting are more convenient for patients and clinicians allowing for
improved access to timely surgical care; thereby increasing quality outcomes and patient
experience. The Applicant also plans to implement numerous patient amenities, including multi-
disciplinary care team working together and embedded behavioral health, patient access tools, pre-
registration, price transparency, online scheduling, virtual care, health navigation, and health
coaching to improve patient experience and ensure high rates of patient satisfaction. For these
reasons, the Applicant is seeking to provide Ambulatory Surgery Services at the Project Sites.

Physician Services and CT and MRI Services

The Proposed Project will facilitate improved health outcomes and quality of life indicators for the
Patient Panel by allowing patients in need of Physician Services or CT and MRI services to receive
care in an integrated community setting close to where they live. The Physician Services and CT
and MRI services at the Project Sites provide the Patient Panel with a desirable alternative to
traveling to Boston for coordinated, integrated care within the Applicant’s system. Receiving care
at a Project Site will be more convenient for many patients, resulting in improvement in access
and care coordination. The Proposed Project will ensure that patients receive primary care,
specialty care, and ambulatory care services at each Project Site and have access to timely co-
located Clinical Services, whether centered at a Project Site or as a convenient alternative to post-
acute services at an Applicant’s hospital facility. Combined with the fact that the Applicant does
not discriminate and offers a variety of services to address SDoH, as discussed above, and health
care disparities (e.g., CLAS standards, interpreting services, and social services), the Applicant
anticipates that the Proposed Project will result in improved patient care experiences and quality
outcomes while assuring health equity.
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Fl.c Provide evidence that the Proposed Project will operate efficiently and
effectively by furthering and improving continuity and coordination of care
for the Applicant’s Patient Panel, including, how the Proposed Project will
create or ensure appropriate linkages to patients’ primary care services.

The Proposed Project will increase access to community primary care services for children and
adults of the Patient Panel. To ensure continuity of care, improved health outcomes and enhanced
quality of life, through the Proposed Project, staff at the Project Sites will continue existing formal
processes of the Applicant for linking patients with primary care providers and specialists for
follow-up care, as well as case management/social work support to ensure patients have access to
resources around SDoH issues. Providing patients with linkages to these necessary services
prevents unnecessary hospital admissions, ensures appropriate care management and provides the
patient with the resources for leading a better life. Moreover, patients at the Project Sites will
benefit from the Applicant’s population health management strategies, including a system of care
coordination and care delivery alternatives aimed at improving patient experience and outcomes.

As discussed in Section F1.b.ii, the Applicant has a number of integrated care programs in place
to ensure continuity of care and care integration. In addition to programs, such as eConsult and
Shared Decision-Making, the Project Sites will ensure patient interests are fully met while
addressing health care costs by providing expanded access to afterhours care either through the
Project Site’s or Applicant’s primary care practices or the Applicant’s extensive network of urgent
care practices. Telehealth visits also reduce unnecessary emergency department or office visits.
The Project Sites will also offer a number of alternatives to emergency department care for post-
operative patients through the Mass General Brigham Mobile Observation Unit, a program that
provides home-based urgent care for patients experiencing at-risk medical events believed to be
treatable with enhanced home care. The Applicant’s Home Hospital provides the opportunity for
some patients who require an inpatient stay to be cared for at home.

All CT and MRI results for scans performed at a Project Site, and all Ambulatory Surgery Services,
will be integrated into the Applicant’s EHR. Studies show that integrated health information
technology systems directly affect health outcomes as access to a single, integrated health record
improves care coordination. This is true of the system used by the Applicant, EPIC, which not only
enables imaging results and information to be available to primary care and specialty physicians
across the system, but also allows patients to authorize providers outside of the Applicant to access
their data, view their record, and send progress notes back for improved continuity of care via the
“Care Everywhere” feature. Through Care Everywhere, when necessary, CT and MRI scans can
be read by highly specialized radiologists, which reduces the diagnostic error rate and helps to
ensure all patients are receiving the right care, at the right time, and in the right setting. In sum,
the availability of these integrated record services ensures that patients receive the Clinical
Services at a Project Site will benefit from appropriate care coordination, better outcomes, and
improved quality of life.

The co-location of the Ambulatory Surgery Services, Physician Services and CT and MRI services,
including primary care, specialty care, and other ancillary services allows for and fosters continuity
of care, avoiding fragmentation, multiple scans and repeat visits, and other inefficiencies for
patients and providers. Evidence indicates that care fragmentation is an important source of
inefficiency in the US healthcare system, that health care delivery spread out across a number of
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separately located providers leads to care fragmentation, and that co-location is one way to address
fragmented care and promote efficiency.'*

101 Kurt C. Stange, The Problem of Fragmentation and the Need for Integrative Solutions, 7 ANNALS FAMILY
MED. 100 (2009), available at https://www.ncbi.nIm.nih.gov/pmc/articles/PMC2653966 (last accessed Jul. 17,
2019).
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Fid

Provide evidence of consultation, both prior to and after the Filing Date, with
all Government Agencies with relevant licensure, certification, or other
regulatory oversight of the Applicant or the Proposed Project.

Since a broad range of input is valuable in the planning of a project, the Applicant carried out a
diverse consultative process with individuals at various regulatory agencies regarding the Proposed
Projects. The following individuals are some of those consulted regarding this Proposed Project:

Lara Szent-Gyorgyi, MPA, Director, and Margo I. Michaels, MPH, Former
Director, Determination of Need Program, Department of Public Health
Determination of Need Program Analysts, Lucy Clarke and Lynn Conover
Rebecca Rodman, Esq., Deputy General Counsel, Department of Public Health
Ben Wood, Director, Office of Community Health Planning and Engagement,
Department of Public Health

Jennica Allen, MPH, Community Health Planning and Engagement Specialist
Sherman Lohnes, J.D., Director, Division of Health Care Facility Licensure and
Certification, Department of Public Health

Daniel Gent, Project Engineer, Plan Review Manager, Division of Health Care
Facility Licensure and Certification, Department of Public Health

The following individuals from the cities and towns of each Site were consulted regarding the
Proposed Project:

Westborough Site

Kristi Williams, Town Manager

lan Johnson, Chair, Select Board

Jim Robbins, Town Planner

James Eldridge, State Senator

Carolyn Dykema, State Representative
Danielle Gregoire, State Representative
Hannah Kane, State Representative

Westwood Site

Woburn Site

Chris Coleman, Town Administrator
Nancy Hyde, Chair, Board of Selectmen
Michael Rush, State Senator

Paul McMurtry, State Representative

Scott Galvin, Mayor

Michael Anderson, President, City Council
Darlene Mercer-Bruen, Alderman, Ward 5
Cindy Friedman, State Senator

Michael Day, State Representative
Richard Haggerty, State Representative
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Fl.e.i Process for Determining Need/Evidence of Community Engagement:

For assistance in responding to this portion of the Application, Applicant is
encouraged to review Community Engagement Standards for Community
Health Planning Guideline. With respect to the existing Patient Panel, please
describe the process through which Applicant determined the need for the
Proposed Project.

Based upon the need for patients to receive timely Clinical Services in the community, the
Applicant developed a plan to provide such services through the establishment of AmSurg and IC
In contemplation of establishing the Project Sites the Applicant, as noted above, engaged IDEO to
plan and develop a new way to deliver care to patients. IDEO’s work reflects feedback on the
current state of the patient experience and how design approaches can address existing patient care
experience challenges while identifying new opportunity areas for improvement.

The Applicant’s leadership also sought to define its community broadly and engage patients,
family members, local residents, and resident groups that may be impacted by the Proposed Project
to obtain feedback and answer questions regarding the Proposed Project. Through IDEO and the
community engagement discussed herein, the Applicant’s community engagement plan
incorporated a broad spectrum of individuals based on age, gender, sexual identity, race, ethnicity,
disability status, socioeconomic status, and health status.

The Applicant, through IDEO, convened focus groups and held workshops to determine the needs
and desires of patients in the primary service area of the Project Sites. These focus groups and
workshops helped the Applicant navigate the social, business, environmental, and technological
nuances of the design and planning challenges within the Project Sites. Qualitative research was
conducted in small group discussions that included numerous individuals. Working with the
Applicant through utilizing this research-based approach, IDEO compiled patient feedback on
accessing healthcare in the community that has allowed the Applicant to better understand the
needs of the Patient Panel. Based on IDEO’s engagement with patients, the Applicant learned that
patients (i) want to be more involved in their care, (ii) need help creating overlaps between their
lives, health, and the health care they receive and need, (iii) want a greater voice and understanding
of their health and their care, (iv) want relatable and understandable language when navigating
unfamiliar and unknown health care procedures. (v) want a shared sense of ownership with
clinicians in their care and wellbeing, and (vi) believe relationships are the foundation of health
and should be at the heart of health care. With this feedback in mind, the Applicant, through the
Proposed Project, seeks to reimagine how care is delivered to patients and how providers and
patients interact.

As an important step in the community engagement process, the Applicant sought to engage its
patients, local residents, as well as those resident groups in the communities impacted by the
Proposed Project. Accordingly, representatives of the Applicant held three open community
meetings at the following times and places:
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1. Westborough DoubleTree Hotel, on February 27, 2020 from 9:00 to 11:00 AM:

. John Fernandez, President, IC and Mass Eye & Ear, Lindsay A. Gainer, RN, MSN,
Vice President, Operations Development, and Christine Spring, Program Director,
System Behavioral & Mental Health represented the Applicant, AmSurg and IC at
this meeting.

o 82 individuals signed in at the open Westborough community meeting on the
Westborough Site;

2. The Westwood Site on March 2, 2020 from 6:30 to 8:00 PM:

. Cynthia Peterson, MBA, VP, Regional Ambulatory Operations and Business
Development, Brigham and Women’s Hospital, Lindsay A. Gainer, RN, MSN,
Vice President, Operations Development, and Christine Spring, Program Director,
System Behavioral & Mental Health represented the Applicant, AmSurg and IC at
this meeting.

o 92 individuals signed in at the open Westwood community meeting on the
Westwood Site;

3. The Woburn Public Library, on March 6, 2020 from 1:00 to 2:00 PM:

. John Fernandez, President, IC and Mass Eye & Ear, Lindsay A. Gainer, RN, MSN,
Vice President, Operations Development, and Christine Spring, Program Director,
System Behavioral & Mental Health represented the Applicant, AmSurg and IC at
this meeting.

o 133 individuals signed in at the Woburn open community meeting on the Woburn
Site.

The date of the open community meetings and locations were widely publicized to the Patient
Panel. To publicize the open community meetings to the Patient Panel, the Applicant (i) mailed
342,881 postcards to households publicizing the meeting and including email and phone numbers
for follow-up questions; (ii) placed advertisements in local newspapers; (iii) reached out to local
stakeholders within the primary service area of the Project Sites; and (iv) posted flyers in public
spaces within the primary service areas of the Project Sites. The goal of each open community
meeting was to educate community members on the Project Sites and the Applicant’s overall
ambulatory care strategy. A copy of the postcards and presentation materials is attached as
Attachment 5.

The mailings also included an online Community Health Survey that individuals could choose to
respond to. The Applicant included this survey to learn more about the needs of the patient panel
and to offer additional opportunities for the community to learn and obtain information about
health care access needs in the Project Sites’ primary service areas. 147 individuals completed the
online survey (the “Survey””) which is included as Attachment 5.

At all three open community meetings, attendees were primarily interested in the different types
of services that would be available at the Project Sites, including access to primary care and
behavioral health services. The Applicant’s representatives addressed all questions and comments
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at the open community meetings, and discussing the proposed services with the attendees, many
noted that they currently have to travel outside of the community to receive essential health care
services. For example, the following types of questions were asked at all three open community
meetings:

i. If I have a primary care provider of the Applicant in another location outside of the
primary service area of a Project Site can | still receive care at a Project Site?

ii. If 1 have a primary care provider of the Applicant at a location outside of the
primary service area of a Project Site, can | transition to a Project Site primary care
provider?

iii. Will the Project Sites be able to take care of all of my health care needs at the same
location or will I need to travel outside of my community for some services?

iv. Will the Project Sites accept my insurance?

v. Will the quality of care at each Project Site will be the same quality of care patients
expect from the Applicant’s other facilities?

These concerns and questions about accessing essential health care services are consistent with the
results of the Survey, where 55% of respondents said they would be more likely to get preventative
care sooner if such care was available closer to home. As noted throughout this application, the
Patient Panel will be able to access the Clinical Services at the Project Sites in a number of ways.
Patients will be able to schedule both in-person and telehealth appointments, to ensure patients
promptly receive the right kind of care in the right type of setting.

As noted throughout this Application, the Applicant intends to offer a full suite of services at the
Project Sites to enable the Patient Panel to receive health care in their community and avoid
unnecessary travel and expense. If a patient needs health care services that are not offered at a
Project Site, the Applicant is considering different patient navigation services to help patients find
and obtain necessary health care. Any patient navigation services offered, would defer to patient
choice and be agnostic to which provider or provider organization the patient is referred to.
Finally, the Project Sites plan to accept insurance from a broad spectrum of local non-profit,
national, and public payers and the Project Sites will accept all patients with insurance that includes
the Applicant in its benefit plans.

Attendees were also interested in the different types of providers that would be staffed at the
Project Sites, and whether the Applicant would be hiring additional providers to staff the Project
Sites. As each Project Site ramps up services, a full spectrum of providers will be hired, including,
but not limited to, primary care providers, specialty providers, nurses, mid-level providers, medical
assistants, administrative staff, behavioral health employees, and social workers. Attendees were
interested in when hiring will begin for staffing the Project Sites. To aid with hiring, the Applicant
is considering holding job fairs in the communities surrounding each Project Site.

Finally, in Westborough, an attendee asked specifically about the availability of home health
services. The attendee noted that the Applicant does not currently provide home health services in
the Westborough service area. Based on this feedback and depending on future patient need and
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programming, the Applicant will consider providing home health services within the primary
service area of a Project Site. In addition, staff will take advantage of all of the digital health tools
available within the Applicant’s system to ensure patients can access care in appropriate settings.
In consideration of the factors defined by the Department to be incorporated into the development
of the Applicant’s Community Engagement Plans such as age, gender, sexual identity, race,
ethnicity, disability status, socioeconomic status, and health status, the Applicant engaged
community groups and organizations that represent senior citizens, the LGBTQ community,
people of color, and the poor (such as community action agencies, food pantries), identifiable
disability groups, and local businesspeople through chambers of commerce with area of each
Project Site. Outreach to Westborough community groups included the NAACP Worcester
Branch, the Diversity and Inclusion Committee, Westborough CARES, Westborough Human
Service Alliance, OUT MetroWest, Corrido 9/495 Regional Chamber, and the Diversity and
Inclusion Committee. Outreach to Woburn community groups included the NAACP Mystic Valley
Branch, the Westwood Commission on Disability, Woburn Pride, and OUT MetroWest. Outreach
to Westwood community groups includes NAACP Framingham Branch, Westwood Commission
on Disability, Westwood Food Pantry, and OUT MetroWest.

These groups were invited to the three open community meetings. In addition, the Applicant had
in-person discussions wherever requested after outreach, including meetings with the Westwood
Chamber of Commerce on February 19, 2020, the Woburn Senior Center on March 4, 2020, and
the Westwood Senior Center on March 5, 2020. The Applicant also had meetings scheduled with
the Woburn Council for Social Concern scheduled for March 17, 2020 and the Westborough
Senior Center scheduled for March 24, 2020, but out of an abundance of caution, these meeting
were cancelled due to COVID-19 and the need to enact appropriate social distancing policies.
Presentation materials were provided to these organizations and residents were encouraged to call
or email with any questions or comments regarding the Proposed Project.

The Applicant anticipates continuing community engagement and outreach to community groups
within the primary service areas of the Project Sites to identify community and public health needs
and services.
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Fl.e.ii

Please provide evidence of sound Community Engagement and consultation
throughout the development of the Proposed Project. A successful Applicant
will, at a minimum, describe the process whereby the “Public Health Value”
of the Proposed Project was considered, and will describe the Community
Engagement process as it occurred and is occurring currently in, at least, the
following contexts: Identification of Patient Panel Need; Design/selection of
DoN Project in response to “Patient Panel” need; and Linking the Proposed
Project to “Public Health Value”.

In addition to the activities described in Section F1.e.ii, to ensure sound community engagement
throughout the development of the Proposed Project, the Applicant took the following actions:

Open Community Meeting at the Westborough DoubleTree Hotel, on February 27,
2020 from 9:00 to 11:00 AM

Open Community Meeting at the Westwood Site on March 2, 2020 from 6:30 to
8:00 PM

Open Community Meeting at the Woburn Public Library, on March 6, 2020 from
1:00 to 2:00 PM

Westwood Chamber of Commerce on February 19, 2020

Woburn Senior Center on March 4, 2020

Westwood Senior Center on March 5, 2020

Email address for questions. In addition to holding the open community meetings,
in publicizing that meeting, the Applicant provided the public with an email address
for questions about the meeting or the Proposed Project.

For detailed information on these activities, including agendas and presentations, see Attachment

S.
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Factor 2: Health Priorities

Addresses the impact of the Proposed Project on health more broadly (that is, beyond the
Patient Panel) requiring that the Applicant demonstrate that the Proposed Project will
meaningfully contribute to the Commonwealth’s goals for cost containment, improved
public health outcomes, and delivery system transformation.

F2.a. Cost Containment:

Using objective data, please describe, for each new or expanded service, how
the Proposed Project will meaningfully contribute to the Commonwealth’s
goals for cost containment.

The goals for cost containment in Massachusetts center on providing low-cost care alternatives
without sacrificing high quality. In fact, The Commonwealth’s independent state agency that
develops policy to reduce health care cost growth and improve the quality of patient care, the
Health Policy Commission, has a stated goal of bettering health and care at a lower cost across
The Commonwealth. Consequently, the Proposed Project will meaningfully contribute to
Massachusetts’ goals for cost containment by providing high quality Ambulatory Surgery Services
for qualifying lower-acuity patients, Clinical Services in a more cost-effective setting.
Accordingly, the Proposed Project will lower costs, as well as overall TME and total healthcare
expenditures.

In addition, the Proposed Project seeks to align with these goals and meaningfully contribute to
cost containment in Massachusetts by providing cost-effective high-quality Clinical Services and
creating care efficiencies for the Applicant’s patient panel. This will ultimately reduce overall
provider costs, directly impacting TME. With the expansion of access to Clinical Services in a
more cost-effective setting, including increased access to local primary and specialty Physician
Services, the Proposed Project will compete on the basis of TME and provider costs, and contribute
positively to The Commonwealth’s goals of containing the rate of growth of TME and total health
care expenditures.
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F2.b. Public Health Outcomes:

Describe, as relevant, for each new or expanded service, how the Proposed
Project will improve public health outcomes.

The offering of the Clinical Services, co-located at the Project Sites, will improve public health
outcomes as patients will have access to high quality Clinical Services in the community. This
convenient access to the Clinical Services will allow patients to schedule surgeries, procedures,
and medical appointments in a timely manner, avoiding unnecessary travel barriers to obtaining
care (driving to Boston, expensive parking, etc.) and the creation of a better patient care
experience. Moreover, as discussed, studies have documented the benefits that patients receive by
obtaining surgical care in the ambulatory setting — given that doctors and staff only specialize in
specific types of surgery at the location — and can create efficiencies tailored to the facility and its
relatively limited range of procedures and patient complexities. This experience translates to better
outcomes for patients, as well as increased overall satisfaction with their care. When patients
receive timely care in the appropriate setting and achieve cost savings, both the healthcare market,
patients, and The Commonwealth benefit from these practices.

The Project Sites require CT and MRI capacity as demonstrated by the current volume of such
services being provided by the Applicant, at other facilities, to the members of the Patient Panel
residing within the primary service are of a Project Site, the anticipated growth in the Patient Panel,
and the overall anticipated growth in demand for CT and MRI services throughout the Patient
Panel and the general population. Providing CT and MRI services at the Project Sites will improve
patient outcomes by leading to earlier diagnoses and tailored treatment plans based on the results
of such imaging.

Patients will also benefit from co-located services. The co-location of primary and specialty care
with the CT and MRI services at the Project Sites will permit patients in the communities
surrounding each of the Project Sites to have many of their healthcare needs met, and obviate the
need to travel further for the Clinical Services. Additionally, for patients who reside near a Project
Site but who are seen by the Applicant’s specialists in downtown Boston, enhanced and co-located
Imaging Services, primary care, and specialty physician capabilities in their community, as part of
a system of coordinated care, permits those patients to have pre- or post- visits closer to home,
eliminating unnecessary travel, stress and expense. Co-located Clinical Services and other
ancillary services at the Project Sites will provide primary care practitioners and specialists,
including those located at a Project Site or one of the Applicant’s hospitals, with timely clinical
information needed to treat their patients. Absent the Proposed Project, patients will experience
longer wait times or will need to receive Ambulatory Surgery Services, Physician Services, and/or
CT and MRI services at a separate location, which may be in Boston.

In addition to the Clinical Services, the Project Sites anticipate offering physical therapy gyms,
endoscopy, infusion, nutrition, virtual care and telehealth, behavioral health, pharmacist support,
dietician support, social workers, athletic trainers, and health coaches. By providing improved
access to timely co-located care and ancillary services in the appropriate integrated care setting,
the Proposed Project will improve health outcomes for Massachusetts patients and the
Massachusetts health care market overall.
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F2.c. Delivery System Transformation:

Because the integration of social services and community-based expertise is
central to goal of delivery system transformation, discuss how the needs of
their Patient Panel have been assessed and linkages to social services
organizations have been created and how the social determinants of health
have been incorporated into care planning.

As outlined in Section F.1.b.ii, above, the Applicant has a number of programs, processes, and
protocols to connect patients with social services organizations. Patients receiving Clinical
Services at a Project Site will have access to clinical social workers. These clinical social workers
can assess patient needs and work with patients and their families to implement appropriate
interventions. As indicated in Section F1.b.iii, above, each Project Site will work with its
surrounding greater community to address social determinants of health, including through health
education, around topics identified as relevant to the community. Such topics may include, for
example, domestic violence prevention, food insecurity, and, due to an aging Patient Panel, key
concerns for seniors.

Behavioral Health

Millions of people are affected by mental illness each year. Depression and anxiety disorders cost
the economy $1 trillion annually in lost productivity, while depression is the leading cause of
disability worldwide each year.'®? In addition, research indicates that people with serious mental
iliness have an increased risk for chronic diseases like diabetes or cancer, and high-cost users of
medical care with comorbid mental illness or addiction had greater historical medical morbidity
and higher total medical care costs than those without.*®® Given the national shortage of services
for patients with psychiatric disorders, patients are looking for care anywhere they can, yet only
about half of the people in the U.S. with mental health disorders receive any treatment, and many
who do get treatment receive it from a primary care provider, not a behavioral health specialist.

As a result, health care organizations have been searching for ways to provide more effective
models of care for this population. Integrating behavioral health services into the primary care
setting—that is, “blend[ing] care in one setting for medical conditions and related behavioral
health factors that affect health and well-being”—is one increasingly popular, well-studied way to
increase access to mental health services in a setting where patients are comfortable.'* Integrated
behavioral health is associated with a host of benefits, including but not limited to the following:

. Reduced net costs on patients who received a collaborative care intervention within
four years (of the intervention) and, among the subset with diabetes, within three
years.1%

o Improved patient experience. Integrated care makes it simple for patients to find

and access behavioral health treatments. Furthermore, patients may be more willing

102 https://nami.org/NAMI/media/NAMI-Media/Infographics/NAMI-Impact-Ripple-Effect-FINAL.pdf.

103 psychosomatics, 2018 Mar-Apr; 59(2) 135-143, available at https://www.ncbi.nlm.nih.gov/pubmed/29157683.
104 Agency for Healthcare Research and Quality, available at https://integrationacademy.ahrg.gov/about/what-
integrated-behavioral-health.

105 https:/fwww.ajmc.com/journals/issue/2008/2008-02-vol14-n2/feb08-2835p095-100.
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to accept behavioral health treatments if they do not have to deal with any stigma
associated with visiting a mental health clinic.%

Improved provider experience. Numerous studies have established the value of
integrated behavioral health in reducing provider burnout and stress.*” Numerous
Mass General Brigham providers have expressed relief that they have the support
of collaborative care teams to co-manage patients and of resource specialists to help
patients locate needed referrals.

Improved clinical outcomes.*%

Studies such as these have led health care providers, payers and governments across the country
to recognize the importance of addressing mental health in order to improve overall health—The
Commonwealth of Massachusetts and Mass General Brigham included. Because of this
recognition, and because of the body of evidence showing how psychotherapeutic techniques can
improve many other aspects of disease management and wellness, the Applicant has committed to
integrating behavioral health into the Clinical Services offered at the Project Sites. The Applicant
anticipates offering embedded psychiatric outpatient services as well as behavioral health care
integrated into medical management at all of the Project Sites.

The Project Sites will have access to integrated behavioral health teams built on the
nationally accepted collaborative care model and offering access to a range of
population health interventions. These teams will include a care manager and a
psychiatric consultant; furthermore, if the care manager is not a licensed social
worker, the team will also be supported by a licensed clinical social worker. The
care manager will assess the needs of referred patients, including screening for
substance use disorders, and the team will decide whether the patient can be
managed in primary care or should be referred to specialty care. If the former, the
care manager will monitor symptoms, support medication initiation and adherence,
and provide behavioral interventions to reduce symptoms; the psychiatric
consultant will guide the primary care provider in starting and/or adjusting
medication treatment; and the team can also refer the patient for internet-based
cognitive behavior therapy. If the latter, the care manager (working with a resource
specialist) will assist the patient with finding referrals and establishing treatment.
Practices at the Project Sites either will have their own embedded collaborative care
teams or will have access to the primary care-based collaborative care teams.
Project Site providers will have access to eConsult services to help them answer
questions about behavioral health/substance use disorders, whether about
diagnosis, medication management, or appropriate level of care.

The Project Sites will have access to behavioral health resource specialists who can
assist with referring patients to specialty mental health services as well as other
resources.

106 https://www.ncbi.nlm.nih.gov/pubmed/26963777.

107 https://www.ncbi.nlm.nih.gov/pubmed/26963777.

108 https:/fwww.nchi.nlm.nih.gov/pubmed/23076925 Cochrane Database Syst Rev. 2012 Oct 17;10:CD006525. doi:
10.1002/14651858.CD006525.pub2.Collaborative care for depression and anxiety problems. Archer J, Bower P,
Gilbody S, Lovell K, Richards D, Gask L, Dickens C, Coventry P.
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o The Project Sites will offer outpatient psychiatric services, including medication
management and psychotherapy (grounded in evidence-based treatments). IC,
plans to pilot innovative models to improve the capacity of specialists to provide
behavioral health treatment (e.g., care coordinators, walk-in models, brief
stabilization services, team-based care) and otherwise improve patient access to

Services.

o The Project Sites will have access to licensed clinical social workers, who can
provide case management and help connect patients to social services.

o All Project Site providers will be offered training in psychotherapy-based

techniques to promote behavior change and disease self-management.

Given the shortage of access to behavioral health providers and care, the Project Sites will utilize
telehealth and other digital health solutions to improve access to behavioral health support (e.g.,
video visits; internet-based psychotherapy; self-management apps). Access to behavioral health
services through telehealth, where medically appropriate, will allow the Project Sites to offer
behavioral health care patients in various circumstances, and ensure that care is provided at the
right time and in the right setting. When medically appropriate, telehealth will also provide
behavioral health care to patients that may not be able to get to a Project Site.1*

Furthermore, as the Patient Panel grows, the Project Sites will have the capacity to add additional
behavioral health resources depending on patient interest and need, such as the following:

Shared medical management groups for diabetes or other chronic illnesses

Iliness coping groups (e.g., chronic pain)

Stress reduction groups

Skill-building groups (ex.: problem solving treatment, cognitive behavior therapy)

Based on the needs of the Patient Panel, certain Project Sites may add recovery coaches and, if
there is sufficient need, office-based addiction treatment (“OBAT”) nurses, with funding support
from Mass General Brigham Population Health and Mass General Brigham Quality and Patient
Experience. Similarly, the Project Sites may pilot the use of health coaches and outreach workers
(e.g., community health workers) at certain Project Sites.

109 |_angarizadeh M., Tabatabaei M.S., Tavakol K., Naghipour M., Rostami A., Moghbeli F. Telemental Health
Care, an Effective Alternative to Conventional Mental Care: a Systematic Review Acta Informat.

Med. 2017;254:240-246 (finding that telehealth “has multiple capability and technologies for providing effective
interventions to patients with various mental illnesses.”); See also Koons, Cynthia, The Mental-Health-Care
System Isn’t Ready for COVID-19 Either, Bloomberg Businessweek, Apr. 1 2020, available at
https://www.bloomberg.com/news/articles/2020-04-01/the-u-s-mental-health-care-system-isn-t-ready-for-
coronavirus (stating the Coronavirus pandemic has led to a spike in therapy through telehealth).
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Factor 5: Relative Merit

F5.a.i Describe the process of analysis and the conclusion that the Proposed Project,
on balance, is superior to alternative and substitute methods for meeting the
existing Patient Panel needs as those have been identified by the Applicant
pursuant to 105 CMR 100.210(A)(1). When conducting this evaluation and
articulating the relative merit determination, Applicant shall take into
account, at a minimum, the quality, efficiency, and capital and operating costs
of the Proposed Project relative to potential alternatives or substitutes,
including alternative evidence-based strategies and public health
interventions.

The Proposed Project is part of the Applicant’s ambulatory care strategy to bring health care closer
to where Mass General Brigham’s patients live, at lower costs. The Proposed Project is part of
nearly a $400 million investment in new health care offerings in eastern Massachusetts and
southern New Hampshire. As the health care market continues to evolve, patients are demanding
convenience and lower cost services. The Proposed Project seeks to meet those demands while
developing value-based models of care for the Applicant’s patients and address widespread
disparities that continue to persist in health care. As discussed throughout this Application, the
Applicant aims to deliver affordable primary, secondary, and behavioral health care in the
community. The Applicant will also make patient-centered programs and services central to
delivering better outcomes for the Patient Panel available at the Project Sites. The Proposed
Project is one part of Mass General Brigham’s overarching goal to reimagine the outpatient
experience through research and engagement with patients, physicians and care givers.

Proposal: The Proposed Project is for the establishment of the Ambulatory Surgery Services,
Physician Services, and CT and MRI services at the Project Sites.

Quality: Studies have shown that patients receiving care in ambulatory care settings - including
medical offices and clinics, diagnostics imaging centers, ambulatory surgery centers, and hospital
outpatient departments have high-quality outcomes, similar to patients who obtain these services
in the inpatient setting. Given specialization by clinicians and their level of experience in specific
fields, care is effective, timely and seamless in these ambulatory care settings. Moreover, the
Applicant follows various quality assurance programs and utilizes various quality assurance
mechanisms to ensure patients receive high-quality, patient-focused imaging and related
diagnostic and support care.

Efficiency: Both care and operating efficiencies may be created through the shift of lower-acuity
patients to a more cost-effective setting — allowing for lower costs and higher quality outcomes.
Capital Expense: There are capital expenses associated with the implementation of the Clinical
Services. The total capital expenditure cost for the Proposed Project is $223,724,658.

Operating Costs: The first-year incremental operating expense of the Proposed Project is
$154,510,912.
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List alternative options for the Proposed Project:
Option 1

Alternative Proposal: The first alternative for the Proposed Project would be to maintain
the status quo and not establish the Project Sites.

Alternative Quality: This is not a feasible solution, as demand for the services, wait times,
patient experience, and convenience would not be addressed and would have a negative
impact on the Patient Panel that are seeing providers at more distant locations but who will
benefit from having the Clinical Services available close to home. Moreover, the benefits
of co-located Clinical Services, including behavioral health would not be realized. The
benefits of having co-located services are outlined in various sections throughout this
Application.

Alternative Efficiency: This alternative would be inefficient because it would not create
operating efficiencies that may be achieved through co-location of the Clinical Services
and ancillary services that would be available at the Project Sites.

Alternative Capital Expenses: Although this alternative would allow the Applicant to
forego certain construction costs and other capital expenses, including the cost of acquiring
CT and MRI units, it would have an overall negative impact on access, quality of care, and
patient and provider satisfaction.

Alternative Operating Costs: There would be no operating costs associated with not
establishing the Project Sites. However, this alternative would exacerbate patient care
fragmentation and need for patients to travel outside their community to receive the
Clinical Services at one of the Applicant’s other locations.

Option 2

Alternative Proposal: The second alternative for the Proposed Project would be to not
provide Ambulatory Surgery Services at the Project Sites.

Alternative Quality: This is not a feasible solution, as demand for quality, services, wait
times, patient experience, and convenience regarding Ambulatory Surgery Services would
not be addressed. This alternative would also have a negative impact on the Patient Panel,
requiring patients to see providers at more distant locations when such patients would be
able to have lower-acuity surgery performed close to home. Moreover, the benefits of co-
located Clinical Services, including behavioral health would not be realized. The benefits
of having co-located services are outlined in various sections throughout this Application.

Alternative Efficiency: This alternative would be inefficient because it would not create
operating efficiencies that may be achieved through co-location of the full complement of
Clinical Services and ancillary services that would be available at the Project Sites.
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Alternative Capital Expenses: Although this alternative would allow the Applicant to
forego certain capital expenditures, it would have an overall negative impact on access,
efficient, quality of care, and patient and provider satisfaction

Alternative Operating Costs: Although this alternative would decrease the operating
costs of the Project Sites, the Applicant’s patients who qualify for ambulatory care surgery
would then be receiving services in a facility which has higher operating costs, i.e. a
hospital. Additionally, this alternative would exacerbate patient care fragmentation and the
need for patients to travel outside their community to receive the Ambulatory Surgery
Services at one of Applicant’s other locations.

Option 3

Alternative Proposal: The third alternative for the Proposed Project would be to not
provide CT and MRI services at the Project Sites.

Alternative Quality: This is not a feasible solution, as demand for quality, services, wait
times, patient experience, and convenience would not be addressed. This alternative would
not alleviate wait times for MRI and CT services in the Applicant’s system. This alternative
would also have a negative impact on the Patient Panel, requiring patients to obtain CT and
MRI services at separate and distant locations in the Applicant’s system or other locations,
when the Proposed Project would enable such patients to have CT and MRI services
performed at a Project Site close to home.

Furthermore, the Applicant views CT and MRI services as an integral part of patient care
and population health management within the Applicant’s system. Therefore, even if the
Applicant contracted with other area providers for CT and MRI services, scans would be
performed external to the Applicant’s system, without the benefit of the rigorous utilization
and quality control processes for CT and MRI that are consistent across the Applicant’s
facilities. The CT and MRI services provided at the Project Sites will be interpreted by
radiologists, including specialty radiologists, within the Applicant’s system who have
complete access to the patient’s EHR and are able to communicate real time with their
colleagues. Additionally, while area locations may have current capacity, many are part of
or affiliated with other area hospitals, including those that are themselves part of health
care systems spearheaded by academic medical centers. As these systems move care to
locations outside of the academic medical center, volume at these locations is likely to
increase, and these providers will prioritize their own patients when scheduling. Moreover,
the benefits of co-located Clinical Services, including behavioral health would not be
realized.

Alternative Efficiency: This alternative would be inefficient because it would not create
operating efficiencies that may be achieved through co-location of the Clinical Services,
including CT and MRI services and ancillary services that would be available at the Project
Sites.

Alternative Capital Expenses: Although this alternative would allow the Applicant to
forego certain capital expenditures, including the cost of acquiring the CT and MRI units,
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it would have an overall negative impact on access, efficient, quality of care, and patient
and provider satisfaction.

Alternative Operating Costs: Although this alternative would decrease the operating
costs of the Project Sites, the Patient Panel would not receive CT and MRI services at the
Project Sites, and may receive these services outside of Applicant’s system, and potentially
at a higher cost. Additionally this alternative would exacerbate patient care fragmentation
and, in some cases, the need to travel outside of their community to receive the MRI and
CT services at one of the Applicant’s other locations.
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Attachment 1
Applicant Patient Panel Demographic Information

FY17 FY18 FY19 FY20YTD?
Count and % Count and % Count and % Count and %
1,408,587 1,504,625 1,528,359
Gender
Female 820,910 58.3% 874,793 58.1% 883,913 57.8% 379,809 59.8%
Male 587,404 41.7% 629,708 41.9% 644,286 42.2% 255,110 40.2%
Other/Unknown 273 0.0% 124 0.0% 160 0.0% 70 0.0%
Age
0-17 147,325 10.5% 166,985 11.1% 179,388 11.7% 59,815 9.4%
18-64 859,511  61.0% 919,998 61.1% 948,501 62.1% 374,338 59.0%
65+ 401,551 28.5% 417,605 27.8% 400,441 26.2% 200,785 31.6%
Unknown 200 0.0% 37 0.0% 29  0.0% 51  0.0%
Race
American Indian or Alaska Native 1,656 0.1% 1,946 0.1% 2,045 0.1% 828 0.1%
Asian 58,502 4.2% 62,723 4.2% 66,601 4.4% 26,468 4.2%
Black or African American 81,341 5.8% 83,703 5.6% 85,627 5.6% 34,562 5.4%
Hispanic/Latino 22,089 1.6% 20,631 1.4% 19,630 1.3% 9,697 1.5%
Native Hawaiian or Other Pacific Islander 1,122 0.1% 1,128 0.1% 1,117 0.1% 362 0.1%
Other/Unknown 213,833 15.2% 234,921 15.6% 232,058 15.2% 77918 12.3%
White 1,030,044 73.1% 1,099,573 73.1% 1,121,281 73.4% 485,154 76.4%
MGB PCP on Epic?
Yes 592,167 42.0% 656,099 43.6% 690,637 45.2% 360,776  56.8%
No 816,420  58.0% 848,526 56.4% 837,722 54.8% 274,213 43.2%
Risk Contract
BCBS 151,787  25.6% 163,675 24.9% 171,923 24.9%
HPHC 38,158 6.4% 37,368 5.7% 36,118 5.2%
MHACO 39,261 6.6% 67,905 10.3% 73,038 10.6% | N/A- eligibility based
PACO 71411 12.1% 82,591 12.6% 90,651 13.1% | O©nlastmonthof FY
TAHP 18,596 3.1% 19,516  3.0% 20,399  3.0%
None! 272,954  46.1% 285,044 43.4% 298,508 43.2%

L Allways Health risk data is captured in “None”.
2FY20 is pulled as of January 7, 2020.



Attachment 2

Primary Service Areas

Westborough

Project Site

01503
01519
01532
01536
01545
01568
01581
01701
01702
01721
01740
01745
01748
01749
01752
01757
01772

Woburn
Project
Site
01730
01731
01801
01810
01864
01821
02420
02421
02474
02476
01876
01803
01867
01880
01887
01890
01940
02153
02155
02176
02180

Westwood
Project

Site

02021
02026
02030
02032
02052
02062
02081
02132
02136
02492
02494
02090




Attachment 3
Patient Panel Demographic Information

FY17 FY18 FY19 FY20YTD?

Count and % Count and % Count and % Count and %
Patient Panel Total 215,548 219,423 227,371 96,861
Gender
Female 127,577 59% 129,360 59% 133,429 59% 58,986 61%
Male/Other/Unknown 87,971 41% 90,063 41% 93,942 41% 37,875 39%
Age
0-17 23,389 11% 25,028 11% 27,299 12% 8,832 9%
18-64 135,063 63% 138,429 63% 144,301 63% 59,132 61%
65+ 57,096 26% 55,966 26% 55,771 25% 28,897 30%
Unknown - 0% - 0% - 0% - 0%
Race
American Indian or Alaska Native 247 0% 264 0% 299 0% 114 0%
Asian 12,301 6% 13,006 6% 13,778 6% 5,585 6%
Black or African American 10,052 5% 10,146 5% 10,631 5% 4,442 5%
Hispanic/Latino 3,233 1% 3,078 1% 2,950 1% 1,501 2%
Native Hawaiian or Other Pacific Islander 130 0% 121 0% 137 0% 40 0%
Other/Unknown 21,703 10% 22,707 10% 25,158 11% 8,715 9%
White 167,882 78% 170,101 78% 174,418 77% 76,464 79%
MGB PCP on Epic?
Yes 105,942 49% 111,605 51% 117,613 52% 61,166 63%
No 109,606 51% 107,818 49% 109,758 48% 35,695 37%
Risk Contract
BCBS 30,026 28% 32,725 29% 33,796 29%
HPHC 7,982 8% 7,855 7% 7,655 7%
MHACO 3665 3% 6,271 6% 6,888 6% | N/A- eligibility based
PACO 11450 11% 12,851 12% 15,792 139 | On lastmonth of FY
TAHP 3383 3% 3,644 3% 3,927 3%
None? 49436 A47% 48,259 43% 49,555 42%

L FY20 s pulled as of January 7, 2020.
2 AllWays Health risk data is captured in “None”.



Westborough Site

FY17 FY18 FY19 FY20YTD?
Count and % Count and % Count and % Count and %
41,254 42,251 42,666 16,208

Gender
Female 25,061 61% 25,538 60% 25,693 60% 10,044 62%
Male/Other/Unknow" 16,193 39% 16,713 40% 16,973 40% 6,164 38%
Age
0-17 3,837 9% 4,093 10% 4,504 11% 1,259 8%
18-64 25,786 63% 26,565 63% 26,855 63% 10,031 62%
65+ 11,631 28% 11,593 27% 11,307 27% 4,918 30%
Unknown - 0% - 0% - 0% - 0%
Race
American Indian or Alaska Native 53 0% 64 0% 55 0% 11 0%
Asian 2,356 6% 2,502 6% 2,542 6% 973 6%
Black or African American 1,151 3% 1,137 3% 1,187 3% 427 3%
Hispanic/Latino 196 0% 163 0% 140 0% 61 0%
Native Hawaiian or Other Pacific

Islander/Other/Unknown? 4,034 10% 4,151 10% 4,374 10% 1,355 8%
White 33,464 81% 34,234 81% 34,368 81% 13,381 83%
MGB PCP on Epic?
Yes 21,374 52% 22,703 54% 22,751 53% 9,872 61%
No 19,880 48% 19,548 46% 19,915 47% 6,336 39%
Risk Contract
BCBS 6,031 28% 6,574 29% 6,642 29%
HPHC 1,483 7% 1,452 6% 1,336 6%
MHACO 228 1% 450 2% 489 2% N/A- eligibility based
PACO 1,723 8% 2,142 9% 3,237 149 | ©n lastmonth of FY
TAHP 687 3% 787 3% 862 4%
None* 11,222 53% 11,298 50% 10,185 45%

3 FY20 is pulled as of January 7, 2020.
4 AllWays Health risk data is captured in “None”.



Westwood Site

FY17 FY18 FY19 FY20YTD®
Count and % Count and % Count and % Count and %
77,222 78,585 80,859 36,188
Gender
Female 46,222 60% 46,861 60% 48,235 60% 22,521 62%
Male/Other/Unknown 31,000 40% 31,724 40% 32,624 40% 13,667 38%
Age
0-17 8,942 12% 9,507 12% 10,296 13% 2,969 8%
18-64 47,156  61% 48,405 62% 50,494 62% 22,011 61%
65+ 21,124  27% 20,673 26% 20,069 25% 11,208 31%
Unknown - 0% - 0% - 0% - 0%
Race
American Indian or Alaska Native 108 0% 99 0% 116 0% 52 0%
Asian 2,705 4% 2,933 4% 3,071 4% 1,232 3%
Black or African American 5,822 8% 5,819 7% 6,079 8% 2,656 7%
Hispanic/Latino 2,697 3% 2,595 3% 2,496 3% 1,296 4%
Native Hawaiian or Other Pacific Islander 77 0% 71 0% 82 0% 20 0%
Other/Unknown 7,044 9% 7,684 10% 8,470 10% 3,186 9%
White 58,769 76% 59,384 76% 60,545 75% 27,746 7%
PCP on Epic?
Yes 40,768 53% 42,740 54% 44,980 56% 24,596 68%
No 36,454 A47% 35,845 46% 35,879 44% 11,592 32%
Risk Contract
BCBS 10,988 27% 11,902 28% 12,429 28%
HPHC 3,651 9% 3,657 9% 3,659 8%
MHACO 1,906 5% 3,079 7% 3,314 % N/A- eligibility based
PACO 4935 12% 5,533 13% 6,185 149 | On lastmonth of FY
TAHP 1,287 3% 1,421 3% 1,519 3%
None® 18,001 44% 17,148 40% 17,874 40%

5 FY20 is pulled as of January 7, 2020.
6 AllWays Health risk data is captured in “None”.



Woburn Site

FY17 FY18 FY19 FY20YTD?
Count and % Count and % Count and % Count and %
97,072 98,587 103,846 44,465
Gender
Female 56,294 58% 56,961 58% 59,501 57% 26,421 59%
Male/Other/Unknown! 40,778  42% 41,626 42% 44,345 43% 18,044 41%
Age
0-17 10,610 11% 11,428 12% 12,499 12% 4,604 10%
18-64 62,121 64% 63,459 64% 66,952 64% 27,090 61%
65+ 24,341  25% 23,700 24% 24,395 23% 12,771 29%
Unknown - 0% - 0% - 0% - 0%
Race
American Indian or Alaska Native 86 0% 101 0% 128 0% 51 0%
Asian 7,240 7% 7,571 8% 8,165 8% 3,380 8%
Black or African American 3,079 3% 3,190 3% 3,365 3% 1,359 3%
Hispanic/Latino 340 0% 320 0% 314 0% 144 0%
Native Hawaiian or Other Pacific Islander 53 0% 50 0% 55 0% 20 0%
Other/Unknown 10,625 11% 10,872 11% 12,314 12% 4,174 9%
White 75,649 78% 76,483 78% 79,505 7% 35,337 79%
PCP on Epic?
Yes 43,800 45% 46,162 47% 49,882 48% 26,698 60%
No 53,272  55% 52,425 53% 53,964 52% 17,767 40%
Risk Contract
BCBS 13,007 30% 14,249 31% 14,725 30%
HPHC 2,848 7% 2,746 6% 2,660 5%
MHACO 1,531 3% 2,742 6% 3,085 6% N/A- eligibility based
PACO 4792 11% 5,176 11% 6,370 139 | On lastmonth of FY
TAHP 1,409 3% 1,436 3% 1,546 3%
None® 20,213 46% 19,813 43% 21,496 43%

" FY20 is pulled as of January 7, 2020.

8 AllWays Health risk data is captured in “None”.




Westborough

Attachment 4
Patient Panel Payer Mix

Risk Contract percentages
FY19 (to be considered a
covered life in an Applicant risk
contract in a given FY, the
patient must be enrolled in the
risk contract in the last month of
the same FY.

Payer Mix-List percentages FY19

Risk Contracts 55%
Non-Risk Contracts 45%

AllWays Health 6%

Big 3 HMO 21%

Big 3 PPO 23%
Medicaid/Managed 5%
Medicare/Managed 28%
Other 18%

Woburn

Risk Contract percentages
FY19 (to be considered a
covered life in an Applicant risk
contract in a given FY, the
patient must be enrolled in the
risk contract in the last month of
the same FY.

Payer Mix-List percentages FY19

Risk Contracts 57%
Non-Risk Contracts 43%

AllWays Health 11%

Big 3 HMO 16%

Big 3 PPO 26%
Medicaid/Managed 8%
Medicare/Managed 23%
Other 16%

Westwood

Risk Contract percentages
FY19 (to be considered a
covered life in an Applicant risk
contract in a given FY, the
patient must be enrolled in the
risk contract in the last month of
the same FY.

Payer Mix-List percentages FY19

Risk Contracts 60%
Non-Risk Contracts 40%

AllWays Health 9%

Big 3 HMO 18%

Big 3 PPO 17%
Medicaid/Managed 12%
Medicare/Managed 23%
Other 21%




Attachment 5 - Community Engagement Materials
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P.S. can you take our community
survey by scanning this code or
going to bit.ly/PartnersSurvey20207?

Presorted
First-Class Mail
U.S. Postage
PAID
Newburyport, MA
Permit No. 112




Monday Please Join Us For

March 2, 2020 Coffee
6:30 PM &

[ ]
Conversation
Brigham and Women's You're invited to join our staff, patients,
Health Care Center and neighbors for an informational

presentation and discussion of our

. Second Flf)or . : planned care center expansionin
100 Brigham Way, University Station Westwood.

Westwood, MA 02090

For questions or to RSVP please:

I Y 4 N WestwoodInfo@partners.org

' ¢ 617-513-1787
———

@& bitly/WestwoodRSVP
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P.S. can you take our community
survey by scanning this code or
going to bit.ly/PartnersSurvey20207?

Presorted
First-Class Mail
U.S. Postage
PAID
Newburyport, MA
Permit No. 112




Friday
March 6, 2020
1:00 PM

Woburn Public Library
Meeting Room
45 Pleasant St, Woburn, MA 01801

/7

Please Join Us For

Coffee

&
Conversation

You're invited to join our staff, patients,
and neighbors for an informational
presentation and discussion of a planned
outpatient care center in Woburn.

For questions or to RSVP please:

SN Woburninfo@partners.org
f 617-513-1787
& bitly/WoburnRSVP




Thursday

February 27,2020
9:00 AM

DoubleTree by Hilton Boston
Nugget/Wellington Room
5400 Computer Drive
Westborough, MA 01581

/7

Please Join Us For

Coffee

&
Conversation

You're invited to join our staff, patients,
and neighbors for an informational
presentation and discussion of a planned
outpatient care center in Westborough.

For questions or to RSVP please:

N Westborolnfo@partners.org
f 617-513-1787
@& bitly/WestboroRSVP
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P.S. can you take our community
survey by scanning this code or
going to bit.ly/PartnersSurvey20207?

Presorted
First-Class Mail
U.S. Postage
PAID
Newburyport, MA
Permit No. 112
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Bringing Outpatient Services
to Westborough



Goals of coming to Westborough

Partners is committed to delivering high quality, low cost outpatient care that

improves the health and well-being of our patients

Our goal with our Westborough facility is to provide:

1. Access: Provide outstanding care to our patients by creating convenient
community sites

2. Cost Reduction: Convenient community sites provide lower-cost options and
innovative delivery models efficiently managing patient care in the Partners
System

3. Innovation: Less complex care is provided in convenient community sites that
focus on patients using innovative digital solutions

PARTNERS.



Westborough Facility
Services

General Surgery

Pain Management
Non-Anesthesia

e
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Ophthalmology

Orthopedic
General Surgery

Rheumatology
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Gastroenterology
Urology
Otorhinolaryngology
(Ear, Nose, Throat

e
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Westborough Facility Location

1400 WEST PARK DR
WESTBOROUGH

Just off Rte. 9 near the 495
interchange

Many people from this area
drive into Boston today for
appointments at Partners sites
annually.

We want to bring that care
locally.

Worcester

Shrew'sbury
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Reimagining the Patient Experience

Partners is working to reimagine outpatient care

We are using research to provide better care by understanding the needs of patients,
physicians, and care givers needs focusing on the relationships between them to make
healthcare less complicated, less fragmented, and less costly.

We’ve just started this journey. That's why we want to hear from you.

I look forward to the “I wish there was a “Having every provider
day my vitals are place where doctors connected to the full picture of
done via Amazon.” were more focused on a my health and collaborate on my
wellness approach, not treatments sounds great...isn’t
- Local Healthcare just a pill.” this how it’s all supposed to
Leader work?”
- Westborough
V Patient - Southborough Patient

L

Source: Interviews conducted by IDEO =
PARTNERS® 5



The Common Denominator

We have two of the best hospitals in the world at MGH and Brigham & Women's.
But getting there is not always convenient.

> 650/0

of our local patients

> 700/0

of our local patients

> 550/0

of our local patients

Source: Community Health Survey

Find congestion and parking costs make it difficult to
get care at Boston hospitals

Want their health care providers in one location
closer to home

Would be more likely to get preventative care if it
was closer to their home

PARTNERS.



We Want to Learn From You....

What matters most to you as a patient?
What are your concerns?

What are your hopes?

What can be better?

Questions?

More thoughts? Take our community survey at:
bit.ly/PartnersSurvey2020

Or contact us at WestboroInfo@partners.org —

PARTNERS.
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Bringing Outpatient Services
to Woburn



Goals of coming to Woburn

Partners is committed to delivering high quality, low cost outpatient care that

improves the health and well-being of our patients

Our goal with our Woburn facility is to provide:

1. Access: Provide outstanding care to our patients by creating convenient
community sites

2. Cost Reduction: Convenient community sites provide lower-cost options and
innovative delivery models efficiently managing patient care in the Partners
System

3. Innovation: Less complex care is provided in convenient community sites that
focus on patients using innovative digital solutions

PARTNERS.



Woburn Facility Services

Primary Care
Adults and Children
General Surgery

Pain Management
Non-Anesthesia
Cardiology Non-Invasive

Pulmonary Medicine

Imaging
(CT, MRI, X-Ray, Mammography,
Bone Density, etc.

Behavioral Health

Orthopedic
General Surgery

Rheumatology

Gastroenterology

Urology

Same Day Surgery




Woburn Site Location

MONTVALE AVE
WOBURN

Just off Rte. 93 on
Montvale Ave

Many people from this
area drive into Boston
today for appointments
at Partners sites
annually.

We want to bring that
care locally.
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Reimagining the Patient Experience

Partners is working to reimagine outpatient care

We are using research to provide better care by understanding the needs of patients,
physicians, and care givers needs focusing on the relationships between them to make
healthcare less complicated, less fragmented, and less costly.

We’ve just started this journey. That's why we want to hear from you.

I look forward to the “Medical symptoms are “Having every provider
day my vitals are hard to relay when you connected to the full picture of
done via Amazon.” don’t know the person my health and collaborate on my
and only have 10 min. treatments sounds great...isn’t
- Local Healthcare You miss out if you this how it’s all supposed to
Leader don’t give people time work?”
to open up.”
V - Woburn Patient - Reading Patient

e

Source: Interviews conducted by IDEO .



The Common Denominator

We have two of the best hospitals in the world at MGH and Brigham & Women's.
But getting there is not always convenient.

> 650/0

of our local patients

> 700/0

of our local patients

> 550/0

of our local patients

Source: Community Health Survey

Find congestion and parking costs make it difficult to
get care at Boston hospitals

Want their health care providers in one location
closer to home

Would be more likely to get preventative care if it
was closer to their home

PARTNERS.



We Want to Learn From You....

What matters most to you as a patient?
What are your concerns?

What are your hopes?

What can be better?

Questions?

More thoughts? Take our community survey at:
bit.ly/PartnersSurvey2020

Or contact us at WoburnInfo@partners.org

PARTNERS.
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Bringing Additional
Services to Westwood — An
Overview

Brigham Health Care Center —

Westwood
March 2, 2020




Agenda

Determination of Need process — overview

Current services

Partners Ambulatory Care — investing in the community
Proposed Expansion here in Westwood

* Construction overview

* Proposed services

« Feedback and thoughts

Conclusion

PARTNERS.




The Common Denominator

We have two of the best hospitals in the world at MGH and Brigham & Women's.
But getting there is not always convenient.

> 650/0

of our local patients

> 700/0

of our local patients

> 550/0

of our local patients

Source: Community Health Survey

Find congestion and parking costs make it difficult to
get care at Boston hospitals

Want their health care providers in one location
closer to home

Would be more likely to get preventative care if it
was closer to their home

PARTNERS.



Determination of Need Process (DoN)

* A Determination of Need (DoN) is a state regulatory process that healthcare
providers must go through in order to ensure that the services being considered
for expansion meet the needs of the community.

* In order to add Physician Services, Procedural Services, Ambulatory Surgery
Services, and Major Imaging services (CT and MRI) to the new building here in
Westwood, approval is required from the Massachusetts Department of Public
Health

* Targeting Spring 2020 to submit the DoN to the Massachusetts Department of
Public Health

PARTNERS



Overview of Timelines

 Building construction is targeted to begin Fall 2020
« Patient parking garage is projected to open late Summer 2021

*  We anticipate the building opening in Summer 2022

PARTNERS.



Current services here in
Westwood

Since our opening in October 2018,
we have added specialties such as:

First Floor (15,000 sf) Second Floor (15,000 sf)

Phlebotomy Dermatology

Imaging: X-Ray, Multi-Specialty Clinic:
Ultrasound,

Mammography Cardiology, Gastroenterology, General Surgery,

Endocrine/Diabetes Management, Neurology,
Neurosurgery, Pain Management, Rheumatology, Sleep
Medicine, Urology, Vascular Surgery

Orthopaedics Primary Care
Ob-Gyn Behavioral Health (in Primary Care)



Goals of Partners Ambulatory Care

We are committed to delivering high quality, low cost outpatient care that

improves the health and well-being of our patients

Our goal in Westwood and elsewhere is to provide:

1. Greater Access: Provide outstanding care to patients by creating convenient
community sites

2. Continued Cost Reduction: Convenient community sites provide lower-cost
options and innovative delivery models efficiently managing patient care in
the Partners System

3. More Innovation: Less complex care is provided in convenient community
sites that focus on patients using innovative digital solutions

PARTNERS.




Reimagining the Patient Experience

Partners is working to reimagine outpatient care

We are using research to provide better care by understanding the needs of patients,
physicians, and care givers needs focusing on the relationships between them to make
healthcare less complicated, less fragmented, and less costly.

We’ve just started this journey. That's why we want to hear from you.

I look forward to the “I wish there was a “Having every provider
day my vitals are place where doctors connected to the full picture of
done via Amazon.” were mote focused on a my health and collaborate on my
wellness approach, not treatments sounds great...isn’t
- Local Healthcare just a pill.” this how it’s all supposed to
Leader work?”
- Patient
V V - Patient

e

Source: Interviews conducted by IDEO =
PARTNERS®



Expanding in Westwood

* In Westwood, the planned expansion of a second building and parking garage
will:

— Add 50,000 SF of clinical space, including additional ambulatory services and
procedures as well as major imaging services

— The new building is designed as a seamless, connected addition to Building 1

— New parking garage for patient convenience

VIEW FROM NORTHWEST

Source: Cannon Design



Expansion will add 50,000 SF and parking
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Expansion will add 50,000 SF and parking

Parking Garage
Phase I

. Medical Building
: Phase Il
S '

Medical Building
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Expanding in Westwood

Proposed Services

WESTWOOD PHASE 1 WESTWOOD PHASE I i
!
i
N S T
Clinics &
Ambulatory / Surgery
Primary Care / Specialty Clinics I Surgical Specialty Clinics

Clinics
This addition will enable our Westwood site to expand our services to potentially include:

* Physician services

¢ Medical & surgical specialty clinics

* Primary care
+ Addition of new procedural services

* Ambulatory surgery

* Endoscopy

*  Microscopic controlled (Mohs) surgery
* Expansion of imaging services

« MRI

- CT

=
PARTNERS.
HEALTHCARE



Expanding in Westwood

Here are examples of technology we want to provide our
patients:

* Asimaging technology continues to advance...

 Earlier diagnosis in the disease &/or injury process (i.e., multiple
sclerosis, tumors, reduced cartilage)

» Better clarity (i.e., difference between tumor and health tissue,
extent of cartilage loss)

* Medical imaging technology advancements are helping providers act

quicker and more aggressively to help patients and increase the
amount of positive outcomes.

PARTNERS

13



Imaging Services

CT Scanners

*  Model: 2 CTs

* Machines will be the Latest Technology resulting in:
— lower radiation dose
— Decreased scan time

— Specialty scanning not readily available in community
settings

PARTNERS.

14



Imaging Services

MRI Scanners
* Model: 1.5T and 3.0T strength MRI devices

« Latest Technology resulting in:
— Decreased scan time (15-30 mins vs. traditional 40-60 mins)

— Introduce specialty scanning in a community setting

— Provide implanted device/hardware scanning (e.g., pacemaker)




We Want to Learn From You....

What matters most to you as a patient?
What are your concerns?

What are your hopes?

What can be better?

Are there other services you would like to see in Westwood?

More thoughts? Take our community survey at:
bit.ly/PartnersSurvey2020

P
e

Or contact us at WestwoodInfo@partners.org _
PARTNERS.

16



Community Health Survey

* Required

1.Name *

2. Town *

3. How often do you need to visit a medical provider? *

O Once a year

O Several times a year
O Once a month
O Several times a month

O As-needed

O

Other

1/6/2021



4. Approximately how close to your home is your primary health care provider? *
O 0-5 miles
O 5-10 miles
() 10-15 miles
() 15-20 miles

O More than 20 miles away

5. Have you or anyone in your household had difficulty in getting an appointment with a
health care provider when needed? *

O Yes, a great deal
O Some difficulty

() No difficulty

6. Do you feel there are adequate resources for the behavioral health needs in your
community or town? *

O Yes
O No

O The community could use more resources

1/6/2021



1/6/2021

7. Please read the questions and choose the number that best reflects your opinion:

1 - Strongly Disagree

2 - Disagree
3 - Neutral
4 - Agreee

5 - Strongly Agree *

1 - Strongly
Disagree

| have postponed

seeking care to wait for

an appointment that O
works for my schedule

Traffic congestion and

parking costs make it

difficult to use Boston O
hospitals for routine

medical care

I would be more likely

to get preventive health

care, like an annual

physical, if | could do it O
closer to home than

Boston

| would prefer to have

my family’s health care

providers in one O
location closer to my

home than Boston

| have in the past used

outpatient health care

services in a Boston

hospital that could

have been provided O
just as easily in a clinic

or medical office if

there was a facility

nearby

In my own community

or town, behavioral

health services are O
difficult to access

2 - Disagree

O

3 - Neutral

O

4 - Agree

O

5 - Strongly
Agree

O



1/6/2021

1 - Strongly
Disagree

In my own community

or town, | know families O
who have been affected

by the opioid crisis

In my own community

or town, | know people

who have had difficulty O
getting access to

necessary health care

| would like the option

of evening or weekend
appointment at a O
medical center near my

home

| believe my personal
health care will be
better if my local health
provider is part of an
integrated system, with
teaching hospitals,
specialty rehabilitation, O
eye care, and
behavioral health
hospitals, and a
common medical
record

This content is neither created nor endorsed by Microsoft. The data you submit will be sent to the form owner.

2 - Disagree

O

@@ Microsoft Forms

3 - Neutral

O

4 - Agree

O

5 - Strongly
Agree

O
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Massachusetts Department of Public Health Varson;  DRAFT
Determination of Need
Change in Service DRAFT

Application Number: ’ 21012113-AS ‘ Original Application Date: I 1/21/2021 ‘

Applicant Name: ’Mass General Brigham Incorporated ‘

Contact Person: IDaria Niewenhous ‘ Title: ’Attorney |
Phone: |61 73484865 ‘ Ext: | ‘ E-mail: ’DNiewenhous@mintz.com ‘
Facility: Complete the tables below for each facility listed in the Application Form
1 Facility Name: ’Mass General Brigham Integrated Care, Inc. - Woburn Site ‘ Ccms Number:IN/A Facility type:|Ambulatory Care Clinic ‘
Change in Service
2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.
Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCU/SICU 0% 0%
FIC] w o
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
] o
Total Rehabilitation 0% 0%
Acute Psychiatric

Change in Service ~ Mass General Brigham Incorporated Page 10of 11



Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Adult 0% 0%
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
[-] 0% 0%
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
[-] 0% 0%
Total Chronic Disease 0% 0%
Suk e Abuse
detoxification 0% 0%
short-term intensive 0% 0%
[-] 0% 0%
Total Substance Abuse 0% 0%
Skilled Nursing Facility
Level Il 0% 0%
Level lIl 0% 0%
Level IV 0% 0%
[-] 0% 0%
Total Skilled Nursing 0% 0%
2.3 Complete the chart below If there are changes other than those listed in table above.
Aggﬁel List other services if Changing e.g. OR, MRI, etc Exist;r}%l:il:;nber Ncuhnawrllge? _I:}_ Nu;?epr?)sfegni ts Existing Volume P\;Zﬁ?nsqeed
|Z| Physician services space (Change in Number = gross square footage of clinical space) 0 35,459 35,459 0
|Z| Acquisition of MRI Units 0 2 2 0
|Z| Acquisition of CT Units 0 5 5 0
Change in Service ~ Mass General Brigham Incorporated Page 2of 11




Facility: Complete the tables below for each facility listed in the Application Form

2 Facility Name: [Mass General Brigham Integrated Care, Inc. - Westwood Site

CMS Number:{N/A

Change in Service

2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.

Facility type:|Ambulatory Care Clinic

Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+7-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCU/SICU 0% 0%
0% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
[-] 0% 0%
Total Rehabilitation 0% 0%
Acute Psychiatric
Adult 0% 0%
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
0% 0%
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
0% 0%
Total Chronic Disease 0% 0%
Substance Abuse
detoxification 0% 0%
short-term intensive 0% 0%
0% 0%
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Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average | Numberof | Number of

IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay

Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected

Total Substance Abuse I I 0% 0%

Skilled Nursing Facility

Levelll 0% 0%

Level lll 0% 0%

Level IV 0% 0%

[-] 0% 0%

Total Skilled Nursing 0% 0%

2.3 Complete the chart below If there are changes other than those listed in table above.

Add/Del |, . L . Existing Number|  Changein Proposed . Proposed
Rows | List other services if Changing e.g. OR, MR, etc of Units Number /- |Number of Units|EXisting Volume |y e
Acquisition of MRI Units 0 2 2 0
Acquisition of CT Units 0 2 2 0

¢ Complete the tables below for each facility listed in the Application Form

3 Facility Name: ’Mass General Brigham Integrated Care, Inc. - Westborough Site ‘ Ccms Number:IN/A ‘ Facility type: IAmbuIatory Care Clinic ‘

2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.

Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average | Numberof | Number of
IAdd/Dell Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute

Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
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Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
ICU/CCU/SICU 0% 0%
=] 0% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
[-] 0% 0%
Total Rehabilitation 0% 0%
Acute Psychiatric
Adult 0% 0%
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
[-] 0% 0%
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
[-] 0% 0%
Total Chronic Disease 0% 0%
Sub e Abuse
detoxification 0% 0%
short-term intensive 0% 0%
[-] 0% 0%
Total Substance Abuse 0% 0%
Skilled Nursing Facility
Level Il 0% 0%
Level lll 0% 0%
Level IV 0% 0%
[-] 0% 0%
Total Skilled Nursing 0% 0%
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2.3 Complete the chart below If there are changes other than those listed in table above.

2.3 Complete the chart below If there are changes other than those listed in table above.

Aggﬁel List other services if Changing e.g. OR, MR, etc Existior}guﬂil:;nber Ncuhnawrl;?: _Lr}_ Nun:?ee‘:)sfeg nits Existing Volume P\;Zﬁf;eed
Acquisition of MRI Units 0 1 1 0
Acquisition of CT Units 0 1 1 0
Physician services space (Change in Number = gross square footage of clinical space) 0 35,459 35,459 0

Complete the tables below for each

ity listed in the Application Form

4 Facility Name: ’Mass General Brigham Amsurg, Inc. - Woburn Site

‘ CMS Number:IN/A

‘ Facility type: IFreestanding Ambulatory Surgery Center

2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.

Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average | Numberof | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCu/SICU 0% 0%
=] 0% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
[-] 0% 0%
Total Rehabilitation 0% 0%
Acute Psychiatric
Adult 0% 0%
Change in Service ~ Mass General Brigham Incorporated
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Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
[-] 0% 0%
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
[-] 0% 0%
Total Chronic Disease 0% 0%
Sub e Abuse
detoxification 0% 0%
short-term intensive 0% 0%
[-] 0% 0%
Total Substance Abuse 0% 0%
Skilled Nursing Facility
Level Il 0% 0%
Level lll 0% 0%
Level IV 0% 0%
[-] 0% 0%
Total Skilled Nursing 0% 0%

2.3 Complete the chart below If there are changes other than those listed in table above.

Add/Del |, . P . Existing Number|  Changein Proposed - Proposed
Rows List other services if Changing e.g. OR, MRI, etc of Units Number +/- |Number of Units Existing Volume Volume
B Ambulatory Surgery Center Operating Rooms 0 4 4 0
c O plete e table pelo Oor ea a ed e App a O 0
5 Facility Name: ’Mass General Brigham Amsurg, Inc. - Westwood Site CMS Number:{N/A Facility type: |Freestanding Ambulatory Surgery Center
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2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.
Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Dell Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCU/SICU 0% 0%
=] 0% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
([ 0% 6
Total Rehabilitation 0% 0%
Acute Psychiatric
Adult 0% 0%
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
[l 0% o
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
([ 0% o
Total Chronic Disease 0% 0%
Sub e Abuse
detoxification 0% 0%
short-term intensive 0% 0%
[l 0% o
Total Substance Abuse 0% 0%
Skilled Nursing Facility
Level Il 0% 0%
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Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average | Numberof | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Level lIl 0% 0%
Level IV 0% 0%
IS ™ ™
Total Skilled Nursing 0% 0%

2.3 Complete the chart below If there are changes other than those listed in table above.

Add/Del |, . L . Existing Number|  Changein Proposed _— Proposed
Rows List other services if Changing e.g. OR, MR, etc of Units Number /- |Number of Units Existing Volume Volume
El Ambulatory Surgery Center Operating Rooms 0 4 4 0

I'ty: Complete the tables below for each

6 Facility Name: ’Mass General Brigham Amsurg, Inc. - Westborough Site ‘ Ccms Number:IN/A ‘ Facility type: IFreestanding Ambulatory Surgery Center ‘

2.2 Complete the chart below with existing and planned service changes. Add additional services with in each grouping if applicable.

Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Acute
Medical/Surgical 0% 0%
Obstetrics (Maternity) 0% 0%
Pediatrics 0% 0%
Neonatal Intensive Care 0% 0%
ICU/CCU/SICU 0% 0%
=] 0% 0%
Total Acute 0% 0%
Acute Rehabilitation 0% 0%
[-] 0% 0%
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Licensed Beds | Operating Change in Number of Beds | Number of Beds After Project | Patient Days | Patient Days | Occupancy rate for Operating| Average Number of | Number of
IAdd/Del Beds (+/-) Completion (calculated) Beds Length of | Discharges | Discharges
Rows (Current/ Stay
Existing Existing Licensed Operating Licensed Operating Actual) Projected Current Beds  Projected (Days) Actual Projected
Total Rehabilitation | | 0% 0%
Acute Psychiatric
Adult 0% 0%
Adolescent 0% 0%
Pediatric 0% 0%
Geriatric 0% 0%
B 0% 0%
Total Acute Psychiatric 0% 0%
Chronic Disease 0% 0%
[-] 0% 0%
Total Chronic Disease 0% 0%
Suk e Abuse
detoxification 0% 0%
short-term intensive 0% 0%
[-] 0% 0%
Total Substance Abuse 0% 0%
Skilled Nursing Facility
Level Il 0% 0%
Level lIl 0% 0%
Level IV 0% 0%
[-] 0% 0%
Total Skilled Nursing 0% 0%
2.3 Complete the chart below If there are changes other than those listed in table above.
Aggﬁel List other services if Changing e.g. OR, MRI, etc Exist;r}%l:il:;nber Ncuhnawrllge? _I:}_ Nu;?epr?)sfegni ts Existing Volume P\;Zﬁ?nsqeed

[ ]

Ambulatory Surgery Center Operating Rooms

4
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Document Ready for Filing
When document is complete click on "document is ready to file". This will lock in the responses and date and time stamp the form. To make changes to the document un-check the "document is ready to file" box.
Edit document then lock file and submit Keep a copy for your records. Click on the "Save" button at the bottom of the page.

To submit the application electronically, click on the"E-mail submission to Determination of Need" button.

This document is ready to file: O Date/time Stamp: ':

E-mail submission to
Determination of Need
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Massachusetts Department of Public Health Verson: DRAFT
Determination of Need .
Affiliated Parties DRAFT

Application Date: | 1/21/2021 ‘ Application Number: | 21012113-AS ‘

Applicant Name: ’Mass General Brigham Incorporated ‘

Contact Person: IDaria Neiwenhous ‘ Title: |Attorney |

Phone: |6173484685 ‘ Ext:l ‘ E-mail: ’DNiewenhous@mintz.com |

Affiliated Parties

1.9 Affiliated Parties:
List all officers, members of the board of directors, trustees, stockholders, partners, and other Persons who have an equity or otherwise controlling interest in the application.
- . - - Business
Add/ Name Name Position with affiliated Stock, Percgnt Convictions| | o pealth care | relationshi
Del . Mailing Address City State Affiliation entity shares,or | Equity or o - . onship
(Last) (First) . . - | (numbers | . facilities affiliated with with
Rows (or with Applicant) partnership | violations N
only) Applicant
EI Finucane Anne Marie 20 Trapelo Road Lincoln MA | Mass General Brigham Director 0% No CVS (MinuteClinic) in Rhode Yes
Incorporated Island (Director)
EI Fish John 776 Boylston Street, PH2A Boston MA | Mass General Brigham Director 0% No Yes
Incorporated
EI Hockfield Susan 4 Berkeley Place Cambridge MA | Mass General Brigham Director 0% No No
Incorporated
EI Holman, lll Albert 29A Chestnut Street Boston MA | Mass General Brigham Director 0% No No
Incorporated
B Kaplan James 32 Cart Path Road Weston MA | Mass General Brigham Director 0% No No
Incorporated
B Kiblanski, M.D. [ Anne 800 Boylston Street, Suite 1150 Boston MA | Mass General Brigham Director/Officer 0% No No
Incorporated
B Kraft Johnathan One Patriot Place Foxborough MA | Mass General Brigham Director 0% No The General Hospital No
Incorporated Corporation (Trustee)
EI Markell Peter 73 Churchill Street Milton MA | Mass General Brigham Officer 0% No No
Incorporated
EI Martignetti Carl 164 Chestnut Hill Road Chestnut Hill MA | Mass General Brigham Director 0% No No
Incorporated
EI Patrick Diane 472 Beacon Street, Apartment 2 Boston MA | Mass General Brigham Director 0% No No
Incorporated
EI Salim, M.D. Ali 75 Francis Street, A-2-L-1 Boston MA | Mass General Brigham Director 0% No No
Incorporated

Affiliated Parties Mass General Brigham Incorporated Page 1 of 2



it N . o Business
Add/ Name Name Position with affiliated Stock, Perclent Convictions List other health care | relationshi
Del - Mailing Address City State Affiliation entity shares, or | Equity or o - ) onship
(Last) (First) . ! | (humbers | . facilities affiliated with with
Rows (or with Applicant) partnership violations .
only) Applicant
B Reeve Pamela 35 Swan Road Winchester MA | Mass General Brigham Director 0% No No
Incorporated
B Schoen Scott 51 Essex Road Chestnut Hill MA | Mass General Brigham Director 0% No No
Incorporated
EI Sperling Scott 4 Moore Road Wayland MA | Mass General Brigham Director/Officer 0% No Yes
Incorporated
EI Thorndike Alexander 215 Warren Street Brookline MA | Mass General Brigham Director 0% No No
Incorporated
EI York Gwill 16 Fayerweather Street Cambridge MA | Mass General Brigham Director 0% No No
Incorporated
EI Atchinson Robert 115 Commonwealth Ave. Boston MA | Mass General Brigham Director 0% No No
Incorporated
B Ives David 5 Cherry Hill Street West Newbury MA | Mass General Brigham Director 0% No No
Incorporated
B Ragon Phillip 8 Follen Street Cambridge MA | Mass General Brigham Director 0% No Yes
Incorporated
B Goggin Maureen 730 Adams Street, Apartment #1 Dorchester MA | Mass General Brigham Officer 0% No No
Incorporated

[a]
[
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=]
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o
=
m
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Q

When document is complete click on "document is ready to file". This will lock in the responses and date and time stamp the form. To make changes to the document un-check the "document is ready to file" box.
Edit document then lock file and submit Keep a copy for your records. Click on the "Save" button at the bottom of the page.

To submit the application electronically, click on the"E-mail submission to Determination of Need" button.

This document is ready to file: O Date/time Stamp: I:‘

E-mail submission to
Determination of Need
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Factor 4: Financial Feasibility and Reasonableness of Expenditures and Costs - Westborough

Applicant has provided as (attachment) a certification, by an independent certified public accountant (CPA) as to the availability of sufficient funds for capital and ongoing operating costs necessary to support the Proposed Project without negative impacts or consequences to the
Applicants existing Patient Panel.

Fa.d.1. Cadplitdl CTOSTS

For Each Functional Area document the square footage and costs for New Construction and/or Renovations.

Present Square Square Footage Involved in Project Resulting Square Cost/Square Footage
Footage Footage Total Cost
New Construction Renovation

Functional Areas Floor Net Gross Net Gross Net Gross Net Gross New Construction Renovations New Construction Renovations
Clinic 1st Floor (Radiology) 1st Floor 17,988 18,596 $ 27,832,525 1,497

Clinic 2nd Floor 2nd Floor 17,471 18,492 $ 10,437,197 564
Clinic Total 35,459 37,088 $ 38,269,722

ASC 3rd Floor 3rd Floor 18,218 19,034 $ 27,832,525 1,462

ASC Total 18,218 19,034 $ 27,832,525

Mechanical Penthouse Roof/Penthouse 5,414 5,926 $ 3,479,066 587
Mechanical Penthouse Total 5,414 5,926 $ 3,479,066

Overall Total: (Calculated) 59, 091| 62, 048| | | $ 69,581,312 1,121

Factor 4:

Financial Feasibility and Reasonableness of Expenditures and Costs - Woburn

Applicant has provided as (attachment) a certification, by an independent certified public accountant (CPA) as to the availability of sufficient funds for capital and ongoing operating costs necessary to support the Proposed Project without negative impacts or consequences to the

F4.d.Il. capltdal CTOSCS
FOr Eacn Functonal Area aocument tine square rootage and COSIS 10r New Lonstruction ana/or kenovatons.

Present Square Square Footage Involved in Project Resulting Square Cost/Square Footage
Footage Footage Total Cost
New Construction Renovation

Functional Areas Floor Net Gross Net Gross Net Gross Net Gross New Construction Renovations New Construction Renovations
Clinic 1st Floor (Radiology) 1st Floor 17,988 18,596 $ 31,295,545 1,683
Clinic 2nd Floor 2nd Floor 17,471 18,492 $ 10,437,197 564
Clinic Total 35,459 37,088 $ 41,732,742

ASC 3rd Floor 3rd Floor 18,218 19,034 $ 27,832,525 1,462

ASC Total 18,218 19,034 $ 27,832,525

Mechanical Penthouse Roof/Penthouse 5,414 5,926 $ 3,479,066 587
Mechanical Penthouse Total 5,414 5,926 $ 3,479,066

Overall Total: (Calculated) 59, 091| 62, 048| | | $ 73,044,333 1,177




Westwood

Factor 4: Financial Feasibility and Reasonableness of Expenditures and Costs

Applicant has provided as (attachment) a certification, by an independent certified public accountant (CPA) as to the availability of sufficient funds for capital and ongoing operating costs necessary to
support the Proposed Project without negative impacts or consequences to the Applicants existing Patient Panel.

F4.a.i. Capital Costs

For Each Functional Area document the square footage and costs for New Construction and/or Renovations.

Present Square

Resulting Square

Footage Square Footage Involved in Project Footage Total Cost Cost/Square Footage
New Construction Renovation
Functional Areas Floor Net Gross New
New Construction Renovations
Net Gross Net Gross Net Gross Construction | Renovations (Gross SF) (Net SF)

Clinical/Radiology 1 11,738 | 12,723 | 2,844 3100 | 14582 | 15823 | $ 19,580,892 | $ 1,447,600 | $ 1,540 | $ 509
Clinic Space 2 11,491 | 12,461 11,491 | 12,461 | $ 9,794,946 $ 786 | $ -
ASC 3 11,686 | 12,607 11,686 | 12,607 | $ 22,854,874 $ 1,813] $ -
Clinical/CPD 4 11,651 | 12,446 11,651 | 12,446 | $ 11,753,935 $ 94| $ -
Mechanical Room - Roof Roof 605 688 605 688 | $ 1,305,993 $ 1,808| $ -
Overall Total: (Calculated) 47471 | 50925 | 2,844 3100 | 50,015 | 54,025 | $ 65,299,641 | $ 1,447,600 | $ 1,282 | § 509




Westborough

F4.a.ii For each Category of Expenditure document New Construction and/or Renovation Costs.

Category of Expenditure

New Construction

Renovation

Total
(Calculated)

Land Costs
Land Acquisition Cost $ 5,700,000 $ 5,700,000
Site Survey and Soil Investigation $ 300,000 $ 300,000
Other Non-Depreciable Land Development $ 300,000 $ 300,000
Total Land Costs $ 6,300,000 $ 6,300,000
Construction Contract (including bonding cost)
Depreciable Land Development Cost $ - $ -
Building Acquisition Cost $ - $ -
Construction Contract (including bonding cost) $ 41,815,000 $ 41,815,000
Fixed Equipment Non in Contract $ 8,630,000 $ 8,630,000
Architectural Cost (Including fee, Printing, supervision
etc.) and Engineeri(ng Costg %o $ 3,678,611 $ 3,678,611
Pre-filing Planning and Development Costs $ 248,639 $ 248,639
Post-filing Planning and Development Costs $ 150,000 $ 150,000
ggcxg ¢ Other (Moving & Storage) $ 50,000 $ 50,000
Add/Del ]
ROWS Other (Project Support) $ 1,895,816 $ 1,895,816
Add/Del .
ROWS Other (Contingency) $ 2,210,136 $ 2,210,136
Net Interest Expensed During Construction* $ - $ =
Major Movable Equipment $ 10,903,110 $ 10,903,110
Total Construction Costs $ 69,581,312 $ 69,581,312
Financing Costs
Cost_ o_f_Secun_ng Financing (_Iegal, admlnl_strgtlve, 3 85,366 85,366
feasibility studies, mortgage insurance, printing, **
Bond Discount - -
Add/Del ]
ROWS Other (specify) $ - $ e
Total Financing Costs $ 85,366 $ 85,366
Estimated Total Capital Expenditure $ 75,966,678 $ 75,966,678

Woburn
F4.a.ii For each Category of Expenditure document New Construction and/or Renovation Costs.
Category of Expenditure New Construction Renovation (Ca:(—:cl:tljte d)

Land Costs
Land Acquisition Cost $ 5,250,000 $ 5,250,000
Site Survey and Soil Investigation $ 300,000 $ 300,000
Other Non-Depreciable Land Development $ =
Total Land Costs $ 5,550,000 $ 5,550,000
Construction Contract (including bonding cost)
Depreciable Land Development Cost $ - $ -
Building Acquisition Cost $ - $ -
Construction Contract (including bonding cost) $ 41,815,000 $ 41,815,000
Fixed Equipment Non in Contract $ 12,330,000 $ 12,330,000
Architectural Qost glncluding fee, Printing, supervision $ 3.362,611 $ 3,362,611
etc.) and Engineering Cost
Pre-filing Planning and Development Costs $ 248,639 $ 248,639
Post-filing Planning and Development Costs $ 150,000 $ 150,000

Add/Del ]

ROWS Other (Moving & Storage) $ 50,000 $ 50,000

Add/Del .

Rows Other (Project Support) $ 1,895,816 $ 1,895,816

Add/Del ]

ROWS Other (Contingency) $ 2,289,156 $ 2,289,156
Net Interest Expensed During Construction $ - $ =
Major Movable Equipment $ 10,903,110 $ 10,903,110
Total Construction Costs $ 73,044,332 $ 73,044,332
Financing Costs
Cost of Securing Financing (legal, administrative,
feasibility studiegs, mortgagge(ingurance, printing, etc 88,419 $ 88,419
Bond Discount $ - $ =

Add/Del ]

RoWs Other (specify) $ - $ =
Total Financing Costs $ 88,419 $ 88,419
Estimated Total Capital Expenditure $ 78,682,751 $ 78,682,751




Westwood

F4a.ii For each Category of Expenditure document New Construction and/or Renovation Costs.

Total
Category of Expenditure New Renovation (Calculated)
Land Costs
Land Acquisition Cost $ 2,198,716 $ 2,198,716
Site Survey and Soil Investigation $ 51,649 $ 51,649
Other Non-Depreciable Land Development $ - $ -
Total Land Costs $ 2,250,366 - | $ 2,250,366
Construction Contract (including bonding cost) | $ - $ -
Depreciable Land Development Cost $ - $ -
Building Acquisition Cost $ - $ -
Construction Contract (including bonding cost) $ 33,280,000 1,137,600 | $ 34,417,600
Fixed Equipment Non in Contract $ 12,240,000 $ 12,240,000
Architectural Cost (Including fee, Printing,
supervision etc.) and Engineering Cost $ 2,597,500 110,000 | $ 2,707,500
Pre-filing Planning and Development Costs $ 136,561 $ 136,561
Post-filing Planning and Development Costs $ 150,000 $ 150,000
Add/Del .
Rows Other (Moving & Storage) $ 125,000 $ 125,000
Add/Del .
Rows | Other (Project Support) $ 1,542,000 50,000 | $ 1,592,000
Add/Del .
Rows | Other (Contingency) $ 4,686,580 150,000 | 4,836,580
Net Interest Expensed During Construction $ - $ -
Major Movable Equipment $ 10,542,000 $ 10,542,000
Total Construction Costs $ 65,299,641 1,447,600 | $ 66,747,241
Financing Costs $ =
Cost of Securing Financing (legal, administrative,
feasibility studies, mortgage insurance, printing, etc | $ 75,994 1,629 | $ 77,622
Bond Discount $ - $ -
Add/Del
Rows Other (specify) $ - $ -
$ _
Total Financing Costs $ 75,994 1,629 | § 77,622
Estimated Total Capital Expenditure $ 67,626,000 1,449,229 | $ 69,075,229
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BERNARD L. DONOHUE, III, CPA

One Pleasure Island Road
Suite 2B
Wakefield, MA 01880

(781) 569-0070
Fax (781) 569-0460

January 14, 2021

Ms. Meredith Wasko

Mass General Brigham Incorporated
399 Revolution Drive STE 645
Somerville, MA 02145

RE:  Analysis of the Reasonableness of Assumptions and Projections Used to Support the
Financial Feasibility and Sustainability of the Proposed Construction of Ambulatory Care
Centers at the Westborough, Westwood and Woburn Sites

Dear Ms. Wasko:

I have performed an analysis of the financial projections prepared by Mass General Brigham Incorporated
(“Mass General Brigham” or “the Company”; formerly Partners HealthCare System, Inc.) detailing the
projected operations of Mass General Brigham including the projected operations of Mass General
Brigham Integrated Care, Inc. (“IC”) and Mass General Brigham AmSurg, Inc. (“AmSurg”), at three
ambulatory care centers located in Westborough, Westwood and Woburn, Massachusetts (collectively,
the “Project Sites”). This report details my analysis and findings with regards to the reasonableness of
assumptions used in the preparation and feasibility of the projected financial information of Mass General
Brigham as prepared by the management of Mass General Brigham (“Management”). This report is to be
included by Mass General Brigham in its Determination of Need (“DoN”’) Application — Factor 4(a) and
should not be distributed or relied upon for any other purpose.

I. EXECUTIVE SUMMARY

The scope of my analysis was limited to the five-year consolidated financial projections (the “Projections”)
prepared by Mass General Brigham as well as the actual operating results for Mass General Brigham for the
fiscal years ended 2019 and 2020 (“Base Budget”), and the supporting documentation in order to render an
opinion as to the reasonableness of assumptions used in the preparation and feasibility of the Projections
with regards to the impact of capital projects involving and ancillary to the Project Sites.

The impact of the proposed capital projects at the three ambulatory care centers located in Westborough,
Westwood and Woburn, MA, which are the subject of this DoN application, represent a relatively
insignificant component of the projected operating results and financial position of Mass General
Brigham. As such, I determined that the Projections are not likely to result in a scenario where there are
insufficient funds available for capital and ongoing operating costs necessary to support the ongoing
operations of Mass General Brigham. Therefore, it is my opinion that the Projections are financially
feasible for Mass General Brigham as detailed below.

Member: American Institute of CPA’s
Massachusetts Society of CPA’s

www.bld-cpa.com
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II. RELEVANT BACKGROUND INFORMATION

Refer to Factor 1 of the application for description of proposed capital projects at the Project Sites
and the rationale for the expenditures.

I11. SCOPE OF REPORT

The scope of this report is limited to an analysis of the Projections, Base Budget and the supporting
documentation in order to render an opinion as to the reasonableness of assumptions used in the preparation
and feasibility of the Projections with regards to the impact of certain capital projects involving and
ancillary to the Project Sites. My analysis of the Projections and conclusions contained within this report
are based upon my detailed review of all relevant information (see Section IV which references the sources
of information). I have gained an understanding of Mass General Brigham, IC and AmSurg, through my
review of the information provided as well as a review of Mass General Brigham website, annual reports,
and the DoN application.

Reasonableness is defined within the context of this report as supportable and proper, given the
underlying information. Feasibility is defined as based on the assumptions used, the plan is not likely to
result in insufficient “funds available for capital and ongoing operating costs necessary to support the
proposed project without negative impacts or consequences to [Mass General Brigham] existing patient
panel” (per Determination of Need, Factor 4(a)).

This report is based upon historical and prospective financial information provided to me by
Management. If I had audited the underlying data, matters may have come to my attention that would
have resulted in my using amounts that differ from those provided. Accordingly, I do not express an
opinion or any other assurances on the underlying data presented or relied upon in this report. I do not
provide assurance on the achievability of the results forecasted by Mass General Brigham because events
and circumstances frequently do not occur as expected, and the achievement of the forecasted results are
dependent on the actions, plans, and assumptions of management. I reserve the right to update my
analysis in the event that I am provided with additional information.

Iv. PRIMARY SOURCES OF INFORMATION UTILIZED

In formulating my opinions and conclusions contained in this report, I reviewed documents produced by
Management. The documents and information upon which I relied are identified below or are otherwise
referenced in this report:

1.  Five-Year Pro-Forma Statements (Projections) for the fiscal years ending 2021 through 2025,
provided December 15, 2020 and updated on January 8, 2021;

2. Projected income statements for the three ambulatory care centers located in Westborough,
Westwood and Woburn, including detailed assumptions for the fiscal years 2020 through 2025,
revised October 30, 2020 and provided December 15, 2020;

3. DoN Projections (income statements, capital and debt service) for the fiscal years 2021 (budget)
through 2030, provided December 15, 2020;
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4. Multi-Year Financial Framework of Mass General Brigham Incorporated for the fiscal years
ending 2021 through 2025, prepared for Mass General Brigham Finance Committee as of
December 3, 2020;

5. Partners Finance Committee Ambulatory Care Update — October 2019, provided November 5,
2019;

6.  Audited Financial Statements of Mass General Brigham Incorporated and Affiliates as of and for
the years ended September 30, 2020 and 2019;

7. Company website — https://www.massgeneralbrigham.org;

8. Various news publications and other public information about the Company;
9.  Determination of Need Application Instructions dated March 2017; and
10.  Draft Determination of Need Factor 1, provided January 7, 2021.

V. REVIEW OF THE PROJECTIONS

This section of my report summarizes my review of the reasonableness of the assumptions used and
feasibility of the Projections. The Projections are delineated between five categories of revenue and six
general categories of operating expenses of Mass General Brigham as well as other nonoperating gains
and losses for the Company. The following table presents the Key Metrics, as defined below, of Mass
General Brigham which compares the results of the Projections for the fiscal years ending 2021 through
2025 to Mass General Brigham historical results for the fiscal year ended 2020.

MGB, as
($ in thousands) reported Change in Key Metric of pro forma results compared to prior year
2020 2021 2022 2023 2024 2025

EBIDA (8) 584,250 500,504 137,579 17,628 20,518 77,053
EBIDA Margin (%) 4.2% 3.0% 0.3% -0.3% -0.3% 0.1%
Operating Margin (%) -2.5% 3.5% 0.6% -0.3% -0.1% 0.3%
Total Margin (%) 1.9% -1.3% 4.7% 0.0% 0.0% 0.4%
Total Assets ($) 25,040,363 71,241 689,081 1,187,264 1,206,497 1,226,082
Total Net Assets ($) 10,620,294 155,092 945,571 1,291,888 1,142,384 1,175,833
Unrestricted Cash Days on Hand (days) 324.5 (27.9) (17.9) 1.7 1.1 1.7
Unrestricted Cash to Debt (%) 189.8% -7.6% 8.5% 14.8% 9.9% 9.7%
Debt Service Coverage (ratio) 43 0.7) 0.6 2.7 0.2 0.1
Debt to Capitalization (%) 44.1% -0.8% -3.6% -3.5% 2.1% -1.9%

The Key Metrics fall into three primary categories: profitability, liquidity, and solvency. Profitability
metrics, such as EBIDA, EBIDA Margin, Operating Margin, Total Margin, and Debt Service Coverage
Ratio are used to assist in the evaluation of management performance in how efficiently resources are
utilized. Liquidity metrics, such as Unrestricted Days Cash on Hand and Unrestricted Cash to Debt, measure
the quality and adequacy of assets to meet current obligations as they come due. Solvency metrics, such as
Debt to Capitalization and Total Net Assets, measure the company’s ability to service debt obligations.
Additionally, certain metrics can be applicable in multiple categories.
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The following table shows how each of the Key Metrics are calculated.

Key Metric Definition

(Earnings before interest, depreciation and amortization expenses) - Income (loss)

EBIDA ($ . . s L.
®) from operations + interest expense + depreciation expense + amortization expense

EBIDA Margin (%) fe}iilz:e Sexpressed as a % of total operating revenues. EBIDA / total operating

Operating Margin (%) Income (loss) from operations / total operating revenues
Total Margin (%) Excess (deficit) of revenues over expenses / total operating revenues
Total Assets ($) Total assets of the organization

Total Net Assets () Total net assets of the organization (includes unrestricted net assets and donor
otal Net Assets .
restricted net assets)

(Cash and equivalents + investments + current portion investments limited as to use +
Unrestricted Cash Days on Hand (days) investments limited as to use - externally limited funds) / ((Total operating expenses -
depreciation & amortization) / YTD days)

(Cash and equivalents + investments + current portion investments limited as to use +
Unrestricted Cash to Debt (%) investments limited as to use - externally limited funds) / (Current portion of long-term
obligations + long-term obligations)

(Excess (deficit) of revenues over expenses + depreciation expense + amortization

Debt Service Coverage (ratio) . .. .
expense + interest expense) / (Principal payments + interest expense)

(Current portion of long-term obligations + long-term obligations) / (Current portion of

Debt to Capitalization (% . L .
P %) long-term obligations + long-term obligations + unrestricted net assets)

1. Revenues

The only revenue category on which the proposed capital projects would have an impact is net patient
service revenue. Therefore, I have analyzed net patient service revenue identified by Mass General
Brigham in both their historical and projected financial information. Based upon my analysis of the
projected results from Fiscal Year 2021 through Fiscal Year 2025, the proposed capital projects would
represent approximately .591% (about 6 tenths of 1%) of Mass General Brigham operating revenues
beginning in FY 2023 to 1.414% (about 1.4%) in FY 2025. The first year in which revenue is present for
the proposed capital projects is FY 2023.

It is my opinion that the revenue growth projected by Management reflects a reasonable estimation based
primarily upon the Company’s historical operations before taking into account the financial impact of the
COVID-19 pandemic in Fiscal Year 2020.

2. Operating Expenses
I analyzed each of the categorized operating expenses for reasonableness and feasibility as it relates to the

projected revenue items. I reviewed the actual operating results for Mass General Brigham for the years
ended 2019 and 2020 in order to determine the impact of the proposed capital projects on the consolidated
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entity and in order to determine the reasonableness of the Projections for the fiscal years 2021 through
2025. Based upon my analysis of the projected results from Fiscal Year 2021 through Fiscal Year 2025,
the proposed capital projects would represent approximately .768% (about 8 tenths of 1%) of Mass
General Brigham operating expenses beginning in FY 2023 to 1.396% (about 1.4%) in FY 2025.

It is my opinion that the growth in operating expenses projected by Management reflects a reasonable
estimation based primarily upon the Company’s historical operations before taking into account the
financial impact of the COVID-19 pandemic in Fiscal Year 2020.

3. Nonoperating Gains/Expenses and Other Changes in Net Assets

The final categories of Mass General Brigham Projections are various nonoperating gains/expenses and
other changes in net assets. The items in these categories relate to investment account activity (realized and
unrealized), philanthropic and academic gifts, benefit plan funded status, fair value adjustments and other
items. Because many of these items are unpredictable, nonrecurring, or dependent upon market fluctuations,
I analyzed the nonoperating activity in aggregate. Based upon my analysis, there were no nonoperating
expenses projected for the proposed capital projects. Accordingly, it is my opinion that the pro-forma
nonoperating gains/expenses and other changes in net assets are reasonable.

4. Capital Expenditures and Cash Flows

I reviewed Mass General Brigham capital expenditures and cash flows in order to determine whether
Mass General Brigham anticipated reinvesting sufficient funds for technological upgrades and property,
plant and equipment and whether the cash flow would be able to support that reinvestment.

Based upon my discussions with Management and my review of the information provided, I considered
the current and projected capital projects and loan financing obligations included within the Projections
and the impact of those projected expenditures on Mass General Brigham cash flow. Based upon my
analysis, it is my opinion that the pro-forma capital expenditures and resulting impact on Mass General
Brigham cash flows are reasonable.

VI FEASIBILITY

I analyzed the projected operations for Mass General Brigham and the changes in Key Metrics prepared
by Management as well as the impact of the proposed capital projects at the three ambulatory care centers
in Westborough, Westwood and Woburn, MA upon the Projections and Key Metrics. In performing my
analysis, I considered multiple sources of information including historical and projected financial
information for Mass General Brigham. It is important to note that the Projections reflect changes in
accounting standards which were adopted in Fiscal Year 2020, such as changes in lease accounting and
compensation — retirement benefits accounting.

Because the impact of the proposed capital projects at the three ambulatory care centers in Westborough,
Westwood and Woburn, MA represents a relatively insignificant portion of the operations and financial
position of Mass General Brigham, I determined that the Projections are not likely to result in insufficient
funds available for capital and ongoing operating costs necessary to support the proposed projects. Based
upon my review of the Projections and relevant supporting documentation, I determined the projects and
continued operating surplus are reasonable and based upon feasible financial assumptions. Therefore, the
proposed capital projects at the Project Sites mentioned above are financially feasible and within the
financial capability of Mass General Brigham.
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Respectively submitted,

&W:’&W/z?j o =

Bernard L. Donohue, III, CPA
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Mass General Brigham Incorporated Ambulatory Surgery DoN — CHI Narrative

Mass General Brigham Determination of Need
Community Health Initiative Narrative

l. Community Health Initiative Monies

The cost breakdown of the Community Health Initiative (“CHI”) monies for the Proposed Project
is as follows:

Maximum Capital Expenditure: $223,724,658

Community Health Initiative: $11,186,232.9 (5% of Maximum Capital Expenditure)

CHI Administrative Fee to be retained by Applicant: $223,724.66 (2% of the CHI monies)
Overall CHI Money — less the Administrative Fee: $10,962,508.2

e CHI Statewide Initiative Funding: $2,740,627.05 (25% of Overall CHI Money)
e CHI Local Funding: $8,221,881.15 (75% of Overall CHI Money)
e Evaluation Monies to be retained by Applicant: $822,188.12 (10% of CHI Local Funding)

e CHI Local Funding for Distribution: $7,399,693.03 (CHI Local Funding less Evaluation
Monies)

1. Background Information

The Community Health Initiative (“CHI”) process and community engagement for the proposed
Determination of Need (“DoN”) will be conducted by Mass General Brigham Incorporated
("Applicant" or "MGB") staff and contractors. Through this DoN, the Applicant through Mass
General Brigham Integrated Care, Inc. (“IC”) and Mass General Brigham AmSurg, Inc.
(“AmSurg”) (collectively the “Proposed Licensees”) are seeking to establish three ambulatory
care sites in: (1) Westwood, (2) Westborough and (3) Woburn with various services provided at
each site.

Community Health Needs Assessment Process: MGB has recently completed robust
community health needs assessments ("CHNAs") for each of the primary service areas
associated with the proposed ambulatory care sites (see Attachments C 1-3: CHNA Reports).
These CHNAs comprise information from the following sources: (1) community focus groups; (2)
key informant interviews; (3) community survey responses; (4) secondary data; and (5)
prioritization meetings with local residents and community groups. The prioritization of needs for
each of the service areas was based on a systematic voting process that was participatory and
data-informed. MGB contracted with Health Resources in Action ("HRIiA"), a public health
institute and leader in the fields of engagement and evaluation to carry out the needs
assessments.

CHNA Methodology: The CHNA processes are based on the Association for Community
Health Improvement’'s Community Health Assessment Toolkit. Consequently, the stages of
this CHNA, included: (1) Reflect and strategize on previous assessments; (2) Identify and
engage stakeholders through a clear engagement plan; (3) Define the community by
developing geographic boundaries and identifying populations to participate in the processes;
(4) Collect and analyze data — applying quantitative and qualitative research principles to the
processes; (5) Prioritize community health issues through clearly identified criteria; (6)
Document and communicate results of the CHNA to the community; (7) Plan implementation
strategies by engaging in strategic partnerships; (8) Implement strategies through an
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implementation committee (comprised of CAB members); and (9) Evaluate progress to
determine the impact of interventions.

1. Oversight of CHI Processes

The Community Advisory Board ("CAB") provides oversight of the CHNA processes, advises on
DoN community engagement activities, and selects health priorities and strategies for CHI
funding. The CAB is comprised of individuals representing the constituencies outlined in the
Department of Public Health’s Community Engagement Standards for Community Health
Planning Guideline. CAB members represent regional groups with some Board members and/or
their organizations residing in the noted primary service areas. If the DoN is approved, the CAB
will establish Ad Hoc Subcommittees comprised of representatives from the primary services
areas for the proposed ambulatory care sites. These Ad Hoc Subcommittees will include
representation from local stakeholders aware of the service area’s needs, including staff from
the local public health department(s). Members of the Ad Hoc Subcommittees will provide
recommendations to the CAB regarding health priorities and strategies for each primary
services area.

In general, the CAB is tasked with reviewing the DoN sub-regulatory guidelines, outlining roles
and responsibilities for the group, developing a charter, and reviewing the CHNAs to determine
health priorities and strategies for CHI funding. The CAB will utilize the guiding questions for
racial justice reframing at each of its meetings to evaluate the group’s decision making
processes. This framework is critically important to ensuring fairness in the selection of health
priorities and strategies, as well as the distribution of CHI funding. Post- selection of health
priorities and strategies, CAB members will participate in a conflict of interest process, with
those individuals without conflicts participating in an Allocation Committee to disburse CHI
funding.

V. Community Advisory Board Duties

The CAB is tasked with the following responsibilities:

e Ensuring appropriate engagement of residents and community-based organizations
within the targeted communities around the CHI.

o Determining the health priorities and strategies for CHI funding based upon the needs
identified in each CHNA. The CAB will ensure that all health priorities and strategies are
aligned with the Department of Public Health’s Health Priorities and the Executive Office
of Health and Human Services’ Focus Areas.

e Completing and submitting the Health Priorities and Strategies Selection Form for
approval by the Department of Public Health.

e Conducting a conflict of interest disclosure process to determine which members will
comprise the Allocation Committee (a Conflict of Interest Form will be developed).

e Providing oversight to an evaluator that is selected to carry out the evaluation of CHI-
funded projects.

¢ Reporting to the Department of Public Health on the DoN — CHI.

V.  Allocation Committee Duties

The Allocation Committee will be comprised of CAB members who do not have a conflict of
interest, as well as experts in the chosen priority and strategy areas who are selected to
participate in the process. The scope of work that the Allocation Committee will carry out
includes:
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¢ Designing and implementing formal solicitation processes (targeted and/or untargeted)
for the disbursement of CHI funds for the noted health priorities and strategies. This
process will include the development of a request for proposal (“RFP”) and Bidders
Conferences (complete with technical assistance resources).

e Developing creative, transparent, alternative strategies for disbursing DoN CHI monies.

e Engaging technical assistance resources that can support and assist applicants with
their responses to the RFP.

e Disbursement of CHI funding.

e Review grantee reports on the impact of CHI funding.

VI. Timeline for CHI Activities

Upon a Notice of Determination of Need being issued by the Public Health Council, the CAB will
continue meeting to facilitate the CHI Process. The timeline for CHI activities is as follows:

¢ Two to Three months post-approval: The CAB will begin selection of the health priorities
and strategies for CHI funding.

e Three to fourth months post-approval: The CAB selects health strategies for noted
health priorities and submits the Health Priorities and Strategies Selection Form to the
Department of Public Health for review and approval.

e Four to five months post-approval: The CAB conducts a conflict of interest disclosure
process to determine which members of the Board will move on to the Allocation
Committee.

e Five to six months post-approval: The Allocation Committee is developing an RFP
process and determining what (if any) other disbursement mechanisms will be used. An
evaluator is selected by the Applicant to conduct evaluation work.

Seven to eight months post-approval: The RFP for funding is released.

Eight to nine months post-approval: Bidders conferences are held on the RFP.
Eleven months post-approval: Responses are due for the RFP.

Twelve to Fourteen months post-approval: Funding decisions are made, and the
disbursement of funds begins.

The aforementioned process is longer than the process outlined in the DoN Guidelines for Tier 3
projects. However, given previous experience with similar RFP processes, the Applicant feels
strongly that it will take seven to eight months to develop an RFP process that is transparent,
fair and appropriate and that providing three to four months for applicants to respond to the RFP
is critical to obtaining thoughtful, well-written and technically accurate RFP responses.

VII. Request for Additional Years of Funding

MGB is seeking additional time to carry out the disbursement of funds for the CHI. MGB is
seeking to provide potential multi-year grants with CHI funding that lead to sustainable
programs in the primary service areas of the proposed ambulatory care sites. To achieve
sustainable programming, MGB is seeking to disburse CHI monies over a three- to five-year
period to ensure the greatest impact for the largest number of individuals, as well as continued
sustainability of specific projects that need additional support.

VIII. Evaluation Overview

MGB is seeking to use up to 10% of all CHI funding ($822,188.12) for evaluation. These monies
will allow MGB to engage a third-party evaluator to carry out evaluation of the planning process,
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as well as assess the overall impact of CHI funding. Through this evaluation, MGB is seeking to
learn from each of its grantees and develop a forum for sharing best practices and
understanding the feasibility of replicating interventions. The evaluation team will develop
annual reports for review by the CAB and post-review, submission to the Department of Public
Health.

IX. Justification for Administrative Monies

Applicants submitting a Tier 3 CHI are eligible to obtain 2% of the CHI amount for administrative
costs. Consequently, MGB is requesting 2% of the CHI funding ($223,724.66) for administrative
expenses to carry out the CHI work. First, administrative monies will be used to offset the
development of a robust solicitation process. These monies will pay for internal resources
and/or external assistance in developing the RFP, technical assistance resources that will be
available to organizations that are submitting grant applications, and publication fees associated
with advertising the solicitation process in local papers, as well as other operational costs, such
as supplies, etc.

X. Commitment to Address the Social Determinants of Health Needs in the
Proposed Service Areas

Through its CHI, MGB and the CAB are committed to supporting programs and services that
address the social determinants of health (“SDoH”) needs of individuals and families in the
noted primary service areas. Addressing upstream SDoH needs is critical in preventing higher
healthcare utilization, such as emergency department visits, hospitalizations and readmissions,
as well poor health outcomes. By conducting robust community health needs assessments and
engagement processes, SDoH needs will be prioritized for the noted service areas, allowing
CAB to select appropriate health priorities and strategies for CHI funding. Given the current
environment, MGB and the CAB recognize that the increased incidence of COVID-19 and its
potential impact on the overall well-being of individuals and families may increase the need for
programs and services that address SDoH — due to potentially higher rates of unemployment,
food insecurity, housing displacements and increases in domestic violence. CHI funds from the
proposed project will be distributed to community-based organizations in the three proposed
primary service areas to meet the critical needs of local residents, thus working to help offset
the negative downstream impact of unmet SDoH needs in these communities.
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EXECUTIVE SUMMARY

Introduction

Mass General Brigham Incorporated (formerly Partners HealthCare) is a not-for-profit, integrated health care
system that was formed in 1994 by an affiliation between The Brigham Medical Center, Inc. (now known as
Brigham Health) and The Massachusetts General Hospital. Mass General Brigham (‘System’) currently operates
two tertiary hospitals, six community acute care hospitals, and one acute care specialty hospital in
Massachusetts; one community acute care hospital in Southern New Hampshire; one facility providing
inpatient and outpatient mental health services; and three facilities providing inpatient and outpatient services
in rehabilitation medicine and long-term care.

To fulfill Mass General Brigham’s four-part mission of patient care, research, education and community, the
organization has affirmed a system-wide strategy that is grounded in the excellence of Mass General Brigham’s
two academic medical centers, focused on improved patient outcomes and experience, and supported by its
historical and ongoing commitment to digital health and data analytics, population health, ambulatory care
and insurance risk management. Developing community-based care centers that offer primary and behavioral
health care, as well as specialty and surgical services also are a component of Mass General Brigham’s mission.

Accordingly, the System is seeking ways to expand care options in more suburban settings, including in the
Westborough service area. This potential expansion will require Mass General Brigham to fully understand the
range of needs (related to health and the social determinants of health) within the Westborough service area,
including the communities of: Berlin, Bolton, Grafton, Northborough, North Grafton, Shrewsbury, Upton,
Westborough, Framingham, Ashland, Hopkinton, Hudson, Marlborough, Milford, and Southborough.

This community health needs assessment (CHNA or Assessment) aims to gain a greater understanding of the
issues that residents within the Westborough service area face, how those issues are currently being
addressed, and where there are gaps and opportunities to address these issues in the future. This CHNA report
provides the results from a mixed methods study aimed at identifying the most pressing social, economic, and
health issues in the service area. The specific goals of this CHNA are to:
e Systematically identify the health-related needs, strengths, and resources of the service area to inform
future planning,
e Understand the current health status of residents within the service area, as well as sub-populations
within their social context, and
e Engage the community to help determine community needs and social determinant of health needs.

Context

This CHNA was conducted during an unprecedented time, due to the COVID-19 novel coronavirus (COVID-19)
pandemic and the national movement for racial justice. The COVID-19 pandemic coincided with the activities
of this assessment and impacted both the CHNA data collection process, as well as topics and concerns that
residents raised in focus groups and key informant interviews. A wave of national protests for racial equity also
coincided with the timeline of the CHNA and impacted the content of this report, as well as data collection
processes, including the design of data collection instruments and the input that was shared during focus
groups, key informant interviews, and through survey responses.

Methods

The 2020 Westborough service area CHNA aims to identify the community needs and strengths through a
social determinants of health framework, which defines health in the broadest sense and recognizes numerous
factors at multiple levels— from lifestyle behaviors (e.g., healthy eating and active living) to clinical care (e.g.,



access to medical services) to social and economic factors (e.g., poverty) to the physical environment (e.g., air
quality)—which have an impact on the community’s health.

To identify the health needs of the service area, challenges to addressing these needs, current strengths and
assets, and opportunities for action, the assessment process included: synthesizing existing data on social,
economic, and health indicators in the Westborough service area; conducting a community priorities survey
with 159 residents (in multiple languages, including: English, Spanish, Portuguese, and Chinese); facilitating 8
virtual focus groups with specific populations of interest (e.g. parents of school-age children; residents seeking
essential services; residents who are immigrants; and youth); and conducting 12 key informant interviews with
key stakeholders in the community. In addition, data collected for the 2019 MetroWest Community Health
Assessment (CHA)—an extensive process that engaged 22 communities in the Westborough service area—
were also used for this report, including data from the MetroWest Adolescent Health Surveys.

Findings
The following provides a brief overview of key findings that emerged from this assessment:

Population Characteristics
e Demographics: Like the Commonwealth overall, all towns in the

Westborough service area experienced population growth between 2014- “[Framingham] is a very
2018; the largest growth occurred in Hopkinton (12.5%) and Berlin (8.9%).
In 2014-2018, the racial and ethnic population distributions varied widely
across towns. For example, in Framingham, Marlborough, Milford,
Shrewsbury and Westborough, more than one in every four residents
identified as non-White. In contrast, the overwhelming majority of ,
residents in Berlin (96%), Bolton (92%), Hudson (88%), and Northborough street.” = YOL_jt_h focus
(84%) identified as White in 2014-2018. Quantitative data show varying group participant
levels of the foreign-born population across the service area. In 2014-2018,

diverse community...I see a

lot of different people, hear

languages of all kinds when
I’m walking down the

the foreign-born population ranged from 5.8% in Bolton to 28.4% in
Framingham, compared to 16.5% in Massachusetts overall.!

Community Social and Economic Environment
e Community Perceptions of Need. Westborough Community Priorities Survey respondents were asked

about a series of issues that affected them or their families currently and/or prior to the start of the
coronavirus pandemic. The two most common issues reported via the survey and qualitative discussions
were mental health (49.1%), followed by financial insecurity (44.4%). In regard to mental health,
assessment participants described added stressors in recent months due to the pandemic, though noted
that these concerns have always been present, just exacerbated by the current crisis. Concerns related to
older adults and youth were frequently discussed across discussions.

1U.S. Census Bureau, American Community Survey 5-Year Estimates, 2009-2013 and 2014-2018.



e Community Assets. The Westborough
service area has numerous strengths
according to assessment participants.
Westborough Community Priorities
Survey respondents cited good schools
(76.1%), accessible medical services
(68.9%), parks/green space (66.7%),
people who care about improving the
community (66.7%) and having people of
many races and cultures (66.1%) as key
strengths of their community.

Percent of CHNA Community Priorities Survey Respondents
Reporting Strengths of Their Community, 2020 (N=180)

Good schools 76.1%
Accessible medical services 68.9%
Parks/green space 66.7%
People care about improving this community 66.7%
People of many races and cultures 66.1%
Safe and easily walkable sidewalks 63.3%

Income and Financial Security. In the
Westborough service area,
socioeconomic factors vary by town. For
example, the median annual household
income in 2014-2018 ranged from just
over $79,000 in Framingham and
Marlborough to $166,156 in Hopkinton.
All towns in the area had median
incomes above the state average.

Nonetheless, many of the towns in this
service area still have residents experiencing
poverty, with incomes at or below 200% of
the Federal Poverty Level (FPL), notably
Framingham (23.6%), Milford (19.4%) and
Marlborough (18.9%).2 Financial insecurity
was reported as a priority concern in the
majority of focus groups and interviews,
with participants indicating that COVID-19
has exacerbated long-standing issues of
equity. According to responses from the
Westborough Community Priorities Survey,
one in three respondents reported that their
financial situation had gotten worse since
the onset of the pandemic.

Employment and Workforce. The impact of
the COVID-19 pandemic and resulting
economic shutdown in many sectors are
reflected in unemployment data from towns
in the area around Westborough with
unemployment rates continuing to increase
from April 2020 to June 2020 in all towns
except Hudson. Economic uncertainty due to

Helps people in need 60.6%
Neighbors know each other 58.3%
Accept others who are different than themselves 53.9%
Accessible social services 52.2%
People feel like they belong 50.6%
Accessible mental health services 50.0%
People can deal with challenges 46.1%
Bike paths so residents can bike easily and safely 38.9%
Innovations and new ideas 37.8%
Ability to overcome disagreements 34.4%
Good public transportation 14.4%

None of the above | 1.1%
Other 1.7%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may
not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.

Percent Population 16 Years and Over Unemployed, in
Massachusetts and by Town, 2019-2020

Massachusetts HH_2.7%

[s)
Ashland HE_2.1% 14.1;07'56
Berlin H_2.0% 12.4%
Bolton ME_2.4% 10.2%
Framingham M 2,1% 15.2%
Grafton HE_2.5% 14.2%
Hopkinton HE_2.2% 12.2%
Hudson MEm_2 9% 15.6%
Marlborough 2,5% 15.8%
Milford M2 9% 16.1%
Northborough HE_2.5% 13.8%
Shrewsbury = _2.2% 13.3%
Southborough ™_2.0% 12.8%
Upton ™= 2.3% 13.9%
Westborough H_2.0% 11.3%
W April 2019 June 2020

DATA SOURCE: U.S. Department of Labor, Bureau of Labor Statistics, Local Area
Unemployment Statistics, 2019-2020.

NOTE: Data are not seasonally adjusted; June 2020 data are preliminary and subject to
revision.

2 U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.



loss of employment was discussed in all interviews with community stakeholders as well as in focus groups
with residents seeking essential services. Participants shared experiences of struggling to meet basic
needs, such as housing and accessing healthy food. Lack of employment opportunities was described as
especially difficult for young people, seniors, and immigrants. Multiple interviewees from social service
agencies described the challenges of retaining staff due to inadequate compensation, an issue that
disproportionately affects employees of color.

e Education. Focus group participants described the educational system as an asset of the Westborough
service area, describing a highly sought-after school system. In the Westborough region, Bolton (31.4%),
Hopkinton (31.8%), and Westborough (31.2%) had the largest proportions of residents age 25 and over
with a graduate or professional degree in 2014-2018.3 In terms of education and COVID-19, assessment
participants discussed concerns with the re-opening of schools. Many participants noted challenges for
both students and parents of coping with uncertainty about the school year.

¢ Housing. The high and rising cost of housing in the Westborough service area was a frequent theme that
emerged from qualitative discussions. Participants expressed concern for seniors and “middle class”
residents that are struggling to afford the cost of living. In most of the towns around Westborough, owner-
occupied units are more common than in the state overall. Median monthly housing costs for owner-
occupied households with a mortgage ranged from $1,966 in Milford to $3,222 in Bolton. Many of the
towns around Westborough spend more than 30% of their income on housing costs; in Bolton, 68.4% of
renters are considered housing insecure.* Given the high cost of housing and limited affordable options,
residents in these areas are often forced to live in tight quarters and overcrowded conditions, making
them more vulnerable to COVID-19.

e Transportation. Transportation was identified as one of the top day-to-day concern for many residents

who participated in the assessment. Youth focus group participants, immigrants, and residents seeking
essential services expressed concern about the timeliness and

“Public transportation is accessibility of public transportation, especially for essential
needed in a way that people workers and for young people. In 2014-2018, 70.2% of people in
Massachusetts over age 16 commuted to work alone in a vehicle. In
2014-2018, renter-occupied households were more likely to have
no vehicle available to them.®

can access their daily work
lives”
— Key informant interview

e Crime and Violence. Assessment participants generally described the Westborough service area as a safe
place to live and work. However, some interviewees were concerned that cases of domestic violence and
neglect would worsen during the pandemic. Data from the MetroWest Adolescent Health Surveys show
that the percent of high school and middle school students reporting violent behaviors in MetroWest has
been trending down since 2012. Though physical violence seems to be declining, in 2012-2018, between
one third and one quarter of MetroWest middle school students reported being victims of bullying.

e Discrimination and Racism. Perceptions related to discrimination and racism varied throughout
qualitative discussions. Focus group participants who identified as people of color mentioned incidences
of being discriminated against due to their race or nationality. The Westborough Community Priorities
Survey supports these findings. More than 59% of survey respondents reported that they or their family
were affected by discrimination in the past six months. Similarly, more than half of respondents indicated

3 U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
4 1bid.
5 |bid.



being affected by discrimination because of their ethnicity, ancestry, or country of origin; and 33.3%
reported it was due to their gender.

Community Health Issues

e Chronic Diseases and Related Risk Factors. Assessment participants did not cite specific chronic diseases
as pressing concerns in their communities, with the exception of a few focus group participants who
discussed obesity, cardiovascular disease, and cancer. Cognitive issues, including Alzheimer’s disease and
dementia, also were noted as a concern for the growing senior community. Though quantitative data
show that the proportion of residents who are overweight and obese in the Westborough service area
often exceeds the state average of 59%. By town, the percent of adults reporting obesity or overweight
ranged from 49.7% in Bolton to 64.2% in Milford.®

e Mental Health. When asked to identify health issues of greatest
concern in the community, the majority of focus group participants and
interviewees mentioned mental health. Stress, anxiety, depression, and
isolation were the most frequently cited challenges for residents in the
Westborough service area, with these individuals describing how
COVID-19 has exacerbated mental health issues in the community.
These issues were noted as particularly problematic for young people, informant interview
seniors, those who identify as LGBTQ, and immigrants. Focus group

“When you have underlying
mental health challenges, it’s
only going to be that much
worse by being isolated from
the people you love.” — Key

participants who were parents also discussed the importance of digital wellness—which refers to
preventative measures aimed at regulating and improving the healthy use of technology, especially in
light of COVID-19.

e Substance Use. Participants expressed some concerns about substance use in the Westborough service
area, though it was not a key theme discussed in most groups. This perspective on substance use differs
from findings from previous assessments in the region, where substance use was ranked as the greatest
health concern by community health respondents in 2016 and 2019. Specific types of substance use
mentioned as concerns by participants included: alcoholism, vaping, and misuse of prescription
medication. While secondary data show cigarette use decreasing among youth, vaping use has
substantially increased since 2014, with 18.4% of MetroWest high school students reporting active use in
2014, versus 28.1% in 2018.7

e Communicable Disease. Interview and focus group participants shared concerns about the ongoing spread
and impact of COVID-19. In general, participants reported community compliance with masks and social
distancing. Though, several focus group participants did express frustration at improper use of masks and
large gatherings. Most often, participants shared the challenges of stay-at-home mandates and closures
brought on by the pandemic, especially for those with school-age children. COVID-19 was often discussed

in terms of economic instability and increased mental health concerns.

Interestingly, assessment participants also reported positive aspects from “COVID has been such a
the pandemic, most notably concern towards neighbors, more time with perfect storm of awful
family, and the expansion of the use of technology, including telehealth. As things. It has exposed the
of August 12, 2020, there were 1,642 cases of COVID-19 per 100,000 real weaknesses in our

community.” — Key
informant interview

6 Massachusetts Department of Public Health, Behavioral Risk Factor Surveillance System (BRFSS) Small Area Estimates,
2012-2014.
7 MetroWest Adolescent Health Surveys, 2014 & 2018.



population in Massachusetts. By town, the rates of coronavirus per 100,000 population ranged from 221 in
Bolton to 2,705 in Marlborough.®

Access to Services

o Access to Healthcare Services. The Westborough service area is in close proximity to healthcare resources
and a high proportion of residents have health insurance. However, interview and focus group participants
discussed a number of barriers to accessing health care services in the Westborough service area, including
the high cost of healthcare; fear of seeking services; and challenges navigating the system. Participants
also shared healthcare concerns specific to seniors, namely related to accessing specialty and geriatric
services.
Overall, 45.4% of Westborough
Community Priorities Survey
respondents reported barriers to
accessing medical, mental health, or
social services in the past six months.

Percent of CHNA Community Priorities Survey Respondents Reporting
Barriers to Accessing Medical, Mental Health or Social Services in the Past
Six Months, among Respondents Reporting at Least One Barrier, 2020
(N=78)

Among respondents reporting at least
one barrier, the most common barriers
were long wait times for appointments

Long wait for an appointment
Lack of evening or weekend services

Lack of information about available services

53.8%
32.1%
29.5%

28.2%
16.7%
15.4%
12.8%
Afraid to take the time off work 9.0%

(53.8%), lack of evening or weekend Cost of services

services (32.1%), lack of information
about available services (29.5%), and
cost of services (28.2%). These findings
align with the top barriers identified in
the 2019 MetroWest Community
Health Assessment (CHA). While few
Westborough Community Priorities
Survey respondents had insurance
issues, focus group participants
commonly discussed the challenges of
being underinsured and unable to pay
co-pays and deductibles.

Services not available in my community
Unfriendly staff or providers

Afraid to talk to staff or providers

Lack of transportation 2.6%
information not kept confidential 2.6%
Language problems 1.3%

Felt discriminated against 0.0%

Other 7.7%

DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.
NOTE: the question in the survey allowed for multiple responses; therefore,
percentages may not add up to 100%.

e Access to Social Services or Other Essential Services. When asked about challenges to accessing social or
other essential services, participants spoke in terms of challenges during the COVID-19 pandemic,
reporting many services being curtailed at the height of the pandemic. The most frequently described
challenge related to seeking essential services was access to food and childcare. Key informant interviews
explained how residents have now begun prioritizing basic needs over other essentials like telephone and
internet, which limits their ability to stay employed, and connected to healthcare, social services, and
education. In addition, interviewees noted the need to offer more culturally sensitive services for
immigrants and LGBTQ community residents. Interviewees also reported limited capacity amongst health
and social services providers to serve non-English speakers.

Community Vision for the Future
e Top Issues for Action. Westborough Community Priorities Survey respondents were asked to consider the
most important issues in their communities to take action on in the next few years. Respondents were
asked to consider the importance of these issues in regard to Concern, Equity, Effectiveness, and Feasibility

8 Massachusetts Department of Public Health, Bureau of Infectious Disease and Laboratory Sciences, 2020.
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and to select the five most important issues for action. Taken together, the top five issues of concern were
(1) Coronavirus/COVID-19 testing and/or the possibility of a new outbreak, (2) Mental health issues, (3)
Financial insecurity/unemployment/lack of job opportunities (4) Transportation issues, and (5) Addressing
systemic racism/racial injustice. These survey results align closely with key themes that arose from
qualitative discussions.

Suggestions for Future Programs, Services, and Initiatives
e Mental Health. Increasing access to mental health services was overwhelmingly identified by focus group

participants and interviewees as a top issue to address in the Westborough service area. Assessment
participants envisioned a community where mental health services were readily available, culturally
sensitive, and affordable. Investments would be made for more mental health supports in elementary and
middle school, as well as for seniors experiencing isolation. There would be increased support and
advocacy efforts to increase reimbursement rates for mental health providers. These suggestions mirror
similar findings from the 2019 MetroWest Community Health Assessment.

e Economic and Employment Opportunities. Following mental health services, expanding economic
opportunities—especially for youth and for low income workers—was suggested as a priority area for
investment by many assessment participants. In terms of youth, suggestions were made to expand
enrichment programs that included paid opportunities to gain relevant professional experience. Specific
suggestions were made to expand the limited number of employment opportunities through programs like
MassHire. In addition, it was suggested that more financial resources be invested in education and job
training for low income workers and essential employees.

e Access to Basic Needs Including Healthy Food. Increased supports for
navigating the health and social service landscape were suggested by
several assessment participants — namely for those who were seeking
essential services and parents. As previously discussed, accessing
healthy food was a frequent concern raised by interviewees and focus

“Our food pantries in the area need
to have delivery systems. That
would begin to level the playing
field. Why can’t someone who is

group participants alike. Suggestions were made to expand food poor have food brought to their
services and modernize systems that currently limit the capacity for house the way | do from Wegman’s
community-based groups to address the magnitude of needs. For or Instacart?

example, multiple key informants expressed the desire for an — Key informant interview

automated system that can be used at food pantries.

¢ Transportation. Similar to findings from the 2019 MetroWest CHA, transportation was identified as a
priority concern in the Westborough service area. Assessment participants suggested exploring creative
solutions to long-standing transportation issues that have been adopted in cities across the state. For
example, it was suggested that investments in the built environment—better sidewalks, more bike trails,
and investments in community programs, such as bicycle shares and electronic scooters be added to the
community in order to mitigate issues with reliable public transportation.

e Housing. Access to affordable housing was among the most commonly mentioned issues in the qualitative
discussions and Westborough Community Priorities Survey findings. Not only are housing options limited
for low to moderate income individuals, but there are many community members who are in
nontraditional homes without leases. Suggestions were made to increase legal protections for tenants who
may be in these at-will tenancy agreements. Residents also expressed a desire for more affordable housing
for seniors that could facilitate the growing population’s ability to age in place.
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e Racial Justice. Several participants also shared a vision related to diversity and equity, with focus group
participants noting the importance of recognizing that systemic racism and structural inequities are what
drive the health and economic disparities in their communities. In terms of the social determinants,
assessment participants suggested prioritizing racial justice in the follow areas: 1) access to healthy and
culturally appropriate food 2) economic and employment opportunities, and 3) healthy housing.

¢ Improved Services for Youth and Seniors. Lastly, programming for youth and for seniors was frequently
raised during interview and focus group discussions. Many assessment participants expressed limited
enrichment opportunities for young people, especially for teens aged 13-19. One participant summarized,
“It’s what | call the lost ages—after the age of 11 or 12, these kids have nothing. By that age, they think
teens should be working and there’s no program for them. We need more youth-led programs where the
intention is to speak with you and have them lead.” In terms of seniors, residents suggested more
programming related to social connections and access to technology.

Key Themes and Conclusions

Through a review of the secondary social, economic, and epidemiological data, a community survey, and
discussions with community residents and stakeholders, this assessment report examines the current health
status of the Westborough service area during an unprecedented time given the COVID-19 pandemic and the
national movement for racial justice. Several overarching themes emerged from this synthesis:

e Overall, the Westborough service area was reported as a highly educated, high-income community,
however, there are pockets of vulnerable populations across the region—particularly youth, immigrants,
and older adults. Findings from this assessment show that some residents in the Westborough service
area are struggling with basic needs including access to food, shelter, and childcare. Interview participants
discussed a collaborative network of community-based organizations working to alleviate some of these
immediate needs, but many indicated a need for more support and coordination to address the magnitude
of the situation.

e Some residents are struggling with lack of employment and economic opportunities, especially in light of
COVID-19. During the pandemic, unemployment rates shot up across the service area, particularly Milford
(16.1%), Marlborough (15.8%), Hudson (15.8%) Framingham (15.2%).° Young people, immigrant
communities, and non-English speaking communities who are more likely to work as essential workers
were identified as facing unique challenges related to social and economic factors. More resources for
career transitions and job training, technology, and language classes were identified as critical to
addressing these issues.

¢ Housing affordability and transportation continue to be concerns in the Westborough service area.
Housing affordability was identified as a pressing concern, particularly for seniors and “middle class”
residents. Many renters across the area, especially in towns, such as Bolton (68.4%) and Hopkinton
(52.1%), are spending more than 30% of their income on housing costs.® Tenancy-at-will situations—or
agreements between tenants and landlords, where there is no formal contract, negatively impacts already-
vulnerable residents, such as undocumented immigrants and seniors. In terms of public transportation,
suggestions to invest in alternate modes of transportation, such as bicycle share programs and incentives
to reduce single-occupancy vehicles were shared by focus group participants.

Ju.s. Department of Labor, Bureau of Labor Statistics, Local Area Unemployment Statistics, 2019-2020.
10 U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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¢ As happening at the national level, conversations about racial justice and policing have been taking
place in the Westborough service area. Perceptions related to discrimination and racism varied
throughout qualitative discussions. Addressing systemic racism was a theme that emerged across
interviews, focus groups, and the community survey. Community leaders that were interviewed for the
assessment described their commitment to addressing racial injustice and systemic oppression.
Westborough Community Priorities Survey respondents ranked ‘Addressing Systemic Racism/Racial
Justice’ as the 4™ highest priority for action in the next few years.

¢ Rates of obesity/overweight were higher in the majority of Westborough service area towns than the
state overall. Between 2012-2014, the percent of adults reporting obesity or overweight in Massachusetts
was 59.0%. By town, the percent of adults reporting obesity or overweight ranged from 49.7% in Bolton to
64.2% in Milford. Approximately one in every three Westborough Community Priorities Survey
respondents reported overweight/obesity (34.3%) as an issue that has impacted them in the last 6 months,
however, it did not rise up as a key theme from qualitative discussions.

¢ Across all methods, the majority of assessment participants identified mental health as a priority health
concern. Stress, anxiety, depression, and isolation were the most frequently cited challenges among the
Westborough service area, with residents describing how COVID-19 has exacerbated mental health issues
in the community. Young people and seniors were identified as the populations most impacted by mental
health challenges in the Westborough service area. Quantitative data from the MetroWest Adolescent
Health Surveys show that the number of high school students that reported their lives have been “very
stressful” has steadily increased from 28.9% in 2012 to 36% in 2018.2

e Proximity of health care services was noted as a key strength of the Westborough service area by
community survey respondents, but access to those services is a challenge for some residents.
Respondents to the Westborough Community Priorities Survey ranked ‘accessible medical services’ as the
second strongest asset of the region (68.9%). However, themes that emerged from qualitative discussions
highlight barriers that still persist for some residents, including being underinsured, challenges for non-
English speakers, navigating services, and lack of culturally sensitive approaches to care. In addition, the
Westborough service area could benefit from additional services for the growing senior population to help
facilitate aging in place.

Priority Needs of the Community

Community Prioritization Meeting

Data and themes from the CHNA report were presented to service area residents and stakeholders at a virtual
community prioritization meeting in September 2020. Prioritization allows organizations to target and align
resources, leverage efforts, and focus on achievable strategies and goals for addressing priority needs. Through
a systematic, engaged approach that is informed by data, priorities are identified through an iterative process
to focus planning efforts. The following four criteria were used to guide prioritization discussions and voting

processes:
e Concern
e Equity
e Effectiveness
e Feasibility

11 Massachusetts Department of Public Health, Behavioral Risk Factor Surveillance System (BRFSS) Small Area Estimates,
2012-2014.
12 MetroWest Adolescent Health Surveys, 2012 & 2018.



Meeting participants voted for up to three of the eight priorities identified from the data and based on the
specific prioritization criteria. Voting identified Mental Health (71%) as the most commonly endorsed
community priority, followed by Systemic Racism and Racial Injustice (57%), Financial
Insecurity/Unemployment (43%), and Housing (43%).

Community Advisory Board Meeting
The goal of this meeting was for CAB members to review the CHNA findings for the service area and
amalgamate that information with the input provided from the community prioritization meeting, to refine
and narrow the list of priorities in alignment with the social determinants of health. To determine priorities for
the CHNA, CAB members were asked to consider the same prioritization criteria (Concern, Equity,
Effectiveness, and Feasibility) that were used by the community members during the remote prioritization
meeting and come to a consensus about priorities for future action. Ultimately, the CAB identified four
priorities to consider for future action:

* Mental health

* Access to services

*  Systemic racism & racial injustice

* Housing




Mass General Brigham
Partners Ambulatory Care - Westborough Service Area Community Health Needs
Assessment

INTRODUCTION

Mass General Brigham (formerly Partners HealthCare, ‘the System’) is a not-for-profit, integrated health care
system that was formed in 1994 by an affiliation between The Brigham Medical Center, Inc. (now known as
Brigham Health) and The Massachusetts General Hospital. Mass General Brigham currently operates two
tertiary hospitals, six community acute care hospitals, and one acute care specialty hospital in Massachusetts;
one community acute care hospital in Southern New Hampshire; one facility providing inpatient and
outpatient mental health services; and three facilities providing inpatient and outpatient services in
rehabilitation medicine and long-term care. Mass General Brigham also operates physician organizations and
practices, a home health agency, nursing homes and a graduate level program for health professionals. Mass
General Brigham is a non-university-based, nonprofit private medical research enterprise and its academic
medical centers are principal teaching affiliates of the medical and dental schools of Harvard University. Mass
General Brigham provides its services to patients primarily from the Greater Boston area and eastern
Massachusetts, as well as New England and beyond. Additionally, Mass General Brigham operates a licensed,
not-for-profit managed care organization that provides health insurance products to the MassHealth Program
(Medicaid), ConnectorCare (a series of health insurance plans for adults who meet income and other eligibility
requirements) and commercial populations.

To fulfill Mass General Brigham'’s four-part mission of patient care; research education; and community, the
organization has affirmed a system-wide strategy that is grounded in the excellence of Mass General Brigham’s
two academic medical centers, focused on improved patient outcomes and experience, and supported by its
historical and ongoing commitment to digital health and data analytics; population health; ambulatory care;
and insurance risk management. Implementation of this strategy relies on a series of synergistic priorities that
include:

i improving health outcomes across the full continuum of care with an emphasis on the
development by Mass General Brigham’s academic medical centers of multidisciplinary centers
of excellence for tertiary and quaternary care;

ii. enhancing the patient experience, particularly for primary care and behavioral health care, by
developing community-based health care settings that improve access and ease of navigation
for patients;

iii. reducing the total cost of health care by developing delivery models that focus on value while
simultaneously improving outcomes; and

iv. investing in research and innovations that meaningfully improve the diagnosis and treatment
of all forms of human illness.

Developing community-based care centers that offer primary and behavioral health care, as well as specialty
and surgical services meet the second component of Mass General Brigham’s mission.



Accordingly, the System is seeking ways to expand care options in more suburban settings, including in the
Westborough area. This potential expansion will require Mass General Brigham to fully understand the range
of needs (related to health and the social determinants of health) within the Westborough service area,
including the communities of: Berlin, Bolton, Grafton, Northborough, North Grafton, Shrewsbury, Upton,
Westborough, Framingham, Ashland, Hopkinton, Hudson, Marlborough, Milford, and Southborough. The
Westborough service area is shown in Figure 1.

Figure 1. Focused Westborough Service Area Map

LAy
=

5mi ‘

]
Purpose and Scope of the Community Health Needs Assessment
This community health needs assessment (CHNA or Assessment) aims to gain a greater understanding of the
issues that community residents face, how those issues are currently being addressed, and where there are
gaps and opportunities to address these issues in the future. This report presents findings from the 2020
Westborough service area needs assessment processes, which were conducted between March-August 2020,
and informed discussions about key community issues and concerns in the service area.

The specific goals of this CHNA are to:

e Systematically identify the health-related needs, strengths, and resources of the community to inform
future planning;

e Understand the current health status of the service area overall and its sub-populations within their
social context; and

e Engage the community to help determine community needs and social determinant of health needs.

Priority social determinants of health areas include the social environment, built environment, employment,
education, housing, and violence and trauma.



CONTEXT FOR THE COMMUNITY HEALTH NEEDS ASSESSMENT

This CHNA was conducted during an unprecedented time, given the COVID-19 pandemic and the national
movement for racial justice. This context had a significant impact on the assessment approach and content.

COVID-19 Pandemic

The novel coronavirus (COVID-19) pandemic coincided with the activities of this assessment and impacted
both the CHNA data collection process and topics, as well as concerns that participants put forth during
discussions in focus groups and interviews. On February 1, 2020, the first confirmed case of COVID-19 in
Massachusetts was announced, and on March 15, 2020, the Governor of Massachusetts issued an emergency
order announcing emergency actions to address COVID-19 including school closures, business closures, and
limitations on gatherings. Data collection planning (e.g., finalizing methodology, developing data collection
instruments) occurred at the beginning of this state-wide shutdown. Logistically, the pandemic impacted the
feasibility of convening in-person groups for the CHNA (advisory bodies, focus groups, etc.) and the availability
of key stakeholders and community members to participate in CHNA activities, given their focus on addressing
immediate needs. Consequently, all data collection was shifted to a virtual setting (e.g., telephone or video
focus groups and an online survey), and engagement of residents and stakeholders was challenging. (A more
detailed description of this engagement process may be found in the Methods section, and COVID-19 data
specific to this service area is provided in the Infectious and Communicable Disease section of this report.)

Substantively, during the CHNA process, COVID-19 was and remains a primary health concern for communities
and also has exacerbated underlying inequities and social needs. The pandemic brought to light both the
capabilities and gaps in the healthcare system, the public health infrastructure, and social service networks. In
this context, an assessment of the community’s strengths and needs, and in particular the social determinants
of health, is both critically important and logistically challenging. Where possible, CHNA participants were
asked to reflect on health and social issues beyond those directly related to COVID-19, yet the pandemic’s
short-term and long-term impacts remained at the forefront of many conversations. This CHNA should be
considered a snapshot in time; consistent with public health best practices, the community can continue to be
engaged to understand how identified issues may evolve and what new issues or concerns may emerge over
time.

National Movement for Racial Justice

A wave of national protests for racial equity — sparked by the killing of George Floyd, Ahmaud Arbery, Breonna
Taylor, Tony McDade, and many others — also coincided with the timeline of the CHNA. As part of a movement
for racial justice, national attention was focused on how racism is embedded in every system and structure of
our country, including housing, education, employment, and healthcare. This context impacted the content of
the CHNA, including the design of data collection instruments and the input that was shared during interviews
and focus groups, as well as through survey responses. While racism and oppression have persisted in this
country for over 400 years, it is important to acknowledge the recent focus on these issues in late spring 2020
in the form of protests and dialogues, locally and nationally, as context for this assessment.

METHODS

The following section details how data for the CHNA were compiled and analyzed, as well as the broader lens
used to guide this process.

Social Determinants of Health Framework
While this CHNA aimed to be comprehensive, its data collection approach focused on the social and economic
upstream issues that affect a community’s health.



Upstream Approaches to Health

Having a healthy population is about more than delivering quality health care to residents. Where a person
lives, learns, works, and plays all have an enormous impact on health. Health is not only affected by people’s
genes and lifestyle behaviors, but by upstream factors such as employment status, quality of housing stock,
and economic policies. Figure 2 provides a visual representation of these relationships, demonstrating how
individual lifestyle factors, which are closest to health outcomes, are influenced by more upstream factors,
such as employment status and educational opportunities.

Figure 2. Social Determinants of Health Framework
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SOURCE: World Health Organization, Commission on the Social Determinants of Health, Towards a Conceptual Framework for Analysis and Action on the
Social Determinants of Health, 2005.

The data to which we have access is often a snapshot in time, but the people represented by that data have
lived their lives in ways that are constrained and enabled by economic circumstances, social context, and
government policies. To this end, much of this report is dedicated to discussing the social, economic, and
community context in which residents live. Mass General Brigham seeks to understand the current health
status of residents and the multitude of factors that influence health to enable the identification of priorities
for community health planning, existing strengths and assets upon which to build, and areas for further
collaboration and coordination.

Health Equity Lens

The influences of race, ethnicity, income, and geography on health patterns are often intertwined. In the
United States, social, economic, and political processes ascribe social status based on race and ethnicity, which
may influence opportunities for educational and occupational advancement and housing options, two factors
that profoundly affect health. Institutional racism, economic inequality, discriminatory policies, and historical
oppression of specific groups are a few of the factors that drive health inequities in the U.S.

In the present report, health patterns for the Westborough CHNA service area are described overall, as well as
areas of need for particular population groups. Understanding factors that contribute to health patterns for
these populations can facilitate the identification of data-informed and evidence-based strategies to provide
all residents with the opportunity to live a healthy life.

Approach and Community Engagement Process
The CHNA aimed to engage agencies, organizations, and community residents through different avenues. The
CHNA process was guided by a regional Community Advisory Board (CAB). Mass General Brigham hired Health



Resources in Action (HRiA), a non-profit public health organization, as a consultant partner to facilitate the
CHNA process, collect and analyze data, and develop the CHNA report.

Community Engagement

Community engagement is described further below under the primary data collection methods. It should be
noted that, due to the COVID-19 pandemic, the community engagement for this CHNA occurred virtually.
Additionally, while the CHNA aimed to engage a cross-section of individuals and to be inclusive of traditionally
under-represented communities, due to the pandemic and competing priorities, community-based
organizations had limited time to assist with outreach and community members had constraints on their own
time for participation. Nevertheless, by engaging the community through multiple methods and in multiple
languages, this CHNA aims to describe community strengths and needs during this unique time.

Community Advisory Board Engagement

As noted, a CAB provided oversight, input, and support throughout the CHNA process. The CAB was regional in
focus and oversaw the work for this CHNA, as well as two other co-occurring CHNAs (taking place in the
greater Woburn area and greater Westwood area). CAB members included representation from both regional
groups and residents of the primary service area. The fifteen CAB members represent municipalities; the
education, housing, social service, planning and transportation sectors; the private sector; community health
centers; and community-based organizations. See Appendix A: Community Advisory Board Members for a full
list of CAB members.

The CAB was engaged throughout the CHNA process. This engagement included meeting three times (in March
to provide input on the CHNA methods and timeline; in June to hear updates on the CHNA process and to
discuss virtual engagement, survey dissemination, and community outreach; and in September to discuss
identified priorities) and providing regular input through email correspondence and telephonic discussions.
CAB input included advising on key informant interviewees and focus group segments, identifying local data
sources and communication outlets for the CHNA community health survey, and providing connections to
community organizations to support data collection and outreach efforts. Additionally, the members of the
CAB participated in the community prioritization meetings (see below for more information).

Secondary Data: Review of Existing Secondary Data

Secondary data are data that have already been collected for another purpose. Examining secondary data
helps us to understand trends, provide a baseline, and identify differences by sub-groups. It also helps in
guiding where primary data collection can dive deeper or fill in gaps.

Secondary data, including information and statistics, for this CHNA were drawn from a variety of sources,
including the U.S. Census American Community Survey (ACS), the U.S. Department of Labor Bureau of Labor
Statistics, the Federal Bureau of Investigation Uniform Crime Reports, the MA Department of Elementary and
Secondary Education, the MA Center for Health Information and Analysis (CHIA) database, and a number of
other agencies and organizations. Secondary data were analyzed by the agencies that collected or received the
data. Data are typically presented as frequencies (%) or rates per 100,000 population. It should be noted that
when the narrative makes comparisons between towns or with MA overall, these are lay comparisons and not
statistically significant differences.

It should also be noted that for most social and economic indicators, the U.S. Census American Community
Survey (ACS) 5-year (2014-2018) aggregate datasets were used over the one-year datasets, since many of the
towns in the service area are smaller in population size. Since the ACS uses a probability sampling technique,
using the five-year aggregate dataset over the one-year data provides a larger sample size and more precision
in its estimates.



In addition, data collected for the 2019 MetroWest Community Health Assessment (MetroWest CHA)—an
extensive process that engaged 22 communities in the Westborough service area—were also incorporated into
this report, including data from the MetroWest Adolescent Health Surveys. The MetroWest CHA’s service area
geography overlapped with much of the Westborough service area. The MetroWest CHA was a collaborative
effort led by an advisory committee comprised of a range of organizations and partners working all across the
region from September 2018 — June 2019. Similar to the Westborough service area CHNA, the MetroWest CHA
aimed to identify the health-related needs and strengths of the area using a participatory approach. Methods
that were used for the assessment included an online community survey that engaged nearly 800 individuals;
eight focus groups with approximately 84 residents; and nine key informant interviews with key community
stakeholders.

Primary Data Collection

Primary data are new data collected specifically for the purpose of the CHNA. Goals of the CHNA primary data
were: 1) to determine perceptions of the strengths and needs within the service area, and identify sub-
populations most affected; 2) to explore how these issues can be addressed in the future; and 3) to identify
the gaps, challenges, and opportunities for addressing community needs more effectively. Primary data were
collected using three different methods for this CHNA: key informant interviews, focus groups, and a
community survey.

Qualitative Discussion: Key Informant Interviews and Focus Groups

Key Informant Interviews

A total of 12 key informant interviews were completed with 14 individuals by phone. Interviews were 45-60-
minute, semi-structured discussions that engaged institutional, organizational, and community leaders, as well
as front-line staff across sectors. Discussions explored interviewees’ experiences of addressing community
needs and priorities for future alignment, coordination, and expansion of services, initiatives, and policies.
Interviewees were asked to share their perceptions of needs both prior to and following the start of the
COVID-19 pandemic. Sectors represented in these interviews included: health and human services; boards of
health; nonprofit networks; youth-serving organizations; senior services; and community development. See
Appendix B for the list of individuals that participated in the key informant interviews and Appendix C for a
copy of the interview guide.

Focus Groups

The proposed focus group methodology for this CHNA changed during the pandemic. Rather than conducting
traditional in-person focus groups of approximately eight participants each, more focus groups were
conducted than originally planned, but with fewer participants in each discussion and virtually. Due to the
COVID-19 pandemic, focus groups were conducted via a video conference platform or by telephone, to
accommodate participants who did not have reliable internet access and/or were not familiar with video
conferencing technology. Focus groups were intentionally limited in regard to the number of participants to
facilitate conversation and full participation in a virtual environment, especially since the moderator could not
pick up on non-verbal cues as easily.

A total of 17 community residents participated in eight virtual focus groups (telephone or video) conducted
with specific populations of interest: parents of school-age children; residents seeking essential services (e.g.,
food assistance, housing assistance, etc.); residents who are immigrants; LGBTQ+ identifying youth; and youth
who identify as residents of color. Focus groups were 60-minute, semi-structured conversations and aimed to
delve deeply into the community’s needs, strengths, and opportunities for the future and to gather feedback
on priorities for action. Focus group participants were asked to share their perceptions of needs both prior to
and following the start of the COVID-19 pandemic. Please see Appendix D: Focus Group Guide for the focus
group facilitator’s guide.



All groups were conducted in English. Efforts were made to conduct two focus groups in Spanish, but there
were challenges with recruitment and participation due to the pandemic. Several groups were recruited for
and scheduled, but participants did not attend.

Throughout this report, service area residents and key stakeholders who participated in key informant
interviews and focus groups are referred to as study ‘participants.’

Analyses

The collected qualitative information was coded using NVivo qualitative data analysis software and then
analyzed thematically by data analysts for main categories and sub-themes. Analysts identified key

themes that emerged across all groups and interviews, as well as the unique issues that were noted for
specific populations. Throughout the qualitative findings included in this report, the term “participants”

is used to refer to key informant interview and focus group participants. Unique issues that emerged among a
group of participants are specified as such. Frequency and intensity of discussions on a specific topic were key
indicators used for extracting main themes. While differences between towns and neighborhoods are noted
where appropriate, analyses emphasized findings common across the Westborough service area. Selected
paraphrased quotes—without personal identifying information—are presented in the narrative of this report
to further illustrate points within topic areas.

Community Priorities Survey

A community priorities survey was developed and administered over six weeks from early July through mid-
August 2020. The survey focused on identifying issues that had a direct impact on survey respondents,
perceptions of community strengths, and important issues for community action. Given the unprecedented
time, survey respondents were asked to identify current issues and concerns, as well as issues and concerns
that were present around the holiday season (approximately six months ago prior to the start of the COVID-19
pandemic in the United States). The survey was administered online in four languages (English, Spanish,
Portuguese, and Chinese). Please see Appendix E: Survey Instrument for the English-language version of the
survey.

Extensive outreach was conducted with assistance from CAB members and organizations and through social
media outreach to obtain survey responses. The survey was disseminated via email to known distribution lists
of residents, as well as to individuals who attended earlier community engagement sessions for this process.
Several paid Facebook ads were displayed in targeted geographic locations within the service area in all four
languages to promote the survey. Additionally, several postings were run via Twitter, LinkedIn, and Facebook.
Email dissemination outreach was also sent to over 50 different community-based organizations, which
included local food pantries, immigrant service agencies, community centers, libraries, local news outlets, and
other groups.

The final sample of the community priorities survey comprised 159 respondents who were residents of the
Westborough service area. Appendix F: Additional Survey Data provides a table with the demographic
composition of survey respondents. Overall, the majority of respondents were predominantly non-Hispanic
White (73.9%), female (74.8%), heterosexual (93.1%), and with high socioeconomic status (Appendix F:
Additional Survey Data). Throughout this report, service area residents who participated in Community
Priorities Survey are referred to as survey ‘respondents.’

Analyses

Frequencies were calculated for each survey question. Not all respondents answered every question;

therefore, denominators in analyses reflect the number of total responses for each question, which varied by

question. Additionally, denominators excluded respondents who selected “prefer not to answer/don’t know.”
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For questions that allowed for multiple responses (i.e., questions that asked respondents to check all that
apply), the denominator was out of the total number of respondents who selected at least one response
option for the question. Stratified analyses were conducted for select questions by specific sub-groups that
had large enough sample sizes (at least 30 respondents).

Data Limitations

As with all data collection efforts, there are several limitations that should be acknowledged. Numerous
secondary data sources were drawn upon in creating this report and each source has its own set of limitations.
Overall, it should be noted that different data sources use different ways of measuring similar variables (e.g.,
different questions to identify race/ethnicity). There may be a time lag for many data sources from the time of
data collection to data availability. Some data are not available by specific population groups (e.g.,
race/ethnicity) or at a more granular geographic level (e.g., town or municipality) due to small sub-sample
sizes. In some cases, data from multiple years may have been aggregated to allow for data estimates at a more
granular level or among specific groups.

With many organizations and residents focused on the pandemic and its effects, community engagement and
timely response to data collection requests were challenging. While extensive outreach was conducted, the
overall response was not as large as expected based on previous assessment studies. Additionally, with its
online administration method, the community survey used a convenience sample. Since a convenience sample
is a type of non-probability sampling, there is potential selection bias in who participated or was asked to
participate in the survey. Due to this potential bias, results cannot necessarily be generalized to the larger
population. Similarly, while interviews and focus groups provide valuable insights and important in-depth
context, due to their non-random sampling methods and small sample sizes, results are not necessarily
generalizable. Due to COVID-19, focus groups and interviews were also conducted virtually, and therefore,
while both video conference and telephonic options were offered, some residents who lack reliable access to
the internet and/or cell phones may have experienced difficulty participating. Lastly, for the primary data
collection, it should be noted that while efforts were made to engage residents through qualitative and survey
data collection, given the context of the pandemic, the capacity of community organizations to assist with
outreach and community members to participate was limited. This report should be considered a snapshot of
an unprecedented time, and the findings in this report can be built upon through future data collection efforts.



POPULATION CHARACTERISTICS

Population Overview

The Westborough service area is divided into towns of various sizes. By population size, the largest towns in
the area are Framingham, Marlborough, and Shrewsbury (Table 1). Similar to the Commonwealth overall, all
towns in this region experienced population growth between 2007-2013 and 2014-2018. The largest
population growth occurred in Hopkinton (12.5%) and Berlin (8.9%) (Figure 3).

Table 1. Total Population, in Massachusetts and by Town, 2009-2013 and 2014-2018

Massachusetts 6,605,058 6,830,193
Ashland 16,792 17,576
Berlin 2,886 3,144
Bolton 4,967 5,236
Framingham 69,288 71,649
Grafton 17,895 18,624
Hopkinton 15,271 17,178
Hudson 19,263 19,868
Marlborough 38,842 39,776
Milford 28,109 28,789
Northborough 14,529 14,985
Shrewsbury 35,849 37,037
Southborough 9,807 10,074
Upton 7,574 7,835
Westborough 18,371 18,982

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2009-2013 and 2014-2018.

Figure 3. Percent Change in Population, in Massachusetts and by Town, 2009-2013 and 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2009-2013 and 2014-2018.
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More than 25% of residents in Bolton, Hopkinton, Southborough, Upton, and Westborough were under the
age of 18 in 2014-2018 (Figure 4). The largest populations over age 65 were in Berlin (21.0%) and Hudson
(17.8%).

Figure 4. Age Distribution, in Massachusetts and by Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

Racial, Ethnic, and Language Diversity

“[Framingham] is a very diverse community...I see a lot of different people, hear languages of all kinds
when I’'m walking down the street.” — Youth focus group participant

“[Hopkinton] is a predominately White town, and it’s not very integrated. | would like to see us all part
of the community.” — Focus group participant

Racial and Ethnic Composition

Residents engaged in the assessment described varying levels of diversity in their towns, with some describing
high levels of racial and ethnic diversity, and others describing more homogenous, predominately White
communities. The secondary data support these findings. In 2014-2018, the racial and ethnic population
distributions varied widely across towns in the Westborough service area. For example, in Framingham,
Marlborough, Milford, Shrewsbury and Westborough, more than one in every four residents identify as non-
White. In contrast, for the same time period, the overwhelming majority of residents in Berlin (96%), Bolton
(92%), Hudson (88%), and Northborough (84%) identified as White in. Framingham had the largest
Hispanic/Latino populations (16%); Framingham and Upton had the largest non-Hispanic Black populations
(6%); and Westborough and Shrewsbury had the largest non-Hispanic Asian populations (24% and 19%
respectively) (Table 2).
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Table 2. Racial and Ethnic Distribution, in Massachusetts and by Town, 2014-2018

Asian, Black, White, Other, . . .
. . . . . . . . Hispanic/ Latino
non-Hispanic non-Hispanic non-Hispanic non-Hispanic

Massachusetts 6.4% 6.8% 72.2% 3.0% 11.6%
Ashland 10.3% 2.5% 78.1% 2.1% 7.1%
Berlin 1.7% 0.5% 96.4% 0.7% 0.7%
Bolton 4.3% 0.3% 92.2% 1.2% 1.9%
Framingham 8.3% 6.1% 64.8% 5.0% 15.8%
Grafton 7.8% 4.5% 77.5% 3.5% 6.7%
Hopkinton 9.7% 1.7% 83.9% 2.0% 2.6%
Hudson 2.5% 1.3% 88.0% 1.9% 6.4%
Marlborough 5.9% 3.0% 72.5% 4.7% 14.0%
Milford 2.8% 2.2% 77.0% 4.4% 13.5%
Northborough 8.0% 2.4% 83.7% 2.9% 3.1%
Shrewsbury 18.5% 3.3% 69.3% 3.5% 5.4%
Southborough 13.0% 1.5% 80.6% 1.8% 3.0%
Upton 3.1% 6.3% 81.5% 4.7% 4.4%
Westborough 23.9% 2.7% 66.2% 2.0% 5.3%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

NOTE: Hispanic/Latino includes residents who identify as Hispanic/Latino regardless of race and racial categories. Other
includes non-Hispanic/Latino residents who identify as American Indian and Alaska Native, Native Hawaiian and Other
Pacific Islander, Some other race, and Two or more races.
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Language Diversity

Among Massachusetts residents over age five, 23.6% reported speaking a language other than English at home

in 2014-2018 (Figure 5). Language diversity varies widely throughout the Westborough service area, as
indicated in the secondary data and supported in qualitative discussions. For example, the proportion of
residents who reported speaking a language other than English at home was close to 40% in Framingham,
while in Berlin and Bolton, it was only 6.2%. The most commonly spoken languages other than English in the
Westborough service area are other Indo-European languages (e.g., Portuguese, Italian, etc.); Spanish; and

Chinese. In Framingham, Russian, Polish, or other Slavic languages account for 5% of the population who speak
another language.

Figure 5. Percent Population 5 Years and Over Who Speak a Language Other Than English, in Massachusetts
and by Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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Language diversity is even more prevalent in public schools in the Westborough service area. In 2020, over half
of public-school students in Marlborough did not speak English as their first language (52%). Similarly, more
than one in three students in Framingham (47.2%), Milford (38.3%), and Shrewsbury (36.0%) spoke another
language other than English at home (Figure 6). Focus groups with residents seeking essential services
discussed increasing linguistic diversity in schools. One resident from Hudson shared, “I’ve seen a larger
population of first-generation immigrants in [Hudson]. I’'m a teacher and we’ve had a lot more ELL [English
language learners].” Quantitative data support these findings. In 2014-2018, one in every four students in the
Hudson public schools did not speak English as their first language (Figure 6). In Framingham and Marlborough
public schools, a quarter of public-school students are enrolled as English language learners, compared to
10.8% statewide (Figure 7).

Figure 6. Percent Public School Students whose First Language is Not English, in Massachusetts and by
School District, 2020

Massachusetts | NI 3.0%
Ashland I 26.0%
Berlin-Boylston [ 9.8%
Framingham . 47.2%
Grafton [ 3.5%
Hopkinton I 13.4%
Hudson [N 25.4%
Marlborough e 52.0%
Mendon-Upton [l 4.2%
Milford . 38.3%
Nashoba [ 5.3%
Northboro-Southboro [N 12.7%
Northborough [N 17.1%
Shrewsbury [ 36.0%
Southborough N 15.5%
Westborough GGG 30.5%

DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Selected
Populations, 2020.

NOTE: Northboro-Southboro school district includes towns of Northborough and Southborough; Nashoba school district
includes town of Bolton (in Westborough service area CHNA), as well as Lancaster and Stow (not in Westborough service
area CHNA); Years represent school years (e.g., 2020 represents school year 2019-2020); First Language not English
indicates the percent of enrollment whose first language is a language other than English.
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Figure 7. Percent Public School Students Enrolled English Language Learner, in Massachusetts and by School
District, 2020

Massachusetts | 10.8%
Ashland [ 6.7%
Berlin-Boylston [l 2.3%
Framingham [ 25.1%
Grafton [ 1.8%
Hopkinton [ 6.2%
Hudson I 11.4%
Marlborough [ 25.3%
Mendon-Upton [l 1.9%
Milford [N 21.3%
Nashoba M 2.5%
Northboro-Southboro [ 1.4%
Northborough [ 5.4%
Shrewsbury [l 2.9%
Southborough [ 6.7%
Westborough [ 11.0%

DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Selected
Populations, 2020.

NOTE: Northboro-Southboro school district includes towns of Northborough and Southborough; Nashoba school district
includes town of Bolton (in Westborough service area CHNA), as well as Lancaster and Stow (not in Westborough service
area CHNA); Years represent school years (e.g., 2020 represents school year 2019-2020); English Learners indicate the
percent of students enrolled in the district who are English learners, defined as a student whose first language is a
language other than English who is unable to perform ordinary classroom work in English
(http://profiles.doe.mass.edu/help/data.aspx?section=students#selectedpop).

Foreign-born Population

Key informant and focus group participants described a robust immigrant community in the Westborough
service area, particularly in areas such as Framingham and Marlborough. Residents from these towns most
frequently reported a perceived increase in the South Asian and Hispanic/Latino communities, with one focus
group participant sharing, “There’s a lot of cultures here in Marlborough and it’s growing, mostly Brazilian with
also a big South Asian community as well.” Another interviewee agreed and shared, “Framingham in particular
has been welcoming to immigrants since the start. There’s a large Brazilian and Central American community
here.” Of all the towns in the Westborough service area, Framingham and Marlborough had the largest
percent of Brazilian immigrants (31.3% and 32.7%, respectively); and Westborough and Shrewsbury had the
largest percent of immigrants from India. (41.9% and 37.9%, respectively).
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Quantitative data show varying levels of the foreign-born population across the service area. In 2014-2018, the

foreign-born population ranged from 5.8% in Bolton to 28.4% in Framingham, compared to 16.5% in
Massachusetts overall (Figure 8). The towns with the lowest proportion of residents born outside the United
States were Bolton (5.8%), Berlin (6.1%), and Upton (6.3%).

Figure 8. Percent Foreign Born Population, in Massachusetts and by Town, 2014-2018

Massachusetts ||| G 16.5%
Ashland [N 21.3%

Berlin

Bolton
Framingham
Grafton
Hopkinton
Hudson
Marlborough
Milford
Northborough
Shrewsbury
Southborough
Upton
Westborough

N 6.1%
N 5.8%

R 28.4%
I 12.4%

P 10.4%

N 16.9%
D 24.3%
N 16.0%
DN 12.6%
I 23.2%
N 16.2%

BN 6.3%

I 27.2%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

Assessment participants described immigrants as residents with high levels of resilience and strong values. One

interviewee summarized, “The [immigrant] community is resilient. People here have faced adversity in their

countries and continue to face it here. They continually find ways to adjust and cope and make a way forward

and adapt to relatively strange and uncomfortable situations.”
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COMMUNITY SOCIAL AND ECONOMIC ENVIRONMENT

Community Perceptions of Need

Understanding community residents’ perception of priority issues is a critical step in the community health
needs assessment process that facilitates insights into lived experiences, as well as facilitators and barriers to
addressing concerns. The section below discusses the priorities identified by assessment participants based on
the community survey, interviews, and focus groups.

Top Issues Affecting the Community

“For all social determinants of health...there are huge disparities that manifest into physical and mental
health [issues]. Because of the underlying disparity and equity issues, things have been severely
exacerbated by the pandemic.” — Key informant interview

Westborough Community Priorities Survey respondents were asked about a series of issues or problems that
affected them or their families currently and/or prior to the start of the coronavirus pandemic. The two most
common issues reported via the survey and qualitative discussions were mental health (49.1%), followed by
financial insecurity (44.4%) (Figure 10). In regard to mental health, assessment participants described added
stressors in recent months due to the pandemic; however, participants noted these concerns have always
been present, and now are exacerbated by the current crisis. One interviewee summarized, “COVID-19 has
exposed the tip of the iceberg that we’ve [been seeing] around mental health and stressors.” Similarly, financial
insecurity was a key theme across groups of residents seeking essential services, with participants sharing the
challenges of maintaining well-paying jobs and meeting basic needs. Immigrants and seniors were described as
especially vulnerable to financial insecurity. “Economic uncertainty was always an issue to begin with [pre
COVID-19], but now a lot of people have been laid off from work. They might have been working jobs that don’t
have emergency leave. It’s not unique to the immigrant population, but they’re overrepresented in this group.”

Approximately one in every three Westborough Community Priorities Survey respondents reported
overweight/obesity (34.3%) as an issue that has impacted them in the last 6 months, however, it was not
determined to be a key theme based on qualitative discussions. Moreover, although concerns related to older
adults was listed as the fourth priority among survey respondents at 34.1%, this topic was frequently discussed
across interviewees and focus group participants (Figure 9). Among respondents, 24.0% reported their family
was personally affected by the coronavirus/COVID-19 and 15.7% reported being affected by some form of
discrimination. Appendix F provides data on the details of responses on whether these were issues now, six
months ago, or at both times. Westborough Community Priorities Survey respondents indicated that several
issues such as mental health, financial insecurity, and concern for older adults are issues now but were not
prior to the onset of the COVID-19 pandemic.

Interestingly, only 11.1% of Westborough Community Priorities Survey respondents identified alcohol and drug
use as an issue currently affecting them. However, in the 2016 and 2019 MetroWest CHAs substance use was
identified as the greatest health concern for the service area. Additionally, substance use was not identified as
a key concern in focus groups, either, with the exception of focus groups with parents.
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Figure 9. Percent of CHNA Community Priorities Survey Respondents Reporting Being Affected Currently
and/or 6 months ago by Issues, by Type of Issue, 2020

Mental health issues (N=175)

Financial insecurity (N=178)
Overweight/obesity (N=175)

Concerns related to older adults (N=173)
Chronic or long-term diseases (N=172)

Coronavirus/COVID-19 (N=171)

Cannot be active due to lack of sidewalks or
parks (N=173)

Discrimination (N=172)

Problems getting workforce training (N=173)
Concerns related to children (N=174)
Concerns around housing (N=173)

Alcohol and drug use (N=172)

Accessing health or social services (N=173)
Lack of access to affordable healthy food (N=172)
Other infectious diseases (N=171)
Community violence (N=172)

Lack of transportation (N=172)

Domestic violence (N=171)

Other issue (N=96)

49.1%

44.4%

34.3%

34.1%

32.0%

24.0%

20.2%

15.7%

15.0%

14.4%

12.1%

11.1%

10.4%

9.9%

8.8%

8.7%

8.1%

1.8%

5.2%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.



Different demographic groups in the Westborough service area indicated varying issues that affected them or
their families in the past six months. For example, among respondents with a bachelor’s degree or higher, the
most commonly reported issues were mental health, financial insecurity, concerns about older adults,
overweigh/obesity, and chronic diseases (Figure 10). Conversely, there was a lower proportion of respondents
with less than a bachelor’s degree who reported mental health as a priority concern, placing
overweight/obesity as a higher priority; and they reported being affected by Coronavirus/COVID-19 and did
not list concerns about older adults among their top five issues. By race, People of Color reported
discrimination and lack of sidewalks or parks among their top five issues, which did not appear among other
groups. It should be noted that racial/ethnic groups were categorized in these two groups due to small sample
sizes among specific racial/ethnic groups (e.g. Black respondents, Latino respondents).

Figure 10. Percent of CHNA Community Priorities Survey Respondents Reporting Being Affected Currently
and/or 6 months ago by Issues, by Selected Demographics, 2020

Less than College or More White, non-Hispanic People of Color (POC)
College(N=31) (N=126) (N=125) (N=33)
Financial insecurity Mental health issues Mental health issues Financial insecurity
(54.8%) (50.4%) (48.0%) (51.5%)
Overweight/obesity Financial insecurity Financial insecurity Discrimination (50.0%)
(51.6%) (44.0%) (44.4%) (tied)

Chronic or long-term
diseases (43.3%)

Mental health issues
(41.9%)

Coronavirus/COVID-
19 (29.0%)

Concerns related to
older adults (33.9%)

Overweight/obesity
(29.3%)

Chronic or long-term
diseases (28.9%)

Concerns related to
older adults (33.9%)

Chronic or long-term
diseases (33.3%)

Overweight/obesity
(32.8%)

Mental health issues

(50.0%) (tied)

Overweight/obesity

(39.4%)

Cannot be active due
to lack of sidewalks or

parks (34.4%)
NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.

Community Assets

“There’s a level of resiliency here that people have. It’s the desire to keep their families together and
functioning...to provide the best possible life for themselves or their families. Their commitment to their
kids.” — Key informant interview

“Our direct neighborhood is very caring. People are always open to help each other. They’ll drive your
kids if you’re running late. They help with the snow.” — Focus group participant

The Westborough service area has numerous strengths according to focus group and interview participants, as
well as Westborough Community Priorities Survey respondents. Towns in the service area were described as
generous, collaborative, and being centrally located. The most frequently cited community strength discussed
in focus groups and interviews was strong educational school systems, followed by outdoor space, and
substantial cultural diversity. These findings are aligned with themes identified in the 2019 MetroWest CHA.
The broad access and availability of services was described as a strength of the Westborough service area. One
assessment participant summarized, “One of our strengths is that we’re centrally located. We have access to
medical facilities all over the place. It’s a 40-minute shot to Boston; a 10-minute shot up to UMASS trauma. No
matter what people need it’s not too far.” Additionally, faith organizations and nonprofit organizations were
identified by multiple key informants as a strength in the area, notating collaborative partnerships and nimble
organizations.
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Quantitative data support these findings. Respondents to the Westborough CHNA survey were asked about

their perceptions of the strengths of their communities. The most common responses were good schools
(76.1%), accessible medical services (68.9%), parks/green space (66.7%), people who care about improving the
community (66.7%) and having people of many races and cultures (66.1%) (Figure 11). Only 1.1% of

respondents reported none of the above, and 1.7% other.

Figure 11. Percent of CHNA Community Priorities Survey Respondents Reporting Strengths of Their

Community, 2020 (N=180)

Good schools

Accessible medical services

Parks/green space

People care about improving this community
People of many races and cultures

Safe and easily walkable sidewalks

Helps people in need

Neighbors know each other

Accept others who are different than themselves
Accessible social services

People feel like they belong

Accessible mental health services

People can deal with challenges

Bike paths so residents can bike easily and safely
Innovations and new ideas

Ability to overcome disagreements

Good public transportation

None of the above

Other

1.1%
1.7%

14.4%

76.1%
68.9%
66.7%
66.7%
66.1%
63.3%
60.6%
58.3%
53.9%
52.2%
50.6%
50.0%
46.1%
38.9%
37.8%
34.4%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.

DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.
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The top five community strengths listed varied by demographic group, as described below in (Figure 12).
Among respondents over the age of 65, for example, the top priorities included: neighbors help people in
need, neighbors know each other, and people feel that they belong. People of color more commonly reported
parks/and green space, people of many races and cultures, safe and easily walkable sidewalks within the top
five community strengths.

Figure 12. Percent of CHNA Community Priorities Survey Respondents Reporting Strengths of Their
Community, by Selected Demographics, 2020

Under 65 Years 65 Years or Over White, non-Hispanic People of Color (POC)
(N=125) (N=34) (N=125) (N=33)
Good schools (77.6%) Good schools (88.2%) Good schools (81.6%) Parks(/sge;; )space
. (o]
Parks/green space Accessible medical Accessible medical People of many races
(72.0%) services (76.5%) (tied) services (76.0%) and cultures (69.7%)
. . . People care about
Accessible medical Helps people in need . . . o
services (69.6%) (76.5%) (tied) improving this Good schools (66.7%)

community (73.6%)

People care about Seita il ceelly

People of many races improving this Parks/green space .
and cultures (68.8%) community (76.5%) (69.9%) walkable sidewalks
(tied) (60.6%)

People care about
improving this
community (68.0%)

People care about
improving this
community (57.6%)

Neighbors know each People of many races
other (73.5%) (tied) and cultures (69.9%)

People feel like they
belong (73.5%) (tied)

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.

Income and Financial Security

“You realize how razor thin people’s lives are. One thing runs off the rails can really send an entire
family into chaos.” — Key informant interviewee

As discussed in the Community Perceptions of Need section, financial insecurity was reported as a priority
concern in the majority of focus groups and interviews, with participants indicating that the COVID-19
pandemic has exacerbated long-standing issues of inequity. According to responses from the Westborough
service area community survey, one in three respondents reported that their financial situation had gotten
worse since the onset of the pandemic. Income inequality was often discussed among interview participants,
one sharing, “Like a lot of other cities, Framingham has a divide — you can pretty much see the line: across the
railroad tracks — it’s more impoverished...lots of immigrants. On the north side — it’s Whiter, affluent, larger
houses. You can clearly see the north-south divide. The disparity is huge.” Seniors were described as a
population especially vulnerable to financial insecurity, with one participant sharing: “In terms of older adults —
people are living longer. But their financial planning didn’t take them past 90 years old, and now they’re 95. So
now they don’t have the funds to access the right supports at the time it’s needed most.”

In the Westborough service area, socioeconomic factors vary by town. For example, the median annual
household income in 2014-2018 ranged from just over $79,000 in Framingham and Marlborough to $166,156
in Hopkinton (Figure 13). All towns in the area had median incomes above the state average. Even so, many of
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the towns in this area still have residents experiencing poverty, with incomes at or below 200% of the Federal
Poverty Level (FPL). Given the high cost of living in the Greater Boston Area and the low federal poverty line,
individuals with household incomes at even 200% of the FPL are at the extreme end of financial insecurity. The
federal poverty line changes by household size, consequently in 2020, 200% FPL was the equivalent of an
annual household income of $25,520 for an individual and $52,400 for a family of four. Framingham (23.6%)
had the largest number of residents in poverty, followed by Milford (19.4%) and Marlborough (18.9%) (Figure
14). Similar patterns existed for families living below 200% of the FPL in 2014-2018.

Compared to their White counterparts, there is a higher proportion of communities of color in the
Westborough service area living in poverty. For example, more than half of Black residents in Bolton reported
living below the poverty line in 2014-2018, despite accounting for less than 1% of the town’s population. This
pattern is similar in the majority of towns in the Westborough service area. The highest proportion of Asians
living in poverty was in Northborough (8.3%), of non-Hispanic Blacks was in Bolton (55.6%), and of
Hispanics/Latinos was in Milford (24.2%) (Table 3).

Figure 13. Median Household Income, in Massachusetts and by Town, 2014-2018

Massachusetts || G ;77,373
Ashland [N 5121,406
Berlin | $104,063
Boiton [ 5155,093
Framingham [N $79,136
Grafton [N $102,737
Hopkinton [ 166,156
Hudson [ $87,806
Marlborough [N $79,228
milford [ $82,129
Northborough [ s113,608
Shrewsbury [ $105,959
Southborough [N 5145,079
Upton [N s124,856
Westborough [ 5108,767

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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Figure 14. Percent Population Living Below 200% of Poverty Level, in Massachusetts and by Town, 2014-2018

Massachusetts || G 23.2%
Ashland [ 10.1%
Berlin [ 14.2%
Bolton [ 4.4%
Framingham [N 23.6%
Grafton [N 12.3%
Hopkinton | 6.5%
I 12.8%
DN 18.9%
PN 19.4%
Northborough [ 7.0%
Shrewsbury [ 10.2%
R 7.9%
P 0.2%
P 11.5%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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Milford

Southborough
Upton
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Table 3. Percent Population Living Below Poverty Level (100% FPL), by Race/Ethnicity, in Massachusetts and
by Town, 2014-2018

White, Hispanic/
Non-Hispanic Latino

Massachusetts 13.8% 19.7% 22.8% 7.1% 26.6%
Ashland 3.6% 19.3% 2.1% 3.3% 2.4%
Berlin 0.0% 0.0% 0.0% 4.3% 4.5%
Bolton 4.4% 55.6% 2.2% 1.1% 2.0%
Framingham 7.0% 23.5% 13.5% 7.1% 17.5%
Grafton 5.1% 7.3% 3.5% 4.4% 4.0%
Hopkinton 0.1% 3.3% 13.9% 2.1% 17.2%
Hudson 6.1% 31.2% 3.5% 5.6% 5.3%
Marlborough 6.7% 3.4% 9.8% 6.0% 8.5%
Milford 4.2% 10.9% 23.0% 5.6% 24.2%
Northborough 8.3% 1.7% 1.5% 1.6% 0.7%
Shrewsbury 5.2% 14.3% 6.9% 3.4% 7.9%
Southborough 3.1% 35.9% 7.7% 2.9% 10.7%
Upton 0.0% 0.6% 5.2% 3.6% 4.3%
Westborough 4.5% 3.9% 15.1% 3.9% 3.8%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

NOTE: Asian, Black and Other racial categories include residents who identify as Hispanic/Latino; Other includes American
Indian and Alaska Native, Native Hawaiian and Other Pacific Islander, Some other race, and Two or more races; White,
Non-Hispanic category includes residents who do not identify as Hispanic/Latino; Hispanic/Latino includes residents who
identify as Hispanic/Latino regardless of race.
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According to the Massachusetts Department of Elementary and Secondary Education, 32.8% of public school
students in Massachusetts were economically disadvantaged during the 2019-2020 school year (Figure 15; see
footer for definition). In the Westborough region, proportions varied by town, ranging from around 40% in
Framingham, Marlborough, and Milford to less than 7% in Hopkinton, Northboro-Southboro, and
Southborough school districts.

Figure 15. Percent Public School Students Economically Disadvantaged, in Massachusetts and by School
District, 2020

Massachusetts || EGTcTcNGGEEEEEEEEEEEEE 3:.3%
Ashland [ 15.7%
Berlin-Boylston |GG 12.8%
Framingham [N 38.8%
Grafton [ 13.1%
Hopkinton [ 5.4%
Hudson [ 24.7%
Marlborough [ 40.4%
Mendon-Upton [ 9.5%
Milford [ 40.2%
Nashoba [ 9.3%
Northboro-Southboro [ 6.7%
Northborough |GGG 12.3%
Shrewsbury [ 11.4%
Southborough [ 6.1%

Westborough [ 10.5%

DATA SOURCE: Massachusetts Department of Elementary and Secondary Education, School and District Profiles, Selected
Populations, 2020.

NOTE: Northboro-Southboro school district includes the high school for the towns of Northborough and Southborough;
Nashoba school district includes town of Bolton (in Westborough service area CHNA) as well as Lancaster and Stow (not in
Westborough service area CHNA); Years represent school years (e.g., 2020 represents school year 2019-2020);
Economically disadvantaged is determined based on a student's participation in one or more of the following state-
administered programs: the Supplemental Nutrition Assistance Program (SNAP), the Transitional Assistance for Families
with Dependent Children (TAFDC), the Department of Children and Families' (DCF) foster care program, and MassHealth
(Medicaid).

Employment and Workforce

“A lot of youth depend on their jobs to help out with their families, and since things have been closed,
we haven’t been able to work.” — Youth focus group participant

“Many social service providers on the frontline—the majority who are people of color—are also
financially unstable and have to work multiple jobs to make ends meet.” — Key Informant Interview
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“Lost jobs are a huge problem here. It’s very hard to get a job, most of the time [undocumented
immigrants] can only get a job between landscaping or housecleaning because they don’t ask for
papers. But with the coronavirus, everything has changed.” — Key Informant Interview

Economic uncertainty due to loss of employment was discussed in focus groups with residents seeking
essential services and across all interviews. Participants shared experiences of struggling to meet basic needs,
such as housing and accessing healthy food. Lack of employment opportunities was described as especially
difficult for young people, seniors, and immigrants. As one youth focus group participant described, “It’s
difficult because people my age [20] want to be getting jobs but the only places you can get them are in retail
and that’s where people are not wearing masks. So, if you want to work, you’re signing up to be an essential
worker.” Access to meaningful employment for young people, especially teenagers and young adults, was
identified as a critical gap to address in multiple conversations.

Assessment participants also shared their perspectives on how COVID-19 has disproportionately impacted
vulnerable groups, such as undocumented immigrants, sharing, “At the beginning of COVID, we were seeing a
whole underground of [undocumented] people who were housekeepers and factory workers and landscapers
who did not have access to any of the stimulus money. They were not in the position to be waiting for a check.”

Multiple interviewees from social service agencies described the challenges of retaining staff, particularly
employees of color, because of the inability to offer adequate compensation. Due to low pay, they are
struggling to make ends meet and need to balance multiple jobs. One interviewee summarized, “We don’t
have adequate funding to pay our essential workers a living wage. Most of our staff have 2-3 jobs. The staff
employed at human service organizations also are economically disadvantaged—many of them are people of
color—and are disproportionately affected by COVID-19 because of their race and socioeconomic status.”

The impact of the COVID-19 pandemic and resulting economic shutdown in many sectors is reflected in
unemployment data from towns in the area around Westborough, between April 2019 and June 2020 (Figure
16). Unemployment rates continued to increase from April 2020 to June 2020 in all towns except Hudson. In
April 2019, Massachusetts as a whole, and each city or town in the area had unemployment rates under 3%.
However, during the pandemic, unemployment rates increased to 17.5% statewide in June 2020, with similar
patterns in the majority of towns in the service area, particularly Milford (16.1%), Marlborough (15.8%),
Hudson (15.8%) Framingham (15.2%).
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Figure 16. Percent Population 16 Years and Over Unemployed, in Massachusetts and by Town, 2019-2020
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DATA SOURCE: U.S. Department of Labor, Bureau of Labor Statistics, Local Area Unemployment Statistics, 2019-2020.
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Education

Educational attainment is another important measure of socioeconomic position that may reveal additional
nuances about populations, in parallel to measures of income, wealth, and poverty. Massachusetts stands out
as a state with an exceptionally high proportion of residents with college, graduate, and professional degrees
(42.9% in 2014-2018; Figure 17). In the Westborough region, from 2014-2018, Bolton (31.4%), Hopkinton
(31.8%), and Westborough (31.2%) had the largest number of residents age 25 and over with a graduate or
professional degree. Berlin, Framingham, Hudson, Marlborough, and Milford had the largest populations with
a high school diploma or less. Focus group participants who were parents, as well as those who were
immigrants, described the education system as an asset of these communities. One shared, “We have a ton of
different school choices and they all offer different programs.” Other focus group participants agreed that
education was a strength of their community but perceived that the high demand was burdening the school
system, sharing “People are flocking here for the education. The schools are really good and well-ranked, but
they’re already bursting at the seams even though the buildings are brand new.”

Figure 17. Educational Attainment for Population 25 Years and Over, in Massachusetts and by Town, 2014-
2018

Massachusetts [N 220G NNN 23 57 23.8%
Ashland  [IEN:T73SISTANINN RNIE790N 30.0%
Berlin N2 200N 28.9%
GRUCUNN (0.8% Ll el 35.7%
Framingham  IENE/3N IDSIOGNINN IO 0NN 27.5%
Grafton [ 73NNNN22ISIANNN 245NN 27.5%
Hopkinton  [ER/ANG6 INTGI%0N 36.8%
Hudson  [IEXER 2GRN s ia 24.7%
Marlborough  [27E7] IDAIOAN 2527 24.0%
Milford - XD OGN0 27 23.5%
Northborough  [ENZZSESHTANN NN2TA56 NN 33.1%
shrewsbury - EXO/ANoGN SISO 30.3%
Southborough  [ENA7ANIANSIAN INT6I67%0 36.9%
Upton  [EINGHZ6NN S2S s 37.4%
Westborough - [FIEI/3iSHGRGNN INTAI67%0N 35.8%

B Less than HS diploma m HS graduate
m Some college/ Associate's degree Bachelor's degree
B Graduate or Professional Degree

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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While there is an increased incidence of higher educational levels in the region, it still varies by race/ethnicity.
Table 4 shows the proportion of residents over the age of 25 with a bachelor’s degree or higher by race and
ethnicity between 2014-2018. In Bolton, 66.5% of non-Hispanic Whites had a bachelor’s degree or higher,
compared to 39.0% in Milford. In Northborough, 89.7% of non-Hispanic Black residents over age 25 had a
bachelor’s degree or higher, compared to 23.6% in Grafton.

Table 4. Percent Population 25 Years and Over with Bachelor's Degree or Higher, in Massachusetts and by
Town, by Race/Ethnicity, 2014-2018

White, Hispanic/
Non-Hispanic Latino

Massachusetts 60.2% 25.6% 20.8% 46.0% 18.8%
Ashland 83.8% 50.5% 53.2% 57.8% 56.5%
Berlin 72.4% 0.0% 50.0% 46.4% 41.7%
Bolton 77.6% 66.7% 100.0% 66.5% 53.5%
Framingham 68.3% 28.8% 18.3% 52.7% 20.0%
Grafton 69.7% 23.6% 21.1% 49.3% 26.1%
Hopkinton 99.3% 60.5% 44.0% 66.0% 35.1%
Hudson 61.8% 36.4% 29.1% 42.8% 18.9%
Marlborough 83.3% 50.2% 23.7% 40.5% 26.5%
Milford 79.4% 30.8% 12.1% 39.0% 11.9%
Northborough 78.4% 89.7% 48.0% 57.7% 43.9%
Shrewsbury 73.8% 65.9% 42.3% 55.4% 39.2%
Southborough 72.7% 77.6% 57.3% 65.0% 48.8%
Upton 74.3% 99.1% 42.0% 54.1% 44.3%
Westborough 87.8% 74.8% 43.1% 62.6% 21.1%

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

NOTE: Asian, Black and Other racial categories include residents who identify as Hispanic/Latino; Other includes American
Indian and Alaska Native, Native Hawaiian and Other Pacific Islander, Some other race, and Two or more races; White,
Non-Hispanic category includes residents who do not identify as Hispanic/Latino; Hispanic/Latino includes residents who
identify as Hispanic/Latino regardless of race.

In terms of education and COVID-19, assessment participants discussed concerns with the re-opening of
schools. Many participants noted challenges for both students and parents coping with uncertainty about the
school year. One parent shared, “Remote learning is impossible if you have [multiple] kids. Hopkinton is going
to a hybrid version of school, but there are still a lot of issues. My son’s attention space is not good to just stare
at a screen and try to stay focused.” Children in need of special education services and early intervention were
described as especially vulnerable during this uncertain time.

Housing

“They should do something about housing. The elderly housing in town, a lot of it is old and run down.
Those are people we should be taking care of as well.” — Focus group participant

“I've been trying to look into housing vouchers. | was told it’s a three year wait to get into anything. |

live in a town where there are three [affordable] units and the same people have been living there for
17 years and are obviously not going to leave.” — Focus group participant
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Safe and affordable housing is integral to the daily lives, health, and well-being of a community. The high and
rising cost of housing in the Westborough service area was a frequent theme to emerge from qualitative
discussions. Participants expressed concern for seniors and “middle class” residents that are struggling to
afford the price of living in the Westborough service area. One focus group participant shared, “There’s not
enough affordable housing for seniors in the MetroWest area. For an older adult who is also say—an
immigrant as well—it’s tough for them because there’s not a lot of [affordable housing] options around. You
have to maintain your home with less cash and rely on local nonprofits to help.”

Participants also noted that affordable housing in the Westborough area is limited and wait lists for subsidized
housing are long. One interview participant explained, “New apartment complexes are being developed in
South Framingham, basically gentrification happening right in front of them. The cost of living there is not what
they can afford. Even what’s considered affordable units is not what they can pay.” Given the high cost of
housing and limited affordable options, residents in these areas are often forced to live in tight quarters and
overcrowded conditions, making them more vulnerable to COVID-19.

Interviewees reported that immigrants are currently at-risk of being housing insecure because of tenancy-at-
will situations—or agreements between tenants and landlords where there is no formal contract specifying the
length of time during which the tenancy will take place. One interview participant explained, “[Most of our
COVID- 19] cases in Framingham are in the immigrant community because they live in tight quarters. Those
tenants are at will and that situation does not afford eviction protection. They pay high rates and then are
being legally fleeced because they sign an agreement but they’re being taken advantage of.” Another
interviewee added, “We have a fair number of people who do not live in traditional places with a lease. They’re
in a room in a house with a landlord who didn’t give them a lease, and so they come home one day, and their
locks are changed...their stuff is gone. And they’re unable to have any recourse for that.”
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In Massachusetts, 62.3% of housing units were owner-occupied versus 37.7% renter-occupied (Figure 18). In

most of the towns around Westborough, owner-occupied units were more common than in the state overall,

for example 93.0% in Bolton and 89.6% in Southborough. The exceptions were Framingham (55.1%),
Marlborough (57.1%), and Westborough (62.3%).

Figure 18. Percent of Housing Units Owner- or Renter-Occupied, in Massachusetts and by Town, 2014-2018
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® Owner-occupied  ® Renter-occupied

DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

The average percent of income spent on housing costs is an important measure of an area’s availability of

affordable housing. It is recommended that households spend no more than 30% of their incomes on housing

costs, in order to avoid cost burdens. In the Commonwealth overall, 30.7% of owner-occupied households
with a mortgage and 50% of all renters in Massachusetts reported spending spend more than 30% of their

income on housing costs (Figure 19). Many of the towns around Westborough are similar in regard to owner-

occupied units, with a range of 16.0% in Shrewsbury to 38.5% in Berlin. In Bolton, 68.4% of renters are
considered housing insecure and spend more than 30% of their income on housing.
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Median monthly housing costs for owner-occupied households with a mortgage ranged from $1,966 in Milford

to $3,222 in Bolton (Figure 20). Median monthly housing costs for renter-occupied households in 2014-2018

ranged from $849 in Upton to $1,740 in Hopkinton (Figure 21).

Figure 19. Percent Housing Units Where 30% or More of Income Spent on Monthly Housing Costs, by

Housing Tenure, in Massachusetts and by Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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Figure 20. Median Monthly Housing Costs for Owner-Occupied Households with a Mortgage, in
Massachusetts and by Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

Figure 21. Median Monthly Housing Costs for Renter-Occupied Households, in Massachusetts and by Town,

2014-2018
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Transportation

“Public transportation is needed in a way that people can access their daily work lives” — Key informant
interview

“People in Framingham need to revamp the busses. We need them every 15 minutes. We need stable
transportation and to merge routes.” — Key informant interview

Mirroring findings from the 2019 MetroWest CHA, transportation was identified as one of the top day-to-day
concerns for many residents who participated in the assessment. Youth focus group participants, immigrants,
and residents seeking essential services expressed concern about the timeliness and accessibility of public
transportation, especially for those who were essential workers and for young people. One youth focus group
participant explained, “If you’re going someplace, you have to take [multiple] buses just to get there. There’s
not a lot of stops and the buses pass by once in a blue moon. When | have to get to work at the 3 but the bus
only comes at 1 or 4pm, so | either have to leave 2 hours earlier or be late.” Residents suggested considering
creative solutions to transportation challenges, such as investing in bicycle share programs, electronic
scooters, and alternatives to single-occupancy vehicles.

According to the Census Bureau’s American Community Survey, in 2014-2018, 70.2% of people in
Massachusetts over age 16 commuted to work alone in a vehicle. In the Westborough service area, this figure
ranges from 66.1% in Westborough to 85.3% in Berlin. Public transportation was most commonly used in
Westborough. In 2014-2018 the average time spent commuting to work for residents in the Westborough
service area ranged from 29.2 minutes in Hudson to 37.6 and 37.8 minutes in Hopkinton and Bolton,
respectively.
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In 2014-2018, renter-occupied households were more likely to have no vehicle available to them, across towns
in the Westborough service area. In the towns of Westborough and Framingham, over 15% of households
with renters did not have a vehicle (Figure 22). Across the region, very few owner-occupied households did
not have access to a vehicle.

Figure 22. Percent Households with No Vehicles Available, by Housing Tenure, in Massachusetts and by
Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.

Built Environment

“The atmosphere here is peaceful... it’s beautiful here. It feels safe when I’'m walking at night.” — Focus
group participant

“Most of our communities aren’t connected by sidewalks and people drive too fast so we don’t let our
kids ride their bikes.” — Focus group participant

Many Westborough Community Priorities Survey respondents and focus groups participants described access
to green space as an asset to their community, describing ample access to parks and recreational activities.
However, this perspective differed from youth focus group participants and some residents from
Westborough, Northborough, and Hopkinton who reported the need for more bicycle and hiking trails. One
shared, “I wish we had bike trails. There’s one in Marlborough but it’s too far for me to access. There’s some
hiking trails but it’s not safe to go biking there.” The figure below shows an open space map of the service area
that identifies all of the bike trails around Westborough (Figure 23).
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Figure 23. Open Space Map
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Figure 24 and Figure 25 provide maps of the density of retail food outlets and fast food restaurants throughout
the service area. Several communities, Framingham and Marlborough, have the highest density of retail food
outlets, which are defined as supermarkets and smaller grocery stores primarily engaged in retailing a general
line of food, such as canned and frozen foods; fresh fruits and vegetables; and fresh and prepared meats, fish,
and poultry, as well as the most density of retail fast food outlets.

Figure 24. Retail Food Outlets, Rate per 100,000 population, by Census Tract, 2017
) r

MARLBOROUGH

FRAMING
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Retail Food Outlets per 100,000 Population
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DATA SOURCE: U.S. Census Bureau, County Business Patterns, as cited by Community Commons, 2017.

NOTE: Retail food outlets are defined as supermarkets and smaller grocery stores primarily engaged in retailing a general
line of food, such as canned and frozen foods; fresh fruits and vegetables; and fresh and prepared meats, fish, and
poultry.
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Figure 25. Fast Food Restaurants, Rate per 10,000, by Census Tract 2017
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DATA SOURCE: U.S. Census Bureau, County Business Patterns, as cited by Community Commons, 2017.

Crime and Violence

“In terms of physical safety, | feel safe here [in Framingham]. I've never been cat-called. When there’s
petty crime, everyone makes a big deal out of it.” — Focus group participant

“Public safety is a concern; [immigrant] residents don’t perceive law enforcement as a protector. That,
combined with the rhetoric at the federal level about immigrant issues...ICE raids...they don’t see them
as a friendly entity” — Focus group participant

Assessment participants generally described the Westborough service area as a safe place to live and work.
However, several key informants described concerns that cases of domestic violence and neglect would
worsen during the pandemic. One shared, “We think there’s more domestic abuse. There’s a lot going on now
with the lack of trust with police. We’re really concerned that things are happening at home and they’re not
calling police because they’re afraid of them.” No secondary data related to domestic violence were available
at the local level. However, Jane Doe Inc.—the statewide coalition against sexual and domestic violence—
reports that as of December 15, 2019, there were 24 domestic violence homicide incidents, resulting in 28
domestic violence victims and 7 perpetrator suicides or death across Massachusetts (data not shown).

In 2018, rates of violent crime (i.e. murder, rape, robbery, aggravated assault) varied strikingly across the
towns around Westborough. Framingham (348.9) and Marlborough (417.0) both had rates higher than the
state average of 338.1 incidents per 100,000 residents (Figure 26). Property crime (i.e. burglary, larceny, and
auto theft) is much more common than violent crime. In 2018 in the area around Westborough, property
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crime was most common in Marlborough (1,138.5 per 100,000 residents), Framingham (1,130.9), and Berlin
(1,024.2) (Figure 27). In 2018, burglary was most common in Westborough (197.6 per 100,000 population; and
larceny was most common in Marlborough (943.8).

Figure 26. Violent Crime, Rate per 100,000 Population, in Massachusetts and by Town, 2018
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DATA SOURCE: Federal Bureau of Investigation, Uniform Crime Reports, Offenses Known to Law Enforcement, 2018.
NOTE: Violent crime includes murder, rape, robbery, and aggravated assault.

Figure 27. Property Crime, Rate per 100,000 Population, in Massachusetts, by Town, 2018
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Data from the MetroWest Adolescent Health Surveys show that the percent of high school and middle school
students reporting violent behaviors in the MetroWest region has been trending down since 2012 (Figure 28).
Though physical violence seems to be declining, in 2012-2018, between one third and one quarter of
MetroWest middle school students reported being victims of bullying (Figure 29). The prevalence of bullying
was consistently lower among high school students. Prevalence of cyber-bullying was below 22% for both
Middle and High School students.

Figure 28. Percent of High School and Middle School Students Reporting Violent Behaviors, MetroWest
Region, 2012-2018
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Figure 29. Percent of High School and Middle School Students Reporting Bullying, MetroWest Region, 2012-
2018
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Discrimination and Racism

“We need a lot of education and time to introspect and do the work. What is happening in the world
with Black Lives Matter is an opportunity to do that work and being more open and accepting of
everyone in our community.” — Focus group participant

“When I’'m at the [store] at the mall with my friends—all of us people of color—we’re followed. When |
was there, one of my friends wanted to try something on and he was stopped and checked.” — Focus
group participant

Participants reported that similar to the national dialogue—more emphasis on racial justice has been occurring
in the Westborough service area. Perceptions related to discrimination and racism varied throughout
qualitative discussions. Focus group participants who identified as people of color mentioned incidences of
being discriminated against because of their race or nationality. For example, a young person shared, “/ don’t
know if it’s a string of bad luck, but | see a lot of discrimination against me and my mom. We’re both
immigrants, and English isn’t our first language. She speaks with an accent, and we speak Spanish together,
and people automatically assume things about us.” Other participants validated the experience and added that
residents may not identify with the terms “discrimination” and “racism.” “A lot of people don’t call it
discrimination and racism...they’ll say they’ve been treated poorly. They won’t outwardly say the word bias, but
they’d say they’re being looked at.”

The assessment survey supports these findings. Among the Westborough Community Priorities Survey
respondents reporting that they themselves or their family members experienced discrimination in the past six
months (15.7% of total sample), more than 59% of community survey respondents reported themselves or
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their family being affected by discrimination in the past six months. Similarly, more than half of respondents
indicated being affected by discrimination because of their ethnicity, ancestry, or country of origin; and 33.3%
reported it was due to their gender (Figure 30).

As at the national level, conversations about racial justice and policing have been taking place in the
Westborough service area. Multiple assessment participants described vigils or protests in their communities
in response to the killing of Black Americans at the hands of police. A few pointed to tensions around police
sentiments and the Black Lives Matter movement. Community leaders interviewed for the assessment
described their commitment to addressing racial injustice and systemic racism. One shared, “Everything we do
moving forward will be focused on an anti-racism agenda. For any entity that wants to expand to our
community, we’ll be asking “tell us what you’re thinking about anti-racism, and what is your internal and
external agenda for the community.”

Figure 30: Percent of CHNA Community Priorities Survey Respondents Reporting Being Currently and/or 6
months ago Affected by Issues, among Respondents Reporting Discrimination as an Issue, 2020 (N=27)
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Prefer not to answer/Don’t know 3.7%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.
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COMMUNITY HEALTH ISSUES

Overall Mortality

Mortality rates help to measure the burden and impact of disease on a population, while premature mortality
data (deaths before age 65 years old) provide a picture of preventable deaths and point to areas where
additional health and public health interventions may be warranted. Age-adjusted mortality rates per 100,000
residents varied between towns in the Westborough service area in 2017, from lows of 443.0 in Southborough
and 457.7 in Bolton, to highs of 727.7 in Milford and 731.8 in Hopkinton (Figure 31).

Figure 31. Overall Mortality, Age-Adjusted Rate per 100,000 Population, in Massachusetts and by Town,
2017
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DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Records and Statistics, 2017.
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For age-adjusted premature mortality in 2017, the lowest rates were in Berlin (116.0 per 100,000),
Southborough (119.5 per 100,000), and Upton (152.2 per 100,000); and the highest rates were in Milford
(288.8 per 100,000), Marlborough (256.4 per 100,000), and Hudson (253.3 per 100,000), (Figure 32).

Figure 32. Premature Mortality, Age-Adjusted Rate per 100,000 Population, in Massachusetts and by Town,
2017
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DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Records and Statistics, 2017.
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Chronic Diseases and Related Risk Factors

“Cardiovascular disease and underlying illnesses exacerbate the severity of COVID-19 infections. A lot of
residents—especially Hispanic residents—tend to have the disease longer and have more
complications. — Key informant interviewee

“We started seeing an increase of Brazilian women who clean houses be diagnosed with lung cancer
because of exposure to cleaning agents.” — Key informant interviewee

Assessment participants did not cite specific chronic diseases as pressing concerns in their communities, with
the exception of a few focus group participants who discussed obesity, cardiovascular disease, and cancer.
Cognitive issues including Alzheimer’s disease and dementia were also noted as a concern for the growing
senior community. One interviewee summarized, “We have a growing senior community and as they age will
need substantial supports. We are already seeing a lot of issues with aging like dementia and other memory
loss impairments at the ages of 85 and up. Whether it’s mild or huge it takes a toll on older adults.”

Overweight and Obesity
In 2012-2014, the percent of adults reporting obesity or overweight in Massachusetts was 59.0%. By town, the
percent of adults reporting obesity or overweight ranged from 49.7% in Bolton to 64.2% in Milford (
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Figure 34). The percent of adults consuming five or more fruits and vegetables daily in Massachusetts was
18.9% in 2011-2015. By town, the percent of adults consuming 5 or more fruits and vegetables daily ranged
from 15.7% in Milford to 23.6% in Shrewsbury (Figure 33). Overweight and obesity was mentioned by a few
assessment participants who were parents, especially as it related to childhood obesity and COVID-19. One
focus group participant shared, “I worry about the kids who aren’t able to play sports anymore because of
COVID and the impact it will have on the kids’ health and childhood obesity.”

Figure 33. Percent Adults Consuming Five or More Fruits and Vegetables Daily, in Massachusetts and by
Town, 2011-2015
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Figure 34. Percent Adults Reporting Obesity or Overweight, in Massachusetts and by Town, 2012-2014
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Among public school students in the MetroWest region, about 80% of middle school students were achieving

at least 20 minutes of exercise on 3 or more days per week between 2012 and 2018 (Figure 35). For high

school students, the physical activity target is higher (at least 60 minutes on 5 or more days per week). About

half of students achieved this target between 2012 and 2018.

Figure 35. Percent of Students Reporting Physical Activity, MetroWest Region, 2012-2018
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Heart Disease

While focus group and interview participants mentioned issues related to obesity and healthy eating, they did
not discuss any specific chronic conditions such as heart disease, cancer, or diabetes as significant issues of
concern. However, cancer and heart disease are still considered the top two leading causes of death in the
Westborough service area. In 2012-2014, the percent of adults reporting angina or coronary heart disease

(CHD) in Massachusetts was 3.9%. By town, the percent of adults reporting angina or CHD ranged from 2.9% in

Ashland and Hopkinton to 3.7% in Framingham (Figure 36).

Figure 36. Percent Adults Reporting Angina or Coronary Heart Disease (CHD), in Massachusetts and by Town,

2012-2014
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DATA SOURCE: Massachusetts Department of Public Health, Behavioral Risk Factor Surveillance System (BRFSS) Small
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NOTE: Data are aggregated based on multiple years; NS = Data not shown due to insufficient sample size.
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In 2014, the age-adjusted rate per 100,000 population of heart disease emergency department visits was 596.0
in Massachusetts. By town, the age-adjusted rate of heart disease emergency department visits ranged from
279.4 per 100,000 population in Southborough to 723.6 per 100,000 population in Milford (Figure 37).

Figure 37. Heart Disease Emergency Department Visits, Age-Adjusted Rate per 100,000 Residents, in
Massachusetts and by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014.
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In 2014, the age-adjusted rate per 100,000 population of heart disease hospitalizations was 1,563.1 in
Massachusetts. By town, the age-adjusted rate of heart disease hospitalizations ranged from 1,046.3 per
100,000 population in Southborough to 1,828.2 per 100,000 population in Milford (Figure 38).

Figure 38. Heart Disease Hospitalizations, Age-Adjusted Rate per 100,000 Residents, in Massachusetts and
by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014.
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Diabetes
In 2012-2014, the percent of adults reporting diabetes in Massachusetts was 9.0%. By town, the percent of
adults reporting diabetes ranged from 5.5% in Grafton to 8.4% in Marlborough (Figure 39).

Figure 39. Percent Adults Reporting Diabetes, in Massachusetts and by Town, 2012-2014
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DATA SOURCE: Massachusetts Department of Public Health, Behavioral Risk Factor Surveillance System (BRFSS) Small
Area Estimates, 2012-2014.

NOTE: Data are aggregated based on multiple years including 2012-2014; NS = Data not shown due to insufficient sample
size.
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In 2014, the age-adjusted rate of diabetes hospitalizations per 100,000 population was 158.9 in Massachusetts.
By town, the age-adjusted rate of diabetes hospitalizations ranged from 53.5 per 100,000 population in
Grafton to 188.2 per 100,000 population in Upton. Data for several towns are not reported due to insufficient
sample size (Figure 40).

Figure 40. Diabetes Hospitalizations, Age-Adjusted Rate per 100,000 population, in Massachusetts and by
Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014.
NOTE: NS = Data not shown due to insufficient sample size.
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In 2014, the age-adjusted rate of diabetes emergency department visits per 100,000 population was 143.1 in

Massachusetts. By town, the age-adjusted rate of diabetes emergency department visits ranged from 55.2 per

100,000 population in Grafton to 161.9 per 100,000 population in Hudson. Data for several towns were not
reported due to insufficient sample size (Figure 41).

Figure 41. Diabetes Emergency Department Visits, Age-Adjusted Rate per 100,000 population, in
Massachusetts and by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014.
NOTE: NS = Data not shown due to insufficient sample size.
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Cancer

Cancer continues to be the leading cause of death in Massachusetts. In 2009-2013, by town, standardized
incidence ratios (SIR) for breast cancer in females ranged from 88 (Milford) to 120 (Upton). These ratios
indicate that the incidence of breast cancer in females was 12% lower in Milford and 20% higher in Upton than
expected based on standardized rates for the state of Massachusetts (expected rate is 100). The incidence of
prostate cancer in males ranged from 27% lower than expected in Ashland (SIR 73) to 20% higher than
expected in Milford (SIR 120). The incidence of lung and bronchus cancer ranged from 43% lower than
expected in Bolton (SIR 57) to 16% higher than expected in Billerica (SIR 116). The incidence of colorectal
cancer ranged from 29% lower than expected in Upton (SIR 72) to 16% higher than expected in Grafton (SIR
116) (Table 5).

Table 5. Cancer Standardized Incidence Ratios for Leading Cancer Types, 2009-2013

B P
reast Cancer JOSHLE Lung and Bronchus Colorectal
(female) (male)
96 73 114 100

Ashland

Berlin 94 81 97 87
Bolton 110 133 57 93
Framingham 97 90 97 103
Grafton 114 103 116 98
Hudson 95 108 86 132
Marlborough 90 105 88 128
Milford 88 120 105 104
Northborough 114 95 63 83
Shrewsbury 101 105 93 77
Southborough 111 106 91 90
Upton 120 78 94 72
Westborough 113 91 85 102

DATA SOURCE: Massachusetts Department of Public Health, Massachusetts Cancer Registry, 2009-2013.

In a few interviews, the concern around cancer was mentioned specifically related to poor working conditions.
It was perceived that there was an increase of lung cancer in domestic workers due to the harsh chemicals in
the cleaning products. One interviewee explained, “We started seeing an increase of Brazilian women who
clean houses get cancer because of exposure to cleaning agents. Cleaning agents were designed for 1-time
use...they have ammonia; but if you’re using it all day, there’s accumulation in your lungs.”

Behavioral Health

“Social distancing is hard — it’s hard to talk to your friends. It kind of makes you crazy. Having your
phone is helpful, but it’s not the same.” — Youth focus group participant

“When you have underlying mental health challenge, it’s only going to be that much worse by being
isolated from the people you love. — Key Informant interview

Mental Health

Similar to key findings from the 2019 MetroWest CHA, when asked to identify health issues of greatest concern

in the community, the majority of focus group participants and interviewees mentioned mental health. Stress,

anxiety, depression, and isolation were the most frequently cited challenges among the Westborough service

area, with residents describing how COVID-19 has exacerbated mental health issues in the community. These
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issues were noted as particularly problematic for young people, seniors, those who identified as LGBTQ, and
immigrants. As described in the Top Issues Affecting the Community section, concern for mental health was the
leading health issue reported by Westborough Community Priorities Survey respondents. However, between
2012-2014, the percent of adults reporting 15 or more days of poor mental health in the last month was lower
in the Westborough service area than the state overall. By town, the percent of adults reporting 15 or more
days of poor mental health in the last month ranged from 7.8% in Westborough to 10.2% in Framingham,
compared to 11.1% in Massachusetts (Figure 42).

Figure 42. Percent of Adults Reporting 15 or More Days of Poor Mental Health in the Last Month, in
Massachusetts and by Town, 2012-2014
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DATA SOURCE: Massachusetts Department of Public Health, Behavioral Risk Factor Surveillance System (BRFSS) Small
Area Estimates, 2012-2014.
NOTE: Data are aggregated based on multiple years; NS = Data not shown due to insufficient sample size.
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Similarly, mental health hospitalizations in the area were slightly lower than the state overall, except in
Marlborough. In 2014, the age-adjusted rate of mental health hospitalizations per 100,000 population was

934.4 in Massachusetts. By town, the age-adjusted rate of mental health emergency department visits ranged

from 401.0 per 100,000 population in Upton to 1,100.0 per 100,000 population in Marlborough (Figure 43).

Figure 43. Mental Health Hospitalizations, Age-Adjusted Rate per 100,000 population, in Massachusetts and

by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014.
NOTE: NS = Data not shown due to insufficient sample size.
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In focus group and interview discussions, mental health concerns among youth were mentioned frequently.
Those youth from more affluent communities described “achievement anxiety” among youth due to high-
pressure environments. Residents from these areas described a culture of competition that negatively impacts
young people. One shared “There’s this ‘keeping up with the Jones’ mentality in Hopkinton...an appearance to
keep up with.” Another parent agreed and added, “My high schoolers are overwhelmed- getting panic attacks
about all of the events and activities. Most families | know are in a large amount of activities like sports, arts,
enrichment classes, scouting. There’s very little downtime for kids. So when the pandemic hit, you can imagine
how drastic the shift was.” This is supported by quantitative data gathered even before the pandemic. Youth
participating in the MetroWest Adolescent Health Surveys who report that their lives have been “very
stressful” has steadily increased since 2012, from 28.9% to 36% in 2018 (Figure 44).

Figure 44. Percent of Students Reporting Life as "Very Stressful" in the Past 30 Days, MetroWest Region,
2012-2018

50% == High School Middle School
40%
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30% 34.9% 35.8% 36.0%
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20%
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15.6%
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10% 12.5% 14.1%
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2012 2014 2016 2018

DATA SOURCE: MetroWest Adolescent Health Surveys, 2012, 2014, 2016 & 2018.
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In 2012, 12.8% of middle school and 19.7% of high school students in MetroWest reported depressive
symptoms in the past 30 days. In 2018, prevalence was 14.3% and 19.7%, respectively. Riskier behaviors, such
as self-injury among youth, also are a concern. In 2012, 7.8% of middle school and 15.6% of high school
students in MetroWest reported engaging in intentional self-injurious behaviors in the past 12 months (Figure
45). In 2018, prevalence was 9.7% and 13.5%, respectively. Statewide, self-injury was reported by 14.5% of
high school students and 16.8% of middle school students in 2017. Findings from the 2018 MetroWest
Adolescent Health Surveys reveal disparate mental health findings for a number of sub-groups. Specifically, the
report notes that “females continue to report depressive symptoms and self-injury around twice as much as
males” (in 2018, self-injury was reported by 19% of females and 8% of males). Additionally, LGBTQ youth
report elevated levels of mental health problems. Compared with heterosexual cisgender youth, these youth
are more than 2.5 times as likely to report depressive symptoms (41% vs. 16%) and more than three times as
likely to report self-injury (35% vs. 10%), seriously considering suicide (32% vs. 10%), and attempting suicide
(10% vs. 3%).” These data are validated by experiences shared by focus group participants. For example, one
LGBTQ identifying youth shared, “The suicide rate is high. I’'ve had 9 close friends of mine commit suicide and
I’m only 19 years old. They were all LGBTQ.”

Figure 45. Percent of Students Reporting Self-Injury in the Past 12 Months, MetroWest Region, 2012-2018
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DATA SOURCE: MetroWest Adolescent Health Surveys, 2012, 2014, 2016 & 2018.

Many focus group and interview participants discussed how their concerns around youth mental health are
exacerbated with the pandemic. Those with school-age children shared the challenges of remote learning and
the stress that comes with the uncertainty of the coming school year. Participants shared that these challenges
further increase when there is more than one child in the household. Many worried about the long-term
impact of the pandemic and lack of socialization on the community’s children and youth.

Focus group participants who were parents also discussed the importance of digital wellness—which refers to
preventative measures aimed at regulating and improving the healthy use of technology, especially in light of
COVID-19. One focus group participant shared, “Technology and digital wellness is a major problem. Kids are
getting smart phones when they are really young. They have free access to the internet, and they are getting
addicted to the devices.” Another parent agreed and added, “The digital world makes everything harder. Kids
are more distracted, and they are constantly comparing themselves to others on [social media].”

54



In regard to older adults, social isolation was described as a concern, especially in light of COVID-19. These
findings support quantitative data presented in (Figure 46) that show that in 2018, more than one in four
adults 65 years or older reported experiencing depression.

Figure 46. Percent of Adults Aged 65 years or older with Depression, in Massachusetts and by Town, 2018
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DATA SOURCE: Tufts Health Plan, Massachusetts Healthy Aging Data Report, 2018.
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Trauma was also discussed among interview and focus group participants in regard to mental health.
Participants described caregivers as a group that have experienced high levels of trauma during the pandemic,
with one sharing, “There’s a degree of trauma associated with caregivers throughout the pandemic. | can’t tell
you how many people we have die in residential services. For essential workers, our residential staff, ER staff,
and health care providers, there’s a grief associated with the number of people lost in our community.”

Systemic issues to adequately address mental health concerns in the community were discussed by multiple
key informants. Mental health workforce challenges included low reimbursement for mental health services,
which makes it difficult for provider organizations to recruit and retain qualified staff. One participant
summarized, “There are funding structures in place that are not adequate, and it makes it hard for social
service agencies to have ready access to highly trained clinicians. If you have a rate that is not sufficient, then
you can’t pay people as much as you would like, and there’s always [financial] losses for the agency.”

Substance Use

Participants expressed some concerns about substance use in the Westborough service area, though it was not
a key theme discussed in most groups. This result differs from findings from the 2016 and 2019 MetroWest
CHA, where substance use was ranked as the greatest health concern by community health respondents in
2016 and 2019. Specific types of substance use mentioned as concerns by participants included: alcoholism,
vaping, and misuse of prescription medication. One focus group participant who was a parent shared, “Alcohol
is always an issue here because it’s the most accessible. | think the way that parents are coping with that stress
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is alcohol. | think that it’s a big problem in suburbia and | think the kids feel that.” Underage drinking was also
discussed as a concern, though quantitative data show that the percent of students reporting alcohol use in
the MetroWest area has decreased since 2012 (Figure 48). Similar to state trends, prescription drug misuse has
steadily decreased among high school students in the area from 8.8% in 2012 to 4.8% in 2018 (Figure 47).

Opioids were discussed by a few assessment participants who reported that use is more prevalent in rural
areas. There were perceptions that Marijuana use has been normalized and about it being a “gateway drug”
for youth. In 2012, 2.4% of middle school and 21.5% of high school students reported current marijuana use,
highlighting this developmental stage as a key point of marijuana initiation. Though youth focus group
participants did not identify Marijuana as a concern and more frequently discussed electronic cigarettes as an
issue in their communities. Quantitative data support these findings. While secondary data show cigarette use
decreasing among youth, vaping use has substantially increased since 2014, with 18.4% of MetroWest high
school students reporting active use in 2014, versus 28.1% in 2018 (Figure 48).

Figure 47. Percent of Students Reporting Alcohol Use, MetroWest Region, 2012-2018
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DATA SOURCE: MetroWest Adolescent Health Surveys, 2012, 2014, 2016 & 2018.
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Figure 48. Percent of High School Students (Grades 9-12) Reporting Vaping/Using E-Cigarettes, MetroWest
Region, 2014-2018
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DATA SOURCE: MetroWest Adolescent Health Surveys, 2014, 2016 & 2018.

While concern about opioids was mentioned among some assessment participants, data indicate that there
have been several opioid overdose related deaths in the region in some towns. From 2014-2019,
Massachusetts had around 2,000 opioid-related overdose death each year, with the fewest deaths in 2014
(1,365) and the most deaths in 2016 (2,094). By town, Framingham, Marlborough, and Hudson had the largest
number of opioid overdose related deaths in the region (Table 6).

Table 6. Count of Opioid-Related Overdose Deaths, Massachusetts and by Town, 2014-2019

L 20u 2015 2016 2007 | 2018 | 2019

Massachusetts 1,365 1,747 2,094 1,977 2,005 1,972
Ashland 1 4 4 4 2 3
Berlin 0 1 0 0 0 1
Bolton 0 2 1 0 1 0
Framingham 11 12 18 8 20 20
Grafton 2 2 1 0 3 6
Hopkinton 3 4 3 3 1
Hudson 1 6 3 4 6 7
Marlborough 9 8 4 14 8
Milford 4 3 12 6 6 4
Northborough 0 0 3 2 1 1
Shrewsbury 1 2 7 8 7 5
Southborough 1 0 1 0 1 2
Upton 0 0 2 1 2 2
Westborough 1 3 4 3 6 1

DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Records and Statistics, Number of Opioid-
Related Overdose Deaths All Intents by City/Town, 2013-2019 (updated January 2020)

NOTE: Please note that 2017-2019 death data are preliminary and subject to updates. Case reviews of deaths are
evaluated and updated on an ongoing basis. A large number of death certificates have yet to be assigned final cause of
death codes. The information presented in this city/town table only includes confirmed cases.
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Concerns about whether there is adequate treatment available for substance use was mentioned. Figure 49
shows the rate of Bureau of Substance Addiction Services Enrollments in 2016-2017 for the region. These rates
ranged from 344.4 per 100,000 population in Southborough to 1,195.6 per 100,000 population in Milford, with
high substance use addiction service enrollment rates in Framingham and Hudson as well.

Figure 49. Bureau of Substance Addiction Services Enrollments, Rate per 100,000 population, by Town, 2016-

2017
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Substance Addiction Services, 2016-2017.
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Environmental Health

Asthma

Environmental health issues were not mentioned in the focus group or interview discussions. However, in
Massachusetts, approximately 10% of adults have asthma. In 2016, Massachusetts had an age-adjusted rate of
61.1 asthma-related visits to the emergency room per 100,000 population. The rates in towns and
neighborhoods ranged from 18.0 visits per 100,000 (Westborough) to 54.5 visits per 100,000 (Milford) (Figure
50).

Figure 50. Asthma Emergency Department Visits, Age-Adjusted Rate per 100,000 population, in
Massachusetts and by Town, 2016
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2016.
In 2016, Massachusetts had an age-adjusted rate of 7.9 asthma hospitalizations per 100,000 population. The

rates in towns and neighborhoods ranged from 0.0 hospitalizations per 100,000 (Berlin) to 12.2 visits per
100,000 (Hopkinton). Data from several towns are not presented due to insufficient sample size (Figure 51).
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Figure 51. Asthma Hospitalizations, Age-Adjusted Rate per 100,000 population, in Massachusetts and by
Town, 2016
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2016.
NOTE: NS = Data not shown due to insufficient sample size.



Air Quality

Fine particulate matter (PM)2.5 is an air pollutant that is a concern for people's health when there are high

levels in the air. PM2.5 are tiny particles in the air that reduce visibility and cause the air to appear hazy when

levels are elevated. The long-term standard (annual average) for safety is 12 micrograms/cubic meter. All
towns in the area are under that threshold. In 2014, the annual average PM2.5 concentrations were around
7.6 for most towns, ranging from 7.3 micrograms/cubic meter in Upton to 7.7 micrograms/cubic meter in
Framingham, Hudson, and Marlborough (Figure 52).

Figure 52. Air Quality Modeled Data Annual Average PM2.5 Concentrations (micrograms/cubic meter), by
Towns, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Environmental Health, 2014.
NOTE: Air Quality is a localized measure, therefore statewide estimates are not available.
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In 2013-2017, 73.4% of children aged 9-47 months were screened for lead poisoning in Massachusetts. By
town, percentages of screened children ranged from 56.6% in Upton to 96.6% in Northborough (Figure 55).

Figure 53. Percent of Children 9-47 Months Screened for Lead Poisoning, in Massachusetts and by Town,
2013-2017
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DATA: Massachusetts Department of Public Health, Bureau of Environmental Health, Childhood Lead Poisoning
Prevention Program, 2013-2017.

Among participants in the MetroWest Adolescent Surveys in 2014, 6.2% reported current cigarette use, 18.0%
reported current vaping (e-cigarette use), and 31.0% reported ever vaping in their lives (Figure 48). In 2018,
prevalence was 3.2%, 28.4%, and 41.1%, respectively.

Infectious and Communicable Disease

“COVID has been such a perfect storm of awful things. It has exposed the real weaknesses in our
community.” — Key Informant Interview

“People say COVID has exposed a fracture. But the leg is not fractured, the leg doesn’t even exist.” —
Key Informant interview

CoVID-19

Interview and focus group participants shared concerns about the ongoing spread and impact of COVID-19. In
general, participants reported community compliance with masks and social distancing. One young person
shared in a focus group, “As a community, people seem to be very conscientious about following health
guidelines and doing what they can do to protect themselves and that makes me feel very safe.” Though,
several focus group participants did express frustration at improper use of masks and large gatherings. One
Hopkinton parent shared, “I still see a good number of people not following social distancing. We have a state
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park in our town and the parking lot is packed full. Even on social media, | see parents posting that masks are a
conspiracy. If they don’t believe, it impacts everyone...basically sinking the whole ship.”

Most often, participants shared the challenges of stay-at-home mandates and closures brought on by the
pandemic, especially for those with school-age children. As previously mentioned, COVID-19 was often
discussed in terms of economic instability and increased mental health concerns. Interestingly, assessment
participants also reported positive aspects from the pandemic, most notably concern towards neighbors, more
time with family, and the expansion of the use of technology, including telehealth. One focus group participant
shared, “The pandemic has made my life easier since things are online now. | can now go to events and that
has opened up my access to things. My disabled friends have also highlighted that to me.”

As of August 12, 2020, there were 1,642 cases of COVID-19 per 100,000 population in Massachusetts. By town,
the rates of coronavirus per 100,000 population ranged from 221 in Bolton to 2,705 in Marlborough (Figure
54).

Figure 54. Coronavirus (COVID-19) Case Rate per 100,000 Population, in Massachusetts and by Town, as of
August 12, 2020
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Disease and Laboratory Sciences, 2020.
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Sexual Health and Sexually Transmitted Diseases

Sexual health and sexually transmitted diseases were not brought up as concerns by focus group and interview
participants. Rates of many of these conditions were lower in the region than Massachusetts overall. In 2018,
there were 438 cases of chlamydia per 100,000 population in Massachusetts. By town, the rates of chlamydia
per 100,000 population ranged from 119.0 in Bolton to 387.8 in Framingham (Figure 55).

Figure 55. Chlamydia Cases, Crude Rate per 100,000 population, in Massachusetts and by Town, 2018
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Disease and Laboratory Sciences, 2018.
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In 2018, there were 97.9 cases of hepatitis C per 100,000 population in Massachusetts. By town, the rates of
hepatitis C per 100,000 population ranged from 0.0 in Berlin and Bolton to 169.5 in Framingham. Data from
several towns are not presented due to insufficient sample size

(Figure 56).

Figure 56. Hepatitis C Cases, Crude Rate per 100,000 population, in Massachusetts and by Town, 2018
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DATA SOURCE: Massachusetts Department of Public Health, Bureau of Infectious Disease and Laboratory Sciences, 2018.

NOTE: NS = Data not shown due to insufficient sample size.
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Risky sexual behaviors are still reported by many teens. Among respondents to the MetroWest Adolescent
Surveys, between 22-27% reported ever engaging in sexual intercourse in the years 2012 to 2018, with slightly
lower prevalence of intercourse in the past three months (Figure 57). During this time period, only 62-66%
reported using condoms at last intercourse.

Figure 57. Percent of High School Students (Grades 9-12) Reporting Sexual Activity and Condom Use,
MetroWest Region, 2012-2018

=@=_Lifetime - Intercourse

100% Current - Intercourse
Condom Use - Last Intercourse
80%
o,
60% 66.3% 65.1% 62.2% 63.9%
40%
26.6%
° 24.3% 21.9% 22.1%
® _
20% :
[v)
20.7% 19.1% 17.3% 17.4%
0%
2012 2014 2016 2018

DATA SOURCE: MetroWest Adolescent Health Surveys, 2012, 2014, 2016 & 2018.
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Injury

In 2014, there were 9,290.6 unintentional injury emergency department visits per 100,000 in Massachusetts.
By town, unintentional injury emergency department visits ranged from 5,354.2 (Westborough) to 12,462.3
(Milford) per 100,000 population (Figure 58).

Figure 58. Unintentional Injury Emergency Department Visits, Age-Adjusted Rate per 100,000 population, i
Massachusetts and by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014
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In 2014, there were 943.1 motor vehicle accidents where occupants were injured per 100,000 in
Massachusetts. By town, accidents ranged from 430.5 per 100,000 population in Westborough to 1,120.6 per
100,000 population in Milford (Figure 59).

Figure 59. Motor Vehicle Accidents where Occupants are Injured, Emergency Department Visits, Age-
Adjusted Rate per 100,000 population, in Massachusetts and by Town, 2014
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DATA SOURCE: Massachusetts Department of Public Health, Center for Health Information and Analysis (CHIA), 2014
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Falls are a particular concern of injury among the senior population. In 2014, the age-adjusted rate per 100,000
population of emergency department visits due to a fall was 2,667.0 in Massachusetts. By town, the age-
adjusted rate per 100,000 population of fall emergency department visits ranged from 1,758.7 in Upton to
3,701.3 in Milford (Figure 60).

Figure 60. Falls Emergency Department Visits, Age-Adjusted Rate per 100,000 population, in Massachusetts
and by Town, 2014
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Maternal and Infant Health and Early Childhood

As discussed earlier in the report, parents in focus groups and interviews described their concerns about their
struggles of caring for children during the pandemic. However, issues specifically related to pregnancy and
newborns were not mentioned. In looking at a key indicator, several towns in the region have slightly higher
preterm birth rates than in Massachusetts overall, a potential risk factor for newborns and children. In 2015,
the percent of preterm births in Massachusetts was 6.5%. By town, preterm births ranged from 2.4% in
Ashland to 7.7% in Hudson and Shrewsbury (Figure 61).

Figure 61. Percent Preterm Births, in Massachusetts and by Town, 2015
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DATA SOURCE: Massachusetts Department of Public Health, Registry of Vital Records and Statistics.
NOTE: Preterm birth is defined as being born before 37 weeks of gestation; NS = Data not shown due to insufficient
sample size.
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ACCESS TO SERVICES

Access to Healthcare Services

Access to healthcare services is important for promoting and maintaining health, preventing and managing
disease, and reducing the chance of premature death. The Westborough service area is in close proximity to
healthcare resources and a high proportion of residents have health insurance. This coincides with
Westborough Community Priorities Survey findings that show access to medical services was reported as the
second highest asset by respondents, second only to good schools. However, barriers to accessing healthcare
still exist, with some interview and focus group participants—namely those from Hudson and Marlborough—
who discussed limited options for healthcare within the Westborough service area and the need to travel
outside of their community to access services. This was especially true for specialty and geriatric services.
Agencies that depend on volunteers to accompany seniors to specialty appointments in larger cities, such as
Boston, are facing large challenges. One interviewee summarized, “Something that’s a huge need in
MetroWest is the lack of specialties. Specialty care is in Boston, so if a senior has to go to an appointment and
requests a navigator it can be a full day for a volunteer.”
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Data show that the ratio of population per healthcare provider in in Middlesex County is lower than the state
overall. In 2017-2019, Massachusetts overall had one primary care provider per 970 people, whereas
Middlesex County had one primary care provider for every 800 people and one for every 1,010 people in
Worcester County (Table 7). Figure 62 shows a visual representation of hospitals and community health
centers across the service area.

Table 7. Ratio of Population per Health Care Provider, in Massachusetts and by County, 2017-2019

Primary Care . Mental Health Provider
i, | oemssem oo
970 970 160

Massachusetts
Middlesex County 800 1,020 170
Worcester County 1,010 1,350 200

DATA SOURCE: American Medical Association, Area Health Resource File, as reported by County Health Rankings, 2017-
2018; Centers for Medicare & Medicaid Services, National Provider Information Registry, as reported by County Health
Rankings, 2019.

Figure 62. Hospitals and Community Health Centers
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DATA SOURCE: Massachusetts Bureau of Geographic Information (MassGIS), Department of Mental Health (DMH) &

Massachusetts Department of Public Health: Bureau of Environmental Health GIS Program League of Community Health
Centers, Office of Medical Services, Center for Health Information and Analysis, 2019.

Overall, 45.4% of Westborough Community Priorities Survey respondents reported experiencing at least one
barrier to accessing medical, mental health, or social services in the past six months. Among respondents
reporting at least one barrier, the most common barriers were long waits for appointments (53.8%), lack of
evening or weekend services (32.1%), lack of information about available services (29.5%), and cost of services
(28.2%) (Figure 63). These findings align with the top barriers identified in the 2019 MetroWest CHA.
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Figure 63. Percent of CHNA Community Priorities Survey Respondents Reporting Barriers to Accessing
Medical, Mental Health or Social Services in the Past Six Months, among Respondents Reporting at Least
One Barrier (N=78)

Long wait for an appointment 53.8%
Lack of evening or weekend services 32.1%
Lack of information about available services 29.5%
Cost of services 28.2%
Services not available in my community 16.7%
Unfriendly staff or providers 15.4%
Afraid to talk to staff or providers 12.8%
Afraid to take the time off work 9.0%

Lack of transportation 2.6%

Information not kept confidential 2.6%
Language problems 1.3%
Felt discriminated against 0.0%
Other 7.7%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.

While few Westborough Community Priorities Survey respondents had insurance issues, Census data indicate
that health insurance coverage is still an issue for some residents, although this varies by town. The percent of
the population with no health insurance ranges from 0.9% in Southborough to 6.5% in Framingham (Figure
64). Focus group participants who were seeking essential services most commonly discussed the challenges of
being underinsured and being unable to pay co-pays and deductibles, or not being able to find a provider who
accepts public insurance. This is especially true for residents on MassHealth. One interviewee explained, “We
have a local community health center at capacity, and we don’t have another entity that is part of the
MassHealth ACO. For people on MassHealth, there is no other option but to travel away from the area to seek
care or don’t have direct primary care access.”

Figure 64. Percent Population with No Health Insurance, in Massachusetts and by Town, 2014-2018
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DATA SOURCE: U.S. Census Bureau, American Community Survey 5-Year Estimates, 2014-2018.
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Access to Social Services or Other Essential Services

“We have to crack the issue of getting quality food to the people who need it.” — Key informant
interviewee

When asked about challenges to accessing social or other essential services, participants spoke in terms of
challenges during the COVID-19 pandemic, reporting many services being curtailed at the height of the
pandemic. The most frequently described challenge related to seeking essential services was access to food
and childcare. One interviewee summarized, “After the pandemic, residents became worried about food. Our
agency didn’t do that before, but now we’ve had to create an emergency food bank. We’ve been working on
food access since April and have made thousands of food bags for residents since then.”

Key informant interviewees explained how residents have now started prioritizing basic needs over other
essentials needs, e.g. telephone and internet, which limits their ability to stay employed, and connected to
healthcare, social services, and education. One interviewee shared “What we’ve begun to see over the last two
weeks is that there is no phone in the household. People have used their resources for food and shelter and
these other things are secondary in terms of what they’re dealing with. The phone becomes the obstacle with
really being able to communicate with families.”

In addition, interviewees noted the need to offer more culturally sensitive services. For example, in regard to
food access, one interviewee shared, “We have a large immigrant population and there’s a misalignment with
the food that’s delivered to them. Providing culturally appropriate food has been a challenge and we don’t have
it. We get caught between the mindset of ‘any kind of food is good because it’s food’ versus giving out a
product that actually makes sense.” Key informant interviews also discussed limited resources at community-
based organizations and social service agencies for linguistic services. One summarized, “There isn’t anyone on
staff for the Spanish and Portuguese speaking families to let them know about social distancing, about masks,
and a lot of our materials are in English. There’s just a lack of funding to translate.”

Childcare was another frequent theme that arose from qualitative discussions. Focus group participants in
parent groups expressed a need for more affordable childcare options, especially in light of COVID-19 and for
residents of lower socioeconomic status. One focus group participant summarized, “If your kids are at home,
you have to be too. How can | do my job at the same time with no childcare? It’s really difficult to find
affordable childcare that is readily accessible.”

COMMUNITY VISION FOR THE FUTURE

Community Perceptions for Action

“Mental health is the starting point to everything else. We [as a community] need to advocate for more
mental health resources.” — Focus group participant

“We need a realistic approach to affordable housing. When you’re on disability like | am—unless you
have some sort of assistance—it’s hard to afford. | may have to leave here.” — Focus group participant

Focus group and interview participants were asked for their suggestions for addressing identified needs and

their vision for the future. The following section summarizes and presents these recommendations for future
consideration.
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Top Issues for Action

Westborough Community Priorities Survey respondents were asked to consider the most important issues in
their communities to take action on in the next few years. Respondents were asked to consider the
importance of these issues in regard to Concern, Equity, Effectiveness, and Feasibility (see Appendix E for more
information) and to select the five most important issues for action. Taken together, the top five issues of
concern were (1) coronavirus/COVID-19 testing and/or the possibility of a new outbreak, (2) mental health
issues, (3) financial insecurity/unemployment/lack of job opportunities (4) transportation issues, and (5)
addressing systemic racism/racial injustice (Figure 65). Notably, although COVID-19 was the most commonly
noted issue to take action on, less than half of respondents rated the virus in their top five priority areas. In
separate analyses, People of Color and respondents with less than a bachelor’s degree included alcohol and
drug use among their top five priorities; however, it should be noted that respondents comprised small
samples.

These Westborough Community Priorities Survey results align closely with key themes that arose from
qualitative discussions. When asked what residents identified as their top priorities, increasing access to
mental health and expanding economic and employment opportunities were the most frequently discussed.
Differing from survey priorities, access to basic needs, including healthy food was a key theme in qualitative
discussions. Though similar to key findings in the 2019 MetroWest CHA, housing and transportation challenges
emerged across methods as top issues for action. Among most of these discussions, addressing racial injustice
and systemic oppression was a cross-cutting and overarching focus discussed in the majority of these domains.

Figure 65: Percent of CHNA Community Priorities Survey Respondents Reporting Most Important Issues for
Action in the Next Few Years in Their Community, 2020 (N=180)

Coronavirus/ testing /possibility of new outbreak 48.9%
Mental health issues 35.0%
Financial insecurity/unemployment/lack of jobs 32.8%
Transportation issues 31.7%
Addressing systemic racism/racial injustice 31.7%
Housing 25.6%
Alcohol and drug use 21.7%
Availability of health or social services 21.7%
Chronic or long-term diseases 17.8%
Overweight/obesity 17.8%
Availability of sidewalks or parks 15.0%
Concerns related to older adults 15.0%
Workforce training to get job skills 11.1%
Supermarkets/ affordable healthy food options 11.1%

Concerns related to children
Community violence
Domestic violence

Other infectious diseases
Other

8.3%

7.2%
5.0%
5.0%
5.6%

NOTE: Question in the survey allowed for multiple responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Priorities Survey, 2020.
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Suggestions for Future Programs, Services, and Initiatives

Interviewees and focus group participants were asked about their vision for the next five years, including
suggestions for future programs and services. Several suggestions emerged, though most frequently discussed
were suggestions related to increasing access to mental health and expanding economic and employment
opportunities. Following those two priorities, other suggestions emerged related to access to basic needs,
transportation, housing, and racial justice.

Mental Health

Increasing access to mental health services was overwhelmingly identified by focus group participants and
interviewees as a top issue to address in the Westborough service area. Assessment participants envisioned a
community where mental health services were readily available, culturally sensitive, and affordable.
Investments would be made in more mental health supports in elementary and middle school, as well as for
seniors experiencing isolation. There would be increased support and advocacy efforts to increase
reimbursement rates for mental health providers. These suggestions mirror similar findings from the 2019
MetroWest CHA.

Economic and Employment Opportunities

Following mental health services, expanding economic opportunities—especially for youth and for low income
workers—was suggested as a priority area for investment by many assessment participants. In terms of youth,
suggestions were made to expand enrichment programs that included paid opportunities to gain relevant
professional experience. Specific suggestions were made to expand the limited number of employment
opportunities through programs like MassHire. In addition, it was suggested that more financial resources be
invested in education and job training for low income workers and essential employees.

Access to Basic Needs Including Healthy Food

Increased supports for navigating health and social service landscapes were suggested by several assessment
participants, namely those who were seeking essential services and parents. As previously mentioned,
accessing healthy food was a frequent concern raised by interviewees and focus group participants alike.
Suggestions were made to expand food services and modernize systems that currently limit capacity, so
community-based groups may address the magnitude of needs. For example, multiple key informants
expressed the desire for an automated system that can be used at food pantries. One summarized, “Our food
pantries in the area need to have delivery systems. That would begin to level the playing field. Why can’t
someone who is poor or in need have food brought to their house the way | do from Wegman’s or Instacart?
Instead they have to wait hours in line or hours in a parking lot. How many things would that solve in the sense
of a dignity standpoint, from an equity standpoint...an efficiency standpoint?”

Transportation

Similar to findings from the 2019 MetroWest CHA, transportation was identified as a priority concern in the
Westborough service area. Assessment participants suggested exploring creative solutions to long-standing
transportation issues that have been adopted in cities across the state. For example, it was suggested that
investments in the built environment—better sidewalks, more bike trails, and investments in community
programs, such as bicycle shares and electronic scooters be added to the community in order to mitigate
issues with reliable public transportation.

Housing

Access to affordable housing was among the most commonly discussed issues in qualitative discussions and

Westborough Community Priorities Survey findings. Not only are housing options limited for low to moderate

income individuals, but there are many community members who are in nontraditional homes without leases.

Suggestions were made to increase legal protections for tenants who may be in these at-will tenancy

agreements. Residents also expressed a desire for more affordable housing for seniors that could facilitate the
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growing population’s ability to age in place. One interviewee explained, “There’s an increased demand [for
housing] as people remain in the community and age in place. It’s expensive to live in MetroWest and there’s
not a lot of options. Seniors have to maintain their homes with less cash.” In terms of COVID-19, residents
expressed concern about the lingering economic impact of the pandemic on housing affordability,
foreclosures, and homelessness.

Racial Justice

Several assessment participants also shared a vision related to diversity and equity, with focus group
participants noting the importance of recognizing that systemic racism and structural inequities are what drive
health and economic disparities in their communities. Interviewees discussed the commitment of community-
based groups in the Westborough service area to center racial justice initiatives. One explained, “Everything
we do moving forward will be focused on an anti-racism agenda. For any entity that wants to expand to our
community, we’ll be asking “tell us what you’re thinking about anti-racism, and what is your internal and
external agenda for the community.” In terms of the social determinants of health, assessment participants
suggested prioritizing racial justice in the follow areas: 1) access to healthy and culturally appropriate food; 2)
economic and employment opportunities; and 3) healthy housing.

Improved Services for Youth and Seniors

Lastly, programming for youth and seniors were frequently raised during interview and focus group
discussions. Many assessment participants expressed limited enrichment opportunities for young people,
especially for teens aged 13-19. One participant summarized, “It’s what | call the lost ages—after the age of 11
or 12 these kids have nothing. By that age, they think teens should be working and there’s no program for
them. We need more youth-led programs where the intention is to speak with you and have them lead.” In
terms of seniors, residents suggested more programming related to social connections and access to
technology.

KEY THEMES AND CONCLUSIONS

Through a review of the secondary social, economic, and epidemiological data; a community survey; and
discussions with community residents and stakeholders, this assessment report examines the current health
status of the Westborough service area during an unprecedented time given the COVID-19 pandemic and the
national movement for racial justice. Several overarching themes emerged from this synthesis:

¢ Overall, the Westborough service area was reported as a highly educated, high-income community;
however, there are pockets of vulnerable populations across the region—particularly youth, immigrants,
and older adults. Findings from this assessment show that some residents in the Westborough service
area are struggling with basic needs including access to food, shelter, and childcare. Interview participants
discussed a collaborative network of community-based organizations working to alleviate some of these
immediate needs, but many indicated a need for more support and coordination to address the magnitude
of the situation. Across the service area, residents in Framingham (23.6%) had the largest number of
residents in poverty, followed by Milford (19.4%) and Marlborough (18.9%).

e Some residents are struggling with lack of employment and economic opportunities, especially in light of
COVID-19. In April 2019, Massachusetts as a whole, and each city or town in the area had unemployment
rates under 3%. However, during the pandemic, unemployment rates increased to 17.5% statewide in
June 2020, with similar patterns in the majority of towns in the service area, particularly Milford (16.1%),
Marlborough (15.8%), Hudson (15.8%), and Framingham (15.2%). Young people, immigrant communities,
and non-English speaking communities who are more likely to work as essential workers were identified as
facing unique challenges related to social and economic factors. More resources for career transitions and
job training, technology, and language classes were identified as critical to addressing these issues.
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¢ Housing affordability and transportation continue to be concerns in the Westborough service area.
Consistent with findings from the 2019 MetroWest CHA, housing affordability was identified as a pressing
concern, particularly for seniors and “middle class” residents. Many renters across the area, especially in
towns, such as Bolton (68.4%) and Hopkinton (52.1%), are spending more than 30% of their income on
housing costs. Tenancy-at-will situations—or agreements between tenants and landlords where there is no
formal contract specifying the length of time during which the tenancy will take place — negatively impact
already-vulnerable residents, such as undocumented immigrants and seniors. In terms of public
transportation, participants described limited options that are often unreliable and cumbersome.
Suggestions to invest in alternate modes of transportation, such as bicycle share programs and incentives
to reduce single-occupancy vehicles.

¢ Similar to ongoing events on the national level, conversations about racial justice and policing have been
taking place in the Westborough service area. Perceptions related to discrimination and racism varied
throughout qualitative discussions. Addressing systemic racism was a theme that emerged across
interviews, focus groups, and the community survey. Community leaders interviewed for the assessment
described their commitment to addressing racial injustice and systemic oppression. Westborough
Community Priorities Survey respondents ranked “Addressing Systemic Racism/Racial Justice” as the 4™
highest priority for action in the next few years.

e Across all data collection methods, the majority of assessment participants identified mental health as a
priority health concern. Stress, anxiety, depression, and isolation were the most frequently cited
challenges among the Westborough service area, with residents describing how COVID-19 has exacerbated
mental health issues in the community. Young people and seniors were identified as the populations most
impacted by mental health challenges in the Westborough service area. Quantitative data from the
MetroWest Adolescent Health Surveys show that the amount of high school students that reported their
lives have been “Very stressful” has steadily increased from 28.9% in 2012 to 36% in 2018.

¢ Rates of obesity/overweight were higher in the majority of Westborough service area towns than the
state overall. In 2012-2014, the percent of adults reporting obesity or overweight in Massachusetts was
59.0%. By town, the percent of adults reporting obesity or overweight ranged from 49.7% in Bolton to
64.2% in Milford. Approximately one in every three Westborough Community Priorities Survey
respondents reported overweight/obesity (34.3%) as an issue that has impacted them in the last 6 months,
however, it did not rise up as a key theme from qualitative discussions.

e Proximity of health care services was noted as a key strength of the Westborough service area by
community survey respondents, but access to those services is a challenge for some residents.
Westborough Community Priorities Survey respondents ranked ‘accessible medical services’ as the second
strongest asset of the region (68.9%). However, themes that emerged from qualitative discussions
highlight barriers that still persist for some participants, including being underinsured; limited linguistic
access; navigating services; and lack of culturally sensitive approaches to care. In addition, the
Westborough service area could benefit from additional services for the growing senior population to help
facilitate aging in place.
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COMMUNITY PRIORITIES FOR ACTION

Prioritization allows organizations to target and align resources, leverage efforts, and focus on achievable

strategies and goals for addressing priority needs. Through a systematic, engaged approach that is informed by
data, priorities are identified through an iterative process to focus planning efforts. This section describes the
process and outcomes of the Westborough-area CHNA prioritization process.

Criteria for Prioritization

When embarking on a prioritization
process, using set criteria assists in
providing parameters for selection.
The following four criteria were
used to guide prioritization
discussions and voting processes
with community members from the
Westborough service area, as well
as the Community Advisory Board
who provided oversight of the
CHNA.

Prioritization Criteria

e Concern: How much does this

issue affect our community? How urgent is this issue? How much does this issue impact people’s lives?

Westborough Service Area — Prioritization Process

Assessment Study — Primary and Secondary Data Collection
e Synthesized data on social, economic, and health issues
e CHNA participants identified areas of concern and
priority via key informant interviews, focus groups, and
the Community Priorities Survey
Virtual Community Prioritization Meeting
e Presented study findings and voted on priorities using
selected criteria
Community Advisory Board Meeting
e Regional community leaders discussed study findings
and community prioritization meeting results, refined
and approved priorities

e Equity: Will addressing this issue substantially benefit those most in need? Does this issue address the root

causes of inequities?

o Effectiveness: Can we make a difference if we work on this issue? Can working on this issue achieve both

short-term and long-term change?
e Feasibility: Can we do it? Is it possible to address this issue in our community given the infrastructure,

capacity, and community commitment?

Process Prioritization

The prioritization process was multifaceted and aimed to be inclusive, participatory, and data-driven.

Step 1: Input from Community Members and Stakeholders via Primary Data Collection

During each step of the primary data collection phase of the CHNA, study participants were asked for input on
the top priorities for action in their communities based on the prioritization criteria. Key informant
interviewees and focus group participants were asked about the most pressing concerns in their communities,
as well as the three highest priority issues for future action and investment (Appendices C and D). Community

Priorities Survey respondents also were asked to select up to five of the most important issues for future

action on in their communities (Appendix E).
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Based on data gathered from key informant interviews, focus group participants, and community survey
respondents, eight major priorities were identified for the Westborough service area:

*  Coronavirus/COVID-19 (specifically related to testing, transmission, disease mitigation, etc.)

* Mental Health

*  Financial Insecurity/Unemployment

* Transportation

e Systemic Racism and Racial Injustice

* Housing

¢ Alcohol/Substance Use

e Access to Services (e.g. healthcare, food, childcare)

Step 2: Data-Informed Voting via a Community Prioritization Meeting

The next step of the prioritization process included presenting quantitative and qualitative data from the data
collection phases to community members and stakeholders in a larger forum. On, September 3, 2020, a one-
hour virtual community meeting was held for the Westborough service area, so residents and stakeholders
could discuss and vote on community priorities. In order to obtain as much feedback as possible on the
priorities, outreach was conducted with key informant interviewees, focus group participants, staff from
organizations involved in focus group recruitment and survey administration and local Boards of Health.
Various forms of outreach were employed to reach residents and stakeholders, including email and telephonic
outreach, as well as social media posts.

During the remote prioritization meeting, attendees heard a brief data presentation on the key findings for the
Westborough service area. Next, meeting participants were divided into small groups to discuss the data and
offer their own perspectives and expertise on the various priorities. Meeting participants then shared
information from their discussions with the full group.

At the end of the meeting, using the Zoom polling feature, meeting participants voted for up to three of the
eight priorities identified from the data and based on the specific prioritization criteria (Concern, Equity,
Effectiveness, and Feasibility). Participants were asked to identify any additional priorities that they thought
were missing from the data-derived list using the Chat feature of Zoom. A total of seven community members
voted during the Community Prioritization Meeting.
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As seen in Figure 66, voting identified Mental Health (71%) as the most commonly endorsed community
priority, followed by Systemic Racism and Racial Injustice (57%), Financial Insecurity/Unemployment (43%),
and Housing (43%).

Figure 66: Westborough Prioritization Meeting, Zoom Poll Results, September 3, 2020

Coronavirus / COVID-19 (specifically related to testing, (0T 0%
transmission, disease mitigation, etc.) S

Mental Health (37 M%
L

Financial Insecurity / Unemployment (3/7) 43%
L

Transportation (0/7) 0%
Systemic Racism and Racial Injustice 47 57%
L

Heousing (3/7) 43%
L

Alcohol / Substance Use (1,7 14%
—

Access to Services (e.g., healthcare, food, childcare) (47 57

NOTE: Poll allowed for up to three responses; therefore, percentages may not add up to 100%.
DATA SOURCE: PAC CHNA Community Prioritization Meeting, 2020.

Step 3: Prioritization Refinement via Community Advisory Board Meeting

On September 9, 2020, the Partners Ambulatory Care — Community Advisory Board, who is charged with
providing oversight of the CHNA process, met virtually to discuss the CHNA findings and community
prioritization meeting output for the Westborough service area. The goal of this meeting was for CAB
members to review the CHNA findings for the Westborough service area and amalgamate that information
with the input provided from the community prioritization meeting, to refine and narrow the list of priorities in
alignment with the social determinants of health.

In the meeting, CAB members were presented with information on community priorities that emerged from
the CHNA, the community priorities survey, and the community prioritization meeting, together these
prioritization steps revealed the following five priorities for the Westborough service area:

* Mental health

*  Access to services

*  Systemic racism & racial injustice

* Housing

* Financial insecurity
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To determine priorities for the CHNA, CAB members were asked to consider the same prioritization criteria
(Concern, Equity, Effectiveness, and Feasibility) that were used by the community members during the remote
prioritization meeting and come to a consensus about priorities for future action. Much of the CAB’s discussion
focused on the inter-connectedness of the priorities and the difficulty in identifying a narrow area of focus
given the need to address root causes of inequity in the social determinants of health. CAB members noted
the importance of focusing on systemic racism and racial injustice given the demographics of the Westborough
service area (the majority of residents identify as White). CAB members also discussed that a focus on housing
could assist in addressing some of the other concerns related to financial insecurity, mental health, and
systemic racism. Ultimately, the CAB retained four priorities to consider for future action:

* Mental health

*  Access to services

e Systemic racism & racial injustice

* Housing

Financial Insecurity and Unemployment were eliminated from the list of priorities for action as these social
determinants of health were determined to be embedded within other priority areas. Given the highly
mutable state of current affairs, and the ability to further refine these priorities for future action, consensus
among the CAB was to keep the list of priorities broader and then refine these issues at a later stage.
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APPENDICES

Appendix A: Community Advisory Board Members

Name

Amy Schectman

Organization

2Life Communities

Position

President and CEO

Ann Houston

Opportunity Communities

CEO

Charles Desmond

Inversant

CEO

Charles Murphy

Montachusett Veterans Outreach Center

Executive Director

Cheryl Sbarra

Massachusetts Association of Health
Boards

Senior Staff Attorney and
Director of Policy and Law

Danna Mauch

Massachusetts Association for Mental
Health

President and CEO

Dianne Kuzia Hills

My Brother’s Table

Executive Director

Joseph D. Feaster, Jr.

Urban League of Eastern Massachusetts

Board Chairman

Laura Van Zandt

REACH (domestic violence prevention and
services)

Executive Director

Mary Skelton Roberts

Barr Foundation

Co-Director of Climate

Milagros Abreu

The Latino Health Insurance Program, Inc.

Founder and Executive Director

Monica Tibbits-Nutt

128 Business Council / Fiscal Management
and Control Board overseeing the MBTA

Executive Director / Vice Chair

Peter Koutoujian

Middlesex Sherriff’s Office

Middlesex Sheriff
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Rebecca Gallo

MetroWest Health Foundation

Senior Program Officer

Stephen J. Kerrigan

Edward M. Kennedy Community Health
Center

President and CEO
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Appendix B: Key Informant Interviewees

Name

Alma DeManche

Organization

Executive Director

Position

Westborough Senior Center

Andrea Salzman

Vice President for Community
Services

Wayside Youth and Family

Anna Cross Director MetroWest Nonprofit Network
Christie Vaillancourt Director Hudson Board of Health

Diane Gould CEO Advocates

Jim Cuddy CEO South Middlesex Opportunity Council
Liliane Costa Executive Director Brazilian American Center

Lino Covarrubias

CEO

Jewish Family Services of MetroWest

Liz Garrigan-Bylery

Director

MetroWest Worker Center

Margie Rosario

Community Organizer

Community Voices Project

Sam Wong

Director

Framingham Board of Health
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Appendix C: Key Informant Interview Guide

Health Resources in Action
Partners Ambulatory Care (PAC) Mass General Brigham CHNAs
Westborough, Westwood, and Woburn Service Areas
Key Informant Interview Guide
Guide —May 19, 2020

Goals of the Key Informant Interview

e To determine perceptions of the strengths and needs of these communities, and identify sub-
populations most affected

e To explore how these issues can be addressed in the future

e To identify the gaps, challenges, and opportunities for addressing community needs more effectively

[NOTE: THE QUESTIONS IN THE INTERVIEW GUIDE ARE INTENDED TO SERVE AS A GUIDE, BUT NOT A
SCRIPT.]

BACKGROUND (5 MINUTES)

Hello, my name is , and | work for Health Resources in Action, a non-profit public health
organization in Boston. Thank you for taking the time to talk with me today. | hope you and your family
are fine during these uncertain times.

A few months ago, Partners HealthCare began undertaking a comprehensive community health
assessment effort to gain a greater understanding of the health of community residents, how health needs
are currently being addressed, and whether there might be opportunities to address these issues more
effectively. The data from this assessment will inform the priorities for future investments into the
community in the next several years on the upstream factors that affect health.

We recognize this is a unique time we are in. Given the coronavirus crisis, an assessment of the
community’s needs and strengths is even more important. The pandemic has brought to light both the
capabilities and the gaps in our healthcare system, public health infrastructure, and social services
networks.

As part of the community health assessment process, we are conducting interviews with leaders in the
community and focus groups with residents to understand different people’s perspectives on these issues.
We greatly appreciate your feedback, insight, and honesty. The findings from these conversations will
inform decisions around future investments to improve the community’s health.

Our interview will last about 30-40 minutes. After all of the data gathering is completed, we will be writing
a summary report of the general themes that have emerged during the discussions. We will not include
any names or identifying information. All names and responses will remain confidential. Nothing sensitive

that you say here will be connected directly to you in our report.

Do you have any questions before we begin?
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INTRODUCTION (5 MINUTES)

Could tell me a bit about your organization/agency? [TAILOR PROBES DEPENDING ON AGENCY OR IF
COMMUNITY LEADER NOT AFFILIATED WITH ORGANIZATION]

a. [PROBE ON ORGANIZATION: What is your organization’s mission/services? What communities do you
work in? Who are the main clients/audiences?]

i Prior to the pandemic, what were some of the biggest challenges your organization faced in
conducting your work in the community?

ii. During the pandemic, what are some of the biggest challenges your organization has faced in
conducting your work in the community? What new challenges do you anticipate going
forward?

b. Do you currently partner with any other organizations or institutions in your work? Have there been
any changes in these partnerships in light of the pandemic and its economic consequences?

COMMUNITY PERCEPTIONS AND SOCIAL/ECONOMIC FACTORS (15-20 MINUTES)

How would you describe the community served by your organization/ that you serve? (NOTE THAT WE ARE
DEFINING COMMUNITY BROADLY — NOT NECESSARILY GEOGRAPHICALLY BASED)

c. How have you seen the community change over the last several years?

d. What do you consider to be the community’s strongest assets/strengths?

For the following questions, please consider issues and concerns your community had BEFORE the
pandemic, issues RELATED TO the pandemic, and issues and concerns you anticipate will arise as a result of
the pandemic and its economic consequences.

e. What are some of its biggest concerns/issues in general? What challenges do residents face in their
day-to-day lives? [PROBE ON, IF NOT YET MENTIONED: transportation; affordable housing;
discrimination; financial stress; food security; violence; employment; cultural understanding; language
access; impacts of environmental problems and climate change, etc.) REPEAT QUESTIONS FOR
DIFFERENT ISSUES]

i.  What population groups (geography, age, race/ethnicity, immigration status, gender,
income/education, etc.) do you see as being most affected by these issues?

ii. How has [ISSUE] affected their daily lives?
What do you think are the most pressing health concerns in the community/among the residents you work
with? Why? [PROBE ON SPECIFICS. PROBE FOR HEALTH ISSUES NOT DIRECTLY RELATED TO COVID-19, OR
ISSUES THAT HAVE CHANGED BECAUSE OF COVID-19]

a. How has [HEALTH ISSUE] affected the residents you work with? [PROBE FOR DETAILS: IN WHAT WAY?
CAN YOU PROVIDE SOME EXAMPLES?]

i From your experience, what are peoples’ biggest challenges to addressing [THIS ISSUE]?
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ii.  Towhat extent, do you see [BARRIER] to addressing this issue among the residents you work
with/your organization serves?

[PROBE ON BARRIERS BROUGHT UP/MOST APPROPRIATE FOR POPULATION GROUP: Cost or
economic hardship, transportation, stigma, attitudes towards seeking services, built
environment, availability/access to resources or services, knowledge of existing
resources/services, social support, discrimination, insurance coverage, etc.]

3. What are current or emerging trends that could have an impact on the public health system or the
community? Has anything become apparent due to the Coronavirus pandemic?

V. TAILORED SECTION - SPECIFIC QUESTIONS ON PARTICULAR ISSUES, DEPENDING ON WHO THE
INTERVIEWEE IS. SELECT QUESTIONS TAILORED TO INDIVIDUAL EXPERTISE AND ASK A FEW
QUESTIONS IF NOT YET BROUGHT UP. (5-10 MINUTES)

For Interviewees Working in Housing and Transportation

For the following questions, please consider issues your community had BEFORE the pandemic, issues

RELATED TO the pandemic, and issues and concerns you anticipate will arise as a result of the pandemic and its

economic consequences.

e What barriers do you see residents experiencing around accessing affordable and healthy housing? How
about with transportation?

e What has been working well in the city to improve access to healthy, affordable housing? How about
related to transportation? What has been challenging or not working well? Where are their opportunities
for improvement or innovation?

e Are there any approaches to improving housing or transportation access that you think will have to change
in light of the pandemic, social distancing, and economic impacts?

For Interviewees Working in Financial Instability, Employment, and Workforce Development

e Inthe wake of the pandemic and expected ongoing social distancing measures, what challenges are
residents facing regarding hiring, employment, or job security?

e Thinking back to the time before the pandemic, what were the needs in this community around workforce
development? What was previously needed to improve residents’ employability? What training or
resources were needed?

e Now that the pandemic and social distancing measures have changed so much about the economy and
employment options, what are the NEW needs in this community around workforce development? What
is NOW needed to improve residents’ employability? What training or resources are needed to adapt to
this new reality?

For Interviewees Working with Communities where Immigration and/or Discrimination is a Concern

For the following questions, please consider issues your community had BEFORE the pandemic, issues

RELATED TO the pandemic, and issues and concerns you anticipate will arise as a result of the pandemic and its

economic consequences.

e What are some of the specific challenges around immigration issues or discrimination that your
communities face? How has this changed since the pandemic?

e What should health care and social service providers consider when treating health and other issues in
diverse populations? How can institutions best respond to the needs of diverse groups? (e.g. religious,
racial/ethnic, etc.)
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For Interviewees Working with Seniors/Older Adults

| expect that the past weeks and months have been very difficult, considering the work you do. Thank you

again for providing your unique perspective to this important work.

e Could you describe the emerging issues the population you work with faces as a result of the pandemic?
What do you anticipate will be the longer-term needs?

e Are there particular structural, institutional, or policy-related barriers that have affected seniors in this
region before the pandemic — and now?

e What are your major concerns for the future? What has been going “right” that could be built on going
forward?

For Interviewees Working in the Areas of Violence, Trauma, and Safety

[For interviewees working on domestic violence:] | expect that the past weeks and months have been very

difficult, considering the work you do. Thank you again for providing your unique perspective to this important

work.

e Could you describe the emerging issues that the population you work with faces as a result of the
pandemic, social distancing, and economic crisis? What do you anticipate will be the longer term needs?

e Are there particular structural, institutional, or policy-related barriers that have affected the communities
you work with in this region before the pandemic — and now?

e Inthe wake of the pandemic, and expected ongoing social distancing measures, what challenges are
community members facing regarding domestic or interpersonal violence?

e What are your major concerns for the future? What has been going “right” that could be built on going
forward?

For Interviewees Working in the Areas of Substance Use or Mental Health

| expect that the past weeks and months have been very difficult, considering the work you do. Thank you

again for providing your unique perspective to this important work.

e Could you describe the emerging issues the population you work with faces as a result of the pandemic,
social distancing, and economic crisis? What do you anticipate will be the longer term needs?

e Are there particular structural, institutional, or policy-related barriers that have affected the communities
you work with in this region before the pandemic — and now?

e Inthe wake of the pandemic, and expected ongoing social distancing measures, what challenges are
community members facing regarding substance use or mental health?

e What are your major concerns for the future? What has been going “right” that could be built on going
forward?

V. VISION FOR THE FUTURE (10-15 MINUTES)

4. [I'd like you to think ahead about the future of your community. When you think about the community 3
years from now, what would you like to see? What’s your vision?

a. What do you see as the next steps in helping this vision become reality?

b. We talked about a number of strengths or assets in the community. [MENTION POTENTIAL
STRENGTHS- Community resilience, diversity, number of organization/services available, community
engagement, etc.] How can we build on or tap into these strengths to move us towards a healthier

community?

5. As you think about your vision, what do you think needs to be in place to support sustainable change?
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a. How do we move forward with lasting change across organizations and systems?

b. Where do you see yourself or your organization in this?

6. We talked about a lot of issues today, if you had to narrow down the list to 3 or so issues — thinking about
what would make the most impact, who is most affected by the issues, and how realistic it is to make
change: What do you think are the 3 highest priority issues for future action? If there were greater
investments made in your community, what 3 issues should receive this funding?

VL. CLOSING (5 MINUTES)

Thank you so much for your time and sharing your opinions. This is a very difficult time for everyone, and your
perspective about the communities you work with will be a great help in determining how to improve the
systems that affect the health of this population. Before we end the discussion, is there anything that you
wanted to add that you didn’t get a chance to bring up earlier?

Thank you again. Your feedback is valuable, and we greatly appreciate your time and for sharing your opinion.
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Appendix D: Focus Group Guide

Health Resources in Action
Partners Ambulatory Care (PAC) Mass General Brigham CHNAs
Westborough, Westwood, and Woburn Service Areas
General Focus Group Guide

Goals of the focus group:

e To determine perceptions of the strengths and needs of the community

e To explore how these issues can be addressed in the future

e To identify the gaps, challenges, and opportunities for addressing community needs more effectively

I. BACKGROUND (10 minutes)

e Hello, my name is , and | work for Health Resources in Action, a non-profit public health
organization in Boston. Thank you for taking the time to talk with me today. | hope you and your
families are fine during these uncertain times.

e This discussion will last about 60 minutes. [DEPENDING ON FORMAT OF FOCUS GROUP] Please turn on
your video, if possible, so that we can all see each other speaking. As a reminder, please keep yourself
on MUTE until you want to speak.

NORMALLY, WE WOULD BE DOING THIS IN-PERSON AS A GROUP.

e We're going to be having a focus group today. Has anyone here been part of a focus group before?
You are here because we want to hear your opinions. | want everyone to know there are no right or
wrong answers during our discussion. We want to know your opinions, and those opinions might
differ. This is fine. Please feel free to share your opinions, both positive and negative.

e Afew months ago, Partners HealthCare began undertaking a comprehensive community health
assessment effort to gain a greater understanding of the health of residents and how the community’s
needs are currently being addressed. As part of this process, we are having discussions like these
around the region with a wide range of people - community members, government officials, leaders in
the faith community, health care and social service providers, and staff from a range of community
organizations. We are interested in hearing people’s feedback on the strengths and needs of the
community and suggestions for the future.

e We recognize this is a unique time we are in. Given the coronavirus crisis, an assessment of the
community’s needs and strengths is even more important. The pandemic has brought to light both the
capabilities and the gaps in our healthcare system, public health infrastructure, and social services
networks.

e  We will be conducting several of these discussion groups around the area. After all of the groups are
done, we will be writing a summary report of the general opinions that have come up. In that report,
we might provide some general information on what we discussed tonight, but | will not include any
names or identifying information. Your responses will be strictly confidential. In the report, nothing
you say here will be connected to your name.

e We plan to audio record these conversations just to ensure we have captured the main points of the
discussion in case there are any interruptions in the note-taking. No one but the analysts at Health
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Resources in Action, who are writing the report, will be listening to the audio recordings. Does anyone
have any concerns with me turning the recorder on now?

e Any questions before we begin our introductions and discussion?
Il. INTRODUCTIONS (10 minutes)

Now, first let’s spend a little time getting to know one another. When | call your name, please unmute
yourself and tell us: 1) Your first name; 2) what city or town you live in; and 3) something about yourself you’d
like to share— such as how many children you have or what activities you like to do for fun. [AFTER ALL
PARTICIPANTS INTRODUCE THEMSELVES, MODERATOR TO ANSWER INTRO QUESTIONS]

lll. COMMUNITY ASSETS AND CONCERNS

1. Today, we’re going to be talking a lot about the community that you live in. How would you describe your
community?

For the following questions, we will be discussing the strengths and concerns in your community, both prior to
the coronavirus pandemic, and now. To begin with, please think back to a time before the pandemic — for
example, in December during the holiday season.

2. Thinking about a few months before the coronavirus pandemic -- If someone was thinking about moving
into your community, what would you have said are some of its biggest strengths about your community -
or the most positive things about it? [PROBE ON COMMUNITY AND ORGANIZATIONAL
ASSETS/STRENGTHS]

a. What would you have said were the biggest problems or concerns in your community back
then — a few months before the pandemic? [PROBE ON ISSUES IF NEEDED — HEALTH,
ECONOMIC, SOCIAL, SAFETY, ETC.]

3. What do you think were the most pressing health concerns in your community back in December?
a. How did these health issues affect your community? In what way?

b. What specific population groups were most at-risk for these issues?

Next, please think about the same issues, now, in the midst of the pandemic, and moving forward. RIGHT

NOW....

4. What do you think are the biggest strengths about your community? What are the most positive things
about it? Are they different than before? [PROBE ON COMMUNITY AND ORGANIZATIONAL
ASSETS/STRENGTHS]

5. What do you think are the biggest concerns in your community now? Are they different than before?

6. What do you think are the most pressing health concerns in your community now? How are they
different?

7. Social isolation, anxiety, concerned about going out
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a. How do these health issues affect your community? In what way?

i. What are the biggest barriers or challenges that people have to seeking services for
these issues?

b. What specific population groups are most at-risk for these issues?

IV. PERCEPTIONS OF HEALTH ISSUES, HEALTH CARE AND BARRIERS

What are the top three issues that were mentioned? It would be good to discuss issues that have arisen
during the current health crisis, as well as issues that were big concerns before, that are ongoing or may
return. (If needed, identify together or vote on top 3 issues.) Let’s talk about some of the issues.

8. Do you agree with this list? Is there anything missing?

9. Traffic, affordable housing, accessing heath, technology — internet issues, transportation, navigating
MassHealth, childcare, don’t feel comfortable going out

10. What do you see as some of the biggest barriers or challenges to addressing these issues?

11. What do you think the community should do to address these issues? [PROBE SPECIFICALLY ON WHAT
THAT WOULD LOOK LIKE AND WHO WOULD BE INVOLVED TO MAKE THAT HAPPEN]

V. SPECIFIC PROBES FOR DISTINCT POPULATION GROUPS (10 minutes)

For Groups Where Housing and Transportation are a Concern

For the following questions, please consider issues your community had BEFORE the pandemic, issues
RELATED TO the pandemic, and issues and concerns you anticipate will arise as a result of the pandemic and its
economic consequences.

e How much of an issue is affordable housing in your community? How has it impacted your day-to-day life?
What barriers do residents (or you) experience around accessing affordable and healthy housing? How
hard is it to find housing that is appropriate for you/your family?

How much of an issue is accessing transportation? How has it impacted your day-to-day life?

Are there any approaches to improving housing or transportation access that you think will have to change
in light of the pandemic, social distancing, and economic impacts?

For Groups Where Financial Instability, Employment & Workforce are a Concern

e Thinking back to the time before the pandemic (for example, during the holiday season), what challenges
were residents (or you) facing back then regarding hiring, employment, or job security?

o [PROBE FOR THOSE WHERE ENGLISH ISN’T PRIMARY LANGUAGE]- How much do your language
skills limit the type of job you can get?

e Now that the pandemic and social distancing measures have changed so much about the economy and
employment options, what are the NEW needs in this community around employment? What is NOW
needed to improve residents’ employability?

e When people or families that you know are dealing with financial hardship, what are some of the issues
that are most weighing on them? How do they deal with that?

e What resources or support do residents (or you) need to address financial hardship?
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For Groups Where Immigration and Discrimination are Concerns

For the following questions, please consider issues your community had BEFORE the pandemic, issues

RELATED TO the pandemic, and issues and concerns you anticipate will arise as a result of the pandemic and its

economic consequences.

e Have you ever felt discriminated against because of your race, ethnicity, language, or where you were
born? What specifically?

o Have you encountered this when trying to seek specific services (e.g., housing, healthcare,
employment, education)?

e What are some of the specific challenges that your community faces related to immigration issues or
discrimination? How has this changed since the pandemic?

e What should health care providers consider when treating health issues in diverse populations? How can
health care institutions best respond to the needs of diverse groups? (e.g. religious, racial/ethnic, etc.)

VI. VISION OF COMMUNITY HEALTH IMPROVEMENT AND INVOLVEMENT

12. I'd like you to think ahead about the future of your community. When you think about the community 3-5
years from now, what would you like to see? What is your vision for the future?

a. What do you think needs to happen in the community to make this vision a reality?
b. Who should be involved in this effort?

13. We talked about a lot of issues today, if you had to narrow down the list to 3 or so issues — thinking about
what would make the most impact, who is most affected by the issues, and how realistic it is to make
change: What do you think are the 3 highest priority issues for future action? If there were greater
investments made in your community, what 3 issues should receive funding?

VII. CLOSING

Thank you so much for your time. This is a very difficult time for everyone, and your perspective about the
communities you live in will be a great help in determining how to improve the systems that affect the health
of this population.

That’s it for my questions. Is there anything else that you would like to mention that we didn’t discuss today?

Thank you again. Have a good afternoon. [TALK ABOUT NEXT STEPS OF THE PROCESS, SPECIFICALLY HOW
PARTICIPANTS CAN GET INVOLVED FURTHER OR RECEIVE THE FINAL REPORT OR SUMMARY OF THE REPORT.]
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Appendix E: Survey Instrument
Updated — June 15, 2020

Partners Ambulatory Care (PAC) Mass General Brigham CHNAs
- Community Priorities Survey

Unformatted version of the online survey

To complete the survey in Spanish, please use the drop-down menu above to select your language.
To complete the survey in Portuguese, please use the drop-down menu above to select your language.
To complete the survey in Mandarin, please use the drop-down menu above to select your language.

Being a healthy community is about more than delivering quality health care to residents. Where you live,
learn, work, and play all have an enormous impact on your health.

Partners HealthCare is hoping to get a better understanding of the health of residents in your community—
including all the factors that affect a community’s health—and which community needs are most important to
address. Please take this survey to provide feedback. It should take no more than 5-10 minutes. Filling out the

survey is voluntary, and your responses are anonymous. You will not be asked your name, address, or any

other information that can identify you.

This study has been underway for several months, starting before the coronavirus spread in the U.S. We

recognize this is a unique time we are in. With the coronavirus crisis, understanding the community’s needs
and strengths has become even more important. This survey will be asking you about your concerns now, as

well as several months ago.

Thank you for your time and participation. At the end of this survey is an opportunity to enter a raffle for a
$200 Amazon gift card. Thank you for your feedback to improve your community’s health.

1. What zip code do you live in?

2. We recognize this is a unique time we are in. We would like to understand what issues have personally
affected you and your family now and 6 months ago — around the time of the holiday season. For each
issue, please check if the issue was something that affected you or your family personally now and/or

6 months ago - or has not affected you or your family at either time period. You can check any that

apply.

Currently affects
me or my family.

Affected me or my
family 6 months

Does not affect me or my
family now nor 6 months

ago ago.
Financial
insecurity/unemployment/lack of job o} o} o
opportunities
Proble!'ns ge.ttlng workforce training 0 o 0
to get job skills
Concerns around housing (such as 0 o 0

finding affordable housing, fear of
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eviction, overcrowding, housing
quality)

Problems getting to places because
of lack of transportation

Cannot be active/get exercise
because of lack of sidewalks or parks

Hard to eat well because of lack of
supermarkets/lack of healthy food 0 0 0
options | can afford

Fear of safety in the
community/community violence 0] 0] o
(gangs, robberies. etc.)

Fear of safety at home/domestic

violence (spouse or partner abuse, 0 0 0
child abuse)

Discrimination because of my race,

ethnicity, gender, language, sexual 0] 0] 0]

orientation, country of origin, etc.

Mental health issues (such as

. . 0] 0] 0]
depression, anxiety, etc.)
AIc.ol.on and drug (marijuana, heroin, 0 0 0
opioids, etc.) use
Chronic or long-term diseases (like
cancer, diabetes, heart disease, 0] 0] 0]
stroke, etc.)
Overweight/obesity 0] 0] 0]
Coronavirus/COVID-19 0 0 0
Other infectious diseases (like
pneumonia, flu, etc.)
Concerns related to older adults 0 0 0

(dementia/Alzheimer’s, falls, etc.)

Concerns related to children
(premature birth, developmental 0] 0] 0]
delays, ADHD, etc.)

Problems getting the health or social

services | need because they are not 0] 0] O
available in my community
Other: 0 0 0

2a - If you or your family felt discriminated against recently or in the last 6 months, what do you think are
the main reasons for these experiences? (Please check all that apply.)

Your race

Your ethnicity, ancestry, or country of origin
Your language

Your gender

Your sexual orientation

Your religion

O O O O O O



O O O O O O O O

O 0O O O O O O

O O O O O O O O O O o o0 o0 o o

O O O O

Your education or income level
Some aspect of your physical appearance (e.g., height, weight, disability, etc.)
Prefer not to answer/Don’t know

Either now or in the past 6 months, have any of these factors made it harder for you to get the
medical, mental health, or social services (like housing, food, job training, etc.) you have needed?
(Please check all that apply.)

Services not available in my community

Lack of information/ | don't know what services are available or where to go

Lack of transportation

Cost of services

Lack of evening or weekend services

Unfriendly staff or providers

Felt discriminated against because of my race, ethnicity, gender, language, sexual orientation, country
of origin, etc.

Afraid to ask questions or talk to staff or providers

Afraid if | take the time off to get services, I'll lose my job

Long wait for an appointment

My information is not kept confidential

Language problems/could not communicate with staff or provider

None of the above
Other (Please specify)

Now we’d like to ask you about your community overall. Your community can be your town, your
neighborhood, the group of people you care about, etc. What do you see as the overall strengths of
your community? (Please check all that apply.)

My community has medical services to address physical health conditions that people can access.
My community has mental health services that people can access.

My community has social services (e.g. food, job training, etc.) that people can access.

My community has good schools.

My community has good public transportation.

My community has enough parks/green space.

My community has sidewalks so residents can take a walk easily and safely.

My community has bike paths so residents can bike easily and safely.

My community helps people in need.

Neighbors know each other in this community.

People care about improving this community.

People feel like they belong in this community.

My community has people of many races and cultures.

People can deal with challenges in this community.

When people have disagreements, they are able to resolve their differences and determine a path
forward.

There are innovations and new ideas in this community.

People accept others who are different than themselves in this community.

None of the above.
Other (Please specify)
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5. Please think about the most important issues in your community for taking action. Consider the
following when thinking about these issues:

e Concern: How much does this issue affect our community? How urgent is this issue? How much
does this issue impact people’s lives?

o Equity: Will addressing this issue substantially benefit those most in need? Does this issue address
the root causes of inequities?

o Effectiveness: Can we make a difference if we work on this issue? Can working on this issue achieve
both short-term and long-term change?

e Feasibility: Can we do it? Is it possible to address this issue in our community given the
infrastructure, capacity, and community commitment?

Given these questions, what are the top 5 most important issues for action in your community in the next
few years? (Please check 5.)

Financial insecurity/unemployment/lack of job opportunities 0
Workforce training to get job skills 0
Housing (such as finding affordable housing, fear of eviction, o
overcrowding, housing quality)

Transportation issues o
Availability of sidewalks or parks 0
Availability of supermarkets/healthy food options people can o
afford

Safety in the community/community violence (gangs, o
robberies. etc.)

Safety in people’s homes/domestic violence (spouse or

partner abuse, child abuse) o
Addressing systemic racism/racial injustice 0
Mental health issues (such as depression, anxiety, etc.) 0]
Alcohol and drug use (marijuana, heroin, opioids, etc.) 0
Chronic or long-term diseases (like cancer, diabetes, heart o
disease, stroke, etc.)

Overweight/obesity 0]
Coronavirus/COVID-19 testing and/or the possibility of a new 0
outbreak

Other infectious diseases (like pneumonia, flu, etc.) 0
Concerns related to older adults (dementia/Alzheimer’s, falls,

etc.) O
Concerns related to children (premature birth, developmental 0
delays, ADHD, etc.)

Availability of health or social services in the community 0]
Other (please specify): o
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It is helpful to get an understanding of who is answering this survey to ensure we get a cross-section of
perspectives. Please answer the following questions, which are anonymous.

6. What category best describes your age?

Under 18 years old
18-29 years old
30-49 years old
50-64 years old
65-74 years old

75 years old or older

7. What is your current sex or gender identity?

Male

Female

Transgender Male
Transgender Female
Additional Gender Category:

8. What is your sexual orientation?

Straight/heterosexual
Gay or lesbian
Bisexual

Prefer to self describe:

9. How would you describe your ethnic/racial/cultural background? (Please check all that apply.)

o O

O O O O O

African American/Black

American Indian/Native American

East Asian /Pacific Islander (e.g. Japan, China, Taiwan, Korea, Vietnam, Laos, Cambodia, the
Philippines, Samoa)

South Asian (e.g., India, Pakistan, Bangladesh, Sri Lanka, Nepal)

White

Hispanic/Latino(a)

Middle Eastern/North African

Other (please specify)

10. What is the primary language(s) spoken in your home? (Please check all that apply.)

O O O O O O O O O

English
Spanish
Portuguese/Cape Verdean Creole

Chinese (including Mandarin and Cantonese)
French or Haitian Creole

Russian

Hindi

Arabic

Other (Please specify)
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11. Were you born in the United States?

O
O
(@)

Yes (automatic skip pattern to Q13)
No (automatic skip pattern to Q12)
Prefer not to answer (automatic skip pattern to Q13)

12. If no, how long have you lived in the United States?

O 0O O O O O O O

Less than 1 year

1 year to less than 3 years

3 years to less than 5 years

5 years to less than 10 years
10 years to less than 15 years
15 years to less than 20 years
20 years or more

Prefer not to answer

13. What is the highest level of education that you have completed?

O 0O 0O 0O O O O

Primary or middle school

Some high school

High school graduate or GED

Some college

Associate or technical degree/certificate
College graduate

Graduate or professional degree

14. What is your current employment status? (Please check all that apply)

0O 0O O O O O O

Employed full-time

Employed part-time

Not employed and currently looking for work
Student

Retired

Stay-at-home parent / significant other
Unable to work

15. Has your financial situation gotten worse, improved, or stayed the same since coronavirus/COVID-19?

o Gotten worse
o Hasimproved
o Has stayed the same
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16. What was your total household income before taxes during the past 12 months?

Less than $25,000

$25,000 to $34,999

$35,000 to $49,999

$50,000 to $74,999

$75,000 to $99,999

$100,000 to $149,999

$150,000 to $199,999

$200,000 or more

| don’t know or don’t want to say

O O O O O O O O O

This concludes our survey. Thank you for your time. We greatly appreciate your participation. Participants
who complete this survey are eligible to enter a raffle for a $200 Amazon gift card. You will be automatically
redirected to a form after this survey to enter the raffle. Your name and information will not be connected to
the responses on your survey.
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Appendix F: Additional Survey Data

Table 8. CHNA Community Priorities Survey Respondent Characteristics

Age

Under 18 years old

18-29 years old

30-49 years old

50-64 years old

65-74 years old

75 years old or older

Sex or Gender Identity

Male

Female

Sexual Orientation
Straight/heterosexual

Gay or lesbian

Bisexual

Prefer to self-describe
Ethnic/racial/cultural background*
African American/Black

American Indian/Native American
East Asian /Pacific Islander

South Asian

White

Hispanic/Latino(a)

Middle Eastern/North African
Other

Primary language(s) spoken at home*
English

Spanish

Portuguese/Cape Verdean Creole
Chinese (including Mandarin and Cantonese)
French or Haitian Creole

Russian

Hindi

Arabic

Other

Born in the United States

Yes

No

Prefer not to answer

Length of time living in the United States

Number

58
58
20
14

40
119

148

> b

a o N D

133

154

N Ok O O O &

129
27

0.6%
5.0%
36.5%
36.5%
12.6%
8.8%

25.2%
74.8%

93.1%
1.9%
2.5%
2.5%

2.2%
1.1%
3.3%
3.3%
73.9%
7.8%
1.1%
1.1%

85.6%
3.9%
2.2%
0.0%
0.0%
0.0%
0.6%
0.0%
1.1%

82.2%
17.2%
0.6%
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Less than 1 year

1 year to less than 3 years

3 years to less than 5 years

5 years to less than 10 years

10 years to less than 15 years

15 years to less than 20 years

20 years or more

Prefer not to answer

Highest level of education

Primary or middle school

Some high school

High school graduate or GED

Some college

Associate or technical degree/certificate
College graduate

Graduate or professional degree
Current employment status*
Employed full-time

Em