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GREATERIORWALKOOMMUNITYHEALTHASSESSMENT
ANDCOMMUNITYHEALTHMPROVEMENPLAN

EXECUTIVEUMMARY

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 wmding. The Greater Norwalk Area collaborative of
Norwalk Hospital and Norwalk Health Department is iegéh 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
includestwo phases: (1) a community health assessment (CHA) to identify the hekdted 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 andrdowte 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 healtindicators 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 municipalfis@scomprise the

Greater Norwalk Area, with individuals representing youth; the Hispanic and African American
communities; individuals receiving services from a fedewgliglified health center; social service,

health care, and mental health providersjginesses; 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 Novalk?

9 Overall Populationin 2010 the total population of the Greater Norwalk area was 240,109, an
AYONBIAS 2F Hdx: FNBY Hnnno 2 KAfS GKS NB3IA2Yy Aa
county, the towns within the region vary by size, grow#itprns, wealth, and composition of
residents.b 2 NB I £ { Aad GKS Y2ald LlRLzZ 2dza (G26y Ay GKS I NJ
in 2010. Overall, the Greater Norwalk Area has a higher proportion of families (71.5%) than the state
as a whole (66%), with a greater concentration of families in Darien and Weston. Norwalk and
Fairfield have a higher proportion of ndamily households.

9 Age Distribution:The age distribution for the region is similar to that of Connecticut, though the area
has a sgihtly 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 Diversitfocus group and interview participantS@& ONA 0 SR G KS NBIA2Y Q
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 tle 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.

1 Income, Poverty, and Employmenthe Greater Norwalk Area is characterized by substantial
variation in income, with both very wealthy and less affluent householdssadhe 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 amgoyment 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. Figure 1: Monthly Unemployment, Connecticut Greater Norwalk, and

9 Educational Attainment: Towns, 2012012
Interview and focus group 100
participants cited cooern o - —
regarding educational 2 §

. 8.0
achievement gaps and school ) W\\%\\ /X 7f

budget cuts resulting from the

economic downturn. Others oSS MW wj
expressed concern regarding 50 \i’ /
educational achievement iy
pressures for youth in the Greater R R N OSSR AR R T
Norwalk Region. While the

majority of towns in the regin

have a highly educated population
¢ approximately twice as many
residents have aear degree (70%) compared to the state (3g%lucational levels of adults in
Norwalk and Fairfield were generally lower.

=Darien ==Fairfield New Caanan===Norwalk ===Weston Westport Wilton Connecticut

DATA SOURCE: Connecticut Department of Labor, Local Area
Unemployment Statistics (LAUS)

Social and Physical Environmenthat is tte Norwalk Community Like?

This section provides an overview of the larger environment around Norwalk to provide a greater

O2yGSElG 6KSYy RA&aOdzAaaiay3d (KS O2YYdzyrideQa KSIfOKoD

1 Housing:As a generally affluent regiphousing 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. Sspendents
explained that housing constraints tied to high housing costs are
evidenced by increased homelessness, strains on homeless servicesy ¢ N3 ysad aead sy
and overcrowding in households. ¢ S f ¢fFazés group participant

' Transportation:Focus group participants described the transit systemy ¢ x & & merpllerisiating
as a stength in the region. A greater proportion of residents in the | rink. They took away the ice
region (13.0%) use public transportation to commute to work than theskating rink. They took away
state as a whole (4.4%), perhaps attributable to persons who commnjutgénage parties for kids that
to New York City for workA smaller percent of houselds in the alir @SR 2ddi 2%

) . there for our children to do?
region (4.6%) lack access to a vehicle than the state as a whole (8.6%)x § NB Q & ¢ Fo2us érduy 3
though there is variation by municipality, with 7.5% of Norwalk participant
households lacking access to a vehicle.

1 Access to Healthy Foods and Recreatiwvhile the region has gréer
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 lovincome residents. Whiléne 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 regilents, who may also have limited access to parks and green spaces.
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1 Environmental Quality:Poor air quality isssociated 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).

I Crime and ViolenceResidents Figure 2: Crime rate per 1,000 Population, Connecticut, Greater Norwalk an
described higher rates of person  Towns, 2010
to-person violence and domestic S 30 1256 24.8
violence as major concerns. While & 25 18.0
the crime rate is lower for the g ig I 15.1 -
region (17.1 per 1,000 population) % 10 6.8 66 5, 7.1
compared to the state (24.8 per S ¢
1,000 pgulation), the crime rate g 0
in Norwalk (25.6 per 1,000) =
exceeds that of the stateWhile é S
family violence rates are lower in 2

the region than statewide, family
violence has increased in the
region since 2008.

DATA SOURCE: Connecticut Uniform Crime Data, 2010

Risk and Protective Lifestyle Befas R ]
This section examines lifestyle behaviors among Norwalk residgn& Pt NRSya +d kd t 2
that may promote or hinder health. %yga;gegfc;rt éof'ngoéducf f;“g’ aand v
1 Healthy Eating, Physical Activity, and Overweight/Obesity: Interview Participant
Similar to patterns nationwide, issues around overweight and A
obesityc particularly heahy eating and physical activity chni; nf“:lalfl arg Koti‘ O,r'{ ':‘fh . zg
emerged as key health concerns for focus group and interviep .3 o iig)\cﬁci(\:/ufsé
participants. In the Greater Norwalk Area, childhood obesity |Sgoup Participant
highest in Norwalk. In 2010, the prevalence of adult obesity in
Fairfield County (16.6%) wasnler than that of the state Gb2NBIf{ LINRGI O &
(23.0%) and country (27.6%). Diet, busy lifestyles, safety, andactivity out of the communitieswe
sedentary lifestyles were cited as factors contributingtothe | KI S h5Q&x Aft AOA
prevalence of overweight and obesity. La Ad NrYLFydoe 25
9 Substance Use and Abudearticipants described an increaise cases of bath salts. We have meth,
KSNRAYSIZ ONI O1z &2
substance use and abuse as a key health concern for the rediatbcus group participant
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 weHbeing 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 inciease®006

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 rad among residents and leaders during focus groups adépth interviews.

9 Overall Leading Causes of DeatQuantitative data indicate that the top two causes of mortality in
Norwalk, as in Connecticut, are cancer (162 per 100,000 population) andetiseate heart (149
per 100,000 population).
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9 Overall Leading Causes of Hospitalizatidine 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, leadingesaof hospitalization are heart and
respiratory conditions. Digestive and
injury/poisoning issues are leading causes Figure 3: Percent of Adults Who Have Been Told They Have a Heart
of hospitalization across all age groups.  Related Chroni€ondition, Connecticut and Fairfield County, 2010

9 Chronic Diseaséfhe prevalence of heart
disease (3.2%), diabetes (6.0%) and
asthma (8.3%)raong adults in Fairfield g 3%
County is lower than the state as a whole. 2% -
Prevalence statistics for indicators of heart 1% -

0,
4% - 3.1% 3.206 8%

1.6%1.7%

disease are presented in Figure 3. 0% -
1 Mental Health: Mental health, Ever been told theyEver been told theyEver been told the
particularly among yatin, was a major have had a heart have anginaor have had a stroke
- ’ . attack coronary heart
health concern raised by participants. diseZse
Focus group and interview participants
m Fairfield County m Connecticut

cited pressures of academic achievement,
stigma associated with seeking mental DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFS!
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.

9 Maternal and Child Health\While the
prevalence ofow birth weight (less than
2500 grams) in Fairfield County (7.0%) wa
below that for he 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

Figure 4: Mental Health Hospitalizations, Connecticut and Towns,
20052010

Per 1,000 Population

females) than for the state as a whole DATA SOURCE: CT Hospiabciation, CHIME Hospital Discharge Data;
(23_9 per 1,000 fema@s analysis conducted by CT Association of Directors of Health for years 200%
2010. For CT, DPH hospitalization data 2009; analysis by Norwalk Health

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

1 Communicable DiseaseSeveral focus group and interview participants identified Lyme disease as a
major concern. Mantowns 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 cdmglsasin Norwalk
(15.2 per 100,000 population) than the region and state (11.5 per 100,000 population).

Department

Health Care Access and Utilization

The following section provides a quantitative and qualitative overview of health care access and

utilization inthe region.

1 Resources and Use of Health Care Servidegrticipants 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 cerg, schocbased health centers,
volunteer emergency responders, and food programs as important resources. The ratio of the
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population to primary care physicians in Fairfield County (739 population per provider) is lower than
that of the state (815 poputaon per provider).

9 Challenges in Accessing Health Care Servitében asked about access to health care services,
participants citeda lack of health insurance, particularly for persons who lost a job during the
economic downturn; higher epays; and log 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 healthesdrvic
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 culturatympetent 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:

1 Health Care Services and ProvideParticipants described health care services and comprehensive
care offered by the hospitala the region as a major strength.

9 Strong Social Service OrganizatiorRespondents characterized the region as largely rich in social
services. They especially praised food access programs.

1 Facilities Promoting Healthy BehaviorAccording to participats, recreational activities,
recreational facilities, parks and green spaces were important and accessible resources for youth and
families in the regionThis sentiment largely pertained to residents in more affluent communities
outside of Norwalk.

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

[ 2YYdzyAGe aSYOSNBQ t SNOSLIiA2ya 2F 2KIG A& bSSRSR
Focus group and intervieparticipants were asked about what was needed to address health challenges
in the region. The following key themes emerged:

9 Focus on PreventiorSeveral participants described a need to change the health infrastructure to
emphasize preventionProviders 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.

1 Health LiteracySeveral focus group and erwview 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 regmn, t
felt that more programs were needed, particularly around chronic disease prevention and stress
management.

9 Centralized Resource Informatiod centralized listing of resources in the region was cited as an
important tool needed for providers, medicstiaff, and discharge planners.

9 Parenting SupportAdditionally, the need to support parents in developing coping and problem
solving skills needed to raise children was a consistent theme throughout interviews.

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

9 Greater Cultural CompetencyNon-English speaking focus group participants noted the rgoee
of enhanced cultural competency, or recognition of and respect for diverse cultural norms, attitudes,
identities, and world views, in the health system. In additia need for interpreters andlternative
medical practices was also expressed.
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1 Enhanced Integration of Information across Health Systeri$ie health provider community
identified greater integration of health information across systems and incentives for health
professionals to practice in the public sector as critical.

1 Greater Collabration across AgencieVhile 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 emedgigom this synthesis of data, including:

T ¢KSNE Aad 6ARS QGFENARIFGA2Y Ay (GKS DNBFGSNI b2NBI
Compared to surrounding towns, Norwalk is more racially and ethnically diverse and has a higher
proportion of houséolds with lower median incomes. Participants described-ommled residents,
increasing diversity, a large proportion of highly educated residents, aafddted environment
and strong business as strengths.

1 Mental health and substance abuse werermsidered 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 t®d 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 meaitaldzee.

1 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 substéal 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.

9 Currently, numerous services, resources and organizations are working to meet the health and
social service needs of residents in the Greater Norwalk ArBarticipants praised the work of
community-based organizations, regional organizations, Norwalk Hospibalydlk 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 angpthese 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

b2NBFt1Qa /2YYdzyAide | S|t (K-tetmydy®Baficeifol i6 address 'y 6/ |
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 balth. 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 brwalk 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, mentaldabehavioral 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 img@ot public health

issues for Greater Norwalk from a list of seven major themes identified in the CHA. Based on the results

2012Greater Norwalk CHEHIP Pageix

Lt



of the multivoting exercise, participants agreed upon the following three health priority areas for the
CHIP: 1) Mental Health) Pbesity, 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
outcomeindicators, 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 ofstisggemade 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 eduation on and access to qualityental health and substance alaus
prevention, intervention and treatment services across the life span.
Objective 1.1: LY ONBI &S LINPOBARSNBQ YR O2YVYaqulivie YSYoSH
mental health and substance abuse services and educational resources for
prevention, intewention, 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 traaent.

Priority Area 2: Obesity

Goal 2: Prevent and reduce obesity in the community by promoting healthy lifestyles

Objective 2.1: Increasehe number of children and adults who meet physical activity
guidelines

Objective 2.2: Increase access to amdnsumption of healthy and affordable foods throughout
the region.
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INTRODUCTION

Understanding that health is affected by where we live, work, and pia3012, Norwalk Hospital and
the Norwalk Health Department led a Commurtitgalth Assessment and Improvement Plan Initiative
with the ultimate goal of creating a healthy commuriity the Greater Norwallrea The health
departments of New Canaan, Westport/Weston, Wilton, Darien, and Fairfield, also joiiseggional
effort. Norwalk Hospital and the Norwalk Health Department contracted with Health Resources in
Action (HRIiA), a neprofit health consultancy organization in Bostém assist with research and
planning. The purpose and scope of this Initiative was to

i

[ i i e i

Assesshe health status and broader social, economic, and environmental conditions that
impact health

Recognize community health assets and strengths

Identify priority issues for action to improve community health

Develop and implemeranimprovement plan with prformance measures for evaluation
Guide future community decisiemaking related to community health improvement

The approach to the CHA and CHIP was guided b&gbeciation for Community Health Improvement
(ACHI) frameworkf 1) establishing an ass@ssnt 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 partart I, the 2012 Community Health Assessnaistusses
the methodology and findings of thessessment Part Il, the Community Health Improvement Rlan
discusses the methodology, goals, objectives, strategies, and indicatorsiofpim/ement plan
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Part I. Community Health Assessment

The following section includeké findings of the community health assessment, which was conducted
from March through August 2012, using a collaborative, participatory approach. The 2012 Greater
Norwak AreaCommunity Health Assessme@HA wasdesignedo fulfill several overarching goals,
specifically to:

1 Gain a greater understanding of the health issues of residents of Nqrivalik Canaan,
Westport, Weston, Wilton, Darien, and Fairfield
Identify where and why we are healthy

T
 Identify where and what we need to do to improiieK S 02 YYdzy AGé@ Qa KSIf (K

. GOMMUNITYHEALTHASSESSMENMIETHODS

The following section details how the data for tGé&lAwvere compiled and analyzed, as well as the

broader lens used tguide this process. Specifically, tBelAdefines health in the broadest sense

and recognizethat numerous factos at multiple levels from lifestyle behaviors (e.qg., diet and

exercise)to clinical care (e.g., access to medical servitesocial and economic factors (e.g.,

employment opportunities)to the physical environment (e.g., air qualityhave an impact on the
O2YYdzyAléeQa KSItaKo® ¢tKS 0S3IAYyYAYyd RA&OdA&AZY 2
determinants of health framewdx which helpedo guide this process.

A. Social Determinants of Health Framework
It is important to recognize that multiple factors affect heakiimd there is alynamic
relationship between people and their environmenté/here and how we live, work, pla
and learn are interconnected factors that are critical to considieen assessing a
O2YYdzy Al ®@Qa¢KEKHt AKX y20 2yfeé R2 LIS2LX SQa 3ISyS
health, buthealth is also influenced by more upstream factfms., distd factors that
influence healthsuch as employment status and quality of housing. The social determinants
of health framework addresses the distribution of wellness and illness among a population
its patterns origins, andmplications.While the data tovhich we have access is often a
shapshot of a population in time, the people represented by that data have lived their lives in
ways that areenabled and constraineldy economic circumstances, social context, and
government policiesBuilding on this framwork, this assessmeuntilizes data tadiscuss
which populations aréealthiest and least healthy the community as well a® examine the
larger social and economic factors associated with goodpaad health.

The follaving diagranin Figurel provides a visual representatiari how individual lifestyle
factorsare influenced by morepstreamfactors
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Figurel: Social Determinants dflealth Framework
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B. Community Health Improvement Task Force
To provide feedback and guidance on the assessment, an advisory commiéteed the
CommunityHealth Improvement Task Foragas formed The groupcomprised of
approximately40 individuals fronB0 key partner agencies and organizatiarese initially
engaged to advise on the process, support data collectiod participate in the development
andimplementation of programs and policies to address priority issli®jagement of
community members and partners haspanded throughout the project to include ov200
individuals Members of the Community Health Improvement Task Force indlude
representatives from housing, transportation, educatibnsinesslocal government, and
neighboring health department3he list of Community Health Improvement Task Force
members may be founoh Appendix A.

The Task Force met as a whole in March ahd Jsipecifically, the Task Force was asked to
provide existingquantitative and qualitative data identify additional appropriate secondary
data sourcesprovide input on primary data collectipmotivate and recruit community
members to participate in # assessment procesassist in organizing focus groygsovide
technical assistance in their areas of expertidentify priority issues for health improvement
and cevelop and implement programs and policies to address priority issues

Throughout theprocess, information was provided to all Task Force members through email

allowing participants to be informed on the progress of the project tredopportunities to
share their expertise.
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C. Secondary Data Collection
To provide a salient community healpinofile of the Greater Norwalk Area (Norwalk, New
Canaan, Westport, Weston, Wilton, Darien, and Fairfielkisting quantitative data drawn
from national, state, and local sources were reviewed. This allowed the development of a
portrait of these areashat 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 HealtiNorwalk Hospital, Norwalk Health Departmgeand
County Health Rankiys Types of data included se#port of health behaviors from large,
populationbased surveys such as the Behavioral Risk Factor Surveillance SystemgBRFSS)
Youth Risk Behavior Survey (YR&S)vell apublic health disease surveillance daaad vital
statistics based on birth and death recordsdditionally, data and analyses completed for the
Connecticut Health Equity Indexere 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 betwaar and July
2012 During this time, HRIA conducted qualitative research with hospitahealth
department staff communitystakeholders, and residents to gauge their perceptions of
community strengths, needs, and health concerns, andotfogiramming or services most
needed to address these concerrig total, 177 individuals were engaged across all seven
communities through aeries 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 secondadata, 17 key informant interviews were conducted with
communitystakeholdersfrom communitybased organizational staff, community leaders, and

hospital and health department staff. Interviews explored tlparspectives of their
O2YYdzyAllASaQ KSIfdK ySSRa FyR adNBy3aiKaz OKI f
communites, gaps in the current programming and servicing environmandt perceived

opportunities to address these needs.

Key informant interviews were conducted with both leaders and flore staff from a wide

range of organizations in different sectors, Bwas education, housing, health care providers,
local government, and social services, as well as community residents. Interviews were held
either faceto-face or by telephone using a sestructured interview guide and lasted
approximately 3660 minutes.

Focus Groups

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

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

>The Health Equity Index is a commurigsed assessment that can be used to identify social, political, economic,
and environmental conditias 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 providergputh; members of the Hispanic and African American communities;
andindividuals receiving services from lbéederally qualified health centerdzocus group

discussions examinegbmmunity member® LJS NI S LJi A 2 gsdetsArE neédeS KSI f (K
their communities, as well as their suggestions on what types of services are needed in the
community and how those cdre best delivered. Discussions also exploredabsets and

resources they have identified as working well in their commuamityvell ashallenges that

many residents currently face in seeking these sesvice

To engage Task Force members in the qualigadata 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, ezh focus group had-83 participants, lasted approximately 8 minutes, and
was moderated by an experienced HRirwalk Health Department, Norwalk Hospital aor
Task Forcéacilitator using a senmstructured guide. In addition to groups in Englisip focus
groups were conducted in Spanish. Participants in the community resident groups were
provided aminimalstipend for their time. It was a priority to recruit participants for the focus
groups fromall sectors of the population, includingaditionally underserved populations.
Community Task Foreeembers and communitipased organizations served key partners

in recruitment.

Analyses

The collectedjualitativeinformationwascoded andanalyzed thematicallipy data analysts

for main categoriesrad subthemes. Analyst&lentified key themes that emergedeoss 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. Whileommunitydifferences are noted where appropriate, analyses
emphasized findings common acrdake Greater Norwalk Are&electedparaphrasedjuotes

¢ without personal identifying informatiog are presented in the narrative of ihreport to
further illustrate points within topic areas.

E. Analyses and.imitations
The Greater Norwalkommunity Health Assessment utilized a participatory, collaborative
approach to look at health in its broadest conteXts noted earlier,iie assessmerprocess
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 thevenmunicipalitiesto 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 careopiders, 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 &'t & S & s r¥sBayfch Q
methods that should be acknowledged. It should be noted tbathe secondary data
analysesseveral sources did not provide current data stratified by race/ethnicity, gender, or
age¢ thus, these data could onlyoe analyzedor the total population It is also important to
note that there were geographic limitations to the BRFSS data, velnéatnly available for
Fairfield County as a whole and YRBS data, ven@bnly available for the state as a whole.
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There are some exceptions the availability of théocal behavioral health data for youth
where data exists for the towns of Weston, Wilton, and Fairfield due to their involvemeant in
grantspecific to these communitiesAdditionally,m many cases across all sources, soia@a
were suppressed and not ailable because population counts were too small to report.

Likewise, data based on sedfports(i.e., BRFSS, YRB®)uld be interpreted with particular
caution. In some instances, respondents may egeunderreport behaviors and illnesses

based on fear of social stigma or misunderstandifidhe question being asked. In addition,
respondents may be prone to rechlas that 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 thers@lbrt 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 aduedrnrandom 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.

HNDINGS

GPeoplelove Norvt { T Yl ye 6SNB 02NYy YR NIXrA&aSR KSNB® ¢K
foundations. The people are a great strengjthinterview participant

G2S KIFI@S (GKS 6 0SNFNRY(GZ 6S KI @SFoduKgioupd2 dzy it NB & A |
participant

GO ARNES pbPn YATETA2Y R2ffFNI K2YSa 2y (GKS g1 GSNJI Iy
¢ Interview participant

Gb2NB It {1 2dza([finRei8HP el dzNDB8 (KB (K KFausgapl 02 YYd
participant

G99l OK OAGe 2 NIdiNg 02 YA Faylkradipppasicipanyt

Located about 50 miles outside of New York City, the region covered pthisunity health

assessment, Greater Norwalk, comprises the communities of Fairfield, Darien, New Canaan,

Weston, Westport, and Wiltohn & ¢St +a b2NBIf 12X /2yySOiAOdziQa
respondents and interviewees describe their region as one with substantial assets including

proximity to New York and to the Long Island Squdporate headquartersf several
companiesnumerousamenities such as restaurants, beaches, parks, walking aaidheaters

and excellent roads to get to these placdsK S | NB I Q& dd8ctiber ab adicbrabjfationl a

of long standing residentand newcomers, includingcentimmigrants. léwever, although

residents describeétheir region as largely affluent and resource rich, therre differenceseen

between the city of Norwalk and surrounding towasd even among the surrounding towns.
Furthermore, residents repoetithat the economidR2 ¢ y (1 dzNy Kl & F FFSOGSR (G KS
and organizations that provide services to them. Theas#orshave implications for community

health and welbeing.
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A. DEMOGRAPHICS
The health of a community is associated with numerous factors including tharses 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,he lives in a community is significantly related to the rates of
health outcomes and behaviors of that area. Famraple, the distribution of age, gender,
NI OS:Z IyR SOUKyAOAdGe IINB AYLRNIFYyd OKIF NI OGSNAaA
by affecting the number and type of services and resources availdblkesection below
provides an overview of the paojation of Greater Norwalk.

Population

The total population of the Greater Norwalk area was 240,109 in 2010, up 2.3% from 2000

(Figure2). WhiletheNBE I A2y A& t20FGSR Ay CFANFASER / 2dzy i
towns within it vary in terms of size, growth pattermggalth,and composition of residents.

b2NB It 1= Uldest &ty Is tihéSnibét populous town in theea comprising 36% of

GKS NBXIA2YyQa LRLMAZA FGA2Y AY HAMAD ¢defied G 2 6y 2 7F
| NBSpopuktion. The three smallest communities in terms of population size (New Canaan,

Weston and Wilton) comprise total 0f20%. The smiaglst community in the region, Weston,
O2YLINR&Sa m: 2F (GKS NBIA2yQa G201 f LRLHZ I GAZY

Figure2: Population by Town, 2010
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DATA SOURCEO10, 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%&f(el). 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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Tablel: PopulationChange in Connecticut, Greater Norwalk, and Tow2800 and 2010

2000 Population 2010 Population 28/((;52)6‘2850
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 25
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 SOURCE010, 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%) Table2). In the towns of Darien and Weston ove8@f 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 offaorily households;

slightly over a third of Norwalk househsl36.3%) and close to 30% of Fairfield households
(27.4%) are noiamily households.

Table2: Household and Families by Type in Contieut, Greater Norwalkand Towns, 2010

% Families % Female % Nonfamily
Number of % of with householder, no households
Households| Families Children husband present (single and
<18 with Children <18 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 3.7 155
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
GreaterNorwalk 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

® 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 groupof related adults. Femaleeaded 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 residentsiarder 14 years old while

one is 65 or ovefseeFigure3). However, the area has a slightly higher proportion of children
under age 14 (22.1%) thandlstate as a whole (18.6%). The age distribution varies somewhat
I ONR&aa (2¢6yad bSIENIe om> 2F 5FNASYQa LJ2 Lz | (A
populations of Darien, Fairfield, Wilton, and Weston are under the age of 24. Norwalk, by
contrast, ha thesmallestproportion of young people less than 20% under the age of 14 and
less than 30% under the age of 24. Norwalk the largest proportioin the region of the
populationages 254, however The senior population comprises a higher proportidrthe

total population in the communities of Westport and Fairfield, slightly higher than the state
average.

Figure3: Age Distribution in Connecticut, Greater Norwalk, and Towns, 2010

Norwalk

New Canaan
Westport
Weston
Wilton
Darien
Fairfield

Greater Norwalk Area

Connecticut

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

mAge 0-14 (%) mAge 15-24 (%) mAge 25-64 (%) ®Age 65+(%)

DATA SOURCEO10, U.S. Census Bureamerican Community Survey

A comparison of population growth rates between 2000 and 2010 reveals that Greater

b2NB I f 1 Qa LJ2 Lz | 14 eperieAcéd a® dvardll Rdvdase (115%)aile the
A0FGS5SQa e2dzi K LI Lzt | {suswhntiallyi6.200kWidg this Beé8ad&d N2 dzLJ RS
(Figured). The region also experienced a higher rate of growth among those ag#s 15
(25.9%)thanthé@ G+ GS & | gK2tS O6mMy dm:>0® | 2YOSNRSt &3
substantially over this same time period (7.7%file 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, respectivelyggative

growth in the population over age 658(4% and4.6%, respectively). Conversely, the towns

of Weston and Wilton experienced negative growth in populations under ag® B4 and

3.7%, respectively) and substantial growth in the population eger 65during this teryear
period(15.1% and 16.1%, respectivelAdflitionalData inAppendix
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Figure4: Population Chage by Age Group in Connecticut aieater Norwalk Area2000
and 2010
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DATA SOURCH:S. Census Beau, 2000 Decennial Census and 2010 American Community Survey

Racial and EthniDiversity
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The towns surrounding Norwalk were described by residents as largely white, affluent,
Englishspeaking and highly educate@®y contrast, respondents describduktcity of Norwalk

as very diverse ethnically and racially as well as economi&ithin Norwalk asvell, there

are differences in population composition according to focus group and interview participants.
Asoned dza Ay S4a T2 0Odza I NHrmelardtdsicallg tivd Nofvalkste byfeB R a

ring which looks and feels like whickeMJ G 26y (GKS& | NB | R2FOSyld G2 |
NAYIXLR2GSNI & | (bék YdzOK KAIKSNI £ S@S|

Quantitative data confirm the perceptions of focus group members and interviewees. While
the city of Norwalk has substantialcial diversitygreater than Conngticut as a wholgthe

other communitiesare much less diverseless than 8% of their populatiomse nonwhite
(Figureb). The BlackAfrican Americamopulation(142%)also comprises a sizeable portion
2T b2NBI | . .Osuroithdiddzowns, the Igrgesicialminority groupis Asian, with

a relatively low proportion oBlackresidents. The region overall has a smaller proportion of
Blacksand people of multife racesthan the state as a whole but has a slightly higher
proportion of Asians (4.1%) than the state (3.8%).
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Figure5: Population of Connecticut, Greater Norwalk, and Towns, by Race, 2010
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DATA SOURCE: U.S. Census Bureau, American Community Survey, 2010

When considering the ethnicity, Norwalk has a significantly larger portiits pbpulation

who are Hispanic than the neighboring communities and the Connecticut as a whole. As
shown inFigure6, 24.3% of the population in Norwalk is Hispanic, while this population
accounts for 13.4% of Connecticut. For other towns in the Greatev®dbrea this
percentage ranges from 2.9% in New Canaan to 5.0% in Fairfield.

Figure6: Populationof Gonnecticut, Greater Norwalk, and Townby Hispanic Ethnicity,
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DATA SOURCE: U.S. Census Bureau, American Commugity Z04r0

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
Racesn the Greater Norwallrea (66.5% and 70.9%, respectively)rtiar the state as a
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whole (49.6% and 30.4%, respectivellf)ggre?7). Both the region and the state experienced

a slight decline in the proportion of the Whipmpulation ¢1.2% and0.3%, 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 ratedr 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 themseglves a
Black (74.8% and 69.8ferease respectively) and as Asian (88.1% and 74rs%6ase
respectively). The Whitgopulation decreased in all towns except Darien where it increased
by 3.7%. Norwalk experienced the largest decrease in the White populadisreen 2000

and 20104.1%). [Additional Data iAppendix E

Figure7: Population Change by Racial/Ethnic Group in Connecticut, Greater Norwalk, and
Norwalk, 2000 and 2010
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DATA SOURCE: U.S. Census Bureau, 2000 Decennial@@en2010 American Community Survey

B. SOCIAL ENVIRONMENT

Ad A& I &alFS OAle dddd ¢KSNB A& I22R 02y GNERf
it seems like a good level of education. Norwalk is a town that | would recommend. There is

good work; there is a lot, if they do not worl@ibecause they don't want ¢ Focus group

participant

G¢CKSNE INB INBIFG GKAy3ITa F2N (KSj dal2NIkidKY gK SENISOENI 3
Focus group participant

Gt $2LX S NBI t O Y O tzthiewienepdeicipantk S

G¢CKSNBE | NB YIye 2L NEods/ giolpipSracipddtS NS Ay b2 NB I f |
aLGQa | oA3 FaasSd G2 o6S ftAGAYy3I Ay (GKAAa LI NI 2
choices, medical choices, entertainment. There @ehaRS NI y3S 2F Yy i SNBadAy
Focus group participant

GLGQE | OSNEBRI OSNE RAGSNES O2 Yohapfiieindre 6 KA OK A &
FGGNI OGAGS FalLlsSoha 27 cF&usyrduppaytilpat 2 NJ Ay3 Ay b2
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The social environmerats discussed in this report includeducation, 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 prevalenceiohho@nditions

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 iatetion 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,

Gt S2LX S OK224aS (G2 0SS KSNE 2Id30REs FRWEE A dz ISR Z BRS
O2YYdzyAile FyR AGaA LIS2LI Soé

Focus group patrticipants and interviewees pointed to substantial strengths and challenges of

the region, although these differed by area. When asked about strengths, those in the
surrounding commurties pointed to high quality schools, strong civic mindednasd

LIKAT I YGKNRLIAO GSYRSYOASA Y2y JoridtiBtioAéR StyIGINTEES I 84
attributable to the large number of stagt-home moms. Close proximity to shopping and the

shore as well adlew YorlCitywere also cited as assets of the region. Those in Norwalk saw

their strong and growing diversity as a strength. Some saw greater opportumityrimalk

than in other cities. As orfecus group participard i | GLSIRZA to§et & jabStdibe

treated better we are happy her® €

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 roteafieK
are] dwindling resources and a major achievement@g&tudent focus group members also
expressed concerns about school budget crises that have resulted in the loss of programs such
as art, music and vocational classiese losses makie 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 pressum families, and especially students, to excel.
As one focus group member statadd,o i K SulNe&pedtadioh for excellence, starring in three
sports, going to a big schabklhe consequences of this, according to some, are higher rates
of stress and axiety, which can lead to mental health concerns and substance use.

Adults who complete college are more likely to live healthier liv@santitative results show

high educational attainment among manytbel NB I Q& O2YYdzyAiASas Ay 3IS
the state averageHigure8). 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 decisiofisThese factors play a role in health outcomes, and studies have
shownthat college graduates live longer lives compared to individuals who do not complete
high school

Over 70% of adults in five of the towns (Darien, New Canaan, Weston, WesimibitVilton)
have afour-year degree or more, compared with 35% for the stas a wholéWhile the
proportion of adults with less than a high school diploma is very low in most towns in the
area educational level®f adult residentsare generallylower in Norwalk and Fairfield.
Fairfield has fewer adults with a college degredigher (59.3%) than many of the
surrounding townsbut it still has a higher proportion than the state. Norwalk, howehels
lower levels of educational attainmenthe proportion of adults with a-lear degree or
higher (39.1%) is far lower than that @her 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 eea overall (7.2%).

Figure8: Educational Attainment, Connecticut, Greater Norwalk, and Towns, 2010

Norwalk
New Canaan
Westport
Weston
Wilton
Darien
Fairfield

Greater Norwalk Area

Connecticut

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%  100%

H Less than H.S. (%) B H.S. or GE (%)
m Some College or Assoc. Degree (%) m College Degree (4 or more years) (%)

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

Income and Poverty

G¢CKSNE N5 L2201 SiB2LFE FENH | (i K SEcENBIS y2 o &
participant

G9 @Sy GKS | FFf dzSy & Focus@oup paichoghB 2y G KS SR3ISdé

* California NewsreeNationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is
Inequality Making Us Sick®tp://www.unnaturalcauses.org/resources.php?topic_8l=

® Robert Wood Johnson Foundation Commission to Build a Healthier America.
http://www.commissiononhealth.org/Education.aspx
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The Health Equity Index poirtis 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 factiies. Income levels have also been correlated to life expectancy, with
lower income earners experiencing lower life expectarfcidshas 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 generatiohswer income communities have
shown higher rates of asthma, obesity, diabetes, heart disease, and child poverty.

Focus group participants and interviewees identified several community condéres.
SO2y2YA0O R2¢6yldzaNYy KIFa FFFSOGSR GKS NBIAZYyQa N
services to them. Poverty within Norwalk has increased. According to one interviewee, the
proportion of Norwalk students eligible for free and reduced lunch has fieem 22% to

4098. Other respondents from the city reported that residents are struggling to hold onto
employment and sometimes work two or three lemage jobs while at the same time
strugglingto pay for things like child care and health care. The ecandewnturn has
affected the more affluent communities as wels professional jobs have been lost and
families struggle with adjusting to new lifestyldsocus group participants from social service
and health organizations reported that increased deh&or their servicegnd shrinking
resources hee challenged their ability to continue to meet neeeffectively.

Quantitative data point to a region of substantial wealth. According to the Census Bureau,

household median income in the Greater Norwalkeawasmore than$50,000 higher than

that for Connecticut as a whol€&igure9). 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
285302y O6bPHAndZIconv® b2 Ninéih0MMavasBBREL}affout MU @ADS K 2 f R
lower than that for the Greater Norwalk area as a whole.

® california Newsreel, Nationality Minority Consortlaint Center Health Policy Institute. Unnatural Causes: Is
Inequality Making Us Sicki®tp://www.unnaturalcauses.org/resources.php?topic_id=3

" Robert Wood Johnson Fourtittn Commission to Build a Healthier America.
http://www.commissiononhealth.org/Education.aspx

® For the Fall semester of 2012, the percentage of students eligible free or retlureeitin the Norwalk Public
Schools was approximately 43%.
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Figure9: MedianHouseholdincome, Connecticut, Greater Norwakrea and Towns, 2010
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DATA SOURCE: 2010, Census Bureau

Poverty raes 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%)

FigurelOshows he 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 perpoxeriry

(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 whol@-igurell). Twelve percent of persons in poverty in Norwalk are

children underl8.
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FigurelO: Poverty Rate, Connecticut, Greater Norwalkea, and Towns, 2010
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DATASOURCE: U.S. Census Bureau, 2010 American Community Survey. Population for whom poverty has been
determined.

Figurell: Households with public assistance (cash) or food stamps (SNAP), Connecticut and

Towns, 2010
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Employment

The 2010 unemployment rate for the Greater Norwalk Amge 6.2%, slightly lower than the
rate for the state (7.6%){gurel2). Across most towns, the rate was betweef%. 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 fluctuatedhty since

2010 although over time, the rate for the towns has been less than for the state as a whole

(Figurel3).

Figurel2: Unemployment Rate, Connecticut, Greater Norwalk, and Towns, 3010
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DATA SOURCE: U.S. Census Bureau, 2010 American Community Survey

Figurel3: Monthly Unemployment, Connecticut, Greater Norwalk, and Towns, 2&1112
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AsseenifFigurel4ds (1 KS KAIKSAG LINBLRNIA2Y 2F DNBFGSNI b
Education, Health and Social services (18.8%), Professional, Scientific and Management

(18.29), 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% comparet’4). 10.

[Additional Data irAppendix E

Figureld: Employment by Industry Sectors, Greater Norwalk, 2010
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DATA SOURGES. Census Bureau, 2010 American Community Survey

Housing

As a largely prosperous region, housing in the @reldorwalk Area is expensive anthny
participants identifiedhe high cost of housing throughout the region as a concé&or. some
individuals and families, after covering their housing costs, little is left to cover food and other
items. Some pointedo rising homeless rates, owurdened homeless services, and large
numbers of people living in one residence/apartment as evidence of growing housing
constraints especially since the economic downtur®thers reported that it has become
increasingly dficult for the elderly to afford to stay in their home&everal focus group
members from Norwalk reported that development in some areas of the city (Sekoging
long-time residents out.

As shown irFigurel5, median monthly housing costs with a mortgage or monthly rental costs

are higher in this region than for the state as a whdonthly mortgage costs range from

$2,731/month in Norwalk t&4,000/monthin the five communities of New Canaan, Westport,

Weston, Wiltonand 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 whidhele

b2NBIFf]1 YR CIFHANFAStRQa NByillfad 6bmMIHoMKY2Y (K
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 expemisezenedian 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 $220,00@ata from the Connecticut Housing Finance Authanitiicate
the median sale price for a single family home in Dari@hMew Canaan was $1,250,000 in
2010. Additional Data irAppendix EFurthermore, the rate of foreclosure filings for the
region (2.75 per 1,000 units) was lower than for the state (4.46 per 1,0@€) upAdditional
Data inAppendix E

Figurel5: Median Housing Costs, Connecticut, Greater Norwalk, and Towns,’2010
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DATA SOURCE: 2010, U.S. Census Bureau, American Community Survey

Transportation
GCNIyaAd aeaidsSycRoaus dgroupparHcipadt dza | a ¢St f oé

Quantitative data show that fewer Greater Norwalk residents (4.6%) than residents of the

state as a whole (8.6%) lack access to a veliwe€ 16). While overall,residents in most of

the towns have access to avehigledp:s 2F b2NB I 1 Qa LI2LJzZ | GA2Yy R?2
vehicle. Further, ahigher proportion of Greater Norwalk workers (13.0%) use public

transportation to get to work than the state asanole (4.4%) (

Figurel?). These findings may be attributable to the proportion of the population that

commutes into New York City for work.

10 Housing cost for owners includes mortgage (if there is one), taxes, insurance, and utilities. Rent does not include
utilities unless they are included the rent payment.
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Figue 16: Households with no Vehicle Available, Connecticut, Greater Norwaka towns,

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

Figurel?: Proportion of workers using publigansportation to get to work, Connecticut

and GreaterNorwalk Area towns, 2010
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Access to Healthy Foods and Recreation
0Gyms are doing a healthy businedsam seeing full parking logsg Focus group participant

G¢KSe G221 lsleé& GKS NRfftSNIajldAy3a NAYyld ¢KSe
teenage parties for kids that stayed out of the streets. They took away all of that. What is
G§KSNB F2NJ 2dzNJ OKA Y REEBoys gibap p&tkigantt KSNBE Qa y2 i KA

Focus group respondents and interviewees reported concerns about rising obesity levels in
the region,particularly among childrenClosely related to obesity rates is the availability of
healthy foods and opportunities fgrhysical activity and recreatiorAsFigurel8below

shows, 87.8% of zip codes in Fairfield County have healthy food outlets (i.e., restaurants,
groceNE dG2NBasx 02y @BSyASyOS adGd2NBas FIENXYSNEQ YI N
higher than the rate for Connecticut as a whole (70.8%Jowever, the proportion of
restaurants in Fairfield County that are fast food establishments (36.8%) is sorthat of

the state (37.9%). Access to healthy food is a concern in some areas of Norwalkhehere
U.S. Department of Agricultutes identifiedthree census tractsouth of Interstateasfood
deserts. This mearthat these areas are low incomandthat a substantial number or share

of residents hasimited access to a supermarket or a large grocery store

Figurel8: Percent of People with Access to Healthy Foods, Connecticut and Fairfield
County, 2009

100

87.8

Percent

Limited access to healthy  Percent of zip codes in Fast food restaurants
foods (percent of population county with healthy food (percent of all restaurants
who live in poverty and more outlets that are fast food)
than 10 miles from a grocery

store)
m Fairfield County m Connecticut

DATA SOURCE: Ceaipcode Business Patterdsalysis by County Health Rankir2@09

“Data specific to the Greater Norwalk Area are not available.
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Overall, the region has substantial access to recreational facilttefsied 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 spbese are 20
recreational facilities per 100,000 population in Fairfield County, whiblgier thanthe state
rate (14 per 100,0083. However, the cost of using these facilities can be prohibitiaeo

less affluentand some residents have less access to parks and green space than others.

Environmental Quality

The relationship between elated air pollution particularly fine particulate matter and

ozona and compromised health has been well documentédreview of the literature by

the County Health Rankings indicates that the negative consequences of ambient air pollution
include decreasa 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 skadeiel9). 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).

Figurel9: Air Pollution, Connecticut and Fairfield County, 2007
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DATA SOURCE: U.S. Environmental Protection Agency (EPA), 2007

Crime and Safety

Focus group respondents and interviewees also reported growing rates of pergmison
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
IANER dzLJ Y S Y 0 & Ny siréet, it GyRBighlborhood, | feel fine. But not in other paces

2 United States Department of Agriculture (USDA) Food Environment Atlas, analysis by County Health Rankings
and Roadmaps, 2009

2012Greater Norwalk CHEHIP Page22



The crime ratdi.e., calculated below as the sum of crimes against persons and crimes against
property per 1,000 populatioriy a widely used indicator to assess the level of safety in an

areal St 0K 91ljdzA (@

L y R S Kifieratek tb floSrakihdaldzBcomeB dtidh S 6

fAY

as mental iliness, drug and alcohol abuse, violence, and mortality*falttigh crime rates are
also linked to other determinants such as income, education, stress, and.rdagh crime

rates contribute to poor physi¢aeconomic, and social environments and limits the amount of
resources and services available to communities, which lead to poorer health outGomes

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 p@@@ation The

crime rate in Fairfield and in Westport is also slightly higher than for the feébeaegion.See

Figure20.

Figure20: Crime Rate per 1,000 Population, Connecticut, Greater Norwalk, and Towns, 2010
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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 attributedrthis to the stress and anxiety
resulting from theeconomic downturn and noted that lack of reporting and/or action by

GAOGAYEA A& F OKIffSy3aSo

theré aremaryy wanertdatistag N2 dzLJ Y

Bpr Rudiger Krech (Director, WHO DepartinefinEthics, Equity, Trade and Human Rights): Social Determinants of Health, May

17,2010

14 http://www.sfgate.com/cgibin/article.cgi?f=/c/a/2004/10/03/MNINFANTMO.DTL
!> california Newsreel, Nationality Minority Consortia, Joint Center Health Policy Institute. Unnatural Causes: Is Inequality

Making Us Sickttp://www.unnaturalcauses.org/resources.php?
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j dzA SG | Yy R R 2ay#law eaféra@mentyodus giduy riember shared the same
perspective: 6 2 dzii Y2 NB | fhere deSgbiig tadbd Wedlifipwomen who are too
embarrassed to follow through with plans we help them put into place. They are dependent on
their husband® ¢

As focus group and interview participants noted that family and ddime®lence are

concerns in the region, quantitative data indicate that rates in Norwalk are much higher than
what is seen statewideAs shown irFigure21, 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 populationn 201Q. Rates ofamily 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.

Figure21: Rate of Family Violence Incidences per 1@@dopulation, Connecticut and
Towns, 20062010
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C. HEALTH BEHAVIORS

This section examines lifestyle behaviors among Greater Norwalk residents that support or
hinderhealth.L i SEIF YAy S& &aSOSNIt | 4LS0G& 2F AYRADARM
factors (including physical activity, nutrition, and alcohol and substance use) that result in the

leading causes of morbidity and mortality among area residents. Includédsianalysis are

some measures that are tracked as part of the Healthy People 2020 (HP2020) Initiative, a 10
@SEFENJ I 3SYRI F20dzaSR 2y AYLINRGAY3A (GKS bliA2yQa
Greater Norwalk area statistics are compared to the state a$ole 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-ktetd data are available.

Health was often defined by community resideatspracticing 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 describedWhenwewdlB® f A GG f ST LIS2LX S al ARSI W3z 2dz
aSsS e2dz fFGSN®Q ¢CKIFIG gl a | NBIdzE NI LI NI 2F S
organized, there are safety concerns, people feel that they have to keep their kids oh a sho
fSHakKo ¢tKSe& I NB I FNI AR®E

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 advantageousitoplement 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 sglucidate further how these lifestyle behaviors affect the
health of residents in the Greater Norwalk Area.

Healthy Eating, Physical Activity, and Overweight/Obesity

GThere is a new bike path that has been established. Bike riding has become an apparent
priority.€ ¢ Focus group participant

oGardens at all of the schoajsa dynamic effort to introduce fruits and vegetables and

influence familie® € Interview participant

G¢CKSNSE Aa | f2G tSaa LIKeaAOl f¢Foc@ioug@A &8 wAy ao
participant

GaCc2tl1a o6K2 INB Y2NB OKIffSyaSR SO2y2YAOrftte |
LINR 2 dBodusgivép participant

a'a | OdzZ G§Gd2NBsx ¢SQ@S 3JI200Sy (2 GKAYylAy3dI GKSas
theyare.Ilttakd GAYS G2 32 G2 GKS FIENXYSNRA YIEN]SG | yF
FNBYy Qi ydziNAGA2dzad LG GF1Sa GAYS (G2 SESNDAASO
F dzy R Y Sy { ¢ Focudigikohpyparticigent

Similar to trends nationwide, issues aroungesityt particularly healthy eating and physical
activityt emerged as a concern among focus group and interview particip@iissity 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 olvekited
conditions such as diabetes and heart disease seemed tisibg.r
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Respondents offered several reasons for the rise in obesity especially among ¢hildren

including a faspaced and busy lifestyle that relies on fast fpodncerns about safetynd

the attraction of computers and texting that leads children torbere 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 schoolittle lto help or encourage students to

stay in shape. Among more affluent parents, a focus on academics and educational activities
NBRdAzOSa 2L NIdzyAliASa FT2N LKE@AAOI|ARDIRDAGER ®
even walk to the bus stop, theytgeicked up at their own hous#sé hiKSNAR y20SR (K
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 theobesity epidemic stems from a lack of motivation among people to engage

Ay KSFftGKeé 0SKIF@JA2NREO® | & therg &e afio ddpidple BMdRIazL) Y SY
not accept responsibility for taking care of themsefvés

Child and Youth Obesity

The obedty rate among high school students in Connectitas changed little since 2005. In

2011, the ratg13.0%) as a whole wasmilar to that of thenation andlower thanthe Healthy

People 2020 targedf 16.1% Figure22). While little data are available abouobesity rates
ALISOATAOLITEE | Y2y 3 ,het&aredofdldata avhiliable fot Nodvalldsm £ RNS y
the 2011 NorwalkBody Mass IndexBMI) Data Report.Norwalk has youth obesity prevalence

rates that are higher than the state average in many cases. For exampl®,gnddd' grade

students, the rate is twice as high for Norwalk students than youth in the sfaf®nnecticut

overall (206 vs. 10%). Minority children are at higher risk of unhealthy weight than white

children, as are children of alieces from lowesincome families.

Figure22: Percent of Obese Youth (9t2th grades) by County, State, and (2805- 2011
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**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 (20e2%}han hal#5.2% of youth in
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Connecticut are getting the recommended level of exercise per wegkiie23). Less than

one-quarter (21.0%) of youth in Connecticut were eating the recommended number of fruits

and vegetables per day, roughly the sapmeportion for U.S. youth as a whole (22.3%).

TownrHevel data on physical activity collected by the Connecticut Department of Education

(Figure24) indicate that most towns in the i@ater Norwalk area exceed théase average for

the percent of children meeting physical activity standards (avera@tb®). The exception
is Norwalk, which had the lowest percentage of children meeting the stand48d4%)
among Greater Navalk Areatowns, and was below theate average (51.0%).

Figure23: Physical Activity and Fruit and Vegetable Consumption among Youth by State

and US, 2009
50.0 1 452
40.0 -
% 30.0 -
S 20.2 210 223
o 20.0 -
10.0 -
*%
0.0 i T
Physically Active for 60+ minutes for 3-ruit & Vegetable Consumption (5+
days servings per day)
m Connecticut ® United States = Healthy People 2020

DATASOURCE: Youth Risk Behavior $U{YBBS), 2009

*relevant Healthy People 2020 Target, not available

Figure24: Percent of Children Meeting the Standard on All Four Physical Activity Tests* by

Town and State, 2012011
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DATASOURCE: Connecticut State Departhed Education, 2012011.
*Four tests include: Aerobic endurance, upper body and abdominal strength and endurance and flexibility.
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Adult Obesity

As seen irrigure25, 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 (224, 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 acrosracial and ethnic groups, however. The rates of adult obesity are highest for
Blacks (43.5%yvhich is almost double the average for Whites (22.1%). [Additional Data in
Appendix [E

Figure25: Percent of Obese Adults by Countyafe, and US, 2002010
30%

5% ‘/‘7

g 20%
15%
10% T T T T )

2006 2007 2008 2009 2010
—&— Fairfield County ——Connecticut —&— United States

DATASOURCBehavioral Risk Factor Surveillance System (BRFSS), 2010

AsFigure26 shows, rates of physical activity arrdif and vegetable consumption among
Fairfield County adults are similar to the state as a whiskeut one half (53.4%) of adults in
Fairfield County are getting the recommended level of exercise per waeske similar to
Connecticutas a wholg53.9%) and slightly exceeding the Healthy People 2020 goal of 47.9%.
Roughly 30%f adults in Fairfield County are consuming the recommended number of fruits
and vegetables per day ratecomparable tahat for the state(28.3%).
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Figure26: Physical Activity and Fruit and Vegetable Consumption among AdulEairfield
Countyand Connecticuf 2010

60% - 53.4% 53.9%
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47.9%
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30% 28.3%

Percent

20% ~
10% -

0% -
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moderate for 5 days, 20+ mins of  (consumed 5+ servings/day)
vigorous for 3+ days)

® Fairfield County ~ ® Connecticut ™ Healthy People 202(

DATASOURCHBehavioral Risk Factor Surveillance System (BRFSS), 2010
*relevant Healthy People 2020 Target, not available
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Substance Use and Abuse (Alcohol, Tobacco, and Other Drugs)

d[Police bring onlverage a drunk up to the ER every other flalge ERhaslimited resources

andthey release them after-g K2 dzZNE® 2 AGKAY | ¢SS 2 [Thé8 QNB I NI
ERstaff should send them for treatment, not back on the strée¢ Focus group participant

GwetKS aeaiasSye Aa yzid lFfeglea +oftS G2 g2N] G23S
KSt L) i K&itervie\ Saiicipant

éNorwalk probably has the mostud activity out of the communitiesg S KIF @S h5Qax A f
RNHZA &l fSa SOSNESGKSNBD® LG Aa NI'YLIydoe 2SQ@S K
YSGKSX KSNRBAYS ONI @fFocugdgodp pyriicigedt A 0> AGQa KSNB

Substance abuse was the thirdstfrequently cited health concern in the region, especially
in Norwalk by focus group and interview participants

Youth Substance Use

4 AFK aOK22f 1ARa NS RSIFIfAYy3a 6AGK GKSANI Fl YAC
their behavior® € Focus group participant

0Alcoholis a very big issue, probably the biggeétFocus group participant

According to focus group participants and interviewees, among young people, drinking and
marijuana is on the rise in botorwalkand surrounding commuties. Teen focus group

members identified smoking, drinkingnd drug use as a significant concern in their

communities and noted that these substances easilyaccessibléo youth. An educator

& 0 | (tfere Bas lGeen an increase in expulsionsand sUspgé 2 ya RdzS G2 dzaS 27

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 fro#6.0% in 2007 to 41.5% in 201RAidure27). 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 Connectignouth 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 18ears which is similar to national numbers from the National Institute on
Alcohol Abuse and Alcoholismhich identify 11 years old for boys and 13 years old for girls.
Similarly, in Connecticut a higher percentage of males (18.2%) than females (deadkaior

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 nationaldsepAdditional Data idppendix

B
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Figure27: Percent ofYouth Consuming Alcohol by State and US, 220711
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DATASOURCE: Youth Risk Behavior System;Z007. Consuming Alcohol= Consumed at least one drink one day
in thelast 30 days

Binge drinking rate’§ 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(Bi§&6e28). As with

age of first drink, Youth Risk Behavior Survey Data indicatdithgé drinkingamong
Connecticutyouth has decreasefilom 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 (19.8%8ddition,a higher

percentage ofVhite youthin Connecticut (24.8%)ad 5 or more drinks in a rowithin a

couple hours on at least 1 day in the last motitan Hispanic (21.1%) or Black (12.3%) youth.
This differs from national trend$at indicate higher binge drinking rates among Hispanic
youth than Black or White youth. [Additional DataAippendk B

Figure28: Percent of Youth Reporting Binge Drinking* by State and US, 2011
25 -

22.3 21.9

20 -

15 -

Percent

8.5

Connecticut United States Healthy People 2020

DATASOURCE: Youth Risk Behavior Survey (YRBS), 2011.
Binge drinking*s or more drinks in a row on 1 or more days

'® Defined as 5+ drinks of alcohol in a row within a couple hours on at least one day in the last month
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Marijuana use among Conneaticyouth has remained relatively the same (roughly 24%)
between 2007 and 2011, although it declined slightly in 2009 ksgere29). This rate is
slightly higher than that of the U.\ccording to 2011 YRBS datalyo6.3% of youth in
Gonnecticuthad tried marijuanafor the first time before the age of 13comparedo 8.1% for

the nation as a whole

Figure29: Percent of Youth Using Marijuanah Previous 30 Daydy State and US, 2007

2011
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2011

DATASOURCE: Youth Behavior Risk System;2007.

* Marijuana Use = Youth using marijuana at least once with the last 30 days

The proportion of 12 graders who hae ever used marijuana in selected towns in the region
is roughly the same as for the state as a whéigre30). Data collected by Positive
Directions points tolie averag age of first use of marijuana detween 14 and 15 in the

region

Figure30: Percent of 12 Graders Using Marijuana by Select Towns and Si@&@11 & 2012
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DATASOURCE: Positive Directipp811and Youth Risk Behavior System, 2011
Weston & Wilton: % lifetime users of marijuana users amoflggraders. 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 collectealy Positive Directions in Wilton reveals that 18.6% afisehigh school
students reprted prescription drug abussalightly higher than thé6.8% of senior high school
students in @Gnnecticut Nationwide 25.6% of 12th graders report taking prescription drugs
gAGK2dzO I R200G2NNa LINBAONRLIIAZ2Y D

Quantitative daa 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 ofHi§tte31).
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 smokedheavily decreased from 8.9% in 2007 to 5.4% in 2011.

Figure31: Percent of Youth Smoked Cigarettes on 20+ Days of Last 30 Days by State and US,

20072011average
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DATASOURCE: Youth Risk Behavior System; 2001

Quantitativedata reveals that among youth in the three communities for which data are
available, rates ofouth smoking are lower than for the state as a whole. While 19.7% 'f 11
graders in Connecticut reported recently using cigarettes in 2011, sliglely10% ofouth in
Westport and Fairfield and slightly over 5% of youth in Wilton reporéegntly using
cigarettes(Figure32).

2012Greater Norwalk CHEHIP Page33



Figure32: Percent of 11 Graders Recently Used Cigarettes in Past 30 Days by Select Towns
and State, 2011

25 -
19.7

20 -
— 15 u
c 12.5
3 11.3
[}
& 10 -

5.4
) .
0 T T T 1
Westport Wilton Fairfield Connecticut

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

Adult Substance Use

Alcohol use among adults is slightigler among Fairfield County adults (19.7%) tharter
state as a whole (18.4%7.he 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%)
(Figure33). Fairfield County is rankéth out of the 8 countiesn Connecticubn binge

drinking. The rate of binge drinking in Fairfield Cowanyl Connecticubhasbeen increasing

over the fiveyear period from 2002010, while the rate has been stable for the U.S.

Figure33: Percentage of Adts Reporting Binge Bnking by County, State, and US, 2066
2010
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SOURCE: Behavioral Risk Factor Surveillance System (BRFSS).
Young adults age 13 (35.4%) had the highest rate of binge drinking (almost double the

state average), followed by adults age-2% (30.4%)[Additioral Data inAppendix [E Binge
drinking declines with increasing age until it is only 4.1% for persons over ad4abés
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(23.9%) have a binge drinking rate double that for females (11B&gks have lower rate of
binge drinking (6.1%kan Hispanics (22.6%) and whites (18.2%).

Whilelittle reliabledata on drug use among adultgere availablefor the region drugand
alcoholinduced deathsre available. nthe Greater Norwallareathe highestrate of drug
induced deaths i Norwalk (9.1 per 100,0Q8opulation) and Fairfield (6.1per 1200000
population) with the other towns having counts that are too low to report. While both
Norwalk and Fairfield have rates that dosver than the Connecticut average (1Jér
100,000 population(Figure34), the ratesin Norwalk and Connecticlitaveincreased over a
five-year period from 2002009. Data were also available folcaholinduced deaths in
Norwalkand Connecticut. Over the 2000 to 2009 time frame, the matdorwalkincreased
from 5.5 deaths per 100,000 population@al per 100,000 This rate was similar to that of
Conrecticut (5.1per 100,000population).

Figure34: Drug-Induced Deaths per 100,000 Population by Select Tevand State, 2000
2004 to 20052009
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DATASOURCE: Connecticut Department of Public Health Mortality Statistics. 22R095AAMR is significantly
different from 20002004 AAMR at p<0.05.

Figure35: Almhol-Induced Deaths per 100,000 Populations by Select Town and County
20002004 to 20052009
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DATASOURCE: Connecticut Department of He#tlrerage Annual Mortality Ra(AAMR)
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Cigarette use among Fairfie@buntyadults (12.8%) is lower than use among Connecticut
adults (15.9%) and below the Healthy People 2020 taiggu(e36). Smoking rates have

generally renained steady in Fairfield County over the last several years, but have seen a
slight decline from 2009 to 2010.

Figure36: Percent of Adult Smokers by County, State, and US,
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SOURCE: Behavior Risk Surveillance Sy2@62010

2012Greater Norwalk CHEHIP Page36



D. HEALTH OUTCOMES

This section of the report provides an overview of leading health conditicihe iGreater
Norwalk Aregrom an epidemiological perspective of examining incidence, hospitalization,
and mortality data as well as discussing the pressing concerns that residents and leaders

identified during indepth conversations.

Perceived Health Status

AsFigure37 shows below,n Fairfield County, 90.6% of adults perceive their health to be

G322Ré 2N aSEOSttSyizé

aAYAEF NI G2

GKS adl a

Figure37: Perceivedsood or ExcellenHealth Status, Adults, Connecticut and Fairfield

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

A strong association between sedfported health status and mortality h&een well
documented; thus it is a useful indicator of morbidity within a commudfisigure38 shows
that a lower proportion of Fairfield County dtiuthan 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 thetate as a whole (2.9% and 3.1%, respectively).

" Data for the Greater Norwalk area and towns not available.
'8 Centers for Disease Control and Reetion. Measuring Healthy Days: Population Assessment of Hesitted

Quality of Life. Atlanta, GA: Centers for Disease Control and Prevention; 2000.
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Figure38: Poor Health Days in Past 38dults, Connecticut and Fairfield County, 2010
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DATA SOURCE: Behavioral Risk Factor Surveillance System BRFSIS)conducted Byounty Health Rankings

Leading Causesf Hospitalization

Ly 3SySNIfzX GKS DNBFGSNI b2NBFE] ! NBI Qa
going to the hospital when they are not healtlayfew themes are notable. As seeable3,
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 indiddgal

LJ2 LJdzt |

Table3: Leading Causes of Hospitalizatiby Age, 2009

5 to 24 year olds

25 to 64 year olds

65 + year olds

1. Mental 1. Mental Heart
2. Digestive 2. Digestive Respiratory
3. Injury/Poisoning 3. Injury/Poisoning Digestive

4. Respiratory

4, Heart

Injury/Poisoning

5. Endocrine

5. Musculoskeletal

SH RN

Genitourinary

DATA SOURCE: Connecticut Office of Health Care Access, 2009

Leading Causes @eath

Quantitative data indicate thatesidents of the Greater Norwalk arese generally quite

healthy. With the exception of pneumonia and influenza, death rates among Greater Norwalk
residents from major diseases, illnesses, and injuaresower than for the state as a whole
(Figure39). Quantitative data indicate that the leading causes of death in the Greater
Norwalk area, as in the state, are cancer and heart diseAseseen ifrigure39, mortality

rates for the Greater Norwalk area are slightly lower for these dised€2sand 149 per
100,000 population, respectivelthan for the state as a wholél70 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 disedises
emphysema, chronic bronchitigye slightly lever than for the state. The death rate due to
pneumonia and influenza in the region is higher than for the s{a@eversus 17 per 100,000
population).

2012Greater Norwalk CHEHIP Page38



Figure39: Age Adjusted Mortality Rates, Connecticut and Greater Norwalk,5320009
average
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DATA SOURCE: Connecticut Department of Health, Average Annual Mortality Ra)@®aserage

A review of death rate data over time reveals that both the state and the regivated a
decline inall causes of deathetween 2004 and 210 (Figure40). The city of Norwalk
experienced the greatest decline, from 743.2 desagier 100,000 population on average for
20002004 to 650.9deathsper 100,000 populatioin 20052009. 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 signlficant.
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 compajAaditional Data in
Appendix E
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Figure40: AgeAdjusted Dath Rates All Causes of DeatBonnecticut and Towns, 2000

2004 to 20052009
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DATASOURCE: Connecticut Department of Public Health Mortality Statistics.
** 2005-2009 AAMR is significantly different from 262004 AAMR at p<0.01

AsFigured41 shows, ageadjusted death rates due to diseases of the heart have declined in
Connecticut and all Greater Norwalk towns between@®2004 and 2002009. Significat

decreases are noted in Fairfield, NorwalkdWilton, and the state as a whole. The largest
decline, 47.8 deaths per 100,000 population, was seen in Wiliatditional data in Appendix

E]
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Figure41l: AgeAdjusted Death Rate® Diseases of the Heart, Connecticut and Towns,
20002004 to 20052009
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics.
* 20052009 AAMR s significantly different from 262004 AAMR at p<0.05.
** 2005-2009 AAMR is signiiatly different from 20062004 AAMR at p<0.01

Relative to cancer, thens variationacross the arean most Greater Norwalk towns and the
state, cancer death rates have declined between 22004 and 2002009 Figure42). 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
deaths per 100,000 population, respectively). Although complete data about specific cancer
death ratesarenot available at the town level, data about cancer deaths for Connecticut as a
whole reveals that for many cancer types, death rates have gone d@iween 2002004

and 20052009 {Tabled). Exceptions are pancreatic cancer, uterine cancer, and bladder
cancer, which have all increased slightly.
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Figure42: AgeAdjusted Death Rates fromAll Cancers, Connecticut and Towns, 26004

to 20052009
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** 2005-2009 AAMR is significantly different from 262004 AAMR ap<0.01

Table4: AgeAdjusted Death Rates CangeZonnecticut, 2002004 to 20052009

Deaths per 100,000 population

20002004 20052009
Trachea, bronchus & lung cancer 49.3 45.0
Prostate cancer 26.5 23.7
Female Breast cancer 251 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

DATASOURCE: 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 wholeigure43 and Figure44).19 Approximately 81% of

women over the age of 40 in Fairfield @bpand 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

¥ Townlevel 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%. Conwvelss about75%o0f 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 Wwole (59.8%).

Figure43: Screenings, Connecticut and Fairfield County, 2010
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DATA SOURCE: Behavioral Risk Factor Surveillance System (BRFSS), 2010

Figure44: Percent of Men Age 40+ who have screened for Prostate Cancera(@8A Tedin
the Past 2 YearsConnecticut and Fairfield Count2010
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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 populdfigare45). Norwalk and Wilton

have rates that are higher than the State of Connecticut at 50.1 andp4%3)0,000

respectively. Other towns in the area are similartoor$oWd G KI y GKS {dGF dSQa NI

Figure45: AgeAdjusted Death Rate due Accidents per 100,000 Population by Town and State,
20052009 average
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retrievea b ffom
http://www.ct.gov/dph/cwp/view.asp?a=3132&9=397432
*AAMRs are not reported for causesd#gath with <15 deaths.

Chronic lower respiratory disease is the fourth leading cause of death for the Greater Norwalk
Area as a whole. Acro® region the rates vary by town (sé&gure46). Norwalk has the

highest rate among the towns at 52p4r 100,000population The remaining six towns have
rates that are lower than the State of Connecticut (34€5100,000population).
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Figure46: AgeAdjusted Death Rate due Chronic Lower Respiratory Disease per 100,000
Population, by Town and State, 208009 average
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DATA SOURCE: Connecticut Department of Public Health Mortality Statistics, retriev&a b fBom
http://www.ct.gov/dph/cwp/view.asp?a=3132&0=397432
*AAMRs are not reported for causes of death with <15 deaths.

The diabetes mortality rathas also declirgtin both the state and the Greatd b 2 NB I £ { | NB I
two largest citiegFigure47). The rate of decline from 20a2D04 through20052009 in

Norwalk, from 20.4 per 100,000 population1@.4per 100,00Q0was 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.

Figured47. Diabetes Mortality Rate, Connecticut, Norwalland Fairfield 200062009
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DATASOURCE: Department of Public Health, 28008. * AgeAdjusted Mortality Rate
** Change from 2002004 to 20052009 is significantly different
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E. HEALTH AREAS

Chronic Disease 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 weremtwst prevalent chronic conditions,
with 3.2% and 2.2% of adults in Fairfield County reporting having @iereently diagnosed

with thesediseasesrespectivelyFigure48). 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.

Figure48. Percent of Adults Whélave Been Told They Have a Heart RelaBdatonic
Condition, Connecticut and Fairfield County, 2010
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DATASOURCE: Behavioral Risk Factor Surveillance System (BRFSS), 2010

Chronic Disease Diabetes

The diabetes mortality rat& | a

RSOf AYSR AYy 020K 0KS adald

largest cities, as seen aboigure4?). The rate oflecline from 2002004 throudp in
Norwalk, from 20.4 per 100,000 population to 1p&r 100,00Q0was 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%iglire49). However, fewer Fairfield County adults

with diabetes (80.4%) than Connecticut adults with diabetes (83.0%) received an HbAlc

screening in 20095gure50). HbAlc 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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