
Good Morning and Welcome! Thank you for being here! Please put your name, email, 
pronouns and affiliations in the chat box so we can see who is here! We are here 
today to review Franklin County’s results in the national county health rankings for 
2021, and to see how that connects to our CHIP legislative priorities. 

As all good students know, you should  always report on the limitations of data you 
are sharing, so here are these:

1. County health rankings are  based only on data they can get for every county in 
America,

2. They are based on county geographies, so include no data from Athol, 
Petersham, Phillipston and Royalston

3. And this year’s rankings are all based on pre-COVID data . 
That’s a lot of limitations, but we do see value in checking in once a year to see how 
we are doing on national measures of the important factors  that contribute to health 
outcomes. 

One note:  you will see that today we are focusing mostly on how we did as a region 
compared to previous years, not on how we did compared to other regions. This is 
intentional.  Someone always has to be at the bottom of 14 counties, and the rankings 
are not intended to be competitive, but to  be used to spur thinking and collaboration 
on the harder factors like education and income and housing. 
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Our thanks to the sponsoring organizations of the CHIP, who sit on the Steering 
Committee.  If this is your first CHIP meeting, please visit our website at 
www.frcog.org/chip to read more about the network and its 2021-23 priorities. 

We would also like to give a special shout out to Community Action for their 
impressive 2020 Community Needs Assessment 
(https://www.communityaction.us/community-needs-assessment-action-p), 
which provided a rich source of material for us to compare the Rankings to. 
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We wanted to start by introducing the model of health that has guided the 
work of both the CHIP team and the County Health Rankings. This model shows 
the relationship between policy, health factors, and health outcomes. It 
illustrates how multiple factors impact how well and how long we live.

Starting from the bottom, we know from the research that effective local, 
state, and federal Policies and Programs can improve a variety of factors that, 
in turn, shape the health of communities. In fact, this year we are focusing on 
that part of the model, by having our legislators here with us to talk about bills 
and policies that are important to achieving our goals. 

Many Health Factors [blue boxes] shape our communities' health outcomes. 
We specifically look at health behaviors, clinical care, social and economic 
factors, and the physical environment. 
How healthy a county might be in the future is based on factors that influence 
health (Health Factors in BLUE). We call this rank “tomorrow’s health.”
How healthy a county currently is (Health Outcomes in GREEN). We call this 
rank “today’s health.”

It is important to note that this model was designed to bring into focus the 
power of the social determinants of health but it is imperfect and generic.  
There are clearly  ways in which a particular clinical or physical factor could be 
hugely determinant of a person’s health.
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As  was just mentioned, there are two kinds of rankings – Today’s Health or Health 
Outcomes and Tomorrow’s Health, or Health Factors.
Good News in 2021, is that Franklin County came in #6 out of 14 counties for today’s 
health  (up from 10th in 2018!!)

Health outcomes looks at two things – length of life and quality of life 
We were eighth in the state in terms of length of life, up one notch from last year. 
with an estimated 6000 years of life lost due to deaths before 75, which are defined as 
preventable. 

We were seventh, same as last two years, in quality of life, which looks at survey 
data on: 
● Poor or fair health
● Poor mental health days
● Poor physical health days
● And rates of Low birth weight

********************************************
Data Explanation:
Premature Death is the years of potential life lost before age 75 (YPLL-75). Every death 
occurring before the age of 75 contributes to the total number of years of potential 
life lost. For example, a person dying at age 25 contributes 50 years of life lost, 
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whereas a person who dies at age 65 contributes 10 years of life lost to a county's 
YPLL. The YPLL measure is presented as a rate per 100,000 population and is age-
adjusted to the 2000 US population.

Reason for Ranking
Measuring premature mortality, rather than overall mortality, reflects the County 
Health Rankings’ intent to focus attention on deaths that could have been prevented. 
Measuring YPLL allows communities to target resources to high-risk areas and further 
investigate the causes of premature death.
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Life Expectancy in Franklin County/North Quabbin: 
Here we see the wide variations in life expectancy even within one municipality and 
associated differences in median household income, % of residents with income 
below 100% of federal poverty level (for a family of three, that is $21,960), and the % 
of the population that is White/non-Latino.
● There is a 4.7 year difference in life expectancy between Turners Falls and the 

rest of Montague, and 
● a 7.3 year difference between Greenfield’s Cheapside neighborhood and the 

western side of town.
●  In North Quabbin, the relationship between income and life expectancy is not 

as clear-cut.
Many things have an impact on life expectancy, including education, access to 
health care, and the impacts of white supremacy, patriarchy, ableism, etc. 
Throughout the US and the state, Black people have the shortest life expectancy. 
Life expectancy is highest for Latino and Asian residents. For most of the health 
issues included in the rankings, whiteness is clearly a protective factor, which 
highlights all the ways systems have favored white people over generations.
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Looking at tomorrow’s health, Franklin County ranked 6 out of 14 for the combination 
of the factors that contribute to the outcomes. We moved up two spots for this 
overall measure – meaning we are on the right track to ensure our future health! 

I turn it over now to Sandi Walters, VP at Clinical and Support Options to dig into the 
details on the first of the four factors that make up tomorrow’s health.
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Health Behaviors -- We moved down in rank one level from 2020 and two levels 
from 2018 and 2019.

Things that improved this year compared with the last few years include access to 
opportunities for exercise, alcohol-impaired driving deaths, sexually transmitted 
infections, and teen births. These data points show an improvement in actual 
incidence or prevalence, not ranking.

Things that got worse this year compared with the past few years: adult smoking, 
obesity, excessive drinking, insufficient sleep, drug overdose deaths, and physical 
inactivity. So having more opportunities for exercise had not yet translated into actual 
exercising in 2017 and 2019 when these two pieces of data were derived. 

In Massachusetts, White people have consistently had the highest rate of opioid 
overdose deaths, with rates for Latinos rising dramatically in the past 4 years to a level 
on par with Whites. Males of all races and ethnicities are the highest risk group for an 
opioid-related fatality.

Access to healthy food and food insecurity are also included in this area of health 
behaviors. It didn’t seem particularly meaningful to give the data on that since we all 
know that food insecurity has risen so dramatically during the pandemic. Usage of 
food pantries has been high, and the percentage of people getting food stamps has 
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also increased. We’ve seen tremendous local mutual aid efforts to be sure everyone 
has enough quality food. 
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Digging into the question of substance use, here is an example of working upstream --
establishing good habits in your youth can lead to a lifetime of better habits and 
improved health. 
Our region is working very well together on improving these behaviors in both schools 
and family life, and has been for over eighteen years through the Communities That 
Care Coalition



These are the health behavior strategies that we are working on for the coming three 
years, in both the Age of First UseWorking Group chaired by Kat Allen of Communities 
That Care  and Jennifer Webster of Big Brothers Big Sisters and the Diabetes Working 
Group chaired by Rachel Stoler and Maureen Mullaney of the FRCOG. All are welcome 
to join these working groups, you can read about them on the website at 
www.frcog.org/chip. 
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Our legislative priorities for improving health behaviors include two bills that address 
access to healthy food, one that sets up a project to test the impact on health of 
providing nutritious meals to people with diabetes and other nutrition-related 
diseases. 

The Green Futures Act is a priority because climate change is the #1 concern reported 
by our youth in the teen health survey. 

Now I am turning it over to Rachel Stoler, representing Mass in Motion and the 
Communities That Care Coalition and Ann Darling from Community Action of the 
Pioneer Valley
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Social and Economic Factors: 
The second category of health factors is called social and economic factors. 
They include:  Education, Employment, Income, Family and Social Support, and 
Community Safety

From 2020 to 2021, our rank improved from 7th out of 14 to 5th out of 14.   
While wages in our region are low and the cost of living is relatively high, and 
many Franklin/North Quabbin residents are barely able to pay their bills each 
month, we have a number of strengths that this ranking recognized.  
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Positives:
● 93% of Franklin County residents have completed high school, and 69% 

have at least some college. This is better than the national average and 
on par with statewide averages in our already very highly educated 
state. 

● The high school graduation rates in Franklin County have been going up 
for all groups. Graduation rates at some schools are far higher than 
others, but in general, they’re all going up. Differentials among groups 
remain. Students with lower income and/or who are students of color 
have lower graduation rates than white and higher income students. 
However, the gaps between the groups are getting smaller. 

● Overall rate of children in poverty - At 12% it is unacceptably high, but 
before the pandemic, it had been decreasing, a function of low 
unemployment and increasing minimum wage. Remember that income 
at 100% FPL(Federal Poverty Line) is EXTREMELY low,  $21,000/year for a 
household of 3. In our area, it’s not until income reaches about 300% 
FPL that you can pay your bills on time every month. 44% of people in 
Franklin County have income below 300% FPL. 

● Income inequality - This measure looks at the ratio of income at the 20th 
percentile to the 80th percentile. In essence, it’s how much higher the 
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high incomes are than the lower incomes. In Franklin County, that ratio is 
4.4. In Massachusetts it’s 5.4, and in the lowest counties in the US it’s 
3.7. It is possible that the ratio is “low” in Franklin County because the 
incomes just aren’t that high all around. However, the US has one of the 
highest levels of income inequality in the world, and one of the lowest 
rates of income redistribution. So it’s all relative!

● Social associations - defined as # of membership associations per 10,000 
population. Franklin County ranks quite high on this, 12.5 compared with 
the statewide average of 9.4. Nationally the highest rates are at about 
18. This feels like a crude way of measuring one of our greatest 
strengths, our willingness to help each other and our sense of 
community, which has been so evident during the pandemic. It’s hard to 
measure, but community is a social determinant of health just like 
education or income. 
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Areas of concern:
● The number of deaths due to injury has gone up steadily over at least 

the past 4 years. (We don’t know why this is. It’s something to look into 
further….)

● The County Health Rankings also look at residential segregation, which is 
an Index of dissimilarity, where higher values indicate greater residential 
segregation between Black and White county residents. The residential 
segregation index ranges from 0 (which means complete integration) to 
100 (complete segregation). The index score can be interpreted as the 
percentage of either Black or White residents that would have to move 
to different geographic area in order to produce a distribution that 
matches that of the larger area.The least segregated counties in the 
country come in at around 23. Massachusetts is rated at 63, and Franklin 
County is at 65, slightly increasing over the past few years. 

● The disparities in income based on race and ethnicity are very large in 
Franklin County and across the state and country. As we said earlier, the 
overall poverty rate for children in Franklin County is 12%. Poverty in 
childhood has lifelong negative physical, emotional, and educational 
impacts. As we’ve discussed, this number is really a complete 
undercount of who’s poor in our midst. When we look at poverty by 
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race, the indictment of our systems deepens. What makes up that 12% 
of ALL children who are living in poverty is 9% of the White children, 23% 
of the Asian children, 19% of the Latino children, and 48% of the Black 
children in our county. 

● Of course, it isn’t just children who are poor. The poverty rate for 
households with a white/non-Latino householder prior to COVID was 5%, 
and 18% if that householder was a single woman. For Latino-headed 
households, it  was 12% overall and double that for single-female-
headed households. For Black-headed households, these numbers were 
44% and 69% respectively. Prosperity Now does a scorecard for each 
state that looks at 46 outcome measures that give Massachusetts. an 
overall ranking of 4 -- very high. But they also rank for racial disparities in 
outcomes, and our rank is 21, about in the middle of the pack. Nothing 
to be proud of, and nothing new. 

● The problem of racial segregation and disparities  has been measured in 
our state for a long time, and nothing much has changed. We’ll probably 
see that it’s worse once we get the data from the impact of COVID.  

● These troubling disparities are a reminder of the ways that housing, 
education, and employment systems are designed to benefit white 
people. 
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Here are some of the social and economic strategies the CHIP is working on 
during the next three years, in the Age at First Use Working Group, and the 
Anxiety and Depression Working group chaired by Timothy Ranney-Blake and 
Sandi Walters of CSO. 



One theme of our CHIP work that really shines through in these strategies is 
our emphasis on participation by people with lived experience of the issues 
being addressed in policy-setting and decision-making that affects them and 
their peers. This includes hiring people with lived experience to provide not 
only support to their peers, as well as supporting their leadership in developing 
and operating services and campaigns.
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Our Social and Economic legislative priorities include bills that will improve the 
local public health system, increase access to social supports, improve rural 
economic health, and increase funding for important programs. 

I am now turning it over to Dr. Allison VanderVelden, CEO of the Community 
Health Center of Franklin County
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Clinical Care health factors include measures of Access to Care and the Quality 
of Care which included rates of mammography screening, the number of 
people per medical, dental, mental health providers, health insurance rates, flu 
vaccinations, and more.  We fell two places, from 6th to 8th during the past 
year. 

We are particularly concerned about the following issues identified by the 
rankings:

● Our ratio of population to primary care physicians--1480:1 -- is far below 
the state and national averages.

● The Ratio of population to dentists--1490:1 is also far below the state 
and national averages. 

● The Ratio of population to mental health providers. --120:1 is better 
than benchmarks

● Preventable hospital stays measures the number of people who are 
hospitalized for the kind of conditions that good access to primary care 
should have caught.  Our rate was 4,440

● The Ratio of population to primary care providers other than physicians-
-990:1  Physicians are not the only providers of primary health care. 
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Other professionals can serve as sources of routine, preventive care, 
including nurse practitioners (NP), physician assistants (PA), and clinical 
nurse specialists. The Health Services Research Administration projects 
that the primary care NP and PA workforces will grow far more rapidly 
than the physician supply in the next 10 years and could help alleviate 
shortages.[1]

All of these ratios show that Franklin County has fewer providers (in other 
words more patients per provider) than the state average, by far, except that 
we have more mental health providers.  

Some questions we are asking are: Who gets access to these providers?  Who 
does not?  Especially when it comes to mental health care, our numbers make it 
look like we have plenty of providers, but who has access to them?  Are they all 
covered by MassHealth?  Medicare?  Are they in locations where people who 
depend on public transit can access them?  Do they provide tele-health 
services, and if so, who can and cannot access those with respect to their 
internet access? How can Community Health Workers help to offset the lack of 
medical providers?
How can we ensure equity in clinical care of all types?

***********************background**********************

Clinical Care info from Community Action Needs Assesssment

● primary care physicians: page 127 - Prior to the pandemic, small rural 

hospitals were closing at very high rates - 172 in the U.S. in the past 15 

years.  Now, with the financial impact of the pandemic making itself 

clear, there is risk of more closings. And across the board, private 

practices are more at risk of downsizing or closing than hospital or 

system practices (e.g. Valley Medical Group).158 This is a serious 

concern, especially in our more rural areas, where small private practices 

are often the most trusted and accessible source of care. It’s not all bad. 

Telemedicine has become commonplace. Systems have been set up to 

protect privacy, and reimbursement methods have been clarified. While 

virtual medical visits are not appropriate for all people or all situations, 
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telemedicine does remove the barrier created by inadequate 

transportation if digital access is available. Pre-pandemic, Baystate

Health had been doing small and very successful pilot projects using a 

population health approach, which holistically addresses barriers to care 

and wellness – the social determinants of health. Lessons about systemic 

inequities learned during the pandemic will spur them to continue. This 

could create more opportunities for Community Action to partner with 

health care providers on behalf of shared clients/patients.

● mental health providers: (Also see p. 150 for COVID impact) -- page 147 

- Many of the people we serve have experienced multiple traumas, and it 

is common for us to encounter people whose lives and psyches have 

been severely damaged by this trauma. In the Staff Survey, our staff 

spoke movingly of the people they work with. On a daily basis, they see a 

tremendous amount of depression, anxiety, PTSD, self-medicating with 

substances, and domestic violence. Here are a few of their responses to 

“What are the primary behavioral/mental health needs or problems for 

participants?” While many of the people we work with can catalog 

multiple discrete traumas in their lives, we also recognize the 

groundwater conditions of impoverishment, white supremacy, misogyny, 

ableism, heterosexism, living through a pandemic, etc. as another form 

of trauma. This cumulative “drip” of surviving daily in vulnerable 

conditions, with messages on multiple levels coming at you that your 

needs are not important or respected, is a daily, dehumanizing reality for 

many among us.... While the best treatment for this trauma would be an 

end to systems that create it, the people we serve do often turn to 

mental health treatment for help. Given that trauma has both individual 

and systemic origins, the WAY mental health treatment is delivered is 

critical. What barriers to obtaining treatment exist? Are the systems of 

care set up to accommodate the needs of people who are traumatized 

and impoverished? Do practitioners acknowledge and name the role of 

systems of belief and oppression on mental health? (There are some 

answers to that in the document....)
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************************2019************************
Franklin County was ranked Seventh for Clinical care in Massachusetts  --
Remained the same 
This health factor  includes measures of : Access to Care, Quality of Care  which 
included rates of mammography screening, # of people per medical, dental, 
mental health providers, health insurance rates, new this year – flu 
vaccinations, and more. 
Improved: better ratios of primary care providers and dentists to residents. 
Nothing got worse. 
One thing not tracked here is access to Medication for Addiction Treatment –
something we know our region struggles with.   No data.. 
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The CHIP’s strategies to improve clinical care include increasing the use of peer 
support roles, and improving the way the state pays for that work, as well as a number 
of ways that medical providers can support patients better through training and 
stronger referral systems for food, exercise, and transportation. 
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We have two specifically clinical policy priorities this year: one is a change in how 
insurance treats payment for peer support roles and another is a bill that would 
increase access to mental health care by allowing occupational therapists to be able to 
bill for mental health services. 

I will now turn it over to Lynne Feldman, Director of Community Services at Life Path
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Physical Environment factors 
This Health Factor includes: Air and Water Quality, Housing and Transit 
We went from ninth to third in the state for physical environment!

Why did we improve?  Two reasons are better air quality and no drinking water 
violations in any community drinking water system in the county. 

Areas to improve included commuting, housing costs, and broadband:
● The rankings report that 37% of us are driving alone for more than 30 

minutes to get to work. Driving Alone to Work is included in the County Health 
Rankings because it  is an indicator of need for more public transit 
infrastructure, sedentary behaviors, and low social interactions. 

● The rankings report that 14% of our households spend 50% or more of their 
income on housing: Excessive housing costs mean that households need to cut 
expenses in other areas, and for many households with low income, those 
trade-offs mean they do not have enough for other basic necessities. 
Households with low income (in the bottom expenditure quartile) that have 
severe housing cost burdens spend 37% less on food, 77% less on healthcare, 
and 60% less on transportation than households with low income that are not 
cost-burdened. Severely cost-burdened families with children spend only $310 
per month on food, well under the $570 dollar lowest-cost plan recommended 
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by the US Department of Agriculture for a family of four

● The rankings also called out our access to broadband: While there has been a 

great deal of progress this year after much local and statewide organizing and 

advocacy, more needs to be done to make access possible for all. in Franklin 

County, 19.5% of residents do not have access to internet speeds of at least. 25 

megabits per second (mbps) (the Federal Communications Commission 

minimum adequate level of service) as compared with 2.1% in Boston..... 

Beyond digital infrastructure, access is also about affordability (who can and 

cannot afford it, a major equity issue), the digital literacy of end users, and 

access to the appropriate hardware and software for one’s needs, which is 

partly about affordability of the equipment. 
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The CHIP’s work over the next three years in the physical environment include 
increasing the walkability and bike-ability of our towns, and increasing ways for people 
to play, exercise, and get access to healthy food. 



Our policy priorities for the physical environment include legislation to improve and 
expand the services of the FRTA, make sure housing programs work for our rural 
towns, and increase access to affordable housing. 
Now back over to Phoebe Walker
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We all as members of the CHIP Network have plenty to do to achieve all of 
this.  We need to 

� expand collaboration among partners who can improve health 
� Support the highlighted strategies
� Support Policy Change to improve health -- including legislation

Toward that end, we have asked the legislators here today to share with us 
a piece of legislation that they think would help us achieve our goals. 
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