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GREATER NORWALK COMMUNITY HEALTH ASSESSMENT 
AND COMMUNITY HEALTH IMPROVEMENT PLAN 

EXECUTIVE SUMMARY 

 
Introduction 
Improving the health of a community is essential to enhancing quality of life of residents in the region 
and supporting future social and economic well-being.  The Greater Norwalk Area collaborative of 
Norwalk Hospital and Norwalk Health Department is leading a community health planning process to 
improve the health of residents in the Greater Norwalk Area.  The health departments of New Canaan, 
Westport, Weston, Wilton, Darien, and Fairfield were also involved in this regional effort.  This effort 
includes two phases: (1) a community health assessment (CHA) to identify the health-related needs and 
strengths of the Greater Norwalk Area and (2) a community health improvement plan (CHIP) to identify 
major health priorities, develop goals, and implement and coordinate strategies to address these 
priority issues across the region.  This report provides an overview of key findings from the community 
health assessment and key elements of the community health improvement plan.  
 
PART I: COMMUNITY HEALTH ASSESSMENT 
 
Community Health Assessment Methods 
The community health assessment was guided by a participatory, collaborative approach, which 
examined health in its broadest sense.  This process included integrating existing data regarding social, 
economic, and health indicators in the region with qualitative information from 15 focus groups with 
community residents and service providers and 17 interviews with community stakeholders.  Focus 
groups and interviews were conducted with individuals from the 7 municipalities that comprise the 
Greater Norwalk Area, with individuals representing youth; the Hispanic and African American 
communities; individuals receiving services from a federally-qualified health center; social service, 
health care, and mental health providers; businesses; housing; law enforcement; and the local 
government.  This qualitative assessment process engaged over 200 individuals.   
 
Key Findings 
The following provides a brief overview of key findings that emerged from this assessment.   
 
Who Lives in Norwalk? 

¶ Overall Population: In 2010, the total population of the Greater Norwalk area was 240,109, an 
ƛƴŎǊŜŀǎŜ ƻŦ нΦо҈ ŦǊƻƳ нлллΦ  ²ƘƛƭŜ ǘƘŜ ǊŜƎƛƻƴ ƛǎ ƭƻŎŀǘŜŘ ƛƴ CŀƛǊŦƛŜƭŘ /ƻǳƴǘȅΣ ǘƘŜ ǎǘŀǘŜΩǎ ƭŀǊƎŜǎǘ 
county, the towns within the region vary by size, growth patterns, wealth, and composition of 
residents.  bƻǊǿŀƭƪ ƛǎ ǘƘŜ Ƴƻǎǘ ǇƻǇǳƭƻǳǎ ǘƻǿƴ ƛƴ ǘƘŜ ŀǊŜŀΣ ŎƻƳǇǊƛǎƛƴƎ ос҈ ƻŦ ǘƘŜ ǊŜƎƛƻƴΩǎ ǇƻǇǳƭŀǘƛƻƴ 
in 2010.  Overall, the Greater Norwalk Area has a higher proportion of families (71.5%) than the state 
as a whole (66.3%), with a greater concentration of families in Darien and Weston.  Norwalk and 
Fairfield have a higher proportion of non-family households.  

¶ Age Distribution: The age distribution for the region is similar to that of Connecticut, though the area 
has a slightly higher proportion of children under age 14 than the state as a whole.  Across the 7 
municipalities, there is variation in the age distribution and growth rates for each age group.  

¶ Racial and Ethnic Diversity: Focus group and interview participants dŜǎŎǊƛōŜŘ ǘƘŜ ǊŜƎƛƻƴΩǎ ǊŀŎƛŀƭ ŀƴŘ 
ethnic diversity as a strength, though the municipalities in the Greater Norwalk Area varied in the 
levels and type of diversity of their population.  While the region as a whole has less racial and ethnic 
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diversity than the state, Norwalk is 24% Hispanic and 14% African American.  In the towns 
surrounding Norwalk, a greater proportion of racial and ethnic minorities are Asian or Hispanic. 

¶ Income, Poverty, and Employment: The Greater Norwalk Area is characterized by substantial 
variation in income, with both very wealthy and less affluent households across the region and within 
municipalities.  However, residents in the region as a whole struggled during the economic 
downturn.  With the exception of Norwalk, all of the towns in the region have a median household 
income of greater than $100,000.  The unemployment rate for the region and in all towns in the 
region was slightly lower than that for the state as a whole (7.6%).  Unemployment rates were 
highest in Fairfield and Norwalk.  

¶ Educational Attainment:  
Interview and focus group 
participants cited concern 
regarding educational 
achievement gaps and school 
budget cuts resulting from the 
economic downturn.  Others 
expressed concern regarding 
educational achievement 
pressures for youth in the Greater 
Norwalk Region.  While the 
majority of towns in the region 
have a highly educated population 
ς approximately twice as many 
residents have a 4-year degree (70%) compared to the state (35%) ς educational levels of adults in 
Norwalk and Fairfield were generally lower.  

 
Social and Physical Environment ς What is the Norwalk Community Like?  
This section provides an overview of the larger environment around Norwalk to provide a greater 
ŎƻƴǘŜȄǘ ǿƘŜƴ ŘƛǎŎǳǎǎƛƴƎ ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘΦ  

¶ Housing: As a generally affluent region, housing in the Greater Norwalk Area is fairly expensive, with 
median housing costs for monthly mortgages and rent exceeding that of the state.  Focus group and 
interview participants identified the high cost of living in the region as a concern.  Some respondents 
explained that housing constraints tied to high housing costs are 
evidenced by increased homelessness, strains on homeless services, 
and overcrowding in households.    

¶ Transportation: Focus group participants described the transit system 
as a strength in the region.  A greater proportion of residents in the 
region (13.0%) use public transportation to commute to work than the 
state as a whole (4.4%), perhaps attributable to persons who commute 
to New York City for work.  A smaller percent of households in the 
region (4.6%) lack access to a vehicle than the state as a whole (8.6%), 
though there is variation by municipality, with 7.5% of Norwalk 
households lacking access to a vehicle.  

¶ Access to Healthy Foods and Recreation: While the region has greater 
access to healthy food outlets relative to the state, several pockets of Norwalk have been identified 
by the U.S. Department of Agriculture as food desserts, with limited access to large supermarkets or 
grocery stores for low-income residents.  While the Greater Norwalk Area (20 per 100,000 
population) is also characterized by better access to recreational facilities than the state (14 per 
100,000 population), several participants explained that these facilities may be less accessible to low-
income residents, who may also have limited access to parks and green spaces. 

Figure 1: Monthly Unemployment, Connecticut Greater Norwalk, and 
Towns, 2010-2012 

 
DATA SOURCE: Connecticut Department of Labor, Local Area 
Unemployment Statistics (LAUS) 
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¶ Environmental Quality:  Poor air quality is associated with negative health consequences, such as 
asthma and decreased lung function.  While annual number of air quality days for Fairfield County (4 
days) was the same as for the state as a whole, Fairfield County (14 days) had more ozone days than 
the state (6 days). 

¶ Crime and Violence: Residents 
described higher rates of person-
to-person violence and domestic 
violence as major concerns.  While 
the crime rate is lower for the 
region (17.1 per 1,000 population) 
compared to the state (24.8 per 
1,000 population), the crime rate 
in Norwalk (25.6 per 1,000) 
exceeds that of the state.  While 
family violence rates are lower in 
the region than statewide, family 
violence has increased in the 
region since 2008.  

 
Risk and Protective Lifestyle Behaviors  
This section examines lifestyle behaviors among Norwalk residents 
that may promote or hinder health.  

¶ Healthy Eating, Physical Activity, and Overweight/Obesity: 
Similar to patterns nationwide, issues around overweight and 
obesity ς particularly healthy eating and physical activity ς 
emerged as key health concerns for focus group and interview 
participants.  In the Greater Norwalk Area, childhood obesity is 
highest in Norwalk.  In 2010, the prevalence of adult obesity in 
Fairfield County (16.6%) was lower than that of the state 
(23.0%) and country (27.6%).  Diet, busy lifestyles, safety, and 
sedentary lifestyles were cited as factors contributing to the 
prevalence of overweight and obesity.   

¶ Substance Use and Abuse: Participants described an increase in 
substance use and abuse as a key health concern for the region.  
Focus group and interview participants identified smoking, 
drinking and marijuana as substances that are easily accessible to youth and major issues for the 
health and well-being of youth.  Use of illicit drugs was cited as a concern for residents of Norwalk.  
Quantitative data show that substance use rates for youth are slightly higher in Connecticut as 
compared to the nation.  Among adults in Fairfield County, binge drinking has increased since 2006 
and the percent of adults who binge drink is higher in Fairfield County than the State and nation.  

 
Health Outcomes  
This section provides a quantitative overview of the leading health conditions in Norwalk, while also 
discussing concerns raised among residents and leaders during focus groups and in-depth interviews.  

¶ Overall Leading Causes of Death:  Quantitative data indicate that the top two causes of mortality in 
Norwalk, as in Connecticut, are cancer (162 per 100,000 population) and diseases of the heart (149 
per 100,000 population). 

Figure 2: Crime rate per 1,000 Population, Connecticut, Greater Norwalk and 
Towns, 2010 

 
DATA SOURCE: Connecticut Uniform Crime Data, 2010 
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¶ Overall Leading Causes of Hospitalization: The leading causes of hospitalization varied by age group. 
Among the population under age 65, mental health and digestive issues are the leading causes of 
hospitalization.  For persons aged 65 and over, leading causes of hospitalization are heart and 
respiratory conditions.  Digestive and 
injury/poisoning issues are leading causes 
of hospitalization across all age groups.   

¶ Chronic Disease: The prevalence of heart 
disease (3.2%), diabetes (6.0%) and 
asthma (8.3%) among adults in Fairfield 
County is lower than the state as a whole. 
Prevalence statistics for indicators of heart 
disease are presented in Figure 3.  

¶ Mental Health:  Mental health, 
particularly among youth, was a major 
health concern raised by participants.  
Focus group and interview participants 
cited pressures of academic achievement, 
stigma associated with seeking mental 
health care, and gaps in mental health 
services as factors that contribute to the 
high prevalence of poor mental health in 
the region.  Mental health hospitalization 
rates are presented in Figure 4. 

¶ Maternal and Child Health:  While the 
prevalence of low birth weight (less than 
2500 grams) in Fairfield County (7.0%) was 
below that for the state as a whole (8.1%), 
the prevalence varied across the Greater 
Norwalk Region and was highest in Wilton 
(13.0%).  The teenage pregnancy rate was 
lower for Fairfield County (20.3 per 1,000 
females) than for the state as a whole 
(23.9 per 1,000 females).  

¶ Oral Health: In Fairfield County (83.1%), a 
greater proportion of residents saw a 
dentist in the past year than statewide (81.6%).  

¶ Communicable Diseases: Several focus group and interview participants identified Lyme disease as a 
major concern.  Many towns in the region have seen higher rates of Lyme disease compared to 
Fairfield County.  While the HIV rate is lower in Fairfield County (366.4 per 100,000 population) than 
the state as a whole (372.6 per 100,000 population), the rate of new HIV cases is higher in Norwalk 
(15.2 per 100,000 population) than the region and state (11.5 per 100,000 population).  

 
Health Care Access and Utilization 
The following section provides a quantitative and qualitative overview of health care access and 
utilization in the region. 

¶ Resources and Use of Health Care Services:  Participants described health care resources in the 
region as a major strength, citing comprehensive services at hospitals and other resources 
throughout the community, including community health centers, school-based health centers, 
volunteer emergency responders, and food programs as important resources. The ratio of the 

Figure 3: Percent of Adults Who Have Been Told They Have a Heart 
Related Chronic Condition, Connecticut and Fairfield County, 2010  

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), 
2010  
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population to primary care physicians in Fairfield County (739 population per provider) is lower than 
that of the state (815 population per provider). 

¶ Challenges in Accessing Health Care Services:  When asked about access to health care services, 
participants cited a lack of health insurance, particularly for persons who lost a job during the 
economic downturn; higher co-pays; and long wait times as major barriers to accessing health care.  
The proportion of adults in Fairfield County who have health insurance coverage (89.8%) is similar to 
that of the state (88.4%).  Gaps in mental health care and affordability of mental health services in 
the region emerged as major concerns cited by participants.   Gaps in and affordability of dental 
services was another concern raised by participants.  Other challenges to accessing services included 
transportation, bilingual services, and culturally competent care.  

 
Community Strengths and Resources 
When asked to identify assets and resources, participants in the surrounding communities pointed to 
high quality schools, strong civic mindedness, and philanthropy among residents.  Those in Norwalk saw 
their strong and growing diversity as an asset. Additional assets and resources identified the Greater 
Norwalk Area included:  

¶ Health Care Services and Providers: Participants described health care services and comprehensive 
care offered by the hospitals in the region as a major strength.  

¶ Strong Social Service Organizations:  Respondents characterized the region as largely rich in social 
services.  They especially praised food access programs.  

¶ Facilities Promoting Healthy Behaviors: According to participants, recreational activities, 
recreational facilities, parks and green spaces were important and accessible resources for youth and 
families in the region.  This sentiment largely pertained to residents in more affluent communities 
outside of Norwalk.  

¶ Geography: Proximity to New York City and access to the waterfront and recreational facilities were 
cited as major resources for employment opportunities and recreational activities.  

 
/ƻƳƳǳƴƛǘȅ aŜƳōŜǊǎΩ tŜǊŎŜǇǘƛƻƴǎ ƻŦ ²Ƙŀǘ ƛǎ bŜŜŘŜŘ 
Focus group and interview participants were asked about what was needed to address health challenges 
in the region.  The following key themes emerged:  

¶ Focus on Prevention: Several participants described a need to change the health infrastructure to 
emphasize prevention.  Providers explained that to reframe the health care focus on prevention, 
incentive structures would need reform.  Additionally, a need for more substance use and mental 
health services was identified as a need.  

¶ Health Literacy: Several focus group and interview participants noted that a lack of understanding of 
health (health literacy) and health care resources contributed to poor health and health behaviors in 
the region.  While they reported that there were many health education programs in the region, they 
felt that more programs were needed, particularly around chronic disease prevention and stress 
management.  

¶ Centralized Resource Information: A centralized listing of resources in the region was cited as an 
important tool needed for providers, medical staff, and discharge planners.  

¶ Parenting Support: Additionally, the need to support parents in developing coping and problem-
solving skills needed to raise children was a consistent theme throughout interviews.   

¶ Activities for Youth:  While numerous activities for youth and families were cited, participants noted 
a need for youth activities in less affluent areas, particularly as some recreational areas are closing.  

¶ Greater Cultural Competency: Non-English speaking focus group participants noted the importance 
of enhanced cultural competency, or recognition of and respect for diverse cultural norms, attitudes, 
identities, and world views, in the health system.  In addition, a need for interpreters and alternative 
medical practices was also expressed.  
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¶ Enhanced Integration of Information across Health Systems: The health provider community 
identified greater integration of health information across systems and incentives for health 
professionals to practice in the public sector as critical.   

¶ Greater Collaboration across Agencies: While close collaboration was cited as a strength among 
health and social service systems, other participants noted that greater coordination was needed.  

  
Key Overarching Themes and Conclusions:  
Several overarching themes emerged from this synthesis of data, including:  

¶ ¢ƘŜǊŜ ƛǎ ǿƛŘŜ ǾŀǊƛŀǘƛƻƴ ƛƴ ǘƘŜ DǊŜŀǘŜǊ bƻǊǿŀƭƪ !ǊŜŀΩǎ ǇƻǇǳƭŀǘƛƻƴ ŎƻƳǇƻǎƛǘƛƻƴ ŀƴŘ ŜŎƻƴƻƳƛŎ ƭŜǾŜƭǎΦ 
Compared to surrounding towns, Norwalk is more racially and ethnically diverse and has a higher 
proportion of households with lower median incomes.  Participants described civic-minded residents, 
increasing diversity, a large proportion of highly educated residents, a child-oriented environment 
and strong business as strengths.  

¶ Mental health and substance abuse were considered growing, pressing concerns by focus group 
and interview participants, for which current services were not necessarily meeting community 
needs.  Stressors associated with the economic downturn and pressures on youth to succeed 
academically were cited by respondents as major factors contributing to mental health issues in the 
region.  Respondents identified a paucity of mental health providers and services as well as the 
stigma around seeking mental health services as barriers to accessing mental health care.  

¶ As with the rest of the state and nation, healthy eating, physical activity and obesity were major 
issues cited by respondents, particularly as chronic diseases are the leading causes of morbidity 
and mortality.  A major concern was the substantial prevalence of childhood obesity in Norwalk.  
While recreational facilities, parks and grocery stores were described as prevalent in the region, 
participants described variation in access to and affordability of these resources in the region.  

¶ Currently, numerous services, resources and organizations are working to meet the health and 
social service needs of residents in the Greater Norwalk Area.  Participants praised the work of 
community-based organizations, regional organizations, Norwalk Hospital, Norwalk Community 
Health Center, local health departments and local service organizations in meeting the health needs 
in the region.  However, several respondents described these services as fragmented and shared a 
vision for a more coordinated approach among these key players in working together to address 
priority health issues in the region.  
 

PART II: COMMUNITY HEALTH IMPROVEMENT PLAN 
 
Overview of the Community Health Improvement Plan 
bƻǊǿŀƭƪΩǎ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘ LƳǇǊƻǾŜƳŜƴǘ tƭŀƴ ό/ILtύ ƛǎ ŀ ƭƻƴƎ-term, systematic effort to address 
public health problems based on the results of community health assessment activities and the 
community health improvement process.  The plan is critical to developing policies and defining actions 
to target efforts that promote health.  Government agencies, including those related to health, human 
services, and education, as well as hospitals can use the CHIP in collaboration with other partners to set 
priorities and coordinate and target resources.   
 
Development of the Greater Norwalk Area CHIP 
To develop the CHIP, Norwalk Hospital and the Norwalk Health Department partnered to bring together 
over 100 community residents and leaders in health care, community organizations, education, housing, 
local government, business, mental and behavioral health, and social services to share the preliminary 
results of the Community Health Assessment (CHA) and identify priorities for the CHIP.  Participants in 
the community meeting took part in a prioritization activity to identify the most important public health 
issues for Greater Norwalk from a list of seven major themes identified in the CHA.  Based on the results 
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of the multi-voting exercise, participants agreed upon the following three health priority areas for the 
CHIP: 1) Mental Health, 2) Obesity, and 3) Substance Abuse. 
 
Following the identification of the priority areas, the Norwalk Core Leadership Team engaged working 
groups based on interest and expertise that met to develop goals, objectives, strategies, output and 
outcome indicators, and key partners.  Once the draft plan was complete, an online survey was 
administered to all community members who had been engaged in the assessment and planning 
process to solicit feedback on the components of the plan.  As a result of suggestions made in the 
survey, the mental health and substance abuse priority areas were combined in to a single priority area. 
 
Strategic Elements of the CHIP 
Below are the final priority health issues, goals, and objectives that will be addressed in the CHIP:   
 

Priority Area 1: Mental Health and Substance Abuse 
Goal 1:  Provide education on and access to quality mental health and substance abuse 

prevention, intervention and treatment services across the life span. 
Objective 1.1: LƴŎǊŜŀǎŜ ǇǊƻǾƛŘŜǊǎΩ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ƳŜƳōŜǊǎΩ ŀǿŀǊŜƴŜǎǎ ŀƴŘ ǳǎŜ ƻŦ quality 

mental health and substance abuse services and educational resources for 
prevention, intervention, treatment and recovery. 

Objective 1.2:  Enhance local and regional partnerships to improve access to timely, 
comprehensive, and coordinated services for diverse populations across the life 
span by. 

Objective 1.3: Reduce financial barriers to treatment. 
 

Priority Area 2:  Obesity 
Goal 2:   Prevent and reduce obesity in the community by promoting healthy lifestyles 
Objective 2.1:   Increase the number of children and adults who meet physical activity 

guidelines. 
Objective 2.2:  Increase access to and consumption of healthy and affordable foods throughout 

the region. 
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INTRODUCTION 

Understanding that health is affected by where we live, work, and play, in 2012, Norwalk Hospital and 
the Norwalk Health Department led a Community Health Assessment and Improvement Plan Initiative 
with the ultimate goal of creating a healthy community for the Greater Norwalk Area.  The health 
departments of New Canaan, Westport/Weston, Wilton, Darien, and Fairfield, also joined this regional 
effort.  Norwalk Hospital and the Norwalk Health Department contracted with Health Resources in 
Action (HRiA), a non-profit health consultancy organization in Boston, to assist with research and 
planning.  The purpose and scope of this Initiative was to: 
 
ü Assess the health status and broader social, economic, and environmental conditions that 

impact health 
ü Recognize community health assets and strengths 
ü Identify priority issues for action to improve community health 
ü Develop and implement an improvement plan with performance measures for evaluation 
ü Guide future community decision-making related to community health improvement 

 
The approach to the CHA and CHIP was guided by the Association for Community Health Improvement 
(ACHI) framework of 1) establishing an assessment infrastructure, 2) defining the purpose and scope, 3) 
collecting and analyzing data, 4) selecting priorities, 5) documenting and communicating results, and 6) 
planning for action and monitoring progress. 
 
The following report is divided into two parts.  Part I, the 2012 Community Health Assessment, discusses 
the methodology and findings of the assessment.  Part II, the Community Health Improvement Plan, 
discusses the methodology, goals, objectives, strategies, and indicators of the improvement plan.   
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Part I:  Community Health Assessment 
 
The following section includes the findings of the community health assessment, which was conducted 
from March through August 2012, using a collaborative, participatory approach.  The 2012 Greater 
Norwalk Area Community Health Assessment (CHA) was designed to fulfill several overarching goals, 
specifically to: 
 

¶ Gain a greater understanding of the health issues of residents of Norwalk, New Canaan, 
Westport, Weston, Wilton, Darien, and Fairfield  

¶ Identify where and why we are healthy 

¶ Identify where and what we need to do to improve ǘƘŜ ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘ 
 

I. COMMUNITY HEALTH ASSESSMENT METHODS 

The following section details how the data for the CHA were compiled and analyzed, as well as the 
broader lens used to guide this process. Specifically, the CHA defines health in the broadest sense 
and recognizes that numerous factors at multiple levelsτ from lifestyle behaviors (e.g., diet and 
exercise), to clinical care (e.g., access to medical services), to social and economic factors (e.g., 
employment opportunities), to the physical environment (e.g., air quality)τhave an impact on the 
ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘΦ  ¢ƘŜ ōŜƎƛƴƴƛƴƎ ŘƛǎŎǳǎǎƛƻƴ ƻŦ ǘƘƛǎ ǎŜŎǘƛƻƴ ŘŜǎŎǊƛōŜǎ ǘƘŜ ƭŀǊƎŜǊ ǎƻŎƛŀƭ 
determinants of health framework which helped to guide this process.   
 

A. Social Determinants of Health Framework 
It is important to recognize that multiple factors affect health, and there is a dynamic 
relationship between people and their environments.  Where and how we live, work, play, 
and learn are interconnected factors that are critical to consider when assessing a 
ŎƻƳƳǳƴƛǘȅΩǎ ƘŜŀƭǘƘΦ  ¢Ƙŀǘ ƛǎΣ ƴƻǘ ƻƴƭȅ Řƻ ǇŜƻǇƭŜΩǎ ƎŜƴŜǎ ŀƴŘ ƭƛŦŜǎǘȅƭŜ ōŜƘŀǾƛƻǊǎ ŀŦŦŜŎǘ ǘƘŜƛǊ 
health, but health is also influenced by more upstream factors (i.e., distal factors that 
influence health) such as employment status and quality of housing.  The social determinants 
of health framework addresses the distribution of wellness and illness among a populationτ
its patterns, origins, and implications. While the data to which we have access is often a 
snapshot of a population in time, the people represented by that data have lived their lives in 
ways that are enabled and constrained by economic circumstances, social context, and 
government policies. Building on this framework, this assessment utilizes data to discuss 
which populations are healthiest and least healthy in the community as well as to examine the 
larger social and economic factors associated with good and poor health.  
 
The following diagram in Figure 1 provides a visual representation of how individual lifestyle 
factors are influenced by more upstream factors. 
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Figure 1: Social Determinants of Health Framework 

  
DATA SOURCE: World Health Organization, Commission on Social Determinants of Health. (2005) 

B. Community Health Improvement Task Force 
To provide feedback and guidance on the assessment, an advisory committee, named the 
Community Health Improvement Task Force, was formed.  The group comprised of 
approximately 40 individuals from 30 key partner agencies and organizations were initially 
engaged to advise on the process, support data collection, and participate in the development 
and implementation of programs and policies to address priority issues.  Engagement of 
community members and partners has expanded throughout the project to include over 200 
individuals. Members of the Community Health Improvement Task Force included 
representatives from housing, transportation, education, business, local government, and 
neighboring health departments. The list of Community Health Improvement Task Force 
members may be found in Appendix A. 
 
The Task Force met as a whole in March and July.  Specifically, the Task Force was asked to 
provide existing quantitative and qualitative data; identify additional appropriate secondary 
data sources; provide input on primary data collection; motivate and recruit community 
members to participate in the assessment process; assist in organizing focus groups; provide 
technical assistance in their areas of expertise; identify priority issues for health improvement; 
and develop and implement programs and policies to address priority issues. 
 
Throughout the process, information was provided to all Task Force members through email 
allowing participants to be informed on the progress of the project and the opportunities to 
share their expertise. 
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C. Secondary Data Collection 
To provide a salient community health profile of the Greater Norwalk Area (Norwalk, New 
Canaan, Westport, Weston, Wilton, Darien, and Fairfield1), existing quantitative data drawn 
from national, state, and local sources were reviewed. This allowed the development of a 
portrait of these areas that discusses health, social, and economic characteristics.  Data 
sources included but were not limited to U.S. Census, Centers for Disease Control, the 
Connecticut Department of Health, Norwalk Hospital, Norwalk Health Department, and 
County Health Rankings.  Types of data included self-report of health behaviors from large, 
population-based surveys such as the Behavioral Risk Factor Surveillance System (BRFSS) and 
Youth Risk Behavior Survey (YRBS), as well as public health disease surveillance data, and vital 
statistics based on birth and death records.  Additionally, data and analyses completed for the 
Connecticut Health Equity Index2 were used to create the portrait and further the discussion 
of social determinants of health. 
 

D. Qualitative Data Collection 
Data collection in the form of focus groups and interviews occurred between June and July 
2012.  During this time, HRiA conducted qualitative research with hospital and health 
department staff, community stakeholders, and residents to gauge their perceptions of 
community strengths, needs, and health concerns, and the programming or services most 
needed to address these concerns.  In total, 177 individuals were engaged across all seven 
communities through a series of 15 focus groups (with 160 individuals participating) and 17 
interviews.  For a list of participants, see Appendix B. 

Key Informant Interviews 
Following the review of secondary data, 17 key informant interviews were conducted with 
community stakeholders from community-based organizational staff, community leaders, and 
hospital and health department staff.  Interviews explored their perspectives of their 
ŎƻƳƳǳƴƛǘƛŜǎΩ ƘŜŀƭǘƘ ƴŜŜŘǎ ŀƴŘ ǎǘǊŜƴƎǘƘǎΣ ŎƘŀƭƭŜƴƎŜǎ ŀƴŘ ǎǳŎŎŜǎǎŜǎ ƻŦ ǿƻǊƪƛƴƎ ƛƴ ǘƘŜǎŜ 
communities; gaps in the current programming and servicing environment; and perceived 
opportunities to address these needs.  
 
Key informant interviews were conducted with both leaders and front-line staff from a wide 
range of organizations in different sectors, such as education, housing, health care providers, 
local government, and social services, as well as community residents.  Interviews were held 
either face-to-face or by telephone using a semi-structured interview guide and lasted 
approximately 30-60 minutes.  

Focus Groups  
In addition to key informant interviews, 15 focus groups were conducted with a total of 160 
community members.  The Task Force identified sectors of the community to target for the 
focus group phase of the data collection.  These sectors included: business; housing; law 
enforcement; local government; education; health care providers; mental health providers; 

                                                           
 
 
1
 For this report, all county wide data are labeled as Fairfield County.  Data for the Town of Fairfield is labeled as 

Fairfield. 
2
 The Health Equity Index is a community-based assessment that can be used to identify social, political, economic, 

and environmental conditions that are most strongly correlated with health outcomes.  It is an initiative of the 
Health Equity Alliance and the Connecticut Association of Directors of Health. (index.healthequityalliance.us) 
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senior service providers; youth; members of the Hispanic and African American communities; 
and individuals receiving services from local federally qualified health centers.  Focus group 
discussions examined community membersΩ ǇŜǊŎŜǇǘƛƻƴǎ ƻŦ ǘƘŜ ƘŜŀƭǘƘ assets and needs in 
their communities, as well as their suggestions on what types of services are needed in the 
community and how those can be best delivered. Discussions also explored the assets and 
resources they have identified as working well in their community as well as challenges that 
many residents currently face in seeking these services. 
 
To engage Task Force members in the qualitative data collection and support the facilitation 
of the focus groups, a training of facilitators and notetakers was conducted in May for all 
interested Task Force members.  Nine Task Force members were trained during this 90-
minute session. 
 
On average, each focus group had 8-13 participants, lasted approximately 60-90 minutes, and 
was moderated by an experienced HRiA, Norwalk Health Department, Norwalk Hospital, or a 
Task Force facilitator using a semi-structured guide.  In addition to groups in English, two focus 
groups were conducted in Spanish. Participants in the community resident groups were 
provided a minimal stipend for their time.  It was a priority to recruit participants for the focus 
groups from all sectors of the population, including traditionally under-served populations.  
Community Task Force members and community-based organizations served as key partners 
in recruitment. 

Analyses 
The collected qualitative information was coded and 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.  
Frequency and intensity of discussions on a specific topic were key indicators used for 
extracting main themes. While community differences are noted where appropriate, analyses 
emphasized findings common across the Greater Norwalk Area. Selected paraphrased quotes 
ς without personal identifying information ς are presented in the narrative of this report to 
further illustrate points within topic areas. 

E. Analyses and Limitations 
The Greater Norwalk Community Health Assessment utilized a participatory, collaborative 
approach to look at health in its broadest context.  As noted earlier, the assessment process 
included synthesizing existing (secondary) data on social, economic, and health indicators in 
the region as well as primary qualitative information from focus groups and interviews with 
community stakeholders from across the seven municipalities to create a health profile for the 
region. The qualitative data collection sought to elicit the perspectives and opinions of a range 
of people representing different audiences, including youth, parents, educational leaders, 
social service and health care providers, police, the faith community, and the general public. 
The information from these many, varied sources was used to identify priorities and 
opportunities for action.  
  
As with all research efforts, there are several limitations related to the ŀǎǎŜǎǎƳŜƴǘΩs research 
methods that should be acknowledged.  It should be noted that for the secondary data 
analyses, several sources did not provide current data stratified by race/ethnicity, gender, or 
age ς thus, these data could only be analyzed for the total population.  It is also important to 
note that there were geographic limitations to the BRFSS data, which are only available for 
Fairfield County as a whole and YRBS data, which are only available for the state as a whole.  
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There are some exceptions to the availability of the local behavioral health data for youth 
where data exists for the towns of Weston, Wilton, and Fairfield due to their involvement in a 
grant specific to these communities.  Additionally, in many cases across all sources, some data 
were suppressed and not available because population counts were too small to report. 
 
Likewise, data based on self-reports (i.e., BRFSS, YRBS) should be interpreted with particular 
caution. In some instances, respondents may over- or underreport behaviors and illnesses 
based on fear of social stigma or misunderstanding of the question being asked. In addition, 
respondents may be prone to recall biasτthat is, they may attempt to answer accurately but 
remember incorrectly. In some surveys, reporting and recall bias may differ according to a risk 
factor or health outcome of interest. Despite these limitations, most of the self-report surveys 
here benefit from large sample sizes and repeated administrations, enabling comparison over 
time.  
 
While the focus groups and interviews conducted for this study provide valuable insights, 
results are not statistically representative of a larger population due to non-random recruiting 
techniques and a small sample size. Lastly, it is important to note that data were collected at 
one point in time, so findings, while directional and descriptive, should not be interpreted as 
definitive.  
 

II. FINDINGS 

άPeople love NorwŀƭƪΤ Ƴŀƴȅ ǿŜǊŜ ōƻǊƴ ŀƴŘ ǊŀƛǎŜŘ ƘŜǊŜΦ ¢ƘŜǊŜΩǎ ŀ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ƘŜƭǇΤ ŀ ƭƻǘ ƻŦ 
foundations.  The people are a great strength.έ ς Interview participant 

 ά²Ŝ ƘŀǾŜ ǘƘŜ ǿŀǘŜǊŦǊƻƴǘΣ ǿŜ ƘŀǾŜ ǘƘŜ ŎƻǳƴǘǊȅǎƛŘŜΣ ǿŜ ƘŀǾŜ ǘƘŜ ŀƳŜƴƛǘƛŜǎΦέ ς Focus group 
participant 

άώ¢ƘŜǊŜ ŀǊŜϐ Ϸп Ƴƛƭƭƛƻƴ ŘƻƭƭŀǊ ƘƻƳŜǎ ƻƴ ǘƘŜ ǿŀǘŜǊ ŀƴŘ ǇǳōƭƛŎ ƘƻǳǎƛƴƎ ŀƭƭ ƛƴ ǘƘŜ ǎŀƳŜ ŎƻƳƳǳƴƛǘȅΦέ 
ς Interview participant 

άbƻǊǿŀƭƪ Ƨǳǎǘ ŘƻŜǎƴΩǘ ƘŀǾŜ ǘƘŜ [financial] ǊŜǎƻǳǊŎŜǎ ǘƘŀǘ ǘƘŜ ƻǘƘŜǊ ŎƻƳƳǳƴƛǘƛŜǎ ŘƻΦέ ς Focus group 
participant 

ά9ŀŎƘ Ŏƛǘȅ ƻǊ ǘƻǿƴ ƛǎ ǳƴƛǉǳŜ ƛƴ ƻǳǊ ŎƻƳƳǳƴƛǘȅΦέ ς Focus group participant 

 
Located about 50 miles outside of New York City, the region covered by this community health 
assessment, Greater Norwalk, comprises the communities of Fairfield, Darien, New Canaan, 
Weston, Westport, and Wilton ŀǎ ǿŜƭƭ ŀǎ bƻǊǿŀƭƪΣ /ƻƴƴŜŎǘƛŎǳǘΩǎ ǎƛȄǘƘ ƭŀǊƎŜǎǘ ŎƛǘȅΦ  CƻŎǳǎ ƎǊƻǳǇ 
respondents and interviewees describe their region as one with substantial assets including 
proximity to New York and to the Long Island Sound; corporate headquarters of several 
companies; numerous amenities such as restaurants, beaches, parks, walking trails, and theaters; 
and excellent roads to get to these places.  ¢ƘŜ ŀǊŜŀΩǎ ǇƻǇǳƭŀǘƛƻƴ ǿŀǎ described as a combination 
of long standing residents and newcomers, including recent immigrants. However, although 
residents described their region as largely affluent and resource rich, there were differences seen 
between the city of Norwalk and surrounding towns, and even among the surrounding towns. 
Furthermore, residents reported that the economic ŘƻǿƴǘǳǊƴ Ƙŀǎ ŀŦŦŜŎǘŜŘ ǘƘŜ ǊŜƎƛƻƴΩǎ ǊŜǎƛŘŜƴǘǎ 
and organizations that provide services to them. These factors have implications for community 
health and well-being. 
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A. DEMOGRAPHICS 
The health of a community is associated with numerous factors including the resources and 
services available (e.g., safe green space, access to healthy foods) as well as who lives in the 
community. That is to say that, who lives in a community is significantly related to the rates of 
health outcomes and behaviors of that area. For example, the distribution of age, gender, 
ǊŀŎŜΣ ŀƴŘ ŜǘƘƴƛŎƛǘȅ ŀǊŜ ƛƳǇƻǊǘŀƴǘ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ǘƘŀǘ ƘŀǾŜ ŀƴ ƛƳǇŀŎǘ ƻƴ ŀƴ ƛƴŘƛǾƛŘǳŀƭΩǎ ƘŜŀƭǘƘ 
by affecting the number and type of services and resources available.  The section below 
provides an overview of the population of Greater Norwalk. 

Population 
The total population of the Greater Norwalk area was 240,109 in 2010, up 2.3% from 2000 
(Figure 2).  While the ǊŜƎƛƻƴ ƛǎ ƭƻŎŀǘŜŘ ƛƴ CŀƛǊŦƛŜƭŘ /ƻǳƴǘȅΣ ǘƘŜ ǎǘŀǘŜΩǎ ƭŀǊƎŜǎǘ /ƻǳƴǘȅΣ ǘƘŜ 
towns within it vary in terms of size, growth patterns, wealth, and composition of residents.  
bƻǊǿŀƭƪΣ ǘƘŜ ǎǘŀǘŜΩǎ сth largest city, is the most populous town in the area, comprising 36% of 
ǘƘŜ ǊŜƎƛƻƴΩǎ ǇƻǇǳƭŀǘƛƻƴ ƛƴ нлмлΦ  ¢ƘŜ ǘƻǿƴ ƻŦ CŀƛǊŦƛŜƭŘ ŎƻƳǇǊƛǎŜǎ ŀƴƻǘƘŜǊ нр҈ ƻŦ ǘƘŜ defined 
ŀǊŜŀΩǎ population. The three smallest communities in terms of population size (New Canaan, 
Weston and Wilton) comprise a total of 20%.  The smallest community in the region, Weston, 
ŎƻƳǇǊƛǎŜǎ п҈ ƻŦ ǘƘŜ ǊŜƎƛƻƴΩǎ ǘƻǘŀƭ ǇƻǇǳƭŀǘƛƻƴΦ   
 
Figure 2: Population by Town, 2010 

 
DATA SOURCE:  2010, U.S. Census Bureau, American Community Survey  

 
 

Greater Norwalk experienced a population increase of 2.3% from 2000 to 2010, a smaller rate 
of increase than for the state as a whole (4.9%) (Table 1).  All towns within the region 
experienced a population increase between 2000 and 2010, with Darien experiencing that 
largest increase (5.7%). 
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Table 1: Population Change in Connecticut, Greater Norwalk, and Towns, 2000 and 2010 

 2000 Population 2010 Population 
% Change 

2000 to 2010 

Norwalk 82,951 85,603 3.2 

New Canaan 19,395 19,738 1.8 

Weston 10,037 10,179 1.4 

Westport 25,749 26,391 2.5 

Wilton 17,633 18,062 2.4 

Darien 19,607 20,732 5.7 

Fairfield 57,340 59,404 3.6 

Greater Norwalk Area 232,712 240,109 2.3 

Connecticut 3,405,565 3,574,097 4.9 

DATA SOURCE:  2010, U.S. Census Bureau, American Community Survey  

 
Overall, the region has a higher proportion of families (71.5%) than the state as a whole 
(66.3%) (Table 2). In the towns of Darien and Weston over 80% of households are families and 
a high proportion of these are families with children under the age of 18 (50.5% and 48.7%, 
respectively).  Norwalk and Fairfield have a higher proportion of non-family households; 
slightly over a third of Norwalk households (36.3%) and close to 30% of Fairfield households 
(27.4%) are non-family households.  
 
 
Table 2: Household and Families by Type in Connecticut, Greater Norwalk, and Towns, 20103 

 
Number of 
Households 

% of 
Families 

% Families 
with 

Children 
<18 

% Female 
householder, no 
husband present 
with Children <18 

% Nonfamily 
households 
(single and 
unrelated) 

Norwalk 33,217 63.7 29.2 6.7 36.3 

New Canaan 7,010 77.0 43.2 4.1 23.0 

Weston 3,379 84.5 48.7 3.7 15.5 

Westport 9,573 75.6 41.2 4.4 24.4 

Wilton 6,172 79.3 44.8 3.4 20.7 

Darien 6,698 82.2 50.5 4.1 17.8 

Fairfield 20,457 72.6 36.9 4.2 27.4 

Greater Norwalk Area 86,506 71.5 37.0 5.1 28.5 

Connecticut 1,371,087 66.3 30.0 7.1 33.7 

DATA SOURCE: Source: 2010, U.S. Census Bureau, American Community Survey   

                                                           
 
 
3
 Percentages are calculated as percent of all households.  Households are broken into families (related) and non-

families (singles and unrelated individuals).   Families can be married couples with or without children, single 
parents with children, or groups of related adults.  Female-headed families with children is a subset of all families 
and also a subset of families with children.  Not all household types are presented.  Therefore, the percentages do 
not add across the table. 
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Age Distribution 
The Greater Norwalk area largely reflects a population age distribution consistent with that of 
the state: for every ten residents, approximately two residents are under 14 years old while 
one is 65 or over (see Figure 3). However, the area has a slightly higher proportion of children 
under age 14 (22.1%) than the state as a whole (18.6%).  The age distribution varies somewhat 
ŀŎǊƻǎǎ ǘƻǿƴǎΦ bŜŀǊƭȅ ол҈ ƻŦ 5ŀǊƛŜƴΩǎ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ǳƴŘŜǊ ǘƘŜ ŀƎŜ ƻŦ мпΤ ƻǾŜǊ ор҈ ƻŦ ǘƘŜ 
populations of Darien, Fairfield, Wilton, and Weston are under the age of 24. Norwalk, by 
contrast, has the smallest proportion of young peopleτless than 20% under the age of 14 and 
less than 30% under the age of 24.  Norwalk has the largest proportion in the region of the 
population ages 25-64, however. The senior population comprises a higher proportion of the 
total population in the communities of Westport and Fairfield, slightly higher than the state 
average.   
 
Figure 3:  Age Distribution in Connecticut, Greater Norwalk, and Towns, 2010 

 
DATA SOURCE:  2010, U.S. Census Bureau, American Community Survey  

 
 

A comparison of population growth rates between 2000 and 2010 reveals that Greater 
bƻǊǿŀƭƪΩǎ ǇƻǇǳƭŀǘƛƻƴ ƻŦ ŎƘƛƭŘǊŜƴ ŀƎŜǎ л-14 experienced an overall increase (1.5%) while the 
ǎǘŀǘŜΩǎ ȅƻǳǘƘ ǇƻǇǳƭŀǘƛƻƴ ƛƴ ǘƘƛǎ ŀƎŜ ƎǊƻǳǇ ŘŜŎƭƛƴŜŘ substantially (-6.2%) during this decade 
(Figure 4).  The region also experienced a higher rate of growth among those ages 15-24 
(25.9%) than the ǎǘŀǘŜ ŀǎ ŀ ǿƘƻƭŜ όмуΦп҈ύΦ  /ƻƴǾŜǊǎŜƭȅΣ ǘƘŜ ǎǘŀǘŜΩǎ ǎŜƴƛƻǊ ǇƻǇǳƭŀǘƛƻƴ ƎǊŜǿ 
substantially over this same time period (7.7%), while the growth rate of the senior population 
in the Greater Norwalk Area was lower, although still positive (2.7%).  
 
Within the towns, there was substantial variation in the growth rates of different population 
groups between 2000 and 2010. Darien and Fairfield experienced the greatest increase across 
towns in populations under the age of 14 (8.4% and 7.1% growth, respectively) and negative 
growth in the population over age 65 (-2.4% and -4.6%, respectively).  Conversely, the towns 
of Weston and Wilton experienced negative growth in populations under age 14 (-9.5% and -
3.7%, respectively) and substantial growth in the population over age 65 during this ten-year 
period (15.1% and 16.1%, respectively). [Additional Data in Appendix E]  
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Figure 4:  Population Change by Age Group in Connecticut and Greater Norwalk Area, 2000 
and 2010  

 
DATA SOURCE:  U.S. Census Bureau, 2000 Decennial Census and 2010 American Community Survey 

 

Racial and Ethnic Diversity 

άLǘΩǎ ŀ ǾŜǊȅΣ ǾŜǊȅ ŘƛǾŜǊǎŜ ŎƻƳƳǳƴƛǘȅ ǿƘƛŎƘ ƛǎ ƻƴŜ ƻŦ ǘƘŜ ǎǘǊƻƴƎ Ǉƻƛƴǘǎ ŀƴŘ one of the more 
ŀǘǘǊŀŎǘƛǾŜ ŀǎǇŜŎǘǎ ƻŦ ōŜƛƴƎ ŀƴŘ ǿƻǊƪƛƴƎ ƛƴ bƻǊǿŀƭƪΦέ ς Focus group participant 

 
The towns surrounding Norwalk were described by residents as largely white, affluent, 
English-speaking and highly educated.  By contrast, respondents described the city of Norwalk 
as very diverse ethnically and racially as well as economically.  Within Norwalk as well, there 
are differences in population composition according to focus group and interview participants.  
As one ōǳǎƛƴŜǎǎ ŦƻŎǳǎ ƎǊƻǳǇ ƳŜƳōŜǊ ŜȄǇƭŀƛƴŜŘΣ άThere are basically two Norwalksτthe outer 
ring which looks and feels like whichevŜǊ ǘƻǿƴ ǘƘŜȅ ŀǊŜ ŀŘƧŀŎŜƴǘ ǘƻ ŀƴŘ ǘƘŜƴ ǘƘŜǊŜΩǎ ǘƘŜ ƛƴƴŜǊ 
ǊƛƴƎΧǇƻǾŜǊǘȅ ŀǘ ŀ ƳǳŎƘ ƘƛƎƘŜǊ ƭŜǾŜƭΦέ 
 
Quantitative data confirm the perceptions of focus group members and interviewees. While 
the city of Norwalk has substantial racial diversity, greater than Connecticut as a whole, the 
other communities are much less diverseτless than 8% of their populations are non-white 
(Figure 5).  The Black/African American population (14.2%) also comprises a sizeable portion 
ƻŦ bƻǊǿŀƭƪΩǎ ǇƻǇǳƭŀǘƛƻƴ. In surrounding towns, the largest racial minority group is Asian, with 
a relatively low proportion of Black residents. The region overall has a smaller proportion of 
Blacks and people of multiple races than the state as a whole but has a slightly higher 
proportion of Asians (4.1%) than the state (3.8%).   
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Figure 5:  Population of Connecticut, Greater Norwalk, and Towns, by Race, 2010 

 
DATA SOURCE:  U.S. Census Bureau, American Community Survey, 2010  

 
When considering the ethnicity, Norwalk has a significantly larger portion of its population 
who are Hispanic than the neighboring communities and the Connecticut as a whole.  As 
shown in Figure 6, 24.3% of the population in Norwalk is Hispanic, while this population 
accounts for 13.4% of Connecticut.  For other towns in the Greater Norwalk Area this 
percentage ranges from 2.9% in New Canaan to 5.0% in Fairfield. 
 
Figure 6: Population of Connecticut, Greater Norwalk, and Towns, by Hispanic Ethnicity, 
2010 

 
DATA SOURCE:  U.S. Census Bureau, American Community Survey, 2010  

 
A comparison of growth rates among diverse populations between 2000 and 2010 reveals a 
higher rate of growth among those identifying themselves as Hispanic and Other/Multiple 
Races in the Greater Norwalk Area (66.5% and 70.9%, respectively) than for the state as a 
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whole (49.6% and 30.4%, respectively)  (Figure 7).  Both the region and the state experienced 
a slight decline in the proportion of the White population (-1.2% and -0.3%, respectively).  The 
growth in the Black population was substantially higher for the state (16.9%) than for the 
region (0.9%) over this time period. Those identifying as Asian grew across the region with a 
slightly higher rate for the state as a whole (64.7%) than the Greater Norwalk area (62.4%). 
 
Quantitative data about changes in diversity across the towns in the region show that the 
towns of Fairfield and Wilton have seen the largest increase in those identifying themselves as 
Black (74.8% and 69.8% increase, respectively) and as Asian (88.1% and 74.5% increase, 
respectively).  The White population decreased in all towns except Darien where it increased 
by 3.7%. Norwalk experienced the largest decrease in the White population between 2000 
and 2010 (-4.1%). [Additional Data in Appendix E] 

 
Figure 7:  Population Change by Racial/Ethnic Group in Connecticut, Greater Norwalk, and 
Norwalk, 2000 and 2010  

 
DATA SOURCE: U.S. Census Bureau, 2000 Decennial Census and 2010 American Community Survey 

 

B. SOCIAL ENVIRONMENT 
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it seems like a good level of education. Norwalk is a town that I would recommend. There is 
good work; there is a lot, if they do not work itΩs because they don't want to.έ ς Focus group 
participant 
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Focus group participant 

 άtŜƻǇƭŜ ǊŜŀƭƭȅ ŎŀǊŜ ŀōƻǳǘ ǘƘŜ ŎƻƳƳǳƴƛǘȅΦέ ς Interview participant 

ά¢ƘŜǊŜ ŀǊŜ Ƴŀƴȅ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ƘŜǊŜ ƛƴ bƻǊǿŀƭƪΦέ ς Focus group participant 
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choices, medical choices, entertainment. There are a ǿƛŘŜ ǊŀƴƎŜ ƻŦ ƛƴǘŜǊŜǎǘƛƴƎ ǇŜƻǇƭŜΦέ ς 
Focus group participant 

άLǘΩǎ ŀ ǾŜǊȅΣ ǾŜǊȅ ŘƛǾŜǊǎŜ ŎƻƳƳǳƴƛǘȅ ǿƘƛŎƘ ƛǎ ƻƴŜ ƻŦ ǘƘŜ ǎǘǊƻƴƎ Ǉƻƛƴǘǎ ŀƴŘ one of the more 
ŀǘǘǊŀŎǘƛǾŜ ŀǎǇŜŎǘǎ ƻŦ ōŜƛƴƎ ŀƴŘ ǿƻǊƪƛƴƎ ƛƴ bƻǊǿŀƭƪΦέ ς Focus group participant 
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The social environment as discussed in this report includes education, employment, poverty, 
and crime.  These factors have all been shown to affect the health of individuals and groups 
living in communities.  For example, additional years of formal education strongly correlate 
with improved work and economic opportunities, reduced psychosocial stress, and healthier 
lifestyles.  Poverty can result in reduced access to health services and negative health 
consequences, such as increased risk of mortality, increased prevalence of medical conditions 
and disease incidence, depression, and poor health behaviors. 
 
These social and economic factors were also recognized by community members as an 
important part of health. For example, jobs and local economic opportunities were mentioned 
by focus group participants as drivers of good health; they viewed health as the opportunity to 
earn a living in order to pay for daily essentials like food, medicine, and housing.  In addition, 
residents noted the important relationship between social interaction and cohesion and 
health; several participants suggested that physical and mental health were improved by 
neighbors being together and being connected.  As one focus group participant shared, 
άtŜƻǇƭŜ ŎƘƻƻǎŜ ǘƻ ōŜ ƘŜǊŜ ŀƴŘ ǿƘŜƴ ȅƻǳ ŎƘƻƻǎŜ ǘƻ ōŜ ƘŜǊŜΣ ȅƻǳΩǊŜ ƳƻǊŜ ƛƴǾŜǎǘŜŘ ƛƴ ǘƘŜ 
ŎƻƳƳǳƴƛǘȅ ŀƴŘ ƛǘǎ ǇŜƻǇƭŜΦέ  
 
Focus group participants and interviewees pointed to substantial strengths and challenges of 
the region, although these differed by area.  When asked about strengths, those in the 
surrounding communities pointed to high quality schools, strong civic mindedness, and 
ǇƘƛƭŀƴǘƘǊƻǇƛŎ ǘŜƴŘŜƴŎƛŜǎ ŀƳƻƴƎ ǊŜǎƛŘŜƴǘǎΣ ŀǎ ǿŜƭƭ ŀǎ ŀ ǾŜǊȅ ǎǘǊƻƴƎ άŎƘƛƭŘ-orientation,έ ƭŀǊƎŜƭȅ 
attributable to the large number of stay-at-home moms. Close proximity to shopping and the 
shore as well as New York City were also cited as assets of the region. Those in Norwalk saw 
their strong and growing diversity as a strength. Some saw greater opportunity in Norwalk 
than in other cities.  As one focus group participant ǎǘŀǘŜŘΣ άLǘΩǎ ŜŀǎƛŜǊ to get a job, to be 
treated betterτwe are happy hereΦέ    

Educational Attainment 
When asked about education in the region, respondents were mixed. Those from Norwalk 
expressed concern about the quality of education in the city.  As one educator noted, άώǘƘere 
are] dwindling resources and a major achievement gapΦέ  Student focus group members also 
expressed concerns about school budget crises that have resulted in the loss of programs such 
as art, music and vocational classes; these losses make it more difficult for students wishing to 
pursue those fields or vocations. Those living in the surrounding areas expressed concern 
about the negative impact of the high achievement culture that characterizes those towns. 
They reported that there is substantial pressure on families, and especially students, to excel.  
As one focus group member stated, άώǘƘŜǊŜ ƛǎϐ an expectation for excellence, starring in three 
sports, going to a big schoolΦέ  The consequences of this, according to some, are higher rates 
of stress and anxiety, which can lead to mental health concerns and substance use.    
 
Adults who complete college are more likely to live healthier lives.  Quantitative results show 
high educational attainment among many of the ŀǊŜŀΩǎ ŎƻƳƳǳƴƛǘƛŜǎΣ ƛƴ ƎŜƴŜǊŀƭ ƘƛƎƘŜǊ ǘƘŀƴ 
the state average (Figure 8). A review of the literature for the Health Equity Index shows that, 
with higher education, adults are able to more easily find employment, earn a steady income, 
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and make better decisions4. These factors play a role in health outcomes, and studies have 
shown that college graduates live longer lives compared to individuals who do not complete 
high school5.  
 
Over 70% of adults in five of the towns (Darien, New Canaan, Weston, Westport, and Wilton) 
have a four-year degree or more, compared with 35% for the state as a whole. While the 
proportion of adults with less than a high school diploma is very low in most towns in the 
area, educational levels of adult residents are generally lower in Norwalk and Fairfield. 
Fairfield has fewer adults with a college degree or higher (59.3%) than many of the 
surrounding towns, but it still has a higher proportion than the state.  Norwalk, however, has 
lower levels of educational attainment. The proportion of adults with a 4-year degree or 
higher (39.1%) is far lower than that of other towns in the area and much closer to the state 
average of 35.2%. The proportion of Norwalk adults with less than a high school diploma 
(12.3%) is slightly higher than the statewide average (11.7%) and far above the average for the 
Greater Norwalk area overall (7.2%). 
 
Figure 8:  Educational Attainment, Connecticut, Greater Norwalk, and Towns, 2010 

 
DATA SOURCE:  2010, U.S. Census Bureau, American Community Survey  

Income and Poverty 

ά¢ƘŜǊŜ ŀǊŜ ǇƻŎƪŜǘǎ ƻŦ bƻǊǿŀƭƪ ǿƘŜǊŜ ǇŜƻǇƭŜ ŦŜŜƭ ǘƘŜȅ ƘŀǾŜ ƴƻ ǿŀȅ ƻǳǘΦέ ς Focus group 
participant 

ά9ǾŜƴ ǘƘŜ ŀŦŦƭǳŜƴǘ ŀǊŜ ƭƛǾƛƴƎ ƻƴ ǘƘŜ ŜŘƎŜΦέ ς Focus group participant 

 

                                                           
 
 
4
 California Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is 

Inequality Making Us Sick? http://www.unnaturalcauses.org/resources.php?topic_id=3 
5
 Robert Wood Johnson Foundation Commission to Build a Healthier America. 

http://www.commissiononhealth.org/Education.aspx 
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The Health Equity Index points to the connection that income and poverty have to health 
outcomes.  Higher incomes make it easier to buy medical insurance and medical care, 
nutritious foods, and better child care, and to live in a safe neighborhood with good schools 
and recreational facilities.  Income levels have also been correlated to life expectancy, with 
lower income earners experiencing lower life expectancies6.  It has been widely observed that 
poverty has been linked to ill health and vice versa, creating a cycle between income and 
health that can continue across lifetimes and generations7. Lower income communities have 
shown higher rates of asthma, obesity, diabetes, heart disease, and child poverty.  
 
Focus group participants and interviewees identified several community concerns. The 
ŜŎƻƴƻƳƛŎ ŘƻǿƴǘǳǊƴ Ƙŀǎ ŀŦŦŜŎǘŜŘ ǘƘŜ ǊŜƎƛƻƴΩǎ ǊŜǎƛŘŜƴǘǎ ŀƴŘ ƻǊƎŀƴƛȊŀǘƛƻƴǎ ǘƘŀǘ ǇǊƻǾƛŘŜ 
services to them. Poverty within Norwalk has increased. According to one interviewee, the 
proportion of Norwalk students eligible for free and reduced lunch has risen from 22% to 
40%8.  Other respondents from the city reported that residents are struggling to hold onto 
employment and sometimes work two or three low-wage jobs while at the same time 
struggling to pay for things like child care and health care.  The economic downturn has 
affected the more affluent communities as well, as professional jobs have been lost and 
families struggle with adjusting to new lifestyles.  Focus group participants from social service 
and health organizations reported that increased demand for their services and shrinking 
resources have challenged their ability to continue to meet needs effectively.  
 
Quantitative data point to a region of substantial wealth.  According to the Census Bureau, 
household median income in the Greater Norwalk area was more than $50,000 higher than 
that for Connecticut as a whole (Figure 9).  With the exception of Norwalk, all of the towns in 
the region have a median household income of greater than $100,000, with the highest in 
²Ŝǎǘƻƴ όϷнлфΣсолύΦ bƻǊǿŀƭƪΩǎ ƳŜŘƛŀƴ ƘƻǳǎŜƘƻƭŘ ƛƴŎome in 2010 was $76,161, about $44,000 
lower than that for the Greater Norwalk area as a whole.  

 

                                                           
 
 
6
  California Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is 

Inequality Making Us Sick? http://www.unnaturalcauses.org/resources.php?topic_id=3 
7
 Robert Wood Johnson Foundation Commission to Build a Healthier America. 

http://www.commissiononhealth.org/Education.aspx 
8
 For the Fall semester of 2012, the percentage of students eligible free or reduced lunch in the Norwalk Public 

Schools was approximately 43%. 

http://www.unnaturalcauses.org/resources.php?topic_id=3
http://www.commissiononhealth.org/Education.aspx


 

 2012 Greater Norwalk CHA-CHIP   Page 15  

Figure 9:  Median Household Income, Connecticut, Greater Norwalk Area, and Towns, 2010 

 
DATA SOURCE: 2010, Census Bureau 

 
Poverty rates across much of the Greater Norwalk area are low. The poverty rate for the 
region was 4.9% in 2010, almost half the rate for the state (9.2%)  
 
Figure 10 shows the poverty rate was less than 4% in most communities, with the exception of 
Norwalk where 8.2% of individuals were below poverty level according to the American 
Community Survey.  Because of its larger population size, 61.3% of all persons in poverty 
(6,868) in the area in 2010 lived in Norwalk.  Approximately 3.4% of Greater Norwalk 
households received cash public assistance or Food Stamps/SNAP in 2010, compared to 8.0% 
for the state as a whole (Figure 11).  Twelve percent of persons in poverty in Norwalk are 
children under 18.    
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Figure 10:  Poverty Rate, Connecticut, Greater Norwalk Area, and Towns, 2010 

 
DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey.  Population for whom poverty has been 
determined. 

 
Figure 11:  Households with public assistance (cash) or food stamps (SNAP), Connecticut and 
Towns, 2010 

 
DATA SOURCE: U.S. Census Bureau, American Community Survey, 2010 
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Employment 
The 2010 unemployment rate for the Greater Norwalk Area was 6.2%, slightly lower than the 
rate for the state (7.6%) (Figure 12).  Across most towns, the rate was between 5-6%. The 
highest unemployment rate in the area was in Fairfield (7.2%). Darien had the lowest 
unemployment rate, 4.9%. The unemployment rate in the region has fluctuated monthly since 
2010 although over time, the rate for the towns has been less than for the state as a whole 
(Figure 13).  

 
Figure 12: Unemployment Rate, Connecticut, Greater Norwalk, and Towns, 20109 

 
DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey 

 
Figure 13:  Monthly Unemployment, Connecticut, Greater Norwalk, and Towns, 2010-2012 

 
DATA SOURCE: Connecticut Department of Labor, Local Area Unemployment Statistics (LAUS) 
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As seen in Figure 14Σ ǘƘŜ ƘƛƎƘŜǎǘ ǇǊƻǇƻǊǘƛƻƴ ƻŦ DǊŜŀǘŜǊ bƻǊǿŀƭƪΩǎ ǿƻǊƪŜǊǎ ŀǊŜ ŜƳǇƭƻȅŜŘ ƛƴ 
Education, Health and Social services (18.8%), Professional, Scientific and Management 
(18.2%), and Finance and Real Estate (16.8%). Compared to the rest of the state, the region 
has a higher proportion of adults employed in Finance and Real Estate (16.8% compared to 
9.5%) and Professional, Scientific, and Management positions (18.2% compared to 10.7%). 
[Additional Data in Appendix E]  

 
Figure 14: Employment by Industry Sectors, Greater Norwalk, 2010  

 
DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey 

 

Housing 
As a largely prosperous region, housing in the Greater Norwalk Area is expensive and many 
participants identified the high cost of housing throughout the region as a concern.  For some 
individuals and families, after covering their housing costs, little is left to cover food and other 
items.  Some pointed to rising homeless rates, over-burdened homeless services, and large 
numbers of people living in one residence/apartment as evidence of growing housing 
constraints, especially since the economic downturn.  Others reported that it has become 
increasingly difficult for the elderly to afford to stay in their homes.  Several focus group 
members from Norwalk reported that development in some areas of the city (SoNo) is forcing 
long-time residents out. 
 
As shown in Figure 15, median monthly housing costs with a mortgage or monthly rental costs 
are higher in this region than for the state as a whole.  Monthly mortgage costs range from 
$2,731/month in Norwalk to $4,000/month in the five communities of New Canaan, Westport, 
Weston, Wilton, and Darien. This compares to $2,082/month on average for the state. 
Monthly rental costs are also higher in the region than for the state as a whole.  While 
bƻǊǿŀƭƪ ŀƴŘ CŀƛǊŦƛŜƭŘΩǎ ǊŜƴǘŀƭǎ όϷмΣномκƳƻƴǘƘ ŀƴŘ ϷмΣпспκƳƻƴǘƘΣ ǊŜǎǇŜŎǘƛǾŜƭȅύ ŀǊŜ ǎƭƛƎƘǘƭȅ 
higher than for the state as a whole ($982/month), in New Canaan and Darien, the monthly 
rental cost is twice as high.  Housing in the region is very expensive; the median home sale 
price in the Greater Norwalk Area is three times higher than for the state as a whole 
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($631,808 versus $220,000). Data from the Connecticut Housing Finance Authority indicate 
the median sale price for a single family home in Darien and New Canaan was $1,250,000 in 
2010. [Additional Data in Appendix E] Furthermore, the rate of foreclosure filings for the 
region (2.75 per 1,000 units) was lower than for the state (4.46 per 1,000 units).  [Additional 
Data in Appendix E] 

 
Figure 15:  Median Housing Costs, Connecticut, Greater Norwalk, and Towns, 201010 

 
DATA SOURCE: 2010, U.S. Census Bureau, American Community Survey 

 

Transportation  

 ά¢Ǌŀƴǎƛǘ ǎȅǎǘŜƳ ƛǎ ŀ ōƛƎ Ǉƭǳǎ ŀǎ ǿŜƭƭΦέ ς Focus group participant 

 
Quantitative data show that fewer Greater Norwalk residents (4.6%) than residents of the 
state as a whole (8.6%) lack access to a vehicle (Figure 16). While overall, residents in most of 
the towns have access to a vehicle, тΦр҈ ƻŦ bƻǊǿŀƭƪΩǎ ǇƻǇǳƭŀǘƛƻƴ ŘƻŜǎ ƴƻǘ ƘŀǾŜ ŀŎŎŜǎǎ ǘƻ ŀ 
vehicle.  Further, a higher proportion of Greater Norwalk workers (13.0%) use public 
transportation to get to work than the state as a whole (4.4%) ( 
Figure 17). These findings may be attributable to the proportion of the population that 
commutes into New York City for work.  
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 Housing cost for owners includes mortgage (if there is one), taxes, insurance, and utilities.  Rent does not include 
utilities unless they are included in the rent payment. 
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Figure 16:  Households with no Vehicle Available, Connecticut, Greater Norwalk Area towns, 
2010 

 
DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey 

 
Figure 17:  Proportion of workers using public transportation to get to work, Connecticut 
and Greater Norwalk Area towns, 2010 

 
DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey 
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Access to Healthy Foods and Recreation 

άGyms are doing a healthy business ς I am seeing full parking lots.έ ς Focus group participant 

ά¢ƘŜȅ ǘƻƻƪ ŀǿŀȅ ǘƘŜ ǊƻƭƭŜǊ ǎƪŀǘƛƴƎ ǊƛƴƪΦ ¢ƘŜȅ ǘƻƻƪ ŀǿŀȅ ǘƘŜ ƛŎŜ ǎƪŀǘƛƴƎ ǊƛƴƪΦ ¢ƘŜȅ ǘƻƻƪ ŀǿŀȅ 
teenage parties for kids that stayed out of the streets. They took away all of that. What is 
ǘƘŜǊŜ ŦƻǊ ƻǳǊ ŎƘƛƭŘǊŜƴ ǘƻ ŘƻΚ ¢ƘŜǊŜΩǎ ƴƻǘƘƛƴƎΦέ ς Focus group participant 

 

Focus group respondents and interviewees reported concerns about rising obesity levels in 
the region, particularly among children.  Closely related to obesity rates is the availability of 
healthy foods and opportunities for physical activity and recreation.  As Figure 18 below 
shows, 87.8% of zip codes in Fairfield County have healthy food outlets (i.e., restaurants, 
groceǊȅ ǎǘƻǊŜǎΣ ŎƻƴǾŜƴƛŜƴŎŜ ǎǘƻǊŜǎΣ ŦŀǊƳŜǊǎΩ ƳŀǊƪŜǘǎΣ ŜǘŎΦ ǿƘŜǊŜ ƘŜŀƭǘƘȅ ŦƻƻŘǎ ŀǊŜ ǎƻƭŘύΣ 
higher than the rate for Connecticut as a whole (70.8%).11  However, the proportion of 
restaurants in Fairfield County that are fast food establishments (36.8%) is similar to that of 
the state (37.9%).  Access to healthy food is a concern in some areas of Norwalk where the 
U.S. Department of Agriculture has identified three census tracts south of Interstate as food 
deserts. This means that these areas are low income, and that a substantial number or share 
of residents has limited access to a supermarket or a large grocery store. 

 
Figure 18:  Percent of People with Access to Healthy Foods, Connecticut and Fairfield 
County, 2009  

 
DATA SOURCE: Census Zipcode Business Patterns, Analysis by County Health Rankings, 2009 
 

  

                                                           
 
 
11

 Data specific to the Greater Norwalk Area are not available.  
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Overall, the region has substantial access to recreational facilities, defined by the County 
Health Rankings as establishments primarily engaged in operating fitness and recreational 
sports facilities, featuring exercise and other active physical fitness conditioning or 
recreational sports activities such as swimming, skating, or racquet sports. There are 20 
recreational facilities per 100,000 population in Fairfield County, which is higher than the state 
rate (14 per 100,000)12. However, the cost of using these facilities can be prohibitive to the 
less affluent, and some residents have less access to parks and green space than others. 

Environmental Quality  
The relationship between elevated air pollutionτparticularly fine particulate matter and 
ozoneτand compromised health has been well documented.  A review of the literature by 
the County Health Rankings indicates that the negative consequences of ambient air pollution 
include decreased lung function, chronic bronchitis, and asthma, among other adverse 
pulmonary effects.  The annual number of unhealthy air quality days due to fine particulate 
matter for Fairfield County was 4 in 2007, the same as for the state (Figure 19).  However, 
Fairfield County had far higher (14) ozone days (days when air quality was unhealthy for 
sensitive populations due to ozone levels) than the state as a whole (6).  

 
Figure 19:  Air Pollution, Connecticut and Fairfield County, 2007 

 
DATA SOURCE: U.S. Environmental Protection Agency (EPA), 2007  

 

Crime and Safety 
Focus group respondents and interviewees also reported growing rates of person-to-person 
violence. Within Norwalk, respondents expressed concern about rising crime. Law 
enforcement focus group members reported a rise in gun violence in the city. As one focus 
ƎǊƻǳǇ ƳŜƳōŜǊ ǎǘŀǘŜŘΣ άon my street, in my neighborhood, I feel fine. But not in other places.έ   
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 United States Department of Agriculture (USDA) Food Environment Atlas, analysis by County Health Rankings 
and Roadmaps, 2009 
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The crime rate (i.e., calculated below as the sum of crimes against persons and crimes against 
property per 1,000 population) is a widely used indicator to assess the level of safety in an 
area. IŜŀƭǘƘ 9ǉǳƛǘȅ LƴŘŜȄΩǎ ƭƛǘŜǊŀǘǳǊŜ ǊŜǾƛŜǿ ƭƛƴƪǎ Ŏrime rates to poorer health outcomes such 
as mental illness, drug and alcohol abuse, violence, and mortality rates13. High crime rates are 
also linked to other determinants such as income, education, stress, and race14. High crime 
rates contribute to poor physical, economic, and social environments and limits the amount of 
resources and services available to communities, which lead to poorer health outcomes15. 
 
Crime data show that, with the exception of Norwalk, the rate of crime is relatively low in the 
region. While Norwalk (25.6) exceeds the statewide rate of 24.8 crimes per 1,000 population, 
many of the surrounding communities have rates of less than 10 per 1,000 population. The 
crime rate in Fairfield and in Westport is also slightly higher than for the rest of the region. See 
Figure 20. 

 
Figure 20: Crime Rate per 1,000 Population, Connecticut, Greater Norwalk, and Towns, 2010  

 
DATA SOURCE: Connecticut Uniform Crime Data, 2010  

 
Rising rates of domestic violence, within both wealthy and poorer populations, was also cited 
as a challenge by several respondents. Some attributed this trend to the stress and anxiety 
resulting from the economic downturn and noted that lack of reporting and/or action by 
ǾƛŎǘƛƳǎ ƛǎ ŀ ŎƘŀƭƭŜƴƎŜΦ  !ǎ ƻƴŜ ŦƻŎǳǎ ƎǊƻǳǇ ƳŜƳōŜǊ ƴƻǘŜŘΣ άthere are many women that stay 

                                                           
 
 
13

 Dr Rüdiger Krech (Director, WHO Department of Ethics, Equity, Trade and Human Rights): Social Determinants of Health, May 
17, 2010 

14
 http://www.sfgate.com/cgi-bin/article.cgi?f=/c/a/2004/10/03/MNINFANTMO.DTL 

15
 California Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is Inequality 

Making Us Sick? http://www.unnaturalcauses.org/resources.php? 
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ǉǳƛŜǘ ŀƴŘ ŘƻƴΩǘ ǎŀȅ ŀƴȅǘƘƛƴƎΦέ  A law enforcement focus group member shared the same 
perspective ŀōƻǳǘ ƳƻǊŜ ŀŦŦƭǳŜƴǘ ǿƻƳŜƴΣ άthere are going to be wealthy women who are too 
embarrassed to follow through with plans we help them put into place. They are dependent on 
their husbandsΦέ  
 
As focus group and interview participants noted that family and domestic violence are 
concerns in the region, quantitative data indicate that rates in Norwalk are much higher than 
what is seen statewide.  As shown in Figure 21, while the rate of family violence incidence per 
100,000 population has decreased in Norwalk from 2009 to 2010, it still remains much higher 
than the state (734 incidences per 100,000 population compared to 587 incidences per 
100,000 population in 2010).  Rates of family violence in the other communities are much less 
than what is seen statewide, yet the rates have been slightly increasing over time from 2008-
2010 in Wilton and Darien. 
 
Figure 21: Rate of Family Violence Incidences per 100,000 Population, Connecticut and 
Towns, 2006-2010 

 
DATA SOURCE: Connecticut Department of Emergency Services and Public Protection 
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C. HEALTH BEHAVIORS 
 
This section examines lifestyle behaviors among Greater Norwalk residents that support or 
hinder health.  Lǘ ŜȄŀƳƛƴŜǎ ǎŜǾŜǊŀƭ ŀǎǇŜŎǘǎ ƻŦ ƛƴŘƛǾƛŘǳŀƭǎΩ ǇŜǊǎƻƴŀƭ ƘŜŀƭǘƘ ōŜƘŀǾƛƻǊǎ ŀƴŘ Ǌƛǎƪ 
factors (including physical activity, nutrition, and alcohol and substance use) that result in the 
leading causes of morbidity and mortality among area residents. Included in this analysis are 
some measures that are tracked as part of the Healthy People 2020 (HP2020) Initiative, a 10-
ȅŜŀǊ ŀƎŜƴŘŀ ŦƻŎǳǎŜŘ ƻƴ ƛƳǇǊƻǾƛƴƎ ǘƘŜ bŀǘƛƻƴΩǎ ƘŜŀƭǘƘΦ ²ƘŜǊŜ ŀǇǇǊƻǇǊƛŀǘŜ ŀƴŘ ŀǾŀƛƭŀōƭŜΣ 
Greater Norwalk area statistics are compared to the state as a whole as well as HP2020 
targets. However, due to data constraints, most health behavior measures are available only 
for Fairfield County as a whole and in some cases, only state-level data are available.  

 
Health was often defined by community residents as practicing healthy behaviors, such as 
physical activity and healthy eating. Focus group participants noted health as the ability to 
walk and experience natural spaces like the waterfront.  For example, one focus group 
participant described, άWhen we weǊŜ ƭƛǘǘƭŜΣ ǇŜƻǇƭŜ ǎŀƛŘΣ ΨƎƻ ƻǳǘǎƛŘŜ ŀƴŘ ƘŀǾŜ ŀ ƎƻƻŘ ǘƛƳŜΦ  LΩƭƭ 
ǎŜŜ ȅƻǳ ƭŀǘŜǊΦΩ  ¢Ƙŀǘ ǿŀǎ ŀ ǊŜƎǳƭŀǊ ǇŀǊǘ ƻŦ ŜǾŜǊȅ ŘŀȅΦ  tŀǊǘ ƻŦ ƛǘ ƛǎ ǘƘŀǘ ǘƘŜǊŜ ƛǎ ǎƻ ƳǳŎƘ ǘƘŀǘ ƛǎ 
organized, there are safety concerns, people feel that they have to keep their kids on a short 
ƭŜŀǎƘΦ  ¢ƘŜȅ ŀǊŜ ŀŦǊŀƛŘΦέ 

 
Community residents also recognized the importance of having a healthier food environment 
to maintain health. Several participants mentioned that school lunch programs have become 
healthier and that it would be advantageous to implement similar policies for the whole 
community. Additionally, several young community members noted that health means not 
using alcohol, tobacco or other drugs, as they have seen the negative consequences of these 
behaviors.  The following section will elucidate further how these lifestyle behaviors affect the 
health of residents in the Greater Norwalk Area. 

Healthy Eating, Physical Activity, and Overweight/Obesity 

άThere is a new bike path that has been established.  Bike riding has become an apparent 
priority.έ  ς Focus group participant 

άGardens at all of the schools ς a dynamic effort to introduce fruits and vegetables and 
influence familiesΦέ ς Interview participant 

ά¢ƘŜǊŜ ƛǎ ŀ ƭƻǘ ƭŜǎǎ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅ ώƛƴ ǎŎƘƻƻƭǎϐ ǘƘŀƴ ǘƘŜǊŜ ǳǎŜŘ ǘƻ ōŜΦέ ς Focus group 
participant  

άCƻƭƪǎ ǿƘƻ ŀǊŜ ƳƻǊŜ ŎƘŀƭƭŜƴƎŜŘ ŜŎƻƴƻƳƛŎŀƭƭȅ ŀǊŜ ƴƻǘ ƎƻƛƴƎ ǘƻ ƘŀǾŜ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅ ŀǎ ŀ 
ǇǊƛƻǊƛǘȅΦέ ς Focus group participant 

ά!ǎ ŀ ŎǳƭǘǳǊŜΣ ǿŜΩǾŜ ƎƻǘǘŜƴ ǘƻ ǘƘƛƴƪƛƴƎ ǘƘŜǎŜ ǘƘƛƴƎǎ ŀǊŜ ƎƻƛƴƎ ǘƻ ōŜ ǉǳƛŎƪŜǊ ŀƴŘ ŜŀǎƛŜǊ ǘƘŀƴ 
they are. It takeǎ ǘƛƳŜ ǘƻ Ǝƻ ǘƻ ǘƘŜ ŦŀǊƳŜǊΩǎ ƳŀǊƪŜǘ ŀƴŘ Ŏƻƻƪ ǘƘƛƴƎǎΦ ¢ƘƛƴƎǎ ȅƻǳ ƳƛŎǊƻǿŀǾŜ 
ŀǊŜƴΩǘ ƴǳǘǊƛǘƛƻǳǎΦ Lǘ ǘŀƪŜǎ ǘƛƳŜ ǘƻ ŜȄŜǊŎƛǎŜΦ !ǎ ŀ ŎƻǳƴǘǊȅΣ ǿŜ ŘƻƴΩǘ ǎǇŜƴŘ ǘƛƳŜ ƻƴ ǘƘŜǎŜ 
ŦǳƴŘŀƳŜƴǘŀƭ ǘƘƛƴƎǎΦέ ς Focus group participant 

 
Similar to trends nationwide, issues around obesityτparticularly healthy eating and physical 
activityτemerged as a concern among focus group and interview participants.  Obesity was 
the health issue most frequently named by focus group respondents and interviewees, with a 
particular concern around childhood obesity.  Participants saw that rates of obesity-related 
conditions such as diabetes and heart disease seemed to be rising.  
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Respondents offered several reasons for the rise in obesity especially among children, 
including a fast-paced and busy lifestyle that relies on fast food, concerns about safety, and 
the attraction of computers and texting that leads children to be more sedentary. 
Respondents suggested that among less affluent parents, the expense of healthy foods, gym 
memberships, and physical activity programs creates barriers to healthy eating and physical 
activity.  Teens reported that gym classes in school do little to help or encourage students to 
stay in shape. Among more affluent parents, a focus on academics and educational activities 
ǊŜŘǳŎŜǎ ƻǇǇƻǊǘǳƴƛǘƛŜǎ ŦƻǊ ǇƘȅǎƛŎŀƭ ŀŎǘƛǾƛǘȅΦ  !ǎ ƻƴŜ ŦƻŎǳǎ ƎǊƻǳǇ ƳŜƳōŜǊ ƴƻǘŜŘΣ άƪƛŘǎ ŘƻƴΩǘ 
even walk to the bus stop, they get picked up at their own housesΦέ  hǘƘŜǊǎ ƴƻǘŜŘ ǘƘŀǘ ǘƘŜ ƻƭŘ 
infrastructure in the region has made it difficult to make changes that encourage more 
physical activity such as adding bike lanes to roads.  Several respondents expressed their 
opinions that the obesity epidemic stems from a lack of motivation among people to engage 
ƛƴ ƘŜŀƭǘƘȅ ōŜƘŀǾƛƻǊǎΦ  !ǎ ƻƴŜ ŦƻŎǳǎ ƎǊƻǳǇ ƳŜƳōŜǊ ƻōǎŜǊǾŜŘΣ άthere are a lot of people who do 
not accept responsibility for taking care of themselvesΦέ 

Child and Youth Obesity 
The obesity rate among high school students in Connecticut has changed little since 2005.  In 
2011, the rate (13.0%) as a whole was similar to that of the nation and lower than the Healthy 
People 2020 target of 16.1% (Figure 22).  While little data are available about obesity rates 
ǎǇŜŎƛŦƛŎŀƭƭȅ ŀƳƻƴƎ DǊŜŀǘŜǊ bƻǊǿŀƭƪΩǎ ŎƘƛƭŘǊŜƴ, there are some data available for Norwalk from 
the 2011 Norwalk Body Mass Index (BMI) Data Report.  Norwalk has youth obesity prevalence 
rates that are higher than the state average in many cases.  For example, for 9th and 10th grade 
students, the rate is twice as high for Norwalk students than youth in the state of Connecticut 
overall (20% vs. 10%).  Minority children are at higher risk of unhealthy weight than white 
children, as are children of all races from lower-income families. 

 

Figure 22 :  Percent of Obese Youth (9th-12th grades) by County, State, and US, 2005 - 2011 

 
DATA SOURCE:  Youth Risk Behavior Survey (YRBS), 2005, 2007, 2009, 2011  
**relevant Fairfield County data not available 

 
Data collected through the Youth Risk Behavior Survey indicate that although higher than for 
the U.S. (37.0%) and the Healthy People 2020 Target (20.2%), less than half 45.2% of youth in 
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Connecticut are getting the recommended level of exercise per week (Figure 23). Less than 
one-quarter (21.0%) of youth in Connecticut were eating the recommended number of fruits 
and vegetables per day, roughly the same proportion for U.S. youth as a whole (22.3%).  
Town-level data on physical activity collected by the Connecticut Department of Education 
(Figure 24) indicate that most towns in the Greater Norwalk area exceed the state average for 
the percent of children meeting physical activity standards (averaging 63-76%).  The exception 
is Norwalk, which had the lowest percentage of children meeting the standards (48.4%) 
among Greater Norwalk Area towns, and was below the state average (51.0%). 
 
Figure 23:  Physical Activity and Fruit and Vegetable Consumption among Youth by State 
and US, 2009 

  
DATA SOURCE: Youth Risk Behavior Survey (YRBS), 2009   
*relevant Healthy People 2020 Target, not available  

 
Figure 24:  Percent of Children Meeting the Standard on All Four Physical Activity Tests* by 
Town and State, 2010-2011 

 
DATA SOURCE: Connecticut State Department of Education, 2010-2011.  
*Four tests include: Aerobic endurance, upper body and abdominal strength and endurance and flexibility. 
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Adult Obesity 
As seen in Figure 25, compared to the rest of the state and country, Fairfield County has a 
smaller prevalence of adult obesity (16.6%) in 2010, compared with the rest of the state 
(23.0%) and the country (27.6%), and is ranked as having the lowest obesity rate of all 
Connecticut counties. In addition, obesity in Fairfield County decreased slightly between 2006 
and 2010, while rates for Connecticut and the U.S. have increased slightly.  There are 
differences across racial and ethnic groups, however. The rates of adult obesity are highest for 
Blacks (43.5%), which is almost double the average for Whites (22.1%). [Additional Data in 
Appendix E] 

 
Figure 25: Percent of Obese Adults by County, State, and US, 2006-2010 
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DATA SOURCE:  Behavioral Risk Factor Surveillance System (BRFSS), 2010 

 
As Figure 26 shows, rates of physical activity and fruit and vegetable consumption among 
Fairfield County adults are similar to the state as a whole. About one half (53.4%) of adults in 
Fairfield County are getting the recommended level of exercise per week, a rate similar to 
Connecticut as a whole (53.9%) and slightly exceeding the Healthy People 2020 goal of 47.9%. 
Roughly 30% of adults in Fairfield County are consuming the recommended number of fruits 
and vegetables per day, a rate comparable to that for the state (28.3%). 
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Figure 26:  Physical Activity and Fruit and Vegetable Consumption among Adults in Fairfield 
County and Connecticut, 2010  
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Substance Use and Abuse (Alcohol, Tobacco, and Other Drugs) 

ά[Police bring on] average a drunk up to the ER every other day. [The ER] has limited resources 
and they release them after 4-р ƘƻǳǊǎΦ ²ƛǘƘƛƴ ŀ ǿŜŜƪΣ ǿŜΩǊŜ ƎǊŀōōƛƴƎ ǘƘŜ ǎŀƳŜ ǇŜǊǎƻƴΦ [The 
ER staff should] send them for treatment, not back on the streetΦέ ς Focus group participant 

άώ¢ƘŜ ǎȅǎǘŜƳϐ ƛǎ ƴƻǘ ŀƭǿŀȅǎ ŀōƭŜ ǘƻ ǿƻǊƪ ǘƻƎŜǘƘŜǊ ƘƻƭƛǎǘƛŎŀƭƭȅ ǘƻ ƎŜǘ ǇŜƻǇƭŜ ǘƘŜ ƭƻƴƎŜǊ ǘŜǊƳ 
ƘŜƭǇ ǘƘŜȅ ƴŜŜŘΦέ ς Interview participant 

άNorwalk probably has the most drug activity out of the communitiesτǿŜ ƘŀǾŜ h5ΩǎΣ ƛƭƭƛŎƛǘ 
ŘǊǳƎ ǎŀƭŜǎ ŜǾŜǊȅǿƘŜǊŜΦ Lǘ ƛǎ ǊŀƳǇŀƴǘΦ ²ŜΩǾŜ ƘŀŘ ŀǘ ƭŜŀǎǘ ǘƘǊŜŜ ŎŀǎŜǎ ƻŦ ōŀǘƘ ǎŀƭǘǎΦ ²Ŝ ƘŀǾŜ 
ƳŜǘƘΣ ƘŜǊƻƛƴΣ ŎǊŀŎƪΣ ȅƻǳ ƴŀƳŜ ƛǘΣ ƛǘΩǎ ƘŜǊŜΦέ   - Focus group participant 

 
Substance abuse was the third most-frequently cited health concern in the region, especially 
in Norwalk, by focus group and interview participants.   
 

Youth Substance Use 

άIƛƎƘ ǎŎƘƻƻƭ ƪƛŘǎ ŀǊŜ ŘŜŀƭƛƴƎ ǿƛǘƘ ǘƘŜƛǊ ŦŀƳƛƭƛŜǎΩ ƘŜŀǾȅ Řǳǘȅ ǇǊƻōƭŜƳǎ ŀƴŘ ǘƘƛǎ ƛǎ ǊŜŦƭŜŎǘŜŘ ƛƴ 
their behaviorsΦέ ς Focus group participant 

άAlcohol is a very big issue, probably the biggestΦέ ς Focus group participant 

 
According to focus group participants and interviewees, among young people, drinking and 
marijuana is on the rise in both Norwalk and surrounding communities. Teen focus group 
members identified smoking, drinking, and drug use as a significant concern in their 
communities and noted that these substances are easily accessible to youth. An educator 
ǎǘŀǘŜŘΣ άthere has been an increase in expulsions and suspeƴǎƛƻƴǎ ŘǳŜ ǘƻ ǳǎŜ ƻŦ ƳŀǊƛƧǳŀƴŀΦέ   

 
However, quantitative data indicate that drinking rates among youth in the region and the 
state have declined over time. Data from the Connecticut YRBS indicate that the proportion of 
youth consuming alcohol declined from 46.0% in 2007 to 41.5% in 2011 (Figure 27).  This is 
similar to rates for the U.S., which had declined from 44.7% in 2007 to 38.7% in 2011. 

 
Data show that the percentage of Connecticut youth consuming alcohol before the age of 13 
has decreased from 21.3% in 2005 to 15.6% in 2011, a statistically significant decrease. Data 
collected by Positive Directions points to the average age of first consumption of alcohol in the 
region as about 13 years, which is similar to national numbers from the National Institute on 
Alcohol Abuse and Alcoholism, which identify 11 years old for boys and 13 years old for girls.  
Similarly, in Connecticut a higher percentage of males (18.2%) than females (12.7%) drank for 
the first time before 13 years of age.  In addition, a higher percentage of Hispanic youth in 
Connecticut (20.7%) drinks alcohol before the age of 13 years than Black (16.7%) or White 
(13.8%) youth. These results are consistent with national trends. [Additional Data in Appendix 
E] 
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Figure 27: Percent of Youth Consuming Alcohol by State and US, 2007-2011  

 
DATA SOURCE:  Youth Risk Behavior System, 2007-2011. Consuming Alcohol= Consumed at least one drink one day 
in the last 30 days 

 

Binge drinking rates16 among Connecticut youth (22.3%) are similar to those for the nation as 
a whole (21.9%) and higher than the Healthy People 2020 target of 8.5% (Figure 28).  As with 
age of first drink, Youth Risk Behavior Survey Data indicate that binge drinking among 
Connecticut youth has decreased from a rate of 27.8% in 2005 to 22.3% in 2011. This is a 
statistically significant decrease.  The percentage of Connecticut male youth reporting binge 
drinking (25.4%) is higher than for Connecticut females (19.3%).  In addition, a higher 
percentage of White youth in Connecticut (24.8%) had 5 or more drinks in a row within a 
couple hours on at least 1 day in the last month than Hispanic (21.1%) or Black (12.3%) youth. 
This differs from national trends that indicate higher binge drinking rates among Hispanic 
youth than Black or White youth. [Additional Data in Appendix E]  

 
Figure 28: Percent of Youth Reporting Binge Drinking* by State and US, 2011  

 
DATA SOURCE: Youth Risk Behavior Survey (YRBS), 2011.  
Binge drinking=*5 or more drinks in a row on 1 or more days 
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Marijuana use among Connecticut youth has remained relatively the same (roughly 24%) 
between 2007 and 2011, although it declined slightly in 2009 (see Figure 29). This rate is 
slightly higher than that of the U.S.  According to 2011 YRBS data, only 6.3% of youth in 
Connecticut had tried marijuana for the first time before the age of 13, compared to 8.1% for 
the nation as a whole.   

 
Figure 29: Percent of Youth Using Marijuana* in Previous 30 Days, by State and US, 2007-
2011  

 
DATA SOURCE: Youth Behavior Risk System, 2007-2011.   
* Marijuana Use = Youth using marijuana at least once with the last 30 days 

 
The proportion of 12th graders who have ever used marijuana in selected towns in the region 
is roughly the same as for the state as a whole (Figure 30).  Data collected by Positive 
Directions points to the average age of first use of marijuana as between 14 and 15 in the 
region.      
 
Figure 30: Percent of 12th Graders Using Marijuana by Select Towns and State, 2011 & 2012 

 
DATA SOURCE: Positive Directions, 2011 and Youth Risk Behavior System, 2011.  
Weston & Wilton: % lifetime users of marijuana users among 12

th
 graders. Source: Positive Directions, 2011. 

Connecticut: %12 graders ever used marijuana Source: Youth Risk Behavior System, 2011 
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Participants in the July 24 Task Force meeting reported concerns about prescription drug 
abuse.  Data collected by Positive Directions in Wilton reveals that 18.6% of senior high school 
students reported prescription drug abuse, slightly higher than the 16.8% of senior high school 
students in Connecticut.  Nationwide 25.6% of 12th graders report taking prescription drugs 
ǿƛǘƘƻǳǘ ŀ ŘƻŎǘƻǊΩǎ ǇǊŜǎŎǊƛǇǘƛƻƴΦ  
 
Quantitative data indicate that smoking rates among youth in the region and the state are low 
compared to the nation and have declined over time. The proportion of Connecticut youth 
who smoked heavily (20+ days of the prior month) in 2011 was 5.4% compared to 6.4% for the 
nation. This is substantially lower than the Healthy People 2020 target of 16% (Figure 31). 
Furthermore, data indicate that between 2007 and 2011 the proportion of youth smoking 
heavily decreased both nationally and in the state.  In Connecticut, the percentage of youth 
who smoked heavily decreased from 8.9% in 2007 to 5.4% in 2011. 
 
Figure 31: Percent of Youth Smoked Cigarettes on 20+ Days of Last 30 Days by State and US, 
2007-2011 average 

 
DATA SOURCE: Youth Risk Behavior System, 2007-2011 

 
Quantitative data reveals that among youth in the three communities for which data are 
available, rates of youth smoking are lower than for the state as a whole. While 19.7% of 11th 
graders in Connecticut reported recently using cigarettes in 2011, slightly over 10% of youth in 
Westport and Fairfield and slightly over 5% of youth in Wilton reported recently using 
cigarettes (Figure 32).  
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Figure 32: Percent of 11th Graders Recently Used Cigarettes in Past 30 Days by Select Towns 
and State, 2011 

 
SOURCE: Positive Directions, 2011 & Youth Risk Behavior System, 2011.  

 

Adult Substance Use 
Alcohol use among adults is slightly higher among Fairfield County adults (19.7%) than for the 
state as a whole (18.4%).  The percentage of adults who report heavy or binge drinking is 
higher in Fairfield County (20.5%) than for the Connecticut (17.4%) and the nation (15.1%) 
(Figure 33).  Fairfield County is ranked 8th out of the 8 counties in Connecticut on binge 
drinking. The rate of binge drinking in Fairfield County and Connecticut has been increasing 
over the five-year period from 2006-2010, while the rate has been stable for the U.S.   
 
Figure 33:  Percentage of Adults Reporting Binge Drinking by County, State, and US, 2006 ς 
2010  

10%

12%

14%

16%

18%

20%

22%

24%

2006 2007 2008 2009 2010

P
e

rc
e

n
t

Fairfield County Connecticut United States
 

 SOURCE: Behavioral Risk Factor Surveillance System (BRFSS).   

 
Young adults age 18-24 (35.4%) had the highest rate of binge drinking (almost double the 
state average), followed by adults age 25-34 (30.4%). [Additional Data in Appendix E]  Binge 
drinking declines with increasing age until it is only 4.1% for persons over age 65. Males 
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(23.9%) have a binge drinking rate double that for females (11.5%). Blacks have a lower rate of 
binge drinking (6.1%) than Hispanics (22.6%) and whites (18.2%). 
 
While little reliable data on drug use among adults were available for the region, drug and 
alcohol-induced deaths are available.  In the Greater Norwalk area the highest rate of drug-
induced deaths is in Norwalk (9.1 per 100,000 population) and Fairfield (6.1 per 100,000 
population) with the other towns having counts that are too low to report.  While both 
Norwalk and Fairfield have rates that are lower than the Connecticut average (11.1 per 
100,000 population) (Figure 34), the rates in Norwalk and Connecticut have increased over a 
five-year period from 2005-2009.  Data were also available for alcohol-induced deaths in 
Norwalk and Connecticut.  Over the 2000 to 2009 time frame, the rate in Norwalk increased 
from 5.5 deaths per 100,000 population to 6.1 per 100,000.  This rate was similar to that of 
Connecticut (5.1 per 100,000 population). 
 
Figure 34: Drug -Induced Deaths per 100,000 Population by Select Towns, and State, 2000-
2004 to 2005-2009  

 
DATA SOURCE: Connecticut Department of Public Health Mortality Statistics. * 2005-2009 AAMR is significantly 
different from 2000-2004 AAMR at p<0.05.  

 
Figure 35: Alcohol-Induced Deaths per 100,000 Populations by Select Town and County, 
2000-2004 to 2005-2009 

 
DATA SOURCE: Connecticut Department of Health, Average Annual Mortality Rate (AAMR) 
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Cigarette use among Fairfield County adults (12.8%) is lower than use among Connecticut 
adults (15.9%) and below the Healthy People 2020 target (Figure 36). Smoking rates have 
generally remained steady in Fairfield County over the last several years, but have seen a 
slight decline from 2009 to 2010.  
 
Figure 36: Percent of Adult Smokers by County, State, and US, 2006-2010  

 
SOURCE: Behavior Risk Surveillance System, 2006-2010  
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D. HEALTH OUTCOMES  
This section of the report provides an overview of leading health conditions in the Greater 
Norwalk Area from an epidemiological perspective of examining incidence, hospitalization, 
and mortality data as well as discussing the pressing concerns that residents and leaders 
identified during in-depth conversations.  

Perceived Health Status 
As Figure 37 shows below, in Fairfield County, 90.6% of adults perceive their health to be 

άƎƻƻŘέ ƻǊ άŜȄŎŜƭƭŜƴǘΣέ ǎƛƳƛƭŀǊ ǘƻ ǘƘŜ ǎǘŀǘŜ ŀǎ ŀ ǿƘƻƭŜ όуф҈ύΦ17    
 
Figure 37:  Perceived Good or Excellent Health Status, Adults, Connecticut and Fairfield 
County, 2010 

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS) 

 
A strong association between self-reported health status and mortality has been well 
documented; thus it is a useful indicator of morbidity within a community18. Figure 38 shows 
that a lower proportion of Fairfield County adults than adults in the state as a whole report 
poor health. A smaller proportion of Fairfield County adult respondents reported poor 
physical health days (2.7%) and poor mental health days (2.8%) in the 30 days prior to the 
survey than respondents for the state as a whole (2.9% and 3.1%, respectively).  
 

                                                           
 
 
17

 Data for the Greater Norwalk area and towns not available.  
18

 Centers for Disease Control and Prevention. Measuring Healthy Days: Population Assessment of Health-related 
Quality of Life. Atlanta, GA: Centers for Disease Control and Prevention; 2000. 
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Figure 38:  Poor Health Days in Past 30, Adults, Connecticut and Fairfield County, 2010 

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS); Analysis conducted by County Health Rankings 

 

Leading Causes of Hospitalization 
Lƴ ƎŜƴŜǊŀƭΣ ǘƘŜ DǊŜŀǘŜǊ bƻǊǿŀƭƪ !ǊŜŀΩǎ ǇƻǇǳƭŀǘƛƻƴ ƛǎ ƘŜŀƭǘƘȅΦ ²ƘŜƴ ŎƻƴǎƛŘŜǊƛƴƎ ǊŜŀǎƻƴǎ ŦƻǊ 
going to the hospital when they are not healthy, a few themes are notable.  As seen in Table 3, 
issues related to digestion and injury/poisoning are common across all age groups. Reasons 
for hospitalization related to mental health are most common in the under 65 population.  
Reasons related to health disease increase as individuals age. 
 
Table 3: Leading Causes of Hospitalization by Age, 2009 

5 to 24 year olds 25 to 64 year olds 65 + year olds 

1. Mental 1. Mental 1. Heart 

2. Digestive 2. Digestive 2. Respiratory 

3. Injury/Poisoning 3. Injury/Poisoning 3. Digestive 

4. Respiratory 4. Heart 4. Injury/Poisoning 

5. Endocrine 5. Musculoskeletal 5. Genitourinary 
DATA SOURCE: Connecticut Office of Health Care Access, 2009 

Leading Causes of Death 
Quantitative data indicate that residents of the Greater Norwalk area are generally quite 
healthy. With the exception of pneumonia and influenza, death rates among Greater Norwalk 
residents from major diseases, illnesses, and injuries are lower than for the state as a whole 
(Figure 39).  Quantitative data indicate that the leading causes of death in the Greater 
Norwalk area, as in the state, are cancer and heart disease.  As seen in Figure 39, mortality 
rates for the Greater Norwalk area are slightly lower for these diseases (162 and 149 per 
100,000 population, respectively) than for the state as a whole (170 and 168 per 100,000 
population, respectively). Among the other leading causes of mortality, Greater Norwalk rates 
for mortality due to unintentional injuries and chronic lower respiratory diseases (i.e., 
emphysema, chronic bronchitis) are slightly lower than for the state. The death rate due to 
pneumonia and influenza in the region is higher than for the state (26 versus 17 per 100,000 
population). 
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Figure 39:  Age Adjusted Mortality Rates, Connecticut and Greater Norwalk, 2005-2009 
average 

 
DATA SOURCE: Connecticut Department of Health, Average Annual Mortality Rate, 2005-2009 average 

 
A review of death rate data over time reveals that both the state and the region have had a 
decline in all causes of death between 2004 and 2009 (Figure 40). The city of Norwalk 
experienced the greatest decline, from 743.2 deaths per 100,000 population on average for 
2000-2004 to 650.9 deaths per 100,000 population in 2005-2009. Norwalk, Darien and 
Fairfield all experienced a greater decline in their death rates over this time period than the 
state as a whole. The declines in Fairfield, Norwalk and the state are statistically significant.  It 
should be noted that, per standard procedure by the original data source, mortality rates are 
aggregated for time periods to increase the sample sizes for comparison. [Additional Data in 
Appendix E] 
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Figure 40:  Age-Adjusted Death Rates All Causes of Death, Connecticut and Towns, 2000-
2004 to 2005-2009 

 
DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.  
** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01 

 
As Figure 41 shows, age-adjusted death rates due to diseases of the heart have declined in 
Connecticut and all Greater Norwalk towns between 2000-2004 and 2005-2009.  Significant 
decreases are noted in Fairfield, Norwalk, and Wilton, and the state as a whole.  The largest 
decline, 47.8 deaths per 100,000 population, was seen in Wilton. [Additional data in Appendix 
E] 
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Figure 41:  Age-Adjusted Death Rates to Diseases of the Heart, Connecticut and Towns, 
2000-2004 to 2005-2009 

 
DATA SOURCE: Connecticut Department of Public Health Mortality Statistics. 
 * 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.05. 
 ** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01 
 
Relative to cancer, there is variation across the area. In most Greater Norwalk towns and the 
state, cancer death rates have declined between 2000-2004 and 2005-2009 (Figure 42). The 
largest decline was seen in Norwalk (35.2 deaths per 100,000 population). However, Darien 
and Weston experienced increases in the cancer death rate over this time (by 3.7 and 22.1 
deaths per 100,000 population, respectively). Although complete data about specific cancer 
death rates are not available at the town level, data about cancer deaths for Connecticut as a 
whole reveals that for many cancer types, death rates have gone down between 2000-2004 
and 2005-2009 (Table 4). Exceptions are pancreatic cancer, uterine cancer, and bladder 
cancer, which have all increased slightly. 
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Figure 42:  Age-Adjusted Death Rates from All Cancers, Connecticut and Towns, 2000-2004 
to 2005-2009 

 
DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.  
** 2005-2009 AAMR is significantly different from 2000-2004 AAMR at p<0.01 

 
Table 4:  Age-Adjusted Death Rates Cancer, Connecticut, 2000-2004 to 2005-2009 

 

Deaths per 100,000 population 

2000-2004 2005-2009 

Trachea, bronchus & lung cancer 49.3 45.0 

Prostate cancer 26.5 23.7 

Female Breast cancer 25.1 22.2 

Colorectal cancer 18.7 14.6 

Pancreatic cancer 10.9 11.9 

Ovarian cancer 8.5 8.0 

Leukemia 7.1 6.7 

Bladder cancer 4.5 4.8 

Uterine cancer 4.0 4.5 

Brain and central nervous system cancer 4.1 4.1 

DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.  

 
 
Quantitative screening data indicate that screening rates among Fairfield County residents are 

similar to those for the state as a whole (Figure 43 and Figure 44).19 Approximately 81% of 
women over the age of 40 in Fairfield County and the state have had a recent mammogram, 
nearly meeting the HP2020 target of 81.1%.  The proportion of women over the age of 18 in 

                                                           
 
 
19

 Town-level data are unavailable. 
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both Fairfield County and the state who have had a pap test is about 86%, lower than the 
HP2020 target of 93%.  Conversely, about 75% of adults over age 50 in Fairfield County and 
the state have had a sigmoidoscopy/colonoscopy, higher than the HP2020 target of 70.5%.  
The PSA screening rate for men in Fairfield County (62%) is slightly higher than that for the 
state as a whole (59.8%).  
 
Figure 43:  Screenings, Connecticut and Fairfield County, 2010 

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), 2010  

 
 

Figure 44: Percent of Men Age 40+ who have screened for Prostate Cancer (via a PSA Test) in 
the Past 2 Years, Connecticut and Fairfield County, 2010  

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS) 
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While not to the extent of heart disease and cancer, accidents (i.e., motor vehicle crashes, 
falls) are a leading cause of death in the Greater Norwalk Area.  On a statewide basis, 
accidents, on average, take 32.9 lives per 100,000 population (Figure 45).  Norwalk and Wilton 
have rates that are higher than the State of Connecticut at 50.1 and 45.8 per 100,000, 
respectively.  Other towns in the area are similar to or lowŜǊ ǘƘŀƴ ǘƘŜ {ǘŀǘŜΩǎ ǊŀǘŜΦ 

 
Figure 45: Age-Adjusted Death Rate due Accidents per 100,000 Population by Town and State, 
2005-2009 average 

 
DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrieved on 6-12-12 from 
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=397432 
*AAMRs are not reported for causes of death with <15 deaths. 

 
Chronic lower respiratory disease is the fourth leading cause of death for the Greater Norwalk 
Area as a whole.  Across the region the rates vary by town (see Figure 46).  Norwalk has the 
highest rate among the towns at 52.4 per 100,000 population.  The remaining six towns have 
rates that are lower than the State of Connecticut (34.5 per 100,000 population). 
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Figure 46:  Age-Adjusted Death Rate due Chronic Lower Respiratory Disease per 100,000 
Population, by Town and State, 2005-2009 average 

DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrieved on 6-12-12 from 
http://www.ct.gov/dph/cwp/view.asp?a=3132&q=397432 
*AAMRs are not reported for causes of death with <15 deaths. 

 
The diabetes mortality rate has also declined in both the state and the GreateǊ bƻǊǿŀƭƪ ŀǊŜŀΩǎ 
two largest cities (Figure 47). The rate of decline from 2000-2004 through 2005-2009 in 
Norwalk, from 20.4 per 100,000 population to 12.4 per 100,000, was statistically significant.  
This decline mirrors the trend on a national level.  The Centers for Disease Control attributes 
the decline in the diabetes mortality rate to improved medical care. 
 
Figure 47:  Diabetes Mortality Rate, Connecticut, Norwalk, and Fairfield, 2000-2009 

 
DATA SOURCE: Department of Public Health, 2000-2009. * Age-Adjusted Mortality Rate 
** Change from 2000-2004 to 2005-2009 is significantly different 
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E. HEALTH AREAS 

Chronic Disease ς Cardiovascular Disease 
The Behavioral Risk Factor Surveillance Survey, a telephone survey of adults, asks respondents 
whether they ever had or currently have specific chronic conditions. Among survey 
respondents, heart disease and heart attacks were the most prevalent chronic conditions, 
with 3.2% and 2.2% of adults in Fairfield County reporting having been currently diagnosed 
with these diseases, respectively (Figure 48).  Less than 2% of adult residents reported ever 
having a stroke or heart attack. Rates of chronic conditions among adults in Fairfield County 
are lower than for adults in the state overall.  
 
Figure 48:  Percent of Adults Who Have Been Told They Have a Heart Related Chronic 
Condition, Connecticut and Fairfield County, 2010  

 
DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), 2010  
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largest cities, as seen above (Figure 47). The rate of decline from 2000-2004 through in 
Norwalk, from 20.4 per 100,000 population to 12.4 per 100,000, was statistically significant.  

 
The proportion of adults who have ever been told they have diabetes is lower for Fairfield 
County (6.0%) than for the state (7.3%) (Figure 49). However, fewer Fairfield County adults 
with diabetes (80.4%) than Connecticut adults with diabetes (83.0%) received an HbA1c 
screening in 2009 (Figure 50). HbA1c is a lab test that shows the average level of blood sugar 
(glucose) over the previous 3 months. It shows how well a person is controlling his or her 
diabetes. 
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