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EXECUTIVE SUMMARY

Middlesex Health is dedicated to improving the health, well-being and quality of life of the communities we
serve. Conducting a community health needs assessment (CHNA) ensures that the most pressing health
and health-related needs of a defined community are identified and subsequently addressed. By
collecting and analyzing a variety of data sources specific to our geographic area, a comprehensive
picture of our community’s health status is formed. This process enables the identification of unmet
needs, gaps and barriers to optimal health, well-being and health equity.

While the Internal Revenue Code 501(r)(3), as set forth by the Patient Protection and Affordable Care
Act, requires not-for-profit hospitals to perform a community health needs assessment every three taxable
years with input from persons representing the broad interests of the community, conducting a CHNA is a
best practice for improving community health, quality of life and advancing health equity. The intent of this
CHNA is not only to serve as a tool for guiding Middlesex Health’s planning, but also to be a useful
resource for our community partners and the general public.

Middlesex Health continues to use its CHNA as a vehicle for examining how the influencers of health
outcomes - social determinants of health and health disparities - can have profound health and well-being
implications resulting in poorer health outcomes and reduced quality of life for some. Assessing and
addressing the systems and drivers that contribute to certain groups experiencing diminished health and
quality of life is needed to close the gap of perpetual and widespread health disparities.

The significant health and health-related issues that have been identified through the process of
conducting this CHNA include chronic disease, mental health, substance use disorder, social
determinants of health issues, at-risk populations, and health disparities. Middlesex Health will use
the findings of this CHNA to prioritize the significant health and health-related needs in order to inform the
CHNA implementation strategy, also required by 501(r)(3). The implementation strategy will include the
actions Middlesex Health intends to take to address the most prominent health and health-related needs
identified in the CHNA, including an intentional focus on promoting health equity.

Middlesex Health remains grateful for its continued collaboration with our community partners that share
a commitment to improving the health, well-being, and quality of life for our community members. We look
forward to using the findings of this CHNA to further the work of these multisector partnerships by
responding to identified needs and continuing to support community health improvement and advance
health equity.
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INTRODUCTION AND BACKGROUND

ABOUT MIDDLESEX HEALTH AND MIDDLESEX HOSPITAL

An organizational rebranding from Middlesex Hospital to Middlesex Health occurred in December 2018 in
order to represent the system’s comprehensive network of services provided in conjunction with hospital
services. Middlesex Hospital proper, founded in 1904, is an independent, not-for-profit, acute-care
community hospital located in Middletown, CT. The hospital is licensed for 275 beds and 22 bassinets,
and Middlesex Health serves a total population of over 250,000 persons. Middlesex Health employs over
3,400 people and has 405 active medical staff, 70 courtesy medical staff, and 147 allied health
professionals on its medical staff. Services provided include inpatient and emergency services, extensive
outpatient care, including diagnostic, physical medicine and rehabilitation (5 locations), behavioral health,
disease management, radiology, laboratory, cancer care (2 locations), homecare, assisted living, wound
and ostomy care, surgical services, medical specialists, urgent care (3 locations), and a network of
primary care offices (15 sites). Middlesex Health continues to fully support its Family Medicine Residency
Program (in existence for 40+ years) and Radiology School. In addition to its emergency department
located in Middletown, Middlesex Health operates two satellite medical centers in Westbrook and
Marlborough that have fully accredited, stand-alone emergency departments.

Middlesex Hospital holds five consecutive nursing Magnet® designations from the American Nurses
Credentialing Center. Middlesex Health is a member of the Mayo Clinic Care Network, effective October
2015, a relationship that provides the system with access to information, knowledge and expertise from
Mayo Clinic’s expert specialists.

COMMENTS FROM MOST RECENTLY CONDUCTED CHNA & IMPLEMENTATION STRATEGY

Middlesex Health did not receive any written comments on its most recently completed CHNA (2016) and
most recently adopted implementation strategy (2017). Any written comments on this CHNA (2019) and
the upcoming implementation strategy (2020) may be directed to Catherine Rees, Director, Community
Benefit, at catherine.rees@midhosp.org.

INPUT FROM PERSONS REPRESENTING THE BROAD INTERESTS OF THE COMMUNITY

A Community Health Needs Assessment Advisory Committee was formed to provide input and guidance
throughout the process, including review of the study’s components; review and input on the key
informant survey; assistance with service area-wide key informant survey dissemination; review and input
on community resources and assets; and final study review. The advisory committee was comprised of
stakeholders representing the broad interests of the community, including local health departments,
health care organizations (including medical and behavioral), community based organizations, schools,
municipalities, foundations, advocacy groups, faith-based organizations and public safety. An effort was
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made to ensure that medically underserved, low-income and minority populations were represented.
CHNA Advisory Committee members are listed in Table Al in the Appendix.

OVERVIEW OF PROCESS AND METHODS USED TO CONDUCT CHNA

This report includes primary, secondary, quantitative and qualitative data sources of key health and well-
being indicators, benchmarked against the State of Connecticut, whenever possible. Primary data was
collected and analyzed through the DataHaven Community Wellbeing Survey and a key informant survey
developed and administered by Middlesex Health via e-distribution. Secondary data was collected from a
variety of publically available sources and the DataHaven Connecticut Hospital Association ChimeData
study, an analysis of state-wide hospital emergency department, inpatient and observation discharge
encounters for sixteen health and health-related indicators. More detail on the processes for the
DataHaven Community Wellbeing Survey, the Middlesex Health key informant survey and the DataHaven
ChimeData study can be found in the Methodology section. A listing of the data sources used in this
report is provided in Table A2 in the Appendix. To identify existing resources for health care and health-
related social needs - a process that also allows any gaps in services to be uncovered - an extensive
review of community assets was conducted with the aggregated resources located in Part lll.

As Middletown differs demographically when compared to other municipalities in Middlesex Health’s
primary service area, it is extracted and benchmarked against Middlesex County and the State of
Connecticut, whenever possible. In response to community request to provide granular town-level
information, demographic and health and health-related indicator data are highlighted by the individual
towns in Middlesex Health’s primary service area, whenever possible.

This assessment was completed internally by Middlesex Health under the direction of, and written by, the
Director of Community Benefit. For a listing of Middlesex Health participation, see Table A3 in the
Appendix.

DATAHAVEN CHIMEDATA STUDY TOWN LEVEL COMPANION REPORT

As an extension of this CHNA, town level data for each indicator from the DataHaven ChimeData study
for the towns in Middlesex Health’s service area are included in a companion report that can be accessed
at https://middlesexhealth.org/middlesex-and-the-community/serving-our-community/community-health-

needs-assessment. In this CHNA, Middletown data has been presented for each of the ChimeData

indicators, benchmarked against Middlesex County and Connecticut, as Middletown consistently has
encounter rates that are higher than the state for several conditions.

MIDDLESEX HEALTH CANCER CENTER COMMUNITY HEALTH NEEDS ASSESSMENT

In support of Middlesex Health's mission to provide the safest, highest-quality health care and the best
experience possible for the community, the Middlesex Health Cancer Center is accredited by the
American College of Surgeons Commission on Cancer. This commission recognizes cancer care

Middlesex Health Community Health Needs Assessment 2019 2
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programs for their commitment to providing comprehensive, high-quality, and multidisciplinary patient-
centered care. As part of this accreditation, the Middlesex Health Cancer Center conducts a community
health needs assessment at least once every three years. To provide a thorough understanding of the
community's cancer burden and barriers to cancer-related care, this process is done separate from but in
conjunction with the Middlesex Health CHNA. For an in-depth snapshot of cancer-related issues in the
community, please refer to the Middlesex Health Cancer Center CHNA, which can be accessed

at middlesexhealth.org/cchna.

LIMITATIONS

The goal of this community health needs assessment is to assess the health status, quality of life and
conditions that impact health, well-being and health equity for the residents in the communities served by
Middlesex Health. While multiple primary, secondary, quantitative and qualitative data elements were
collected and analyzed, Middlesex Health acknowledges that there are information and data point gaps
which impact the ability to thoroughly measure and assess the community’s health and well-being.
Publically available data sources are often limited by insufficient sample size, given Middlesex County’s
small population size, which can limit the availability of data specific to Middlesex County. Of particular
concern is the 1) inability to obtain and exhibit data stratified by race and ethnicity, which is likely due to
insufficient data collection methodologies, and 2) lack of data availability to assess other vulnerable
populations. In addition, while hospital emergency department, inpatient and observation encounter data
sets are useful proxies for the health status of a community and are helpful for prioritization, they are only
measures of those who go to the hospital. An important complement to hospital encounters would be
outpatient visit types (i.e. primary care), which were not available for this report.

Middlesex Health Community Health Needs Assessment 2019 3
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NEXT STEPS

Section 501(r)(3) of the Internal Revenue Code also requires section 501(c)(3) hospitals to adopt an
implementation strategy to address the community health needs identified through the assessment.
Middlesex Health will work with members of the Community Health Needs Assessment Advisory
Committee to use the results of its 2019 CHNA to plan for the CHNA implementation strategy phase. To
prioritize the significant health and health-related needs and inform the implementation strategy, priority
setting will occur through use of a matrix and facilitated discussion between members of the Community
Health Needs Assessment Advisory Committee and other community stakeholders and members.
Prioritization elements will include magnitude of potential impact; existing assets; costs, inputs and
resources needed; stakeholders/recipients who will benefit from the intervention; lead champion
organization; availability of data; readiness; settings/sectors for implementation; and, feasibility. The
results of this process will be used to develop goal-oriented strategies.

The implementation strategy will be reviewed and adopted by Middlesex Health’s governing body prior to
February 15, 2020. Components of the implementation strategy will include 1) the key health and health-
related findings of the 2019 CHNA; 2) the actions Middlesex Health intends to take to address the
significant health needs identified in the CHNA,; 3) the anticipated impact of these actions; 4) the plan to
evaluate the impacts; 5) identification of the programs and resources Middlesex Health plans to commit to
address the identified needs; 6) a description of planned collaboration between Middlesex Health and
community partners; and 7) an explanation of the reasons for not addressing any significant health needs.

In order to sustain the collaboration and momentum of the Community Health Needs Assessment
Advisory Committee, next steps also include using the structure as a springboard to develop a county-
wide multi-stakeholder coalition designed to improve community health and well-being and advance
health equity through targeted goals and strategies in alignment with the findings of the CHNA.

Middlesex Health Community Health Needs Assessment 2019 4



ACTIONS SINCE 2016 CHNA

Middlesex Hospital’'s 2016 CHNA Implementation Strategy had four broad priority areas (mental health,
substance abuse, aging population, and asthma), and each had specific goals. This section reviews the
actions taken to address the significant health needs identified in the Hospital’s previous CHNA (2016).

MENTAL HEALTH
Goal 1.1 Improve access to mental health services through interprofessional collaborative practice.

To achieve this goal, Middlesex Health implemented an evidence-based integrated care model for mental
health treatment within the primary care setting. Mental health clinicians, who are primarily Licensed
Clinical Social Workers, are embedded in select primary care offices within the Middlesex Health system.
Patients can be referred to therapy within the primary care practice where they receive psychotherapy to
address a myriad of issues including depression, anxiety, grief, and trauma. Immediate warm hand-offs
between primary care providers and mental health providers can also occur after the primary care visit.
The embedded mental health clinicians consult with a staff psychiatrist on a weekly basis to review cases.
Due to the success of the pilot project, this service is expected to expand to all primary care offices within
the Middlesex Health system.

Goal 1.2 Provide specialized mental health treatment for high risk populations.

The target population for this goal is young adults with emerging mental iliness and/or substance use
disorders. Action steps included 1) developing the service where, through assessment and intervention,
young adults are able to regain and sustain functioning, and remain safe and healthy; 2) renovation of
office space in order to accommodate the expansion; and 3) hiring psychiatrists specializing in young
adult care. As planning and development are complete, program launch is expected to take place by the
end of 2019.

SUBSTANCE ABUSE
Goal 2.1 Develop a treatment program for high-risk patients experiencing severe alcohol use disorders.

In order to accomplish this goal, an inpatient unit dedicated solely to patients experiencing acute alcohol
withdrawal requiring medical care was created. The initiative was developed under the leadership and
guidance of the Department of Psychiatry and through interprofessional collaboration with the
Departments of Nursing and Social Work. The unit was identified, protocols were established and staff
education was provided. Results have been highly positive, including: 1) to-date, no patients requiring
transfer to the intensive care unit (ICU) since inception of the program (compared to a 40% ICU transfer
prior to program launch); 2) improved patient satisfaction; 3) increased patient engagement in outpatient
care after discharge; 4) increased staff satisfaction; and 5) reduction in staff and patient injuries.

Middlesex Health Community Health Needs Assessment 2019 5



Goal 2.2 A) Develop and launch an opioid awareness campaign; B) Increase access to naloxone for
patients at high risk for opioid overdose.

In November 2017, Middlesex Health piloted a naloxone kit distribution program in its Middletown
emergency department (ED) where the ED and pharmacy staff collaborated to develop a naloxone kit
distribution policy and pathway. In early 2019, through a grant partnership between the Connecticut
Hospital Association and the Department of Mental Health and Addiction Services (DMHAS), DMHAS
was awarded federal funds to purchase a supply of Narcan® kits over a two year period for Connecticut
EDs to distribute to individuals at risk of an opioid overdose. Middlesex Health elected to participate in
this opportunity and expand its pilot program. Narcan® to-go kits are offered at all three Middlesex Health
emergency departments to those who have either experienced an opioid overdose or are at-risk of an
opioid overdose. The Narcan® to-go kits are also distributed to family members and friends of those who
are at-risk in order to increase the likelihood of usage, if needed.

An additional opioid focus includes involvement in the DMHAS-funded “How Can We Help?” initiative, a
partnership between the Ministerial Health Fellowship, Columbus House and Middlesex Health. The
target populations are survivors of an opioid overdose, individuals at-risk of an opioid overdose,
individuals struggling with opioid use, and families of those struggling with opioid use. Recovery coaches
with lived experience engage program participants through multiple touch-points and connect their clients
to needed treatment (including Medication Assisted Treatment), recovery support services and social
services. The Middletown partnership is entitled Middletown Recovery Together, and other goals include
community naloxone education sessions, a focus on prevention, and development of a local opioid task
force for broad-based community support and engagement. Middlesex Health provided in-kind assistance
to the Ministerial Health Fellowship in the grant application process, has developed a comprehensive
multi-departmental referral system for patients and families/friends, and provides in-kind on-going
administrative support.

Middlesex Health has not met the goal of developing and launching an opioid awareness campaign since
its last CHNA, but will participate in opioid education and prevention through the Middletown Recovery
Together collaborative.

AGING POPULATION

Goal 3 Design and implement interventions to promote healthy aging in place and improve outcomes for
the aging population.

The actions suggested to meet this goal included development of an in-home comprehensive geriatric
assessment and management service line using the Health Resources and Services Administration
(HRSA) funded GOT Care! (Geriatrics Outreach and Training with Care) UConn, Middlesex Health and
community partner quality improvement program as a template. The GOT Care! pilot program was
successfully completed in June of 2017, followed by a period of required reporting and journal article
development to broadly disseminate the model of care and successful outcomes. Program design
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continues to be underway through 1) assessment of existing geriatric service capacity as well as
organizational strengths and barriers; 2) data review from a doctoral dissertation which evaluated GOT
Care! outcomes; 3) collaboration with a health care economist to conduct a cost/benefit analysis; and 4)
development of a strategic plan to guide the process of designing an interprofessional practice geriatric
service line, starting with the in-home comprehensive geriatric assessment. The work on the geriatric
service modeling and implementation will continue past the conclusion of the 2016 CHNA cycle.

ASTHMA

Goal 4 Improve asthma outcomes by meeting the Connecticut Asthma Initiative goals.

In 2016, the Middlesex County Asthma Coalition was formed, with Middlesex Health serving as
administrative lead under its Center for Chronic Care Management. The coalition includes representatives
from the Middletown Public School System, the Middletown Department of Health, the Connecticut River
Area Health District, the Community Health Center, Middletown, the Connecticut Department of Public
Health, as well as multiple Middlesex Health departments (community benefit, primary care, emergency
department, respiratory therapy, respiratory medicine, among others). The objective of the coalition is to
work collaboratively to address areas of identified asthma need with a focus on those who are most at-
risk.

To increase utilization of asthma action plans, Middlesex Health’s Center for Chronic Care Management
partnered with the Connecticut Department of Health, the Connecticut Department of Education, and
additional providers in February of 2017 to launch the state’s updated asthma action plan which included
a new medication authorization section. This enhancement streamlines the work flow in provider offices
and in the school setting, as a separate medication form is no longer necessary when using the asthma
action plan. Middlesex County Asthma Coalition partners continue to distribute the updated form to
provider offices and school nurses throughout Middlesex County.

To promote patient education techniques for asthma management, in 2017, Middlesex Health’s Center for
Chronic Care Management re-launched asthma education to nurses in the emergency department,
homecare, primary care offices, Community Health Centers and to school nurses throughout Middlesex
County. Educational sessions include inhaler techniques, use of the asthma action plan, and use of the
Incheck Dial to assess patients’ ability to use inhaler devices. In primary care practices nurses are also
educated on the use of spirometry for asthma patients five years and older.

Since August 2018, the Connecticut River Area Health District, the Connecticut Department of Public
Health and Middlesex Health have been partnering on the Putting in Airs initiative, an asthma home
visiting program for children and adults in the defined service area who have poorly controlled asthma.
The program includes an environmental assessment designed to target the reduction of environmental
asthma triggers in the home, asthma education, and connection to needed services.
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Future asthma plans include developing and conducting, through partnership, a qualitative study using
focus groups to identify barriers for obtaining asthma control for at-risk populations.

SOCIAL DETERMINANTS OF HEALTH AND HEALTH EQUITY

An overarching emphasis for Middlesex Hospital's 2016 CHNA and Implementation Strategy was a focus
on social determinants of health (SDOH) and health equity. Since its last CHNA, Middlesex Health has
participated in several SDOH and health equity initiatives and partnerships.

Since May of 2017, Middlesex Health has been a partner site for the Centers for Medicare & Medicaid
Services (CMS) Accountable Health Communities (AHC) five year pilot project through the Connecticut
Coalition to Align Systems and Connect People with Services (CT CAPS), a six hospital partnership with
Danbury Hospital (Nuvance Health) serving as the bridge organization. The purpose of the AHC model is
to test whether systematically identifying and addressing the health-related social needs of community-
dwelling Medicare and Medicaid beneficiaries through screening, referral and community navigation
services will impact health care quality, utilization and costs. The model design bridges the gap between
clinical and community service providers. Eligible patients are screened for five core health-related social
needs (housing instability; utility needs; food insecurity; interpersonal violence; transportation), as well as
an added supplemental screen for substance abuse. High-risk beneficiaries (2+ emergency department
visits in the past 12 months screening positive for health-related social needs) are referred to navigators
who assist patients with accessing community based services in order to address the needs identified
during the screening process. Planning and development occurred in the first year of the program, and
Middlesex Health launched AHC screening in its Middletown emergency department in August of 2018.

In October of 2017, Middlesex Health formed a partnership with the Middlesex County Branch NAACP
Health Committee (“NAACP Health Committee”) to embark on a short- and long-term plan to measure,
assess and address health inequities for people of color in Middlesex County. To guide its work and
strategic plan development, the NAACP Health Committee conducted a Health Equity Impact
Assessment which included review of Middlesex Hospial’'s 2016 CHNA to identify health and social
disparities for people of color. In order to better understand how various systems foster health inequity
and the lived experiences of people of color within the systems that contribute to their health outcomes,
the NAACP Health Committee secured funding from the Connecticut Health Foundation, the Community
Foundation of Middlesex County and the Middlesex Health Women’s Wellness Fund to conduct a focus
group study. Planning commenced in 2018 and the focus groups were conducted in 2019 by Health
Equity Solutions (Hartford, CT). A report of the findings will be completed by Health Equity Solutions in
November of 2019, the contents of which will serve as a road map for the NAACP Health Committee’s
next steps (including community conversations and solutions guided by the needs and preferences of
those most impacted by disparities). Middlesex Health will incorporate the results of the NAACP Health
Committee’s focus group study into its 2019 CHNA implementation strategy prioritization planning, and
will continue to partner with the NAACP Health Committee throughout the future phases of the focus
group project and all future initiatives.
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The Ministerial Health Fellowship (MHF), a program under the Cross Street Training & Academic
Center Inc. (CSTAC), is a faith-based healthcare advocacy network of Black pastors and church leaders
from the Middletown, New Britain and Hartford areas that was formed to build knowledge of healthcare
issues, advocate for health equity and forge connections with healthcare providers and public officials in
order to reduce health disparities for communities of color. Middlesex Health began its partnership with
the MHF in May of 2018 through collaboration with the Middlesex County Branch NAACP Health
Committee. Since that time, Middlesex Health has joined the Ministerial Health Fellowship Meeting
Group, has partnered with MHF on the DMHAS-funded “How Can We Help?” opioid initiative, and plans
to collaborate with MHF on a Community Health Worker program as well as future health equity
opportunities.

Partnering with MHF and the NAACP Health Committee enables Middlesex Health to further its
commitment to advancing health equity by working with key community-based organizations that have a
history of advocacy for communities of color, understanding community needs, and trusted relationships
with community members.
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SIGNIFICANT HEALTH AND HEALTH-RELATED NEEDS INDENTIFIED THROUGH CHNA

The significant health and health-related needs of the community identified through the 2019 CHNA
process are indicated below. The method used to identify these needs was based on frequency and
degree of prevalence within the CHNA. Prioritization of the significant needs will take place during the
CHNA implementation strategy phase. Use of a prioritization matrix and facilitated discussion between
members of the Community Health Needs Assessment Advisory Committee and other community
stakeholders and members will enable development of goal-oriented strategies which will inform the

implementation strategy.

Category Significant Health & Health-Related Needs

= Asthma

= Chronic Obstructive Pulmonary Disease (COPD)
= Depressive Disorder

=  Diabetes

=  Heart Disease

. Hypertension

= Mental Health (adults, adolescents, children)
Health & Health -

Behaviors -

Overweight/Obesity
Substance Use Disorder
o  Opioid Use Disorder
o Alcohol Use Disorder
= Substance Use Among Adolescents
o Vapor/Vape Pen/E-Cigarette Use
o  Alcohol Use
o  Marijuana Use

=  Tobacco Use

= Access to Health Care Services (including mental health and substance use disorder)

=  Food Insecurity/Lack of Access to Healthy Foods
Social Determinants of -

Heath -

Homelessness/Housing Insecurity
Poverty/Income Constrained
= Prescription Affordability

=  Transportation

= Access to & Affordable Childcare

= Adverse Childhood Experiences (ACEs)

=  Need for Community Based Navigation (Community Health Workers)
Other " Falls

= Health Disparities

= Lack of Knowledge of Available Resources

= QOlder Adult Population

= Well-being Issues
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DEFINITION OF THE COMMUNITY SERVED

Middlesex Health’s service area includes twenty-four municipalities. There are nineteen towns in its
primary service area: Chester, Clinton, Cromwell, Deep River, Durham, East Haddam, East Hampton,
Essex, Haddam, Killingworth, Middlefield, Middletown, Old Saybrook, Portland, and Westbrook (the
fifteen towns of Middlesex County) and Colchester, Lyme, Marlborough and Old Lyme; and, five towns in
its secondary service area: Guilford, Hebron, Madison, Meriden, and Rocky Hill. Middlesex Health defines
its community served (i.e. primary service area) as the towns that make up 75% of its inpatient and
observation discharges. For the purposes for this report, “service area” represents the towns in Middlesex
Health’s primary service area.

Cromwell

Portland

East
Hampton Colchester

Meriden Middletown
Middlefield

East Haddam
Blham Haddam

Chester

LR Killingworth DeeP River

Essex

old Old LVI'TI(‘,I
Clinton Saybrook
Westbrook

By land area, Middlesex County (369 square miles) is the smallest county of the eight counties in
Connecticut, and is the sixth in population size (Connecticut Data Collaborative, 2017). Municipality sizes
by land mass vary throughout the county, from 54 square miles (East Haddam) to 10 square miles
(Essex), with Middletown having 41 square miles of land area.
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POPULATION

Of the total state of Connecticut population (3,588,184), 4.6% (163,410) reside in Middlesex County. With
a population of 46,478 (Connecticut Data Collaborative 2017), Middletown is the largest municipality in
Middlesex County (Table 1). The remaining towns in Middlesex Health’s primary service area fall into
three population ranges: Colchester, Cromwell, Clinton, East Hampton and Old Saybrook have
populations between 10,000 and 16,100; Portland, East Haddam, Haddam, Old Lyme, Durham,
Westbrook, Essex, Killingworth, and Marlborough have populations between 5,000 and 9,999; and
Chester, Deep River, Middlefield, and Lyme have populations less than 5,000. The Connecticut Office of
Rural Health (CT-ORH) defines rural as all towns with a population census of 10,000 or less and a
population density of 500 or less people per square mile. Based on this metric, the towns of Chester,
Deep River, Durham, East Haddam, Haddam, Killingworth, Lyme, Marlborough, Middlefield, Old Lyme,
Portland, and Westbrook are considered rural.

Table 1 - Population Estimates, 2017

# of Persons # of Persons

Middletown 46,478 Durham 7,240
Colchester 16,029 Westbrook 6,956
Cromwell 13,956 Essex 6,588
Clinton 12,957 Killingworth 6,401
East Hampton 12,901 Marlborough 6,397
Old Saybrook 10,132 Chester 4,254
Portland 9,360 Deep River 4,494
East Haddam 9,036 Middlefield 4,393
Haddam 8,264 Lyme 2,354
Old Lyme 7,432 Middlesex County 163,410

Sources: Connecticut Data Collaborative, http://data.ctdata.org/;
U.S. Census Annual Population Estimates

AGE DISTRIBUTION

For the age distributions (Table 2), Middlesex County is below state averages in the 0-44 age categories
and has a higher percentage of residents in the 45-54, 55-64, 65-74, 75-84, and 85+ age ranges when
compared to the state. When extracting age 65+, Middlesex County (18.4%) exceeds Connecticut
(16.0%), and the majority of the towns in Middlesex Health’s service area continue to have a greater
concentration of older adults when compared to Connecticut (Figure 1). The towns of Colchester,
Middletown and East Hampton fall below the state average of 16.0%. Marlborough, East Haddam, and
Durham are on par with the state average, while Middlefield, Cromwell, Clinton, Deep River, Haddam,
Portland, Killingworth, Westbrook, Chester, Old Saybrook, Old Lyme, Essex and Lyme considerably
exceed the state average with a range of 18.5%-32.4% age 65+ (Connecticut Data Collaborative, 2013-
2017).
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Table 2 - Age Distribution, 2013-2017

Chester 1.6% 4.7% 7.6% 7.0% 2.7% 2.0% 8.1% 8.1% 15.2% | 18.5% 15.2% 4.5% 4.8%
Clinton 4.1% 6.0% 7.5% 4.7% 4.7% 4.4% 6.1% 11.1% | 17.3% | 15.4% 10.9% 6.2% 1.7%
Colchester 5.2% 5.6% 8.2% 7.4% 4.4% 6.7% 6.6% 10.8% | 17.0% | 15.5% 8.1% 3.2% 1.5%
Cromwell 4.8% | 48% | 7.2% | 4.5% 3.7% 7.3% | 6.9% | 13.0% | 13.5% | 15.7% 9.5% 4.2% 5.0%
Deep River 5.8% 4.6% 4.3% 8.1% 4.4% 4.0% 4.3% 12.8% | 18.1% | 14.3% 13.3% 3.9% 2.1%
Durham 3.7% 4.5% 5.1% 9.2% 4.9% 4.1% 4.3% 12.2% | 20.0% | 15.2% 10.7% 4.4% 1.7%
East Haddam 5.7% 4.3% 4.2% 6.7% 5.3% 4.9% 4.0% 10.0% | 20.0% | 18.4% 10.7% 3.4% 2.5%
East Hampton 3.9% 5.7% | 7.6% 5.0% 5.0% 5.0% | 4.4% | 12.0% | 19.3% | 16.9% | 10.4% 2.5% 2.3%
Essex 1.2% 3.1% 7.0% 7.1% 4.8% 2.0% 3.1% 6.4% 17.0% | 17.2% 18.1% 9.0% 4.0%
Haddam 2.0% 7.8% 6.2% 6.0% 4.6% 3.0% 4.0% 11.3% | 19.0% | 16.4% 12.0% 4.8% 3.0%
Killingworth 3.9% 4.7% 7.5% 7.2% 4.7% 2.8% 3.9% 9.7% 19.5% | 15.4% 13.1% 5.3% 2.3%
Lyme 35% | 43% | 4.3% 3.4% 5.0% 1.8% | 3.1% 9.9% | 14.7% | 17.7% | 19.1% | 9.2% | 4.0%
Marlborough 5.5% | 4.4% | 6.4% 8.2% 4.6% 3.2% | 5.2% | 14.5% | 18.4% | 13.7% | 12.8% 1.7% 1.6%
Middlefield 4.2% 4.9% 5.7% 6.7% 5.8% 4.0% 3.5% 11.0% | 19.7% | 16.1% 10.5% 5.1% 2.9%
Middletown 5.5% 3.5% 5.1% 7.5% 10.5% | 8.1% 6.9% 12.9% | 12.7% | 12.9% 7.7% 4.3% 2.5%
Old Lyme 1.7% 54% | 7.6% 5.7% 2.7% 2.0% | 3.4% 9.0% | 15.9% | 19.0% | 15.9% | 8.7% 3.1%
Old Saybrook 3.6% 6.3% | 5.5% 5.9% 2.7% 3.9% | 4.1% | 10.3% | 14.0% | 19.0% | 11.6% | 9.1% | 4.2%
Portland 4.2% 4.5% 7.9% 5.5% 4.4% 3.8% 5.9% 11.0% | 15.8% | 16.7% 10.6% 6.0% 3.7%
Westbrook 2.7% 2.7% 5.1% 5.0% 6.0% 3.9% 2.9% 11.6% | 17.9% | 20.9% 12.5% 5.1% 3.8%
Mdsx County 43% | 4.6% | 6.1% | 6.4% | 6.2% | 54% | 54% | 11.5% | 16.0% | 15.7% | 10.5% | 5.0% | 3.0%
Connecticut 52% | 58% | 63% | 7.0% | 6.8% | 6.1% | 6.1% | 12.1% | 14.9% | 13.8% 8.9% 4.7% | 2.5%
Source: Connecticut Data Collaborative, http://data.ctdata.org/
Figure 1 - Age 65+ Distribution, 2013-2017
Connecticut 16.0%
Middlesex County 2 18.4%
Colchester 12.8%
Middletown 14:5%
East Hampton 15.2%
Marlborough i 16.0%
East Haddam 16.5%
Durham 16.8%
Middlefield 18.5%
Cromwell 18.7%
Clinton 18.8%
Deep River 19.3%
Haddam 19.8%
Portland 20.3%
Killingworth 20.7%
Westbrook 21.4%
Chester 24.6%
Old Saybrook 24.9%
Old Lyme 27.7%
Essex 31.1%
Lyme H 32.4%
0% 5% 10% 15% 20% 25% 30% 35%
Source: Connecticut Data Collaborative, http://data.ctdata.org/
Middlesex Health Community Health Needs Assessment 2019 13


http://data.ctdata.org/
http://data.ctdata.org/

Based on 2017 population data, the total 65+ population in Middlesex County was 30,067, and the total
age 65+ population for the towns in Middlesex Health’s primary service area was 35,973. Table 3
provides the numeric value that corresponds to the age 65+ estimate per town in Middlesex Health’s
service area.

Table 3 - Age 65+ Population per Town, 2017

Age 65+ Age 65+ Age 65+ Age 65+
% Population % Population
Chester 24.6% 1,045 Killingworth 20.7% 1,325
Clinton 18.8% 2,432 Lyme 32.4% 762
Colchester 12.8% 2,047 Marlborough 16.0% 1,025
Cromwell 18.7% 2,607 Middlefield 18.5% 814
Deep River 19.3% 867 Middletown 14.5% 6,716
Durham 16.8% 1,216 Old Lyme 27.7% 2,060
East Haddam 16.5% 1,494 Old Saybrook 24.9% 2,522
East Hampton 15.2% 1,966 Portland 20.3% 1,900
Essex 31.1% 2,050 Westbrook 21.4% 1,490
Haddam 19.8% 1,635 Middlesex County 18.4% 30,067
Sources: Connecticut Data Collaborative, http://data.ctdata.org/, 2013 - 2017; U.S. Census Annual Population Estimates,
2017

POPULATION PROJECTIONS AGE 65 AND OVER

The trend of a disproportionately higher 65+ older adult population in the majority of towns in Middlesex
Health’s service area when compared to the state average continues to be evident for population
projections for 2020, 2030, and 2040 (Table 4). For 2020, excluding Middletown and Colchester (at
14.3% and 15.2%), the expected growth for age 65+ ranges from 17.3% to 30.0% in the remaining
seventeen towns in Middlesex Health’s service area compared to 16.1% for Connecticut. For 2030,
excluding Middletown (at 14.9%), the expected growth for age 65+ ranges from 19.5% to 34.9% for the
remaining eighteen towns in Middlesex Health’s service area compared to 17.9% for Connecticut. For

2040, excluding Middletown (at 13.9%), the expected growth for age 65+ ranges from 18.5% to 36.4% in

the remaining eighteen towns in Middlesex Health’s service area compared to 17.3% for Connecticut.

Table 4 - Age 65+ Population Projections

2020 2030 2040 2020 2030 2040
Chester 28.3% 34.9% 34.8% Killingworth 25.1% 31.4% 32.8%
Clinton 22.6% 28.3% 30.9% Lyme 30.0% 31.8% 30.8%
Colchester 15.2% 22.8% 25.8% Marlborough 19.4% 22.0% 21.2%
Cromwell 18.6% 19.5% 18.5% Middlefield 17.9% 22.1% 23.4%
Deep River 20.6% 26.4% 31.1% Middletown 14.3% 14.9% 13.9%
Durham 17.3% 20.6% 21.2% Old Lyme 28.2% 33.0% 32.2%
East Haddam 19.3% 26.2% 28.8% Old Saybrook 29.5% 33.6% 34.4%
East Hampton 18.0% 26.0% 32.4% Portland 18.5% 21.1% 22.3%
Essex 28.5% 34.9% 36.4% | Westbrook 25.1% 28.8% 29.7%
Haddam 18.4% 21.7% 22.0% Middlesex County 19.3% 22.3% 22.5%

Sources: Connecticut State Data Center, https://ctsdc.uconn.edu/2015_2040_projections/;
CT Data, https://data.ct.gov/Government/2015-2040-Population-Projections-Town-Level/
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As the majority of towns in Middlesex Health’s service area considerably exceed Connecticut’'s age 65+
current benchmark and projections, examining aging trends is important in order to inform the design of
needed local interventions to support independent function and extend quality of life for older adults, with
special attention paid to vulnerable at-risk elders who may be experiencing health disparities. The
National Academies of Sciences, Engineering, and Medicine’s Future Directions for the Demography of
Aging report (2018) and the Population Reference Bureau (2018) outline the following trends and
considerations for the older adult population in the United States:

1. Older adults with disabilities: the potential for disability increases with age. Over 20% of adults
ages 65 - 69 experience poor capacity (defined as physical limitations, poor vision, poor hearing,
or probable dementia), and by age 90, over 80% of older adults experience poor capacity
(NHATS, 2015).

2. Family caregiving: the traditional family caregiving pool for older adults in the U.S. is shrinking.
Typically spouses and adult children provide the majority of care that supports independent living
for older persons. With the national decline in marriage, increase in divorce rate and decrease in
fertility rate, many adults age 65+ may not have a spouse or adult child to rely on for care.

3. Geographic location: older adults are becoming more concentrated in rural areas. Rural
locations may have restricted public transportation, fewer health care services, longer travel time
to obtain care, and limited access to resources.

4. Racial and ethnic health disparities: it is expected that the older adult population will become
increasingly more diverse. As this happens, racial/ethnic health disparities will play a greater role
in shaping the overall health of older adults.

5. Socioeconomic-related health disparities: health and mortality that are socioeconomic-related
are dramatic and widening. The cumulative effects of socioeconomic conditions over the entire
life course impact the health and well-being of the older population.

Source 1: The National Academies of Sciences, Engineering, and Medicine’s Future Directions for the Demography of Aging report,
2018, https://doi.org/10.17226/25064

Source 2: Population Reference Bureau, 2018, Eight Demographic Trends Transforming America’s Older Population,
https://www.prb.org/eight-demographic-trends-transforming-americas-older-population/#

RACE AND HISPANIC OR LATINO ORIGIN

The racial and ethnic make-up of Middletown and Middlesex County as compared to the state of
Connecticut is outlined in Figure 2. Middletown has a more diverse demographic relative to the other
towns in Middlesex County and resembles Connecticut except in the Hispanic or Latino category, where
Middletown has a smaller population.
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Figure 2 - Race & Hispanic or Latino Origin, 2017 & 2018

100% -
83.7%
80% 7 69.5%
70 66.5%
60% -
40% -
20% - 13.6% 12.0% 9.2% 16.5%
270 o,
.5.5% 6.4% 56% 30 49%  29% 19 2.4%
0% | 1 = s |
White alone, not Black or African  Hispanic or Latino Asian alone Two or More Races
Hispanic or Latino  American alone
H Middletown Middlesex County Connecticut

Source: U.S. Census Quick Facts; https://www.census.gov/quickfacts/

Connecticut Source: Vintage 2018 Population Estimates Program

Middlesex County Source: Vintage 2018 Population Estimates Program

Middletown Source: 2017 American Community Survey (ACS), 5-year estimates

Limitation: estimates that are from different data sources and time-frames are generally not comparable to other
geographic levels due to methodology differences that may exist between the different data sources

VETERAN STATUS

The veteran population from 2013-2017 was 2,483 in Middletown; 10,694 in Middlesex County and
180,111 in Connecticut (U.S. Census QuickFacts). Of the towns in Middlesex Health’s service area,
sixteen have veteran populations that are above the state average (6.4%), two mirror the state average,
and one is below (Table 5).

Table 5 — Veteran Status, 2013-2017

0, 0,
% Of. # of Persons % Of. # of Persons
Population Population

Chester 8.4% 296 Killingworth 7.0% 356
Clinton 8.7% 908 Lyme 9.7% 199
Colchester 8.2% 998 Marlborough 7.4% 374
Cromwell 6.7% 750 Middlefield 7.2% 258
Deep River 8.0% 284 Middletown 6.4% 2,483
Durham 5.5% 318 Old Lyme 11.1% 671
East Haddam 8.5% 625 0ld Saybrook 10.1% 829
East Hampton 10.3% 1,042 Portland 8.8% 654
Essex 12.9% 712 Westbrook 10.0% 598
Haddam 8.7% 581 Middlesex County 6.5% 10,694

Sources: Connecticut Data Collaborative, http://data.ctdata.org/;
U.S. Census Quick Facts; https://www.census.gov/quickfacts/
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LIFE EXPECTANCY & MORTALITY

For Middlesex County, disparities exist for the Table 6 - Life Expectancy and Mortality Rates
Black population when benchmarked against Middlesex
. . . . Connecticut

White and Hispanic for life expectancy, County

premature mortality, and years of potential life Life Expectancy (age)

lost (YPLL), with significant disparities in mortality Total 81.1 80.8

and YPLL (Table 6). Years of potential life lost is White 81.0

a measure of premature mortality, that is, an Black 8.1
Hispanic 87.8 -

estimate of the average time a person would
. ) ) Premature Age-Adjusted Mortality Rate
have lived if he or she had not died prematurely,

(per 100,000 population)
and can be used to identify disproportionate Total 268 274
premature death among populations. White 271
Black 393 -
Original data sources for Table 5: Hispanic 170 -
= Life Expectancy (age): National Center for Health Premature Death - Years of Potential Life Lost Rate
Statistics - Mortality Files (2015-2017) (per 100,000 population), before age 75
. Premature Age-Adjusted Mortality Rate: CDC WONDER Total 5434 5581
mortality data (2015-2017) White 5421 -
. Premature Death - Years of Potential Life Lost Rate: Black 8456 -
National Center for Health Statistics — Mortality files Hispanic 4558 .

(2015-2017) Injury Death Rate (per 100,000 population)

] Injury Death Rate: CDC WONDER mortality data (2015- Total 72 65

2017) Source: County Health Rankings & Roadmaps 2019
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PROCESS AND METHODS USED TO CONDUCT CHNA

DATAHAVEN 2018 COMMUNITY WELLBEING SURVEY

DataHaven, located in New Haven, CT, is a non-profit organization with a 25 year history of collecting,
sharing and interpreting public data to support local communities. Through the Community Wellbeing
Survey, DataHaven is able to collect and produce reliable community-level information on issues that
impact the well-being of the community being measured. Indicators include economic mobility,
macroeconomic trends, employment, transportation, housing quality, housing security, food security, civic
satisfaction, civic engagement, community optimism, community vitality, neighborhood environment,
education access, health outcomes, health behaviors, and health care access (DataHaven 2018, 2019).

In 2018, DataHaven conducted its second state-wide Community Wellbeing Survey through live, in-depth
telephonic interviews where randomly selected residents throughout the state answered questions
relating to quality of life, health and happiness. Middlesex Health continued its participation in the 2018
survey to support survey administration in Middlesex County. In addition to Middlesex Health, 2018
survey funding partners for Middlesex County included the Liberty Bank Foundation, the Workforce
Alliance, and the Connecticut Health Foundation. A total of 382 adults age 18 or older were surveyed in
Middlesex County (200 of which resided in the city of Middletown). While the sampling in Middlesex
County was smaller in 2018 when compared to the 2015 DataHaven Community Wellbeing Survey cycle,
a total of 1,034 adults age 18 or older were surveyed in Middlesex County (500 of which resided in the
city of Middletown) for both survey cycles combined. The nature of the sample for Middletown and
Middlesex County is listed in the Appendix (Table A4).

The demographic categories that describe the sample of residents age 18 or older for the 2018 survey
conducted in Middlesex County are: 1) gender: male, female; 2) age: under age 55; age 55 or older; 3)
education: high school or less; some college or associate's; bachelor's degree or higher; 4) income: less
than $75,000; $75,000 or more; and 5) children in household: yes; no. Due to the reduction in sample
size for 2018 for Middlesex County when compared to the 2015 cycle, granularity is absent in the
following demographic categories: race/ethnicity (captured as white and non-white in the 2015 survey)
and income (less than $30,000; $30,000 to $75,000; and $75,000 or more in the 2015 survey) which
prevents stratification by race/ethnicity and those who are income constrained. In addition, for the 2018
Middletown sample, “children in household” was not included and “high school or less” was excluded as
an education level option, due to sample size limitations.

Upon survey completion, DataHaven and the Siena College Research Institute developed regional
crosstabs weighted by age, gender, reported race (when sample size is sufficient), and county to ensure
statistical representativeness. All Community Wellbeing Survey crosstabs are made publicly available for
widespread use. The crosstabs for Middletown and Middlesex County can be found at
www.ctdatahaven.org and are also posted on the Middlesex Health website at

https://middlesexhospital.org/middlesex-and-thecommunity/serving-our-community/community-health-

needs-assessment.
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Select Middlesex County and Middletown survey results for 2018 are presented throughout this
assessment and are benchmarked against Connecticut, whenever possible. A listing of the 2018
DataHaven Community Wellbeing Survey questions is included in the Appendix (Table A5).

FIVE CONNECTICUTS

In addition to issuing town, county and state crosstabs, the 2018 DataHaven Community Wellbeing
Survey continues to present its data using the Five Connecticuts concept (Levy, et al., 2015), a system
that clusters Connecticut towns that share similar characteristics into one of five categories (wealthy,
suburban, rural, urban periphery, and urban core) based on each town’s population density, income, and
poverty rates (Table 7). The use of clusters allows for socioeconomic comparisons among different types
of Connecticut towns to be made while creating relevant aggregate data about the state's geographies
that may not be as available at the level of a single town (Levy, et al., 2015).

Table 7 - Five Connecticuts Clusters & Definitions

Category Definition
1 Wealthy CT Has exceptionally high income, low poverty, and moderate population density
2 Suburban CT Has above average income, low poverty, and moderate population density
3 Rural CT Has average income, below average poverty, and the lowest population density
4 Urban Periphery CT Has below average income, average poverty, and high population density
5 Urban Core CT Has the lowest income, highest poverty, and the highest population density

Source: Levy, Don: Five Connecticuts 2010 Update. (2015)

Middletown is classified as an urban periphery town, with the remaining towns in Middlesex Health’s
service area categorized as rural or suburban (Table 8).

Table 8 - Five Connecticuts Town Categorization

Five Connecticuts Five Connecticuts
Classification Classification

Chester Suburban Killingworth Suburban
Clinton Suburban Lyme Suburban
Colchester Suburban Marlborough Suburban
Cromwell Suburban Middlefield Suburban
Deep River Rural Middletown Urban periphery
Durham Suburban Old Lyme Suburban
East Haddam Rural Old Saybrook Suburban
East Hampton Suburban Portland Rural
Essex Suburban Westbrook Suburban
Haddam Suburban

Source: Levy, Don: Five Connecticuts 2010 Update. (2015)

Middlesex Health Community Health Needs Assessment 2019 19



DATAHAVEN CHIMEDATA STUDY

Through a special study agreement between partner hospitals in Connecticut, the Connecticut Hospital
Association (CHA) and DataHaven, a ChimeData analysis was conducted by DataHaven. The data
extraction included de-identified hospital information for emergency department, inpatient and observation
encounters - by primary and secondary diagnoses - incurred by any residents of any town in Connecticut
regardless of where the individual received treatment.

Sixteen health and health-related indicators were analyzed (asthma; chronic obstructive pulmonary
disease; dental; depressive disorder; diabetes; diabetes uncontrolled; falls; heart disease; homicide and
assault; hypertension; lung cancer; mental disorder; motor vehicle accidents; stroke; substance abuse;
and suicide and self-harm) and were benchmarked over two three year time periods (2012-2014 and
2015-2017). The following parameters define DataHaven’s ChimeData analysis:

= The study is by encounters, not by individuals, so there may be repeat encounters by the same
individual for the same or different conditions.

= All town and county profiles are benchmarked against the state of Connecticut.

= DataHaven calculated annualized encounter rates per 10,000 persons for each indicator for the
two three year time periods.

= For each geographic region and indicator, DataHaven provided annualized encounter rates for six
age strata (0-19, 20-44, 45-64, 65-74, 75-84, and 85+ years) and by gender. For asthma, in order
to capture children, a different age strata was used (0-4, 5-19, 20-44, 45-64, 65-74, and 75+
years).

= For each geographic region and indicator, DataHaven provided a single age-adjusted annualized
encounter rate. An age-adjusted rate was not calculated for asthma.

= Data points that have no value indicate where data has been suppressed due to either a small
number of encounters or not enough of a population from which to generalize.

The full DataHaven ChimeData study description can be found in section A6 of the Appendix.

Data about residents’ hospital emergency department, inpatient and observation visits can be used to
review variations in health and quality of life by geography and by specific populations. Encounter rates
are useful for examining differences between populations (for example, for the ChimeData study, by age
group and gender), where age-adjusted rates are helpful for identifying risk and overall burden. A
limitation to the study includes the inability to stratify by race and ethnicity due to a variance in race and
ethnicity data collection methodologies by hospitals.

As an extension of this CHNA, town level data for each indicator from the ChimeData study for the towns
in Middlesex Health’s service area are included in a companion piece that can be located at
https://middlesexhealth.org/middlesex-and-the-community/serving-our-community/community-health-

needs-assessment. In this CHNA, Middletown data has been presented for each of the ChimeData

indicators, benchmarked against Middlesex County and Connecticut, as Middletown consistently has
encounter rates that are higher than the state for several conditions.
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KEY INFORMANT SURVEY

With input and assistance from Community Health Needs Assessment Advisory Committee members, the
key informant survey, originally developed internally by Middlesex Hospital in 2016 through review of
multiple existing resources, was streamlined and updated to include additional health and quality of life
indicators, including new questions on opioids and well-being. A focus on social determinants of health
and health equity remained as integral sections of the 2019 survey. The majority of the survey questions
were posed in quantitative form through Likert scales. Qualitative open-ended reply options were given
through the “other” response choice for select questions.

The 14 question survey was administered through the online SurveyMonkey format and included two
separate and distinct URLs for the Community and Middlesex Health staff. The surveys were open for
completion for a four week time period. The Community e-survey was extensively disseminated to an
array of sector contacts in Middletown, Middlesex County and the periphery towns of Middlesex Health’s
primary service area in order to ensure responses from a wide range of representative community
members and leaders with diverse backgrounds, perspectives and first-hand knowledge about their
communities. Sectors included advocacy groups, alliances/coalitions, the business community,
educational institutions, community based organizations, community residents, elected officials, faith-
based organizations, foundations, health care organizations (including medical and behavioral), local
health departments, mental health organizations, primary care/family medicine practices, public safety
organizations (police, fire, emergency management), social services, substance treatment facilities, and
youth and family services. Community Health Needs Assessment Advisory Committee members were
asked to broadly share the community survey link, and all survey recipients were invited to share the link
with co-workers/colleagues, friends and family or anyone who lives or works in Middlesex County. The
community survey was posted on two health department web-sites and sent to several agency
community e-distribution lists.

As the majority of Middlesex Health’s staff live in Middlesex Health’s service area, their dual role of
community resident and worker within a health care system provides a perspective that is interesting to
benchmark against the Community survey responses. The specific Middlesex Health e-survey was sent
to leadership e-distribution lists (executive staff, directors, managers, supervisors) with a request to share
the explanation of purpose and survey URL with individual departmental staff e-distribution lists. An
explanation and active link was also included in Middlesex Health’s weekly newsletter for several weeks
during the key informant survey completion time period.

A total of 427 surveys were completed, with 239 completed by the Community and 188 completed by

Middlesex Health staff. The Community and Middlesex Health response results were analyzed separately
and are included throughout this CHNA.
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SOCIAL DETERMINANTS OF HEALTH

Social determinants of health (SDOH) are the conditions in the environment in which people are born,
grow, live, learn, work, play, worship and age that affect a wide range of health, functioning, and quality-
of-life outcomes and risk. SDOHs are mostly responsible for health inequities, the unfair and avoidable
differences in health status between populations (WHO, 2019; NASEM, 2017).

As SDOHs are key drivers of health and health outcomes, they are necessary to address collectively in
order to improve health and reduce longstanding, disproportionate disparities in health and experience in
the health care system for historically underserved populations. Figure 3 outlines six areas (economic
stability; neighborhood and physical environment; education; food; community and social context; health
care system) that influence health outcomes, defined by mortality, morbidity, life expectancy, health care
expenditures, health status and functional limitations.

As policies and practices (e.g. economic policies, development agendas, social norms, social policies and
political systems) in non-health sectors also have impacts on health and health equity, a coordinated
effort is necessary to address the forces and systems that impact social determinants of health (AMA,
2019). While many SDOHs may appear outside of the scope of the health care delivery system, health
care organizations are vital partners in this work for both identifying and addressing the non-medical,
social needs of patients (KFF, 2018). It is imperative that siloed sectors collaborate in order to bridge
health care and community health and to conduct a gap analysis to identify if there is sufficient service
capacity or supply to meet identified health-related social needs.

Figure 3 - Social Factors that Influence Health Outcomes, Well-Being and Health Disparities

Social Determinants of Health

Economic nghborhood Commun_ity Health Care
Stability and Physical and Social System
Environment Context

Hunger Social Health
integration coverage
Access to
healthy Support Provider
options systems availability
Community Provider
engagement linguistic and
L cultural
Discrimination competency
Stress Quality of care

Source: Kaiser Family Foundation, Beyond Health Care: The Role of Social Determinants in KFF
Promoting Health and Health Equity, Issue Brief May 2018 s
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This section reviews a selection of social determinants of health that influence health outcomes, such as
income, financial insecurity, poverty, employment status, education level, housing status, living
environment, transportation, food insecurity and access to health care services.

MEDIAN HOUSEHOLD INCOME

While all of the towns in Middlesex Health’s service area, except Middletown and Deep River (Table 9),
exceed Connecticut’'s median income of $73,781 (Connecticut Data Collaborative, 2017), there are
significant median household income disparities among the Black or African American Alone and
Hispanic or Latino populations in Middletown and Middlesex County when compared to White Alone Not
Hispanic or Latino (Figure 4).

Table 9 - Median Household Income, 2013-2017

Median Household Median Household
Income Income
Chester $86,675 Killingworth $113,413
Clinton $76,509 Lyme $84,922
Colchester $101,031 Marlborough $110,250
Cromwell $85,856 Middlefield $103,844
Deep River $69,028 Middletown $63,914
Durham $116,232 Old Lyme $95,175
East Haddam $78,177 Old Saybrook $74,185
East Hampton $99,104 Portland $88,433
Essex $87,857 Westbrook $95,583
Haddam $105,920 Middlesex County $81,673

Source: Connecticut Data Collaborative, http://data.ctdata.org/

Figure 4 - Median Household Income by Select Races and
Hispanic or Latino Origin, 2013-2017
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Source: Connecticut Data Collaborative, http://data.ctdata.org/

Middlesex Health Community Health Needs Assessment 2019 23


http://data.ctdata.org/
http://data.ctdata.org/
http://data.ctdata.org/

The towns in Middlesex County have experienced a range of negative, flat, moderate and significant
median household income growth from 1990-2017 (Table 10).

Table 10 - Median Household Income Percentage Change, 1990-2017

Median Household  Median Household

Income 1990 Income 2017 % Change

Chester $79,712 $86,675 9%

Clinton $83,699 $76,509 -9%
Cromwell $85,680 $85,856 0%

Deep River $72,164 $69,028 -4%
Durham $101,576 $116,232 14%
East Haddam $80,710 $78,177 -3%
East Hampton $87,559 $99,104 13%
Essex $82,147 $87,857 7%

Haddam $94,227 $105,920 12%
Killingworth $93,265 $113,413 22%
Middlefield $84,807 $103,844 22%
Middletown $68,668 $63,914 -7%
Old Saybrook $87,966 $74,185 -16%
Portland $84,971 $88,433 4%

Westbrook $68,468 $95,583 40%
Middlesex County $78,825 $81,673 4%

Connecticut $76,106 $73,781 -3%

Source: 1990 Decennial Census, 2017 American Community Survey (ACS) 5-year; DataHaven analysis,
adjusted for inflation to 2017 dollars

FINANCIAL INSECURITY

The 2018 DataHaven Community Wellbeing Survey asked respondents questions about level of financial
security, specifically, “how well would you say you are managing financially these days?“(Table 11).

Table 11 - Financial Wellbeing

Gender Income
Male Female <$75K S$75K+

Middletown

Living comfortably 36% 22% 16% 44%
Doing alright 39% 27% 21% 45%
Just getting by 20% 24% 35% 7%
Finding it difficult 3% 18% 18% 3%
Finding it very difficult 2% 8% 10% 1%
Middlesex County

Living comfortably 38% 35% 25% 48%
Doing alright 39% 32% 31% 35%
Just getting by 15% 17% 24% 12%
Finding it difficult 3% 12% 12% 5%
Finding it very difficult 5% 2% 8% 0%

Source: DataHaven Community Wellbeing Survey, 2018
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For the total respondents to this question, a greater percentage (38%) in Middletown experience financial
stress (just getting by/finding it difficult/finding it very difficult) when benchmarked against Middlesex
County (28%) and Connecticut (33%), with a significantly higher percentage of female respondents from
Middletown (50%) feeling they are financially struggling when compared to male respondents from
Middletown (25%). Respondents with incomes lower than $75,000, especially in Middletown, reported
experiencing elevated feelings of financial stress when compared to those earning $75,000 and above
(Figure 5).

Figure 5 — Financial Wellbeing by Income
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Source: DataHaven Community Wellbeing Survey, 2018

Education level is associated with Figure 6 - Respondents Financially Struggling by
feelings of financial security. The Educational Level
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In response to the 2018 DataHaven Community Wellbeing Survey question, “if you lost all your current
sources of household income, including your paycheck, public assistance, or other forms of income,
about how long do you think you could continue to live as you live today?” (Table 12), the majority of
respondents reported less than 6 months when compared to the other time-frame response options
ranging from 6 months to 2 years (Figure 7).

Table 12 - Financial Viability for Income Loss

Middletown Mé:::e::x Connecticut
Less than a month 19% 13% 20%
At least one month but less than 2 15% 11% 11%
At least 2 months but less than 6 17% 16% 16%
At least 6 months but less than a year 16% 14% 15%
At least a year but less than 2 years 7% 16% 10%
Two years or more 16% 20% 22%

Source: DataHaven Community Wellbeing Survey, 2018

Figure 7 - Financial Viability for Income Loss
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POVERTY STATUS

Middletown’s Total (11.3%) and Under 18 (15.5%) poverty rates exceed Connecticut’s rate of 10.1% and
13.5% respectively (Connecticut Data Collaborative, 2013-2017), with the towns of Clinton, Colchester,
Cromwell, Deep River, Middlefield and Portland experiencing increased poverty status for the Under 18
category relative to the other towns in Middlesex Health’s service area (Table 13). Poverty rates are
significantly more pronounced among the Black or African American Alone and Hispanic or Latino
populations in Middletown and Middlesex County when compared to White Alone Not Hispanic or Latino
for the Total and Under 18 categories (Figures 8 & 9).
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Table 13 - Poverty Rate, 2013-2017

Total % Under

Total % 18
Chester 4.0% 4.0%
Clinton 8.5% 9.2%
Colchester 5.9% 10.0%
Cromwell 5.4% 7.1%
Deep River 6.0% 7.0%
Durham 3.4% 0.0%
East Haddam 4.8% 5.0%
East Hampton 5.7% 4.8%
Essex 5.0% 2.7%
Haddam 4.6% 3.5%

Total % Under

Total % 18
Killingworth 3.4% 2.8%
Lyme 2.2% 0.0%
Marlborough 2.5% 0.0%
Middlefield 6.4% 12.6%
Middletown 11.3% 15.5%
Old Lyme 2.7% 2.7%
Old Saybrook 4.8% 2.9%
Portland 7.3% 9.3%
Westbrook 7.8% 3.3%
Middlesex County 7.2% 8.2%

Source: Connecticut Data Collaborative, http://data.ctdata.org/

Figures 8 & 9 - Poverty Rate by Select Races and Hispanic or Latino
Origin, 2013-2017
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EMPLOYMENT STATUS

The unemployment rates for the towns in Middlesex Heath'’s service area are lower than Connecticut’s
average of 4.1% (Connecticut Data Collaborative, 2018), except for Middletown, which mirrors the state
rate (Table 14). Unemployment data by race and ethnicity was not able to be located.

Table 14 - Unemployment Rate, 2018

Unemployment Unemployment

Rate Rate
Chester 2.9% Killingworth 2.7%
Clinton 3.4% Lyme 3.2%
Colchester 3.4% Marlborough 3.2%
Cromwell 3.5% Middlefield 3.3%
Deep River 3.3% Middletown 4.0%
Durham 3.0% Old Lyme 3.6%
East Haddam 3.5% Old Saybrook 3.4%
East Hampton 3.4% Portland 3.7%
Essex 3.2% Westbrook 3.6%
Haddam 3.1% Middlesex County 3.5%

Source: Connecticut Data Collaborative, http://data.ctdata.org/

THE ALICE POPULATION

The Connecticut United Ways have raised awareness regarding the ALICE (Asset Limited, Income
Constrained, Employed) demographic, specifically, Connecticut residents who are employed but are
unable to cover the basic cost of living due to lack of a living wage/low and insufficient income. ALICE
households earn more than the U.S. poverty level, but less than the ALICE threshold. In Middlesex
County, the 2016 ALICE threshold and stability budgets were:

ALICE Survival Budget ALICE Stability Budget
Single Adult: $24,444 $36,816
Married Couple: $36,012 $60,456
One Adult and one School-Age Child: $40,620 $70,968
One Adult and one Infant: $46,968 $81,180
Two Adults and two School-Age Children: $63,852 $114,192
Two Adults, one Infant and one Preschooler: $79,212 $139,452

Source: Connecticut United Ways, Middlesex County, CT, 2016, ALICE Household Survival Budget and ALICE Household Stability
Budget, https://www.unitedforalice.org/

In total, the percentage of ALICE households in Connecticut far exceeds the state’s federal poverty
statistics. When combining households in poverty and ALICE households, a picture of the true size of the
population struggling to afford basic needs is revealed (Connecticut United Ways, 2018). For Middlesex
County, the ALICE population is 25%, with 32% below the ALICE threshold (the ALICE Survival Budget),
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when including those at poverty level, compared to a 30% ALICE population for Connecticut with 40%
below the ALICE threshold, when including those at poverty level (Figure 10).

Figure 10 - ALICE Population, 2016
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Source: Connecticut United Ways, https://alice.ctunitedway.org/meet_alice/middlesex/

When comparing the ALICE percentage for the towns of Middlesex County in relation to the state of
Connecticut (30%), Middletown (44%), Deep River (37%), Old Saybrook (36%), Clinton (34%), Westbrook
(33%) and Chester (31%) exceed the state average (Table 15).

Table 15 - % ALICE Population, Towns in Middlesex County, 2016

% ALICE % ALICE

Chester 31% Haddam 18%
Clinton 34% Killingworth 17%
Cromwell 26% Middlefield 25%
Deep River 37% Middletown 44%
Durham 16% Old Saybrook 36%
East Haddam 28% Portland 29%
East Hampton 25% Westbrook 33%
Essex 25% Middlesex County 25%

Source: Connecticut United Ways. ALICE in Middlesex County, 2016 Point-In-time Data,
https://alice.ctunitedway.org/meet_alice/middlesex/

The 2018 DataHaven Community Wellbeing Survey asked respondents to rate the ability to obtain
suitable employment as excellent, good, fair, poor or don’t know. For the total respondents to this
guestion, a greater percentage earning less than $75,000 stated the ability to find suitable employment
was poor (22% in Middletown and 18% in Middlesex County) compared to those earning more than
$75,000 (6% in Middletown and 13% in Middlesex County), Figure 11.
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Figure 11 - Ability to Obtain Suitable Employment by Income
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EDUCATION LEVEL

The educational attainment for Middlesex County mirrors Connecticut, except in the outer bounds
(percent of No High School Diploma and percent of Bachelor's Degree or Higher) for Middlesex County
which indicate somewhat better rates when benchmarked against Connecticut (Table 16).

Table 16 - Educational Attainment Age 25+, 2017

% Some % %
[ 0, (]
% No HS Dﬁ |::e college or Bachelor's /;)Lw?::e;: Bachelor's
Diploma Oil Associate's Degree Hgi her Degree or
Y Degree Only & Higher
Chester 4% 26% 28% 26% 16% 42%
Clinton 7% 27% 28% 23% 15% 38%
Cromwell 6% 23% 26% 26% 20% 46%
Deep River 4% 34% 25% 21% 17% 38%
Durham 4% 26% 22% 27% 21% 49%
East Haddam 7% 30% 29% 21% 14% 34%
East Hampton 5% 26% 30% 22% 17% 39%
Essex 4% 16% 25% 34% 21% 56%
Haddam 3% 25% 26% 25% 21% 46%
Killingworth 2% 25% 26% 22% 26% 48%
Middlefield 1% 35% 22% 18% 21% 39%
Middletown 8% 30% 26% 20% 17% 36%
Old Saybrook 6% 26% 25% 25% 18% 43%
Portland 6% 28% 28% 21% 18% 38%
Westbrook 9% 31% 18% 25% 18% 43%
Middlesex County 6% 27% 26% 23% 18% 41%
Connecticut 10% 27% 25% 22% 17% 39%

Source: American Community Survey (ACS) 5-year; DataHaven Analysis
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All high school graduation rates in the school districts of Middlesex County are higher than the state of
Connecticut at 87.9% (Table 17).

Table 17 - High School Graduation Rates, 2016-2017

School District Graduation School District Graduation
Rate Rate
Clinton School District 89.9% Portland School District 93.1%
Colchester School District 91.5% Regional School District 04 100.0%
East Hampton School District 95.5% Regional School District 13 95.2%
Middletown School District 92.2% Regional School District 17 95.4%
Old Saybrook School District 96.9% Westbrook School District 91.9%

Regional School District 04 = Chester, Deep River, Essex

Regional School District 13 = Durham

Regional School District 17 = Haddam-Killingworth

Sources: Connecticut Data Collaborative, http://data.ctdata.org/; The Connecticut Department of Education
(CSDE), https://portal.ct.gov/Services/Education/K-12-Education/Schools-and-Districts

HOUSING

All the towns in Middlesex Health’s service area have a higher percentage of Owner Occupied when
compared to Connecticut (66.6%), with the exception of Middletown at 52.6%, and a lower percentage of
Renter Occupied in comparison to Connecticut (33.4%), except for Middletown at 47.4% (Table 18).

Table 18 - Housing Tenure, 2013-2017

% Owner % Renter % Owner % Renter

Occupied Occupied Occupied Occupied
Chester 74.7% 25.3% Killingworth 94.9% 5.1%
Clinton 79.0% 21.1% Lyme 86.4% 13.6%
Colchester 75.9% 24.1% Marlborough 90.2% 9.8%
Cromwell 78.3% 21.7% Middlefield 86.3% 13.7%
Deep River 77.4% 22.6% Middletown 52.6% 47.4%
Durham 90.8% 9.2% Old Lyme 82.6% 17.4%
East Haddam 83.4% 16.6% Old Saybrook 79.0% 21.0%
East Hampton 86.8% 13.2% Portland 85.2% 14.8%
Essex 76.0% 24.0% Westbrook 77.1% 22.9%
Haddam 86.2% 13.8% Middlesex County 73.7% 26.3%

Source: Connecticut Data Collaborative, http://data.ctdata.org/

Cost-burdened households are those that spend at least 30% of their annual household income on
housing costs, and this cohort may frequently have little left over for living necessities, such as food,
transportation, costs of health care, etc. While the majority of towns in Middlesex Health’s service area
experience a lower housing cost-burden rate when compared to Connecticut (40.7%), the percentage of
households in the towns that are cost-burdened is high, ranging from 26.9% - 35.8%. The towns of
Middletown and Westbrook compare to Connecticut, while Clinton, Lyme, Deep River and Old Saybrook
exceed the state average with a range of 43.3% - 47.9% experiencing housing cost-burden (Table 19).
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Table 19 - Cost-Burdened Households, 2013-2017

% Cost-Burdened % Cost-Burdened
Households Households
Chester 32.4% Killingworth 28.2%
Clinton 43.3% Lyme 47.4%
Colchester 30.6% Marlborough 31.5%
Cromwell 31.6% Middlefield 30.4%
Deep River 47.8% Middletown 39.0%
Durham 30.9% Old Lyme 35.8%
East Haddam 35.4% Old Saybrook 47.9%
East Hampton 26.9% Portland 33.5%
Essex 35.4% Westbrook 40.6%
Haddam 29.0% Middlesex County 36.5%

Source: Connecticut Data Collaborative, http://data.ctdata.org/

The majority of the towns in Middlesex Health’s service area have a considerably lower percentage of
subsidized housing when compared to Connecticut (11.3%). Portland and Colchester are closer to the
state average (8.3% and 8.7% respectively), and the City of Middletown (21.6%) greatly exceeds the
state average (Table 20).

Table 20 - Subsidized Housing, 2017

% Subsidized % Subsidized
Housing
Chester 2.1% Killingworth 1.1%
Clinton 2.3% Lyme 0.8%
Colchester 8.7% Marlborough 2.1%
Cromwell 6.5% Middlefield 2.6%
Deep River 2.6% Middletown 21.6%
Durham 1.9% Old Lyme 1.6%
East Haddam 2.6% Old Saybrook 2.4%
East Hampton 3.3% Portland 8.3%
Essex 2.3% Westbrook 5.0%
Haddam 1.4% Middlesex County 8.6%

Source: Connecticut Data Collaborative, http://data.ctdata.org/
Single parent families are those headed by a single parent with children under the age of 18. All of the

towns in Middlesex Health’s service area with a single parent family (range of 10.2% - 22.7%) are lower
than the Connecticut average (25.8%), except for the City of Middletown at 30.3% (Table 21).
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Table 21 - Single Parent Families, 2013-2017

% Single Parent % Single Parent
Families Families
Chester 17.3% Killingworth 11.0%
Clinton 21.9% Lyme 14.4%
Colchester 19.7% Marlborough 12.5%
Cromwell 16.3% Middlefield 14.4%
Deep River 20.3% Middletown 30.3%
Durham 15.6% Old Lyme 11.3%
East Haddam 13.3% Old Saybrook 18.5%
East Hampton 11.1% Portland 19.8%
Essex 14.6% Westbrook 22.7%
Haddam 10.2% Connecticut 25.8%

Source: Connecticut Data Collaborative, http://data.ctdata.org/

HOMELESSNESS

The Connecticut Point-in-Time Count tracks people experiencing homelessness, both sheltered and
unsheltered, throughout the state on a given point in time. Figure 12 gives the Point-in-Time Count for
Middlesex County for 2017 (January 24), 2018 (January 23), and 2019 (January 22) by children in
families, adults in families, single adults and total.

Figure 12 - Homelessness Point-in Time Count,
Middlesex County
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Source: Connecticut Coalition to End Homelessness Point-in-Time Count Middlesex
Summary 2017, 2018, 2019

Supportive housing is a cost effective model for reducing homelessness among individuals who
experience mental iliness or a substance use disorder. It combines affordable housing, usually through a
rental subsidy, and intensive yet flexible support services (DMHAS, 2019). The Point-in-Time Count also
tracks housing inventory by program and household type. The results for Middlesex County for 2017

Middlesex Health Community Health Needs Assessment 2019 33


http://data.ctdata.org/

(January 24), 2018 (January 23), and 2019 (January 22) are outlined in Figures 13a and 13b. There was

an increase in supportive housing vouchers in Middlesex County in 2019 for families and individuals,

which points to additional supportive housing vouchers being identified as a need.

Figure 13a - Housing Inventory Point-in Time
Count by Program and Families, Middlesex

County
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Figure 13b - Housing Inventory Point-in Time
Count by Program and Individuals, Middlesex
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Source: Connecticut Coalition to End Homelessness Point-in-Time Count, Middlesex Summary 2017, 2018, 2019

The 2018 DataHaven Community Wellbeing Survey asked respondents questions about ability to afford

shelter, specifically, “in the last 12 months, have you not had enough money to provide adequate shelter

or housing for you or your family?”. Table 22 indicates consistency with Middletown and Middlesex
County when benchmarked against the state. Those respondents earning less than $75,000 have

increased difficulty when compared to those with incomes of $75,000 and above (Figure 14).

Table 22 - Shelter, “Inability to Afford Housing in the Past 12 months?”

Gender
Female

Middletown

Yes 3% 9%
No 97% 91%
Middlesex County

Yes 6% 6%
No 94% 94%
Connecticut

Yes 8% 8%
No 92% 92%

Source: DataHaven Community Wellbeing Survey, 2018
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Figure 14 - Shelter, “Inability to Afford Housing in
the Past 12 months?” by Income
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LIVING ENVIRONMENT

The 2018 DataHaven Community Wellbeing Survey asked a series of questions about the neighborhood
and areas in which people live, asking respondents to answer yes/no or to select their level of agreement

with various categories regarding living environment questions and statements. In response to the

question, “are you satisfied with the city or area where you live?”, female respondents in Middletown and
Middlesex County were less satisfied when compared to male respondents (Table 23), with respondents
earning less than $75,000 expressing less satisfaction when compared to those with incomes of $75,000

and above (Figure 15).

Table 23 - Living Environment, “Are You Satisfied with where You Live?”

Gender
Female
Middletown
Yes 83% 90% 77%
No 16% 9% 22%
Middlesex County
Yes 85% 90% 80%
No 15% 10% 20%
Connecticut
Yes 81% 81% 80%
No 18% 18% 19%

Source: DataHaven Community Wellbeing Survey, 2018
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Figure 15 - Living Environment, “Are You Satisfied
with where You Live?” by Income
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Regarding safety, in response to the 2018 DataHaven Community Wellbeing Survey statement “/ do not
feel safe to go on walks in my neighborhood at night”, Middletown aligns with Connecticut, with women
feeling less safe when compared to men (Table 24). Income impacts level of feeling safe, with those who
earn less than $75,000 feeling less safe (20% of the respondents) compared to those earning $75,000
and above (3% of respondents) in Middletown. A similar gap is seen for Middlesex County by income
comparisons (13% and 2% respectively), Figure 16.

Table 24 - Feeling of Safety, “I do Not Feel Safe on Walks at Night”

Gender
Female

Middletown
Strongly agree 13% 7% 19%
Somewhat agree 12% 9% 15%
Somewhat disagree 28% 31% 26%
Strongly disagree 46% 53% 39%
Middlesex County
Strongly agree 8% 5% 10%
Somewhat agree 10% 5% 16%
Somewhat disagree 22% 19% 24%
Strongly disagree 59% 70% 49%
Connecticut
Strongly agree 14% 12% 16%
Somewhat agree 15% 13% 18%
Somewhat disagree 20% 17% 23%
Strongly disagree 49% 56% 41%

Source: DataHaven Community Wellbeing Survey, 2018
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Figure 16 - Feeling of Safety, “I do Not Feel Safe on Walks at Night” by Income
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To measure trust, the 2018 DataHaven Community Wellbeing Survey asked respondents to select level
of agreement to the statement “people in this neighborhood can be trusted”. There is less of a sense of
trust among Middletown respondents when benchmarked against Middlesex County and Connecticut,
with women in both Middletown and Middlesex County expressing lower feelings of trust when compared
to men (Table 25).

Table 25 - Feeling of Trust, “People in this Neighborhood can be Trusted”

Gender
Female

Middletown
Strongly agree 41% 47% 36%
Somewhat agree 39% 40% 38%
Somewhat disagree 12% 9% 15%
Strongly disagree 4% 1% 7%
Middlesex County
Strongly agree 55% 60% 50%
Somewhat agree 35% 31% 39%
Somewhat disagree 5% 3% 7%
Strongly disagree 2% 2% 2%
Connecticut
Strongly agree 47% 50% 45%
Somewhat agree 36% 34% 38%
Somewhat disagree 8% 8% 9%
Strongly disagree 6% 6% 7%

Source: DataHaven Community Wellbeing Survey, 2018
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Income influences level of feelings of trust with 34% of the respondents from Middletown and 49% of the
respondents from Middlesex County earning less than $75,000 strongly agreeing with the statement
“people in this neighborhood can be trusted” compared to 52% of the respondents from Middletown and
61% of the respondents in Middlesex County earning $75,000 and above (Figure 17).

Figure 17 - Feeling of Trust, “People in this Neighborhood can be Trusted” by Income
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2018 DataHaven Community Wellbeing Survey respondents were asked to rate “the condition of public
parks and other public recreational facilities”. There was alignment between Middletown, Middlesex
County, and Connecticut for the “good” response, but a variance for “excellent”, with 19% of respondents
from Middletown and 21% from Middlesex County expressing the most favorable ranking compared to
26% for Connecticut (Figure 18).

Figure 18 - Condition of Public Parks and Recreational Facilities
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Regarding recreation options in the area around their home, defined as within a 10 or 15 minute walk, the

2018 DataHaven Community Wellbeing Survey respondents were asked how much they agreed or
disagreed with the statement “my neighborhood has several free or low cost recreation facilities such as
parks, playgrounds, public swimming pools, etc.”. Those responding from Middlesex County disagreed
with the statement at a higher rate for both income levels when compared to Middletown (Figure 19).

Figure 19 - Availability of Free or Low Cost Recreation

Facilities in Neighborhood by Income
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Availability of positive role models for young people was measured by the 2018 DataHaven Community
Wellbeing Survey through the statement “children and youth in my town generally have the positive role
models they need around here”. There was a lower percentage of “strongly agree” in Middletown in total
and for the male and female categories when compared to Middlesex County and CT (Table 26).

Table 26 - Role Models, “Children and Youth have Positive Role Models”

Female
Middletown
Strongly agree 23% 26% 21%
Somewhat agree 48% 41% 54%
Somewhat disagree 15% 17% 13%
Strongly disagree 5% 3% 8%
Middlesex County
Strongly agree 37% 38% 35%
Somewhat agree 2% 38% 47%
Somewhat disagree 9% 9% 9%
Strongly disagree 2% 2% 3%
Connecticut
Strongly agree 32% 32% 31%
Somewhat agree 41% 41% 41%
Somewhat disagree 13% 11% 14%
Strongly disagree 8% 8% 8%

Source: DataHaven Community Wellbeing Survey, 2018
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By income, those earning less than $75,000 (19% of the respondents from Middletown and 32% of the
respondents from Middlesex County) were less likely to “strongly agree” with availability of sufficient
positive role models for children and youth in their neighborhoods when compared to those earning
$75,000 and above (27% of the respondents from Middletown and 41% of respondents from Middlesex
County), Figure 20.

Figure 20 - Role Models, “Children and Youth have Positive Role Models” by Income
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Regarding degree of influence, 2018 DataHaven Community Wellbeing Survey respondents were asked
to “describe your ability to influence local-government decision making” by selecting a response ranging
from “great influence” to “no influence at all”. There was agreement between Middletown, Middlesex

County and Connecticut in all response options, with a high degree of feelings of lack of influence (Figure

21).

Figure 21 - Influence on Local Government Decision Making
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TRANSPORTATION

The 2018 DataHaven Community Wellbeing Survey asked respondents questions about transportation to
measure transportation insecurity. In answer to the question, “in the past 12 months, did you stay home
when you needed or wanted to go someplace because you had no access to reliable transportation?”,

respondents in Middletown experience more transportation insecurity (10%) than Middlesex County (8%),
but less than Connecticut (12%), Figure 22.

Figure 22 - Transportation Insecurity
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Income level is associated with access to reliable transportation with 15% of the 2018 DataHaven
Community Wellbeing Survey respondents with incomes lower than $75,000 experiencing higher
transportation insecurity for both Middletown and Middlesex County compared to 4% (Middletown) and
2% (Middlesex County) of respondents earning $75,000 and above (Figure 23).

Figure 23 - Transportation Insecurity by Income
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In response to the question, “what is your primary means of transportation to work, school, or the place
where you spend most of your time outside of home?”, 9% of the 2018 DataHaven Community Wellbeing
Survey respondents from Middletown get a ride with family or friends compared to 5% in Middlesex
County and 7% in Connecticut (Figure 24).

Figure 24 - Primary Means of Transportation
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FOOD INSECURITY

Food insecurity impacts every community in the United States. It is defined as disrupted food intake or
eating patterns due to lack of money and other resources (Healthy People 2020; USDA, 2005).
Nationally, food insecurity is more prevalent in low-income households, with disparities in Black non-
Hispanic and Hispanic households. Additional populations are at higher risk for food insecurity including
children and older adults. Limited access to full-service supermarkets and grocery stores, communities
that lack affordable and nutritious food (i.e. “food deserts”), and transportation issues can also contribute
to food insecurity (Healthy People 2020). Table 27 outlines the food insecurity rates in the towns in
Middlesex Health’s service area, compared to Connecticut at 11.6%. The City of Middletown at 14.5%
exceeds the Connecticut food insecurity rate, and Clinton is close to Connecticut at 10.7%.

The Supplemental Nutrition Assistance Program (SNAP) is an indicator of food insecurity. SNAP is a
food-purchasing assistance program administered by the U.S. Department of Agriculture (USDA) under
the Food and Nutrition Service, with benefits distributed locally in each state. SNAP provides a hunger
safety net for low- and no-income individuals and families. All of the towns in Middlesex Health’s service
area are below Connecticut’'s SNAP average (12.4%), except for the City of Middletown at 15.1% (Table
28).
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Table 27 - Food Insecurity Rates (% relative to CT SNAP Average of 12.4%)

Overall % Overall %

Chester 8.9% Killingworth 6.4%
Clinton 10.7% Lyme 8.4%
Colchester 9.8% Marlborough 6.9%
Cromwell 8.8% Middlefield 6.8%
Deep River 9.1% Middletown 14.5%
Durham 6.0% Old Lyme 8.3%
East Haddam 8.7% Old Saybrook 8.7%
East Hampton 7.7% Portland 8.5%
Essex 9.9% Westbrook 10.9%
Haddam 8.4% Middlesex County 9.9%

1.  Source 1: Connecticut Food Bank; Hunger in CT; http://www.ctfoodbank.org/about-us/hunger-
in-connecticut

2. Source 2: Gunderson, C., Dewey, A., Crumbaugh, A., Kato, M., Engelhard, E., Map the Meal Gap
2018: A Report on County and Congressional District Food Insecurity and County Food Cost in the
United States in 2016. Feeding America, 2018;
https://map.feedingamerica.org/county/2016/child/connecticut/county/middlesex

3. Source 3: U.S. Census Bureau: 2012-2016 American Community Survey 5-Year Estimates

Table 28 - SNAP Recipients, 2013-2017

% of SNAP % of SNAP

Recipients Recipients
Chester 3.9% Killingworth 2.9%
Clinton 6.8% Lyme 1.1%
Colchester 5.5% Marlborough 4.1%
Cromwell 6.8% Middlefield 9.4%
Deep River 4.0% Middletown 15.1%
Durham 2.6% Old Lyme 3.2%
East Haddam 6.6% Old Saybrook 5.6%
East Hampton 5.1% Portland 6.2%
Essex 3.9% Westbrook 7.0%
Haddam 5.2% Middlesex County 8.3%

Source: Connecticut Data Collaborative, http://data.ctdata.org/; American Community Survey (ACS)
5-Year estimates

To measure food insecurity, the 2018 DataHaven Community Wellbeing Survey asked respondents a
question about ability to purchase food, *have there been times in the past 12 months when you did not
have enough money to buy food that you or your family needed?”. For the total respondents to this
question, a greater percentage in Middletown experience food insecurity when benchmarked against
Middlesex County and Connecticut (Table 29). 15% of the respondents from Middletown answered “yes”,
compared to Middlesex County (9%) and Connecticut (13%). A greater percentage of women from
Middletown answered “yes” (21%) compared to men from Middletown (7%), which is also higher than
female respondents from Middlesex County (9%) and Connecticut (15%).
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Table 29 - Food Insecurity, “Unable to Buy Food in the Past 12 Months?”

Gender
Female

Middletown

Yes 15% 7% 21%
No 85% 93% 78%
Middlesex County

Yes 9% 9% 9%
No 91% 90% 91%
Connecticut

Yes 13% 11% 15%
No 87% 89% 84%

Source: DataHaven Community Wellbeing Survey, 2018

Income level is associated with food insecurity. 25% of the 2018 DataHaven Community Wellbeing
Survey respondents from Middletown and 18% of respondents from Middlesex County with incomes
lower than $75,000 experienced food insecurity compared those earning $75,000 and above for
Middletown (3%) and Middlesex County (2%), Figure 25.

Figure 25 - Food Insecurity, “Unable to Buy Food in
the Past 12 Months?” by Income
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The 2018 DataHaven Community Wellbeing Survey asked respondents to rank the availability of
affordable, high-quality fruits and vegetables in the areas in which they live. Per option, most respondents
answered “good”. Less Middletown respondents answered “good” and more answered “fair” when
compared to Middlesex County and Connecticut in the “good” and “fair” response options (Figure 26).
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Figure 26 - Availability of High Quality Fruits and Vegetables
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ACCESS TO HEALTH CARE SERVICES

Access to quality and comprehensive health care services is critical for 1) promoting and maintaining
health; 2) preventing and managing disease; 3) reducing unnecessary disability; 4) reducing premature
death; and 5) promoting and achieving health equity (Healthy People 2020). Access to health care also
includes oral health and the ability to obtain necessary prescription drugs. In totality, access to health

Middlesex County  m Connecticut

6% 6% 6%

Poor

care services impacts overall physical, social, and mental health status and quality of life. Healthy People

2020 identifies three integral components for sufficient access to health services:

Element

Benefit

Allows for entry to the health
care system

People with a usual source of
care have better health
outcomes, fewer disparities,
and lower costs

1 Insurance Coverage
2 Health Services
3 Timeliness of Care

Allows for health care services
to be provided quickly after a
need is recognized

Barriers

High cost care/medical bill
burden

Inadequate/no insurance
coverage

Lack of availability of
services

Lack of culturally
competent care

Source: Healthy People 2020, https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services

Middlesex Health Community Health Needs Assessment 2019

45


https://www.healthypeople.gov/2020/topics-objectives/topic/Access-to-Health-Services

All towns in Middlesex Health’s service area have a lower uninsured rate when compared to Connecticut
(6.4%), except Clinton (8.1%), Deep River (8.1%) and Westbrook (6.9%). Deep River is the only town in
Middlesex Health’s service area that has a slightly lower private insurance rate when compared to
Connecticut. All towns in Middlesex Health’s service area have a lower percentage of public health
insurance when compared to Connecticut (33.4%), except Old Saybrook (41.6%), Lyme (40.1%), Old
Lyme (37.2%), Essex (36.7%) and Chester (35.3%), which is likely due to higher Medicare enroliment
given the age distribution of those towns (Table 30).

Table 30 - Health Insurance Coverage, 2013-2017

v:_lli:::: :t P\::I\:::e I:’:Il:l?c V:I_Ii:::: :t P‘::I\;::e I:?JIII;'I‘C
Insurance Health Health Insurance R EE)] Health
Insurance Insurance Insurance Insurance

Chester 3.5% 78.3% 35.3% Killingworth 3.0% 86.1% 27.3%
Clinton 8.1% 76.3% 29.5% Lyme 2.5% 76.1% 40.1%
Colchester 1.8% 85.5% 23.8% Marlborough 2.8% 85.6% 23.9%
Cromwell 3.6% 84.8% 25.3% Middlefield 2.2% 84.5% 27.1%
Deep River 8.1% 70.6% 31.8% Middletown 3.8% 75.0% 31.9%
Durham 2.5% 91.5% 20.6% Old Lyme 2.7% 81.2% 37.2%
East Haddam 5.1% 82.7% 26.4% Old Saybrook 5.8% 72.2% 41.6%
East Hampton 1.6% 84.4% 26.5% Portland 2.4% 81.1% 31.7%
Essex 2.5% 83.3% 36.7% Westbrook 6.9% 80.2% 29.6%
Haddam 3.1% 86.1% 25.2% Connecticut 6.4% 71.8% 33.4%

Source: Connecticut Data Collaborative,
Note: the American Community Survey (ACS), original data source, defines private coverage as including employment-based, direct-
purchase, and TRICARE. Public coverage is defined as Medicaid, Medicare, and VA Care

Middlesex County has fewer primary care physicians and dentists both by rate per 100,000 population
and by ratio of population to providers when compared to Connecticut, but has more mental health
providers when benchmarked against the state by rate per 100,000 population and ratio of population to
providers (Table 31).

Table 31 - Provider Rate and Ratio

Middl
oLl Connecticut U.S. Overall

County

Rate of Providers (per 100,000 population) ---

Primary Care Physician Rate 72 85 -
Dentist Rate 78 85 -
Mental Health Provider Rate 410 365

Ratio of Population to Providers

Primary Care Physician Ratio 1384:1 1180:1 1,330:1
Dentist Ratio 1287:1 1172:1 1,460:1
Mental Health Provider Ratio 244:1 274:1 440:1

County Health Rankings & Roadmaps 2019, https://www.countyhealthrankings.org/reports/2019-county-
health-rankings-key-findings-report

Original data sources:

Primary Care Provider ratio = Area Health Resource File/American Medical Association (2016)

Dentist ratio = Area Health Resource File/National Provider Identification file (2017)

Mental Health Provide ratio = CMS, National Provider Identification file (2018)
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The 2018 DataHaven Community Wellbeing Survey asked respondents a series of questions about
access to health care services. For medical care, when asked, “during the past 12 months, was there any
time when you didn’t get the medical care you needed?”, there is alignment between total respondents
for Middletown, Middlesex County and Connecticut (Table 32). By income, a higher percentage of those
earning less than $75,000 in Middletown (13%) and Middlesex County (8%) expressed not getting
needed medical care when compared to those earning $75,000 and above for Middletown (1%) and
Middlesex County (7%), Figure 27.

Table 32 - Access, “Inability to Get Medical Care in the Past 12 Months?”

Gender
Female

Middletown

Yes 7% 4% 10%
No 92% 96% 89%
Middlesex County

Yes 7% 6% 7%
No 93% 94% 92%
Connecticut

Yes 9% 9% 9%
No 90% 91% 90%

Source: DataHaven Community Wellbeing Survey, 2018

Figure 27 - Access, “Inability to Get Medical Care in
the Past 12 Months?” by Income
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Regarding postponement of care, the 2018 DataHaven Community Wellbeing Survey asked respondents,
“during the past 12 months, was there any time when you put off or postponed getting medical care you

thought you needed?”. There is agreement between total respondents for Middletown, Middlesex County
and Connecticut (Table 33), with women in all cohorts reporting a higher rate of postponement of seeking
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medical care when compared to men. By income, there is a significant differential for those earning less
than $75,000 with regard to postponing care more frequently in Middletown (29%) and Middlesex County
(27%) compared to those earning $75,000 and above for Middletown (15%) and Middlesex County
(21%), Figure 28.

Table 33 - Access, “Postponement of Getting Medical Care in the Past 12 Months?”

Gender
Female

Middletown

Yes 24% 12% 35%
No 76% 88% 65%
Middlesex County

Yes 23% 19% 26%
No 77% 80% 73%
Connecticut

Yes 23% 20% 26%
No 77% 80% 74%

Source: DataHaven Community Wellbeing Survey, 2018

Figure 28 - Access, “Postponement of Getting Medical
Care in the Past 12 Months?” by Income
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Income continues to be a driver for access. In response to the 2018 DataHaven Community Wellbeing
Survey question, “during the past 12 month, was there any time you needed prescription medicines but
didn’t get them because you couldn’t afford it?”, those earning less than $75,000 for Middletown (11%)
and Middlesex County (11%) responded that they didn’t get prescriptions due to cost compared to those
with incomes $75,000 and above for Middletown (4%) and Middlesex County (3%), Figure 29, while the
total respondents for Middletown, Middlesex County and Connecticut are consistent (Table 34).
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Figure 29 - Access, “Inability to Afford Prescriptions in
the Past 12 Months?” by Income
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Table 34 - Access, “Inability to Afford Prescriptions in the Past 12 Months?”

Gender
Female
Middletown
Yes 24% 12% 35%
No 76% 88% 65%
Middlesex County
Yes 23% 19% 26%
No 77% 80% 73%
Connecticut
Yes 23% 20% 26%
No 77% 80% 74%

Source: DataHaven Community Wellbeing Survey, 2018

The 2018 DataHaven Community Wellbeing Survey also asked respondents about dental care,
specifically, “when was the last time you were seen by a dentist, was it....”, providing a series of time-
frame options (Table 35). By income, dental care visits drop in the “within the last 6 months” category for
respondents earning less than $75,000 in Middletown and Middlesex County, and increase for those
earning $75,000 and above. A similar income trend is seen in the “more than two years ago” responses
for Middletown and Middlesex County (Figure 30).
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Table 35 - Last Time Seen by a Dentist

Gender
Female

Middletown

Within the last 6 months 59% 65% 54%
More than 6 months but less than a year 16% 11% 21%
More than a year but less than two years 9% 11% 7%
More than two years ago 15% 13% 17%
Middlesex County

Within the last 6 months 67% 67% 66%
More than 6 months but less than a year 9% 9% 9%
More than a year but less than two years 9% 11% 7%
More than two years ago 14% 13% 16%
Connecticut

Within the last 6 months 60% 59% 62%
More than 6 months but less than a year 14% 14% 14%
More than a year but less than two years 11% 11% 11%
More than two years ago 13% 14% 12%

Source: DataHaven Community Wellbeing Survey, 2018

Figure 30 - Last Time Seen by a Dentist by Income
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The key informant survey included a question about access to health care services and asked
respondents to rank 16 health care access/availability related statements relative to their communities
using a Likert scale of 1 - 5 with 1 = strongly disagree; 3 = moderately/somewhat agree; and 5 = strongly
agree. A response option of “do not know” was provided. Figures 31a, 31b and 32 present the top five
statements with which the community and hospital respondents strongly agreed and strongly disagreed.
There is alignment between the two cohorts for four out of the top five responses for “strongly agree” and
complete agreement for the top five “strongly disagree” responses. The ranking of all 16 statements (by
“strongly agree” and “strongly disagree”) for community and hospital can be found in Tables A7a and
A7b & A8a and A8b in the Appendix.

Figure 31a - Key Informant Survey, Access to Health Figure 31b - Key Informant Survey, Access to Health
Care Services, “Strongly Agree”, Care Services, “Strongly Agree”,
Community Respondents Hospital Respondents
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Figure 32- Key Informant Survey, Access to Health Care Services,
“Strongly Disagree”
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The key informant survey asked respondents a question about the degree to which resources or services
are available in their communities using a Likert scale of 1 - 5 with 1 = never available; 3 = sometimes
available; and 5 = always available. A response option of “do not know” was provided. As the majority of
the responses were in the “sometimes available” range, weighted averages are presented for all
response options by community and hospital (Table 36).

Table 36 - Key Informant Survey, Availability of Resources or Services, Range of “Sometimes Available”

Community Respondents Hospital Respondents

Response Options inLng;tgeed Response Options Vx::i:t;d
Bilingual services 3.98 Bilingual services 3.99
Physical Health Screenings 3.73 Free / Low Cost Dental Care 3.69
Substance Use / Misuse Screenings 3.73 Physical Health Screenings 3.69
Free / Low Cost Substance Abuse/Misuse Care 3.71 Substance Use / Misuse Screenings 3.58
Health Education / Information / Outreach 3.66 Health Education / Information / Outreach 3.51
Mental Health Screenings 3.56 Free / Low Cost Medical Care 3.44
Free / Low Cost Dental Care 3.53 Prescription Affordability / Assistance 3.44
Free / Low Cost Medical Care 3.51 Mental Health Screenings 341
Free / Low Cost Mental Health Care 3.44 Transportation to / from Health Services 3.37
Prescription Affordability / Assistance 3.42 Free / Low Cost Substance Abuse/Misuse Care 3.3
Transportation to / from Health Services 3.39 Free / Low Cost Mental Health Care 3.13

Regarding barriers to care, the key informant survey respondents were asked to rate the degree to which
specific populations in the community experience barriers to receiving health and well-being services
using a Likert scale of 1 - 5 with 1 = no barriers to receiving health and well-being services; 3 = moderate
barriers to receiving health and well-being services; and 5 = significant barriers to receiving health and
well-being services. 14 response options were given and “other” with the ability to input a response was
provided. Figures 33 and 34 give the top five populations for “significant barriers to receiving health and
well-being services” for the community and hospital, respectively.

Figure 33 - Key Informant Survey, Top 5 populations for “Significant Barriers
to Receiving Health and Well-being Services”, Community Responses
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Figure 34 - Key Informant Survey, Top 5 populations for “Significant barriers
to receiving health and well-being services”, Hospital Responses
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The 2018 DataHaven Community Wellbeing Survey asked respondents questions about their treatment
by other people or their belief about how other people have treated them. With regard to experience
within the healthcare system, respondents were asked “when seeking health care, have you ever been
treated with less respect or received services that were not as good as what other people get?”. A greater
percentage of people in Middletown (17%) and Middlesex County (14%) responded “yes” when compared
to Connecticut (10%), Figure 35.

Figure 35 — “Have You Been Treated with Less Respect/Received
Poorer Services in the Healthcare System?”
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Source: DataHaven Community Wellbeing Survey, 2018
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SDOH IMPACT ON COMMUNITY HEALTH AND WELL-BEING

For the social determinants of health section of the key informant survey, respondents were asked to rate
the degree to which they believed 24 different determinants of health options impact the health and well-
being status of the community using a Likert scale of 1 - 5, with 1 = limited impact on community health
and well-being, 3 = moderate impact on community health and well-being and 5 = significant impact on
community health and well-being. A response option of “do not know” was provided. Respondents were
also given the option to check “other” and add free text. Response categories were generated from a
selection of sub-categories of the Healthy People 2020 place-based organizational framework for five key
areas of social determinants of health (economic stability; education; social and community context;
health and health care; and, neighborhood and built environment), and expanded for the 2019 CHNA.
Figures 36a and 36b give the percentage of “significant impact on community health and well-being”
responses for the top 5 response options, by community and hospital.

Figure 36a - Key Informant Survey, % of Responses Figure 36b - Key Informant Survey, % of Responses
for “Significant Impact on Community Health and for “Significant Impact on Community Health and
Well-being”, Community Well-being”, Hospital
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The following definitions were provided: access to educational opportunities was defined as “higher
education, adult education, trade education”; food insecurity was defined as “physical, social, or
economic access to food”; health literacy was defined as “the capacity to obtain, process, and understand
basic health information/services needed to make appropriate health decisions”; institutional racism was
defined as “societal patterns and structures that impose oppressive or otherwise negative conditions on
the basis of race or ethnicity”; and social support was defined as “assistance available from a supportive
social network, emotional support from family and friends, etc.”.
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Tables 37a and 37b outline the percentage of “significant impact on community health and well-being”
responses for all the response options, by community and hospital.
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Table 37b - Key Informant Survey, “Significant Impact on Community Health and Well-being” % of Responses, Hospital
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2-1-1 CT SERVICE REQUESTS

2-1-1 is a program under the United Way of Connecticut and is supported by the State of Connecticut and
Connecticut United Ways. By dialing 2-1-1 or conducting an online database search on
https://www.211ct.org/, people are connected with needed local resources and services. Table 38
describes the Connecticut 2-1-1 service requests for Middletown, Middlesex County and Connecticut for
the January 1, 2018 to December 31, 2018 time-period. Need requests from Middletown comprise the
majority of requests made in Middlesex County (Table 39).

Table 38 - 2-1-1 Service Requests by Overall Categories, 2018

Category Middletown M(i;:l:ts:x Connecticut
Mental Health & Addictions 33.1% 30.4% 22.1%
Housing & Shelter 26.6% 24.0% 29.7%
Employment & Income 10.8% 10.9% 9.4%
Utilities 5.7% 7.3% 9.0%
Healthcare 5.3% 7.6% 8.4%
Government & Legal 3.0% 3.7% 3.9%
Food 2.6% 3.0% 4.0%
Disaster 1.5% 1.6% 1.5%
Transportation Assistance 1.1% 1.1% 1.0%
Clothing & Household <1% <1% 1.2%
Education <1% <1% <1%
Child Care & Parenting <1% <1% <1%
Other 9.1% 9.2% 9.0%

Source: 2-1-1 Counts, Connecticut 2-1-1; http://ct.211counts.org/

Table 39 - % of 2-1-1 Service Requests from Middletown, 2018

Category Middletown Mé::'::ts:x Mi::IA dfll:;r:wn
Total Count 8,125 12,136 66.9%
Mental Health & Addictions 2,689 3,687 72.9%
Housing & Shelter 2,163 2,914 74.2%
Employment & Income 877 1,321 66.4%
Utilities 460 888 51.8%
Healthcare 433 917 47.2%
Government & Legal 241 455 53.0%
Food 213 370 57.6%
Disaster 119 195 61.0%
Transportation Assistance 92 138 66.7%
Clothing & Household 62 86 72.1%
Education 18 25 72.0%
Child Care & Parenting 17 29 58.6%
Other 741 1,111 66.7%

Source: 2-1-1 Counts, Connecticut 2-1-1; http://ct.211counts.org/
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Figure 37 reviews the top five service 2-1-1 requests made for Middletown, Middlesex County and

Connecticut.
Figure 37 - Top Five 2-1-1 Service Requests by Overall Categories, 2018
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Source: 2-1-1 Counts, Connecticut 2-1-1; http://ct.211counts.org/

The Middletown and Middlesex County ranking for the top three 2-1-1 service requests in Middlesex
Health’s last CHNA was 1) Housing & Shelter; 2) Employment & Income; and 3) Mental Health &
Addictions (2-1-1 CT, 2015). For this CHNA, the Middletown and Middlesex County ranking has shifted to
1) Mental Health & Addictions; 2) Housing & Shelter; 3) Employment & Income (2-1-1 CT, 2018).

Since Middlesex Health’s last CHNA, the 2-1-1 requests for Mental Health & Addictions assistance
increased substantially from 15.0% to 33.1% for Middletown and 18.0% to 30.4% for Middlesex County
(2-1-1 CT, 2015 & 2018). In addition, the 2-1-1 2018 Mental Health & Addictions service call volume
percentages for Middletown and Middlesex County are significantly higher than Connecticut (22.1%),
indicating an increased need for behavioral health services in Middletown and Middlesex County.

The Housing & Shelter requests slightly changed between CHNA cycles, decreasing from 27.5% to
26.6% in Middletown and increasing from 21.1% to 24.0% in Middlesex County (2-1-1 CT, 2015 & 2018).
In Connecticut, those individuals and families experiencing homelessness or at imminent risk of becoming
homeless must access emergency housing services through 2-1-1 which connects to the regional
Coordinated Access Network (CAN), a system to assess and assign housing assistance and supports to
those in the midst of a housing crisis. The majority of the Housing & Shelter calls are for shelters
(emergency housing), with the shelter requests decreasing from 78.8% to 63.9% in Middletown and
73.7% to 56.8% in Middlesex County between CHNA cycles (2-1-1 CT, 2015 & 2018).
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Employment & Income requests dropped significantly between CHNA cycles from 23.4% to 10.8% in
Middletown and 22.6% to 10.9% in Middlesex County (2-1-1 CT, 2015 & 2018).

2-1-1 also tracks unmet needs. Of interest are the unmet need results for Rent Assistance requests,
defined as “financial assistance for rent, mobile home lot fees, motel, rental deposits, homeless motel
vouchers and other home-related payments and assistance”. For 2019, for Middletown, 8.4% of the calls
placed to 2-1-1 for housing were for rental assistance, and of that total 56% were unmet. For Middlesex
County, 9.1% of the calls placed to 2-1-1 for housing were for rental assistance, and of that total 69%
were unmet (2-1-1 CT, 2018).

Tables 40a and 40b give the overall categories and sub-category detail of the top seven 2-1-1 request
types for Middletown, Middlesex County and Connecticut for the January 1, 2018 to December 31, 2018
time-period

Table 40a - Top Seven 2-1-1 Service Requests Detail, 2018

_ % Count % Count % Count
Total Requests 100% 8,125 100% 12,136 100% 315,895
Mental Health & Addictions 33.1% 2,689 30.4% 3,687 22.1% 69,854
Substance abuse & addictions 6.9% 186 7.6% 280 8.7% 6,087
Marriage & family 0.0% 0 0.0% 0 0.0% 0
Crisis intervention & suicide 17.7% 477 30.3% 1,116 42.3% 29,564
Mental health services 74.8% 2,011 61.6% 2,270 48.4% 33,781
Mental health facilities <1% 15 <1% 21 <1% 422
Other mental health & addictions 0.0% 0 0.0% 0 0.0% 0
Housing & Shelter 26.6% 2,163 24.0% 2,914 29.7% 93,966
Shelters 63.9% 1,383 56.8% 1,656 54.4% 51,135
Low-cost housing 9.6% 208 11.8% 345 11.4% 10,666
Home repair / maintenance <1% 11 1.3% 38 1.1% 1,042
Rent assistance 8.4% 181 9.1% 266 12.4% 11,647
Mortgage assistance <1% 19 1.9% 54 1.1% 1,047
Landlord / tenant issues 3.3% 71 3.4% 100 4.1% 3,835
Contacts 13.4% 290 15.6% 455 15.5% 14,558
Other housing & shelter 0.0% 0 0.0% 0 <1% 36
Employment & Income 10.8% 877 10.9% 1,321 9.4% 29,796
Job search 15.2% 133 12.4% 164 9.0% 2,686
Job development <1% 6 <1% 6 <1% 56
Unemployment benefits <1% 5 1.1% 14 1.3% 398
Tax preparation 51.1% 448 41.7% 551 18.8% 5,608
Financial assistance 28.3% 248 38.9% 514 61.7% 18,478
Money management <1% 8 1.2% 16 1.1% 340
Contacts 3.3% 29 4.2% 56 7.9% 2,361
Other employment & income 0.0% 0 0.0% 0 0.0% 0

Source: 2-1-1 Counts, Connecticut 2-1-1; http://ct.211counts.org/
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Table 40b - Top Seven 2-1-1 Service Requests Detail, 2018 (continued)

_ % Count % Count % Count
Utilities 5.7% 460 7.3% 888 9.0% 28,497
Electric 57.6% 265 57.9% 514 55.9% 15,984
Gas 14.8% 68 10.5% 93 20.1% 5,722
Water <1% 3 <1% 4 1.0% 298
Heating fuel 12.2% 56 18.2% 162 11.3% 3,220
Trash collection 0.0% 0 0.0% 0.0% 0
Utility payment plans 0.0% 0 0.0% <1% 66
Utility deposit assistance 0.0% 0 0.0% 0.0% 0
Disconnection protection 8.9% 41 7.4% 66 6.5% 1,845
Phone 4.3% 20 4.1% 36 3.2% 918
Contacts 1.5% 7 1.5% 13 1.8% 524
Other utilities 0.0% 0 0.0% 0 <1% 1
Healthcare 5.3% 433 7.6% 917 8.4% 26,682
Health insurance 51.7% 224 57.1% 524 56.7% 15,310
Medical expense assistance <1% 2 <1% 5 <1% 149
Medical providers 19.9% 86 17.9% 164 17.1% 4,620
Dental care 6.0% 26 5.3% 49 3.2% 860
Eye care 0.0% 0 <1% <1% 82
Prescription medications <1% 3 <1% <1% 186
Medical equipment 1.2% 5 <1% 1.1% 305
Nursing homes & adult care 10.2% 44 8.9% 82 9.0% 2,421
Reproductive health <1% 2 <1% <1% 72
Death related <1% 2 <1% <1% 189
Contacts 4.6% 20 4.5% 41 7.9% 2,131
Other health services 4.4% 19 2.8% 26 2.5% 664
Other healthcare 0.0% 0 0.0% 0 0.0% 0
Government & Legal 3.0% 241 3.7% 455 3.9% 12,330
Legal assistance 41.10% 99 38.9% 177 37.4% 4,703
Child & family law 11.60% 28 16.5% 75 13.4% 1,688
Immigration assistance 0% 0 <1% 1 1.3% 168
Government 7.50% 18 7.9% 36 12.6% 1,585
Contacts 39.80% 96 36.5% 166 35.3% 4,436
Other government & legal 0% 0 0.0% 0 <1% 1
Food 2.6% 213 3.0% 370 4.0% 12,537
Help buying food 40.4% 86 50.0% 185 40.4% 5,117
Food pantries 34.7% 74 30.8% 114 34.5% 4,340
Soup kitchens 14.1% 30 11.1% 41 16.2% 2,036
Feeding children 0.0% 0 <1% 1 1.4% 181
Home-delivered meals 7.0% 15 5.7% 21 3.1% 396
Holiday meals 3.8% 8 2.2% 4.3% 534
Contacts 0.0% 0 0.0% 0.0% 0
Other food 0.0% 0 0.0% <1% 15

Source: 2-1-1 Counts, Connecticut 2-1-1; http://ct.211counts.org/
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CMS ACCOUNTABLE HEALTH COMMUNITIES INITIATIVE

Middlesex Health is participating in the Centers for Medicare & Medicaid Services (CMS) Accountable
Health Communities (AHC) five year pilot project through the Connecticut Coalition to Align Systems and
Connect People with Services (CT CAPS), a six hospital partnership with Danbury Hospital (Nuvance
Health) serving as the bridge organization. The purpose of the AHC model is to test whether
systematically identifying and addressing the health-related social needs of community-dwelling Medicare
and Medicaid beneficiaries through screening, referral and community navigation services will impact
health care quality, utilization and costs. The model design bridges the gap between clinical and
community service providers (CMS, 2016).

At Middlesex Health, screens are conducted in the Middletown emergency department (ED). Eligible
patients are screened for five core health-related social needs (housing instability; utility needs; food
insecurity; interpersonal violence; transportation), as well as an added supplemental screen for substance
abuse. High-risk beneficiaries (2+ ED visits in the past 12 months screening positive for health-related
social needs) are referred to navigators who assist patients with accessing community based services in
order to address the needs identified during the screening process.

Between the time period of August 2018 — August 2019, 3,413 screens were conducted in the Middletown
ED (2,959 of which were unique individuals). Of the unique individuals, 40% were male and 60% were
female, and Figure 38 outlines the racial/ethnic make-up of the sample.

Figure 38 - CMS Accountable Health Communities,
Race & Ethnicity
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Source: CMS Accountable Health Communities, 2019
Middlesex Health Middletown Emergency Department Screens, Aug 2018 — Aug 2019
Demographics by unique patients
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Of the total 3,413 screens that were conducted in the Middletown ED during August 2018 — August 2019,
core health-related social needs were identified 10.7% (364) of the time for high-risk and non-high risk
patients combined. Of the unique individuals who visited the ED during this time frame, 54% had two or
more ED visits in the past 12 months and were identified as high-risk. Figure 39 presents the frequency
of the five core health-related social needs identified during the first year of the project (excluding
substance abuse responses).

Figure 39 - CMS Accountable Health Communities,
Health-Related Social Needs
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HEALTH EQUITY

Health Equity is defined as the state in which everyone has the opportunity to attain full health potential
and no one is disadvantaged from achieving this potential because of social position or any other socially
defined circumstance (NASEM, 2017). Longstanding and pervasive health inequities exist in the United
States and have resulted in an unjust system where specific groups of people have systematically
experienced greater obstacles to health and poorer health outcomes based on their racial or ethnic group;
religion; socioeconomic status; gender; age; mental health; cognitive, sensory, or physical disability;
sexual orientation or gender identity; geographic location; or other characteristics historically linked to
discrimination or exclusion (HHS, 2008; Healthy People 2020).

When visualizing health equity (Figure 40), it extends beyond equality (i.e. where everyone has the same
size bike), to the concept of ensuring that people have what they need to thrive and be successful (i.e.
having the size/type of bike that meets individual needs). It is the understanding that those with the
greatest needs and least resources require more, not equal, effort and resources to equalize
opportunities.

Figure 40 - Meeting Needs with Equity

Equality

Source: RWJF, https://www.rwijf.org/en/library/infographics/visualizing-health-equity.html#/download

Advancing health equity in order to make certain that every citizen has a fair and just opportunity to be as
healthy as possible requires meaningful examination of the unequal and inequitable systems and drivers -
within the current and historic context - that perpetuate health disparities, such as poverty; discrimination;
structural/institutional racism and its consequences; powerlessness; and, lack of access to good jobs with
fair pay, quality education and housing, safe environments, and health care.
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Addressing health inequities must start with an understanding that heath disparities and their adverse
consequences are not only a widespread public health issue, but are a violation of ethical and human

rights principles. As the mechanisms for health inequities are complex, varied and firmly established, an

intentional and committed approach is necessary to begin and sustain the work of advancing health

equity. There are many tools and resources available to translate knowledge into action, but the endeavor
starts with a desire to produce change. NASEM’s Communities in Action: Pathways to Health Equity and
RWFJ’s What Is Health Equity? And What Difference Does a Definition Make? provide insight and
guidance on the steps needed for this effort:

Step 1:

The first step starts with a common fundamental understanding and consensus regarding the

importance of health equity and the root causes of health disparities and inequity.

Health equity is crucial for the well-being and vibrancy of communities and is a moral
imperative. A high price for health inequity is paid in the United States in lost lives, potential and
resources, and, broadly speaking, it is antithetical to the system of equality that the U.S. purports
to have.

Health is a product of multiple determinants. Many disparities in health are rooted in inequities
in the opportunities and resources needed to be as healthy as possible. The unequal distribution
of power and resources causes unequal social, economic, and environmental conditions. These
structural factors (i.e. social determinants of health) often matter more than health care in shaping
health disparities.

Structural inequities contribute to, cause and shape health inequities. Structural inequities
are the personal, interpersonal, institutional, and systemic drivers (such as, racism, sexism,
classism, able-ism, xenophobia, and homophobia) that organize the allocation of power and
resources differentially among social groups. They cause systematic and deeply embedded
disadvantages to certain groups when compared to other groups with whom they coexist, and
cause unfair and avoidable differences in health outcomes.

. ldentify salient health disparities and social inequities, including at system levels.

. Take action to address identified health disparities and social inequities.

Community partnerships and evidence-informed community-based initiatives are an important
component for promoting health equity. Vital to the design, implementation, evaluation and
sustainability of promising solutions is actively engaging the members from excluded or
marginalized groups who are most affected by disparities (i.e. community-driven).

Guiding principles for community-based efforts to advance health equity require: 1) making health
equity a shared vision and value; 2) increasing community capacity to shape outcomes, and: 3)
fostering diverse, multi-sector collaboration (Community Tool Box, 2016). Table 41 outlines
additional characteristics for successful community-based practices.
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Table 41 - Successful Community-Based Practice Characteristics

1) Leveraging existing efforts whenever possible.

2) Adopting explicit strategies for authentic community engagement, ownership,
involvement, and input throughout all stages of the selected effort/initiative.

3) Nurturing the next generation of leadership.

4) Fostering flexibility, creativity, and resilience where possible.

5) Engaging community partners, including nontraditional ones.

6) Committing to results, systematic learning, cross-boundary collaboration, capacity
building, and sustainability.

7) Partnering with public health agencies whenever possible, no matter the focus of the

effort.

Source: Community Tool Box, 2016; FSG, 2011, 2013; Prybil et al., 2014; Verbitsky-Savitz et al., 2016

Step 4: Change and implement policies, laws, systems, environments, and practices to reduce
inequities.

= While community partnerships and community-based solutions are necessary for advancing
health equity, they are not sufficient and cannot be the sole strategy. In order to eliminate unfair
and preventable differences in health outcomes, the unfair social conditions that give rise to them
must be eliminated.

= Communities exist in an environment of national, state, and local level policies, forces, and
programs that interfere with or impede the ability of community members/partnerships to address
the conditions that lead to health inequities. Given this, purposeful changes to policies, laws,
systems, and institutional practices that create and perpetuate inequities at all levels (community,
county, state and national) are necessary to address both structural and health inequities. Table
42 gives examples of systems-level discriminatory policies and practices.

Table 42 - Social Ecological Model, Systems Level Discriminatory Examples

=  Systemic Level - Immigration policies; Incarceration policies; Predatory banking.

= Community Level - Differential resource allocation; Racially or class segregated
schools; Residential segregation.

= Institutional Level - Hiring and promotion practices; Under- or over-valuation of
contributions.

= Interpersonal Level - Overt discrimination; Implicit bias.

= |Intrapersonal Level - Internalized “isms”; Stereotype threat; Embodying inequities.

Source: National Academies of Sciences, Engineering, and Medicine 2017. Communities in Action: Pathways
to Health Equity. Washington, DC: The National Academies Press
Original Data Source: Concept from McLeroy et al., 1988

Interpersonal = relating to relationships or communication between people
Intrapersonal = existing or occurring within the self or within one's mind
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Step 5: Evaluate and monitor efforts using short- and long-term measures.

= As it may take decades or generations to address the systemic root causes of health inequities,
reduce health disparities and realize measurable gains, it is important to identify short- and
intermediate-term outcome indicators that can be improved within the given timeframe for a
specific initiative in order to begin to narrow health disparity gaps. Selected indicators and
measures should be evaluated and monitored on an on-going basis.

Step 6: Reassess strategies to plan next steps.

= Achieving health equity is not a finite project, it requires a constant, systematic, and devoted
effort. Regular reassessments of strategies and initiatives as part of an ongoing cycle of
improvement are necessary in order to continue forward movement.

Sources for Steps 1 - 6:

1) National Academies of Sciences, Engineering, and Medicine 2017. Communities in Action: Pathways to Health Equity. Washington, DC: The
National Academies Press. https://doi.org/10.17226/24624

2) Braveman P, Arkin E, Orleans T, Proctor D, and Plough A. What Is Health Equity? And What Difference Does a Definition Make? Princeton, NJ:
Robert Wood Johnson Foundation, 2017

Hospitals and health care systems, as anchor institutions, can play a vital role in promoting health equity
and ensuring that all people have equitable opportunity to achieve optimal health. In addition to making
health equity an organizational goal and sustained commitment, it is important for health care institutions
to adopt an upstream model of health (addressing the socio-ecological conditions contributing to health
outcomes) and to partner with local and state-wide community based organizations, advocacy groups and
initiatives that focus on advancing health equity and institutional change. Table 43 outlines useful
strategies for community-based health equity initiatives.

Table 43 - Core Strategies for Successful Community-Based Health Equity Initiatives

1)  Build community voice and leadership capacity in order to build power.

2)  Explicitly analyze and address various forms of structural oppression.

3)  Shift the cultural narrative from one of exclusion to one of inclusion.

4) Build relationships, leadership structures, and trust to advance goals; prepare
for the opportune moment to shift policy and systems in support of equity.

5)  Align community systems, assets, and skills into a new, coherent force for change.

6) Leverage policy and system changes to realign funding and resources to support
community-driven equity goals.

7) Lead with humility and acknowledge that everyone has contributions.

Source: Trust for America’s Health; Advancing Health Equity: What We Have Learned from Community-
Based Health Equity Initiatives, Convening Summary, March 1, 2018, https://www.tfah.org/
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Examples of strong and meaningful local health equity work include:

The Middlesex County Branch NAACP Health Committee: the Middlesex County Branch NAACP
Health Committee (“the NAACP Health Committee”) was formed to address Health Equality for all
Americans, one of the six NAACP National Game Changers for the 21% Century. The NAACP’s national
health focus is on healthy lives; equal access to affordable, high-quality health care; and, an end to
racially disparate health outcomes. To align with the national objectives, the NAACP Health Committee
developed a mission to promote, protect and maintain the health and well-being of Black/African
Americans, Latino/as and all people of color in Middlesex County by assessing health needs and
advocating for health equity in order to achieve positive health outcomes. To accomplish its mission and
meet its vision — a nation where all people are free from the racial and ethnic inequities that undermine
optimal health and quality of life — the NAACP Health Committee is governed by a set of guiding
principles: 1) to better understand how various systems contribute to health inequity; 2) to better
understand the lived experiences of people of color within the systems that contribute to their health
outcomes; 3) to address disparities in health outcomes and social determinants of health for people of
color in the local community; and 4) to address systemic and institutional racism in the context of health
outcomes.

In 2018, the NAACP Health Committee secured funding from the Connecticut Health Foundation, the
Community Foundation of Middlesex County, and the Middlesex Health Women’s Wellness Fund in order
to embark on a focus group study to gain an authentic understanding of how the quantitative disparity
data from Middlesex Hospital's 2016 community health needs assessment translates into real life
experiences for the people who are most impacted by the inequities. The NAACP Health Committee
commissioned Health Equity Solutions (Hartford, CT) to conduct the focus groups, perform data analysis
and prepare a report of the findings. The project results will allow the NAACP Health Committee to 1)
work with partners and those engaged throughout the process to develop goals and strategies that are
guided by and in alignment with the needs and preferences of the Black/African American and Latino/a
communities in Middlesex County, and 2) to ultimately effectively change systems in order to advance
health equity. Middlesex Health will incorporate the results of the NAACP Health Committee’s focus group
study into its 2019 CHNA implementation strategy prioritization planning and will continue to partner with
the NAACP Health Committee throughout the future phases of their health equity strategy.

The Ministerial Health Fellowship: the Ministerial Health Fellowship (MHF) is a program under the
Cross Street Training & Academic Center, Inc. (CSTAC), an established grassroots coalition that is well
known in the community for education, advocacy and health care initiatives. MHF was formed in 2015 as
a faith-based health care advocacy network of Black pastors and church leaders from the Middletown,
New Britain, and Hartford areas with the purpose of building knowledge of health care issues, advocating
for health equity, and forging connections with health care providers and public officials in order to reduce
health disparities for communities of color. Over the past few years, MHF has 1) conducted health
community conversations to provide a forum for community input regarding important health and health-
related issues; 2) effectively highlighted key health equity issues to legislators, and 3) substantially
contributed to the passing of the Community Health Worker bill in Connecticut. MHF does its coalition
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work by convening monthly meetings and organizing public events, health fairs and an annual Legislative
Breakfast to strengthen and support advocacy. Upcoming plans include promoting health insurance
affordability, health care access for communities of color, and piloting a Community Health Worker
program in Ministerial Health Fellowship churches in partnership with Middlesex Health.

On December 12, 2016, The State Innovation Model Consumer Advisory Board (SIM CAB), in
partnership with the North Central Regional Mental Health Board (NCRMHB) and Ministerial Health
Fellowship church leaders organized a health equity listening session at the Cross Street AME Zion
Church in Middletown, CT. The purpose of the event was to engage Black community members in
sharing their experiences with health care access, and to rally the community in a call-to-action to
address health care issues collaboratively (CT SIM CAB, 2016). Attendees included pastors, church
leaders and community members who identified with the Black faith community. Facilitated discussions
through eight dialogue groups included the topics of health care access specific to the Black community,
cultural health concerns, and ideas to address these issues. Key takeaways from the listening session
are outlined in Table 44.

Table 44 - Key Findings from SIM CAB, NCRMHB & MHF Health Equity Listening Session, Dec. 2016

= Black pastors and church leaders play a highly influential role in the lives of their
congregations, are often the first to hear about health and behavioral health issues, and help
their congregants navigate the system and connect to care.

= As pastors and church leaders have a deep knowledge of their communities’ needs, they can
serve as advocates and policy influencers to help create systemic change.

= Church leaders felt it was important to offer education to people regarding their health care,
and felt they, as trusted leaders, needed more education about health care and diagnoses in
order to better help their church members.

= African American faith communities agreed on the importance of the Affordable Care Act
(ACA).

= The Black community struggled to connect with Access Health CT and face-to-face advocacy
and education in their communities is preferable to the on-line resources.

= Diabetes affects many Black community members.

= Funding to support Black faith-based community-based initiatives is necessary.

= There was widespread concern about disproportionate incarceration of Black men due to
mental health and addiction issues. Referral to treatment, linkage to supportive services, and
police education were suggested as important steps in reducing this disparity.

= Continuing the work of the Ministerial Health Fellowship is necessary to strengthen the
network of Black pastors and church leaders and the legislative advocacy coalition to ensure

that Black communities get improved health care access.

Source: CT State Innovation Model Consumer Advisory Board (CAB) Black Faith Community Listening Session Report, Cross
Street AME Zion Church, Middletown, CT, December 12, 2016. Prepared by Marcia Dufore and Quyen Truong, North
Central Regional Mental Health Board, and Robyn Anderson, Ministerial Health Fellowship
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PARTNERSHIPS

The NAACP has an accomplished and extensive history of grassroots activism and civic engagement.
With their focus on health equity advocacy, local NAACPs are important partners in advancing
community-driven health priorities and informing community-driven policies needed to improve health
equity for people of color, where extensive disparities continue to exist.

Faith-based organizations have a legacy of providing safety net services in many communities and are
powerful vehicles for social, economic and political change (Bronheim, 2001). As exemplified by the
results of the SIM CAB/NCRMHB/MHF December 2016 listening session, many people of color have
trusted relationships with their faith leaders and pastors. Faith-based health ministries have vast
experience in community-based work, first-hand knowledge of local community member needs, have
been focusing on health care issues in their communities for many years, and are able to deliver impactful
and personalized assistance within an environment of trust (Bronheim, 2001).

Given the foundations of advocacy, trust and a proven history of effective and successful community-
based work, local organizations like the Middlesex County Branch NAACP and the Ministerial Health
Fellowship can be natural partners with health care institutions. By focusing both on community and
individual health; strengthening the community safety net; understanding community needs; addressing
social determinants of health; and reducing health disparities through shared vision and goals, a
community advocacy - health care partnership can create healthier, more equitable communities.

COMMUNITY HEALTH WORKERS

Community Health Workers (CHWSs) play an important role in promoting health equity. A CHW is defined
as a trained, frontline public health worker who is a trusted member of a community or has a close
understanding of the community served. The trusting relationship enables the CHW to be uniquely
qualified to serve as a liaison/link/intermediary between health/social services and community members
who have traditionally lacked access to adequate care (APHA, 2019; Witmer, 1995). CHWSs are often
members of the care delivery team and provide outreach in the community served; conduct screenings;
provide enrollment assistance; connect people to services; serve as information agents; oversee care
coordination, case management and system navigation; provide coaching and social support; advocate
for individuals and communities; and educate providers about the unique needs of the community and
individual community members (The Community Guide, 2019). CHWs have demonstrated value as seen
in improved access to quality and culturally appropriate care; reduction in chronic illnesses; better medical
adherence; increased patient involvement; improvement in overall health; and reduced health care costs
(CDC, 2019).
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WELL-BEING

Well-being is not just the absence of disease or iliness, it is a complex combination of a person’s physical,
mental, emotional and social health factors, including various domains that are fundamental for well-being
(e.g. quality relationships, resilience, realization of potential, economic stability, employment and job
satisfaction, good living conditions, physical and social environmental factors, and community
engagement), (CDC, 2019; Victoria State Government, 2019). Well-being tells us how people perceive
their lives are going from their own perspective and is a positive outcome that is strongly linked to
happiness and life satisfaction. Well-being has been found to be associated with self-perceived health,
longevity, healthy behaviors, mental and physical health, social connectedness and productivity, and is a
useful population outcome measure beyond morbidity and mortality as it provides a more holistic
approach to disease prevention and health promotion (CDC, 2019).

The 2018 DataHaven Community Wellbeing Survey included specific questions relative to well-being, as
measured by satisfaction with life, happiness, hopelessness, anxiety level, and social and emotional
support. In answer to all of the following questions — “overall, how satisfied are you with your life
nowadays?”; “overall, how happy did you feel yesterday?”; “over the past 2 weeks, how often have you
been bothered by feeling down, depressed, or hopeless?”; “overall, how anxious did you feel yesterday?”;
and, “how often do you get the social and emotional support you need?” — those earning less than
$75,000 feel less satisfied (Figure 41), less happy (Figure 42), more depressed/hopeless (Figure 43),
more anxious (Figure 44), and have less social and emotional supports (Figure 45) when compared to
those earning $75,000 and above.

Figure 41 - Satisfaction, “How Satisfied with Life Nowadays?” by Income
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Source: DataHaven Community Wellbeing Survey, 2018
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Figure 42 - Happiness, “How Happy as of Yesterday?” by Income
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Figure 43 - Mental Wellbeing, “How Often Feeling Down, Depressed, or Hopeless?”
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Figure 44 - Anxiety, “How Anxious as of Yesterday?” by Income
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Figure 45 - Support, “Frequency of Getting Social and Emotional Support?” by Income
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To measure self-reported health status, the 2018 DataHaven Community Wellbeing Survey asked

respondents, “how would you rate your overall health, would you

say your health is excellent, very good,

good, fair or poor?”. By income, on the outer bounds, those earning less than $75,000 reported
“excellent” less frequently and “fair/poor” more frequently when compared to those earning $75,000 and

above (Figure 46).

Figure 46 - Overall Health, “How is Your Health?” by Income
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Source: DataHaven Community Wellbeing Survey, 2018

The County Health & Ranking Roadmaps provides well-being measures (Table 45), including a metric for
insufficient sleep. A high percentage of adults in Middlesex County reported insufficient sleep (30.5%).

Table 45 - Wellbeing Measures, County Health Rankings & Roadmaps

Méi:':::x Connecticut Pen;lc-) c::ners U.S. Overall
Physical & Mental Health
% Frequent Physical Distress 8.5% 10.3% - -
% Frequent Mental Distress 9.6% 11.2% -
% Poor or Fair Health 10.2% 13.8% -—- -—-
Poor Health Days (# of days in past 30 days)
Poor Physical Health Days 2.8 days 3.4 days 3.0 days 3.7 days
Poor Mental Health Days 3.2 days 3.8 days 3.1 days 3.8 days
Sleep
% Insufficient Sleep 30.5% 33.3% -

Source: County Health Rankings & Roadmaps 2019
Original data source: Behavioral Risk Factor Surveillance System (2016)
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The key informant survey respondents were asked a question specific to well-being and to rate the
degree to which they believed a variety of issues influence the health and well-being status of the
community using a Likert scale of 1 - 5 with 1 = limited influence on community health and well-being; 3 =
moderate influence on community health and well-being; and 5 = significant influence on community
health and well-being. For this question, caregiver burden/burnout was defined as “stress for those who
are caring for family/friends non-professionally” and job burnout was defined as “work-related stress”.

There was agreement between the community and hospital responses for the top 5 issues perceived as
having significant influence on community health and well-being (Figure 47). Table 46 presents the
ranking of significant influence on community health and well-being of all eight response options by
community and hospital.

Figures 47 - Key Informant Survey, Top 5 “Significant Influence on
Community Health & Well-Being”
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Table 46 - Key Informant Survey, “Significant Influence on Community Health and Well-Being”

Community Respondents Hospital Respondents

Indicators % of Indicators %.of
Respondents Respondents

Financial Stress / Inability to Pay Bills 47.9% Financial Stress / Inability to Pay Bills 49.7%
Stress (General) 42.3% Stress (General) 47.1%
Caregiver Burden / Burnout 34.9% Caregiver Burden / Burnout 33.5%
Job Burnout / Work-Related Stress 29.2% Job Burnout / Work-Related Stress 30.4%
Gun Violence 26.1% Gun Violence 25.3%
Interpersonal Violence 23.4% Insomnia / Lack of Sleep 18.1%
Insomnia / Lack of Sleep 16.3% Interpersonal Violence 15.2%
Elder Abuse / Neglect 13.9% Elder Abuse / Neglect 14.7%

Middlesex Health Community Health Needs Assessment 2019 74



Part Il

Health Indicators Data Overview

Health Indicators — ChimeData Study

Additional Health Indicators

Mental Health Indicators — ChimeData Study

Health Behavior Indicators

Youth Survey Data

Injuries — ChimeData Study

Vision for a Healthy Community

Ranked Indicators — ChimeData Study

Indicator Encounter Rates by Town — ChimeData Study
Indicator Relative Rates Composite — ChimeData Study

Encounter Rates — ChimeData Study



HEALTH INDICATORS

DATA OVERVIEW

We hope this overview is helpful when reviewing the following data tables and charts.

Age-Adjusted Calculation: data are often presented as “age-adjusted”. Age-adjustment is a statistical
process that controls for the effects of age differences on health event rates. By calculating a weighted
average, rates of disease, death, injuries and other health outcomes can be compared among groups
with different age distributions. Said another way, it levels the impacts of variation among specific age
groups.

Rate: a rate is a measurement of an event, disease or condition in relation to a unit of the population
(e.g., per 100,000 people), which, in a specified time-frame, allows for comparison of a particular event in
populations of different sizes. Rate can be calculated by the number of events/the total population x a
standard value (1,000, 10,000 or 100,000) and is expressed by the standard value population. This
process enables incidence and prevalence to be compared among communities with different population

size structures.

ChimeData Study Overview: the data extraction for the DataHaven ChimeData study included de-
identified hospital information for emergency department, inpatient, and observation encounters, by
primary and secondary diagnoses, incurred by any residents of any town in Connecticut regardless of
where the individual received treatment. Sixteen health and health-related indicators were analyzed and
were benchmarked over two three year time periods (2012-2014 and 2015-2017).

ChimeData Study Calculations Overview: two methodologies were used for the DataHaven ChimeData
study: 1) annualized age-adjusted encounter rates per 10,000 residents, and 2) annualized encounter
rates per 10,000 residents. Data points that have no value indicate where data has been suppressed as
there was either a small number of encounters or not enough of a population from which to generalize.

Age-adjusted rates are helpful for identifying risk and overall burden. For the DataHaven ChimeData
study, the age-adjusted rates are presented as a single total value for each indicator, that is, for all age
groups combined. Age-adjusted rates were not calculated for asthma as the prevalence of asthma is
more consistent for all ages (except for children which is a challenging group to age-adjust).

Encounter rates are useful for examining differences between populations. For the ChimeData study,
encounter rates (with no age-adjustment) were used to look at the data by age group and gender in order
to identify variations within these subgroups. For each indicator, DataHaven provided annualized
encounter rates by gender and for six age strata (0-19, 20-44, 45-64, 65-74, 75-84, and 85+ years). For
asthma, in order to capture children, a different age strata was used (0-4, 5-19, 20-44, 45-64, 65-74, and
75+ years).

Middlesex Health Community Health Needs Assessment 2019 75



For the asthma data in the DataHaven ChimeData study, the total aggregate asthma encounter rates are
used when comparing to total aggregate age-adjusted encounter rates for the other indicators, as no
asthma age-adjusted rates were calculated.

DataHaven also provided graphs for annualized relative encounter rates per 10,000 residents where the
State of Connecticut is set at 1.0 as a benchmark. Each health and health-related indicator for Middlesex
County and each town in Middlesex Health’s service area is ranked against the state to assist with
prioritizing issues. Of note are the relative rate results for Middletown, where many of the indicators are
close to/higher than the state, indicating that issues are more concentrated in Middletown when
compared to other towns in Middlesex Health’s service area.

DATAHAVEN CHIMEDATA STUDY TOWN LEVEL COMPANION REPORT

As an extension of this CHNA, town level data for each indicator from the DataHaven ChimeData study
for the towns in Middlesex Health’s service area are included in a companion report that can be accessed
at https://middlesexhealth.org/middlesex-and-the-community/serving-our-community/community-health-

needs-assessment. In this CHNA, Middletown data has been presented for each of the ChimeData

indicators, benchmarked against Middlesex County and Connecticut, as Middletown consistently has
encounter rates that are higher than the state for several conditions.

MIDDLESEX HEALTH CANCER CENTER COMMUNITY HEALTH NEEDS ASSESSMENT

For an in-depth snapshot of cancer-related issues in the community, please refer to the Middlesex Health
Cancer Center CHNA, which can be accessed at middlesexhealth.org/cchna.
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HEALTH INDICATORS - CHIMEDATA STUDY

This section reviews the health indicator encounter rates from the DataHaven ChimeData study for
Middletown, Middlesex County and Connecticut for the 2015-2017 time frame.

ASTHMA
Figure 48 - Asthma, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 49 - Asthma, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD)

Figure 50 - COPD, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 51 - COPD, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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DENTAL

Figure 52- Dental, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize

Figure 53 - Dental, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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DIABETES

Figure 54 - Diabetes, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 55 - Diabetes, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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DIABETES UNCONTROLLED
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Figure 56 - Diabetes Uncontrolled, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Figure 57 - Diabetes Uncontrolled, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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HEART DISEASE
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Figure 58 - Heart Disease, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 59 - Heart Disease, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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HYPERTENSION

Figure 60 - Hypertension, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Figure 61 - Hypertension, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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LUNG CANCER
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Figure 62 - Lung Cancer, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 63 - Lung Cancer, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of
encounters or not enough of a population from which to generalize
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STROKE
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Figure 64 - Stroke, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 65 - Stroke, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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ADDITIONAL HEALTH INDICATORS

The 2018 DataHaven Community Wellbeing Survey included questions regarding specific health
indicators, asking, “have you ever been told by a doctor or health professional that you have any of the
following?”. “Yes” responses for hypertension, heart attack and diabetes for Middletown and Middlesex
County track with the state (Table 47). Notable is the high percentage of affirmations for hypertension
(26% for Middletown and 28% for Middlesex County). There was a considerably higher “yes” response to
the presence of asthma by Middletown respondents (21%) when compared to Middlesex County (13%)
and Connecticut (15%).

Table 47 - Health Indicator Status

Mi
Middletown cliﬂl:::x Connecticut

High blood pressure or hypertension

Yes 26% 28% 30%

No 71% 70% 69%

Heart disease or have you ever had a heart attack

Yes 4% 6% 6%

No 93% 93% 93%

Diabetes

Yes 9% 7% 10%

No 88% 91% 89%

Asthma

Yes 21% 13% 15%

No 78% 85% 84%

(If have asthma) Do you still have asthma?

Yes 60% 68% 69%

No 40% 30% 30%

Current Asthma Rate* 13% 9% 10%

* Current asthma rate based on Wellbeing Survey responses

Source: DataHaven Community Wellbeing Survey, 2018

For BMI (body mass index), which is based on height and weight, there is alignment between Middletown,
Middlesex County and Connecticut for underweight, normal weight, overweight and obese, except where
Middlesex County has a moderately higher percentage of overweight and moderately lower percentage of
obese (Figure 66). Of note is the total percentage of overweight and obese combined: 66% in
Middletown, 67% in Middlesex County and 65% in Connecticut.
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Figure 66 - Body Mass Index Categories
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In answer to the 2018 DataHaven Wellbeing Survey question, “in an average week, how many days per
week do you exercise?”, there was a high percentage of respondents confirming exercise levels from 1-2
days/week, 3-4 days/week and 5-7 days/week, with Middletown residents reporting more exercise 1-2

days/week and less exercise 5-7 days/week when compared to Middlesex County and Connecticut
(Figure 67).

Figure 67 - Frequency of Weekly Exercise
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Source: DataHaven Community Wellbeing Survey, 2018
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The 2018 DataHaven Community Wellbeing Survey responses align with the County Health & Ranking
Roadmaps for diabetes, obesity and physically inactive for Middlesex County (Table 48).

Table 48 - Health Indicator Status, County Health Rankings & Roadmaps

LICLTEC Connecticut U.S. Overall
County
% Diabetic Prevalence 7.3% 8.7% ---
% Adult Obesity 24.8% 25.5% 29%
% Physically Inactive 17.5% 19.3% 22%

Adult Obesity: % of adults that report a BMI > 30
Physically Inactive: % of adults aged 20 and over reporting no leisure-time physical activity

Source: County Health Rankings & Roadmaps 2019
Original data source: CDC Diabetes Interactive Atlas (2015)

Regarding health risk factors from the 2018 DataHaven Community Wellbeing Survey, DataHaven has
provided a synopsis of total responses for selected health and health-related indicators for Middletown
and Middlesex County benchmarked against Connecticut (Table 49).

Table 49 - Health Risk Factors, 2018 DataHaven Community Wellbeing Survey
Middlesex

Middletown e Connecticut
Very Good Self Rated Health 53% 58% 59%
Anxiety 9% 9% 12%
Diabetes 9% 7% 10%
Current Asthma 13% 9% 11%
Obesity 28% 24% 29%
Depression 10% 9% 9%
Dental Visit in Past Year 75% 76% 74%
Smoking 17% 13% 14%
Food Insecure 15% 9% 13%

Source: DataHaven Community Wellbeing Survey, 2018

The key informant survey respondents were asked to rate the degree to which they believed a list of 20
medical conditions, diseases and health topics influence the health outcomes in their communities using
a Likert scale of 1 - 5 with 1 = limited impact on community health; 3 = moderate impact on community
health; and 5 = significant impact on community health. An “other” response option was provided with the
ability to record an answer via text box. Adverse Childhood Experiences was defined as “abuse, neglect,
traumatic experiences for people under age 18” and Unintentional Injuries was defined as “car accidents,
falls, etc.”.

Figures 68a and 68b present the top five community and hospital responses for significant impact on the

health of the community. There is alignment with all five response, but two of the responses are in
different rank order (for the hospital respondents, substance abuse was ranked second, and mental
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health issues for adolescents was ranked as third). The rank order of all 29 response options by
community and hospital can be found in Tables A9a and A9b in the Appendix.

Figure 68a - Key Informant Survey, Top 5 Significant Figure 68b - Key Informant Survey, Top 5 Significant
Impact on Community Health, Community Impact on Community Health, Hospital
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BIRTH WEIGHT

Figure 69 reveals a significant disparity in low birth weight (less than 5.5 pounds) for Black babies when
compared to White babies for Middlesex County. Black babies are 2.1 times more likely to experience low
birth weight when compared to White babies.

Figure 69 - Low Birth Rate by Race/Ethnicity,
Middlesex County
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Source: County Health Rankings & Roadmaps 2019
Original data source: National Center for Health Statistics — Natality
files (2011 -2017)
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TEEN BIRTH RATE

For the teen birth rate in Middlesex County, Black teens are 4.5 times and Hispanic teens are 4.75 times

more likely to deliver children when compared to White teens (Figure 70).

Figure 70 - Teen Birth Rate by Race/Ethnicity,
Middlesex County
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Source: County Health Rankings & Roadmaps 2019
Original data source: National Center for Health Statistics — Natality
files (2011 -2017)

COMMUNICABLE DISEASE

Table 50 - HIV Prevalence and Chlamydia Rates

Middlesex County Connecticut
HIV Prevalence Rate 190 339
Chlamydia Rate 218.2 387.4

Rate: per 100,000 population, new cases

Source: County Health Rankings & Roadmaps 2019

Original data sources:

HIV: National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (2015)
Chlamydia: National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention (2016)

PREVENTABLE HOSPITAL STAYS (MEDICARE)

Table 51 - Preventable Hospital Rate, Medicare Enrollees

Middlesex Connecticut Top U.S. Overall
County Performers

Total 3990 4220 2765 4520

White 3851 - - —

Black 6154 - - —

Hispanic 5986 - — -
Preventable hospital stays: # of hospital stays for ambulatory-care sensitive conditions per 100,000 Medicare
enrollees

Source: County Health Rankings & Roadmaps 2019
Original data source: Mapping Medicare Disparities Tool (2016)
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MENTAL HEALTH INDICATORS - CHIMEDATA STUDY

This section reviews the mental health indicator encounter rates from the DataHaven ChimeData study
for Middletown, Middlesex County and Connecticut for the 2015-2017 time frame.

DEPRESSIVE DISORDER

Figure 71 - Depressive Disorder, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 72 - Depressive Disorder, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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MENTAL DISORDER
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Figure 73 - Mental Disorder, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019

Figure 74 - Mental Disorder, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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HEALTH BEHAVIOR INDICATORS

Figures 74 and 75 review the health behavior indicator encounter rates from the DataHaven ChimeData
study for Middletown, Middlesex County and Connecticut for the 2015-2017 time frame.

SUBSTANCE USE DISORDER CHIMEDATA STUDY
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Figure 75 - Substance Abuse, Annualized Encounter Rates per 10,000

Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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Figure 76 - Substance Abuse, Annualized Encounter Rates per 10,000 Residents

by Age and Gender, 2015-2017
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Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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OPIOIDS

The 2018 DataHaven Community Wellbeing Survey asked respondents questions about prescription
painkillers and opiate use. Figures 77 and 78 aggregate the “yes” answers to the question, “do you

personally know anyone who has struggled with misuse or addiction to heroin or other opiates such as

prescription painkillers at any point during the last 3 years?”, and “do you personally know anyone who

has ever died from an opioid overdose?”. Table 52 gives more granularity to the response options and

also outlines the type of person who has struggled.
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Figure 77 - “Do You Know Anyone who has

Struggled with Opiate Use?”
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Figure 78 - “Do You Know Anyone who has

Died from an Opioid Overdose?”
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Table 52 - Opiate Use Detail

Middlesex

Middletown Connecticut

County

Do you personally know anyone who has struggled with misuse or addiction to heroin

or other opiates such as prescription painkillers at any point during the last 3 years?

No 67% 54% 68%
Yes, one person 11% 14% 13%
Yes, 2 to 4 people 13% 21% 11%
Yes, 5 or more people 6% 10% 7%

Do you personally know anyone who has ever died from an opioid overdose?

No 73% 71% 75%
Yes, one person 10% 12% 11%
Yes, 2 to 4 people 12% 12% 9%
Yes, 5 or more people 4% 4% 4%

(If know someone who struggled with prescription painkillers) Who do you know that

has struggled with this at any point during the past 3 years? Is it...

Yourself kK 2% 6%
A family member kK 40% 39%
A close friend kK 37% 35%
An acquaintance ol 59% 50%

Source: DataHaven Community Wellbeing Survey, 2018
*** = question not asked as part of Middletown, CT 2018 DataHaven Community Wellbeing Survey

The key informant survey included a question about the opioid crisis and asked respondents “has the

opioid epidemic affected you? Please select all the categories that apply”. Figures 79a and 79b outline
the responses for community and hospital.

Figure 79a - Key Informant Survey, “Has the

Opioid Epidemic Affected You?”,

Figure 79b - Key Informant Survey, “Has the
Opioid Epidemic Affected You?”,
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Table 53 gives the accidental drug related deaths for 2016, 2017 and 2018 for all the towns in Middlesex
Health’s service area. For each time-period, the majority of accidental drug related deaths in Middlesex
Health’s service area were due to “any opioid” (97.4% in 2016; 87.8% in 2017; and 96.2% in 2018).

Table 53 - Accidental Drug Related Deaths, 2016 - 2018

Any Any
pio ioi

Chester 1 1 0 0 1 1
Clinton 2 2 3 4 5 5
Colchester 3 3 1 1 4 4
Cromwell 3 3 2 2 2 2
Deep River 2 2 2 2 0 0
Durham 0 0 0 0 1 1
East Haddam 1 1 3 3 1 1
East Hampton 2 2 2 4 2 2
Essex 0 0 1 1 2 2
Haddam 1 1 1 1 1 1
Killingworth 0 0 0 0 0 0
Lyme 0 0 0 0 0 0
Marlborough 2 2 3 3 3 3
Middlefield 1 1 0 0 0 0
Middletown 11 12 21 24 17 18
Old Lyme 0 0 0 0 2 2
Old Saybrook 1

Portland 4 4 2 2 4
Westbrook 2 2 1 1 4 4

Total 38

% Due to Any Opioid  97.4%
Source: Connecticut Data Collaborative, http://data.ctdata.org/

OTHER DRUG USE

Figures 80 and 81 present the percent of excessive drinking (as defined by the percent of adults
reporting binge or heavy drinking) and the percent of adults who are current smokers for Middlesex
County, benchmarked against Connecticut, top performers and the U.S. overall. The County Health
Rankings & Roadmaps top performers are those counties that are ranked as being in the top 10%, either
in the 90" percentile or the 10" percentile, depending on whether the measure is framed positively or
negatively (County Health Rankings & Roadmaps, 2019).

For the excessive drinking measure, Middlesex County has a higher percentage compared to all three

benchmarks, whereas for the current smokers measure, Middlesex County has a lower percentage when
compared to the three benchmarks.
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Figure 80 - Percent of Adults Reporting Excessive Drinking
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Figure 81 - Percent of Adults Who Are Current Smokers
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The 2018 DataHaven Community Wellbeing Survey asked respondents about use of cigarettes,
vapor/vape pens/electronic cigarettes, alcohol, and marijuana/cannabis (Table 54). Of those responding
that they have ever used a vapor/vape pen/electronic cigarette, a higher percentage in Middletown (50%)
reported “yes” to a range of usage (one to five days; six to twenty-nine days; everyday) within the past 30
days compared to 26% in Middlesex County and 40% in Connecticut, although the everyday usage was
less in Middletown when compared to the county and state.

Middlesex Health Community Health Needs Assessment 2019 97



Table 54 - Cigarette, Vapor/Vape Pens/E-Cigarettes, Alcohol, Marijuana/Cannabis Use

Middletown LI Connecticut
County

Have you smoked at least 100 cigarettes in your entire life?

Yes 39% 38% 39%

No 61% 62% 61%

(If smoked at least 100 cigarettes) Do you currently smoke cigarettes every day, some
days or not at all?

Every day 33% 27% 25%
Some days 10% 6% 10%
Not at all 57% 68% 64%

Have you ever tried using vapor or vape pens, electronic cigarettes or E-cigarettes,
even just one time in your entire life?

Yes 18% 17% 19%
No 82% 82% 81%

(If used vapor or vape pens, electronic cigarettes or E-cigarettes) During the past 30
days, on how many days did you use these?

None 47% 73% 57%
One to five 34% 11% 19%
Six to twenty-nine 13% 4% 9%
Everyday 3% 11% 12%

Considering all types of alcoholic beverages, how many times during the past 30 days
did you have <5 for men <4 for women drinks on an occasion?

None 76% 76% 71%
One to five 16% 16% 22%
Six to ten 2% 2% 3%
More than ten 5% 5% 3%

During the past 30 days, on how many days did you use marijuana or cannabis?

None 82% 84% 87%
One to five 8% 5% 5%
Six to ten 0% 4% 1%
More than ten 10% 7% 6%

Source: DataHaven Community Wellbeing Survey, 2018

The key informant survey respondents were asked to rate the degree to which they believed a variety of
issues influence the health and well-being status of the community using a Likert scale of 1 - 5 with 1 =
limited influence on community health and well-being; 3 = moderate influence on community health and
well-being; and 5 = significant influence on community health and well-being.

Tobacco use was defined as “cigarettes, cigars, chewing tobacco, etc.”. Prescription opioid misuse was
defined as “oxycodone/OxyContin®, hydrocodone/Vicodin®, fentanyl, codeine, morphine”. Other lllicit
drug use was defined as “hallucinogens, inhalants, methamphetamine, etc.”. Benzodiazepine misuse /
abuse was defined as “Ativan, Klonopin, Valium, Xanax, etc.”. Other prescription drug misuse / abuse

was defined as “barbiturates, tranquilizers, stimulants, sedatives, etc.”.
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Figure 82 presents the top three community and hospital responses for significant influence on
community health and well-being and Table 55 provides the ranking of significant influence on community
health and well-being for all 12 response options by community and hospital.

Figure 82 - Key Informant Survey, Top 3 Significant Influence
on Community Health and Well-Being
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Table 55 - Key Informant Survey, Significant Influence on Community Health and Well-Being

Community Respondents Hospital Respondents

% of % of

Indicators Indicators

Respondents Respondents
Prescription Opioid Misuse 51.3% Prescription Opioid Misuse 61.2%
Alcohol Abuse 42.2% Alcohol Abuse 59.4%
Heroin Use 42.0% Heroin Use 56.4%
Lack of physical activity / Fitness 40.0% Tobacco Use 46.8%
Poor Diet / Nutrition 39.6% Cocaine Use 42.6%
E-cigarettes / Vaping Use 34.3% Other lllicit Drug Use 42.0%
Cocaine use 33.1% Poor Diet / Nutrition 41.9%
Other lllicit Drug Use 32.5% Lack of Physical Activity / Fitness 41.7%
Tobacco use 32.2% E-cigarettes / Vaping Use 40.4%
Benzodiazepine Misuse / Abuse 30.2% Benzodiazepine Misuse / Abuse 39.6%
Other Prescription Drug Misuse / Abuse 27.7% Other Prescription Drug Misuse / Abuse 35.8%
Non-Medical Marijuana Use 16.2% Non-Medical Marijuana Use 25.3%
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CMS ACCOUNTABLE HEALTH COMMUNITIES INITIATIVE — SUBSTANCE USE

In addition to screening for the five core health-related social needs (housing instability; utility needs; food
insecurity; interpersonal violence; transportation) through the Centers for Medicare & Medicaid Services
Accountable Health Communities project, grant sites were given the option of selecting supplemental
screening questions. For the CT CAPS collaborative, substance abuse was chosen as a supplemental
screen, and Middlesex Health added the additional question sub-set to its screening process in the
Middletown emergency department. The substance abuse questions target alcohol, tobacco and other
drugs and were asked within the context of “how many times in the past 12 months have you used...”,
with frequency options provided (never; once or twice; monthly; weekly; daily or almost daily). Alcohol
usage is defined as “5 or more drinks in a day for males and 4 or more drinks in a day for females”, with
one drink defined as “12 ounces of beer, 5 ounces of wine, or 1.5 ounces of 80 proof spirits”. Tobacco
products are defined as “cigarettes, cigars, snuff, chew, and electronic cigarettes”. The screen also
includes use of prescription drugs for non-medical reasons and illicit/illegal drug use with the qualifier that
the question is only being asked in order to identify community services that may be available to help.

Within the first year (August 2018 — August 2019) of screening for the project in the Middletown
emergency department, when adding substance abuse responses to the five core health-related social
need responses, 33.6% screened positive for substance abuse/use. Figure 83 presents the distribution of
responses for a sub-sample of the total positive substance use screens in the categories defined above
(note: here, the term “use” is used rather than “abuse” as not all respondents can be categorized as
dependent). Overall, the responses for the categories other than cigarette use and drinking patterns are
lower than expected which may be due to 1) the most acute substance users not being screened due to
an unstable state, and 2) under-reporting due to the nature of the in-person data collection methodology
where people may not feel comfortable disclosing illicit/illegal drug use, compared to surveys
administered telephonically and anonymously.

Figure 83 - CMS Accountable Health Communities
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Source: CMS Accountable Health Communities, 2019

Middlesex Health Middletown Emergency Department Screens, sub-sample time—frame of 8.10.18 — 6.13.19
Values based on total screens conducted

Cigarette Use = daily (57.5%) + weekly (2.5%)

Alcohol Use = 5+ drinks day/almost daily (19.3%) + 5+ drinks weekly (4.2%)
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YOUTH SURVEY DATA

The Connecticut School Health Survey (CSHS) is a school-based survey of students in grades 9 — 12 in
regular public, charter, magnet, or vocational schools. There are two sections to the survey, the Youth
Behavior Component (YBC) and the Youth Tobacco Component (YTC). The surveys are administered in
randomly chosen classrooms within selected schools and are voluntary, anonymous and confidential (CT
DPH, 2019). All results are weighted. While the data are presented for the state as a whole and not by
region, we can use the results to make inferences and draw conclusions regarding prevalence within our
own communities and to raise awareness regarding important issues among local youth. Both the YBC
and the YTC ask extensive questions, only a selection of which are included here. The full reports can be
accessed at https://portal.ct.gov/DPH/Health-Information-Systems--Reporting/Hisrhome/Connecticut-
School-Health-Survey.

The Youth Tobacco Component (YTC) has been administered biennially in Connecticut since 2000.
The 2017 Connecticut YTC was made up of 75 questions with the core questions developed by the CDC,
and supplemental questions added by the CT Department of Public Health (DPH). Of particular concern
is the rise in electronic cigarette and vaping device use among CT youth, which continues to increase at
an alarming rate. Between 2011 and 2017, the percentage of high school students who are current e-
cigarette users (defined as “used on one or more occasion in the past 30 days”) increased 6-fold from
2.4% to 14.7%. Between 2015 and 2017, the increase from 7.2% to 14.7% was statistically significant
(Figure 84). Overall, current use among high school students was 14.7%, with usage increasing with age
from 11.1% among those 15 years-old and younger to 20.8% among students 18 years-old and older (CT
YTC, 2017). This trend is especially concerning as studies indicate that e-cigarette/vaping use by teens
increases their risk of using combustible tobacco products (cigarettes, cigars, or any tobacco product
designed to be smoked) as youths and young adults (NASEM, 2018; Bold, 2018). Of additional concern is
that more than half of e-cigarette users (50.6%) had used their vaping devices for substances other than
nicotine, such as marijuana, THC or hash oil, or THC wax (CT YTC, 2017).

Figure 84 - Percentage of CT High School Students who used E-Cigarettes

during the Past 30 Days by Year
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Source: Connecticut Youth Tobacco Survey Results; 2017 Surveillance Report. Hartford, CT:
Connecticut Department of Public Health
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Additional findings for current e-cigarette use include: 1) usage does not vary significantly by sex; 2) there

is a significantly higher use among Non-Hispanic White students (18.7%) when compared to Hispanic
students (9.3%), and 3) there is significantly higher use in grades 11 (16.8%) and 12 (20.4%) when
compared to grades 9 (10.2%) and 10 (12.0%); (CT YTC, 2017), Figure 85.

Figure 85 - Percentage of CT High School Students who used E-Cigarettes on 1 or more
of the Past 30 Days, 2017
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Source: Connecticut Youth Tobacco Survey Results; 2017 Surveillance Report. Hartford, CT: Connecticut
Department of Public Health

* Estimates based on unweighted cases fewer than 50 or with a relative standard error greater than 30%
are not presented

For current cigarette smoking (defined as “used on one or more occasion in the past 30 days”) 3.5% of
Connecticut high school students reported being current cigarette smokers. Findings include the
following: 1) usage does not vary significantly by sex or grade, and 2) among current cigarette smokers
15.7% smoked on 20 or more of the past 30 days (i.e., frequent cigarette smoking), while the majority
(63.5%) smoked on 1 to 5 days within the past 30 days.

Between 2000 and 2017, there was a significant decrease in the percentage of high school students who

smoked cigarettes on one or more occasion in the past 30 days (25.6% to 3.5%). Between 2015 and
2017, the decrease from 5.6% to 3.5% was not statistically significant (CT YTC, 2017), Figure 86.
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Figure 86 - Percentage of CT High School Students who Smoked Cigarettes
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rvey finds that the overall percentage of Connecticut high schools students

who currently use some form of tobacco is 17.9% with the vast majority using flavored tobacco products.

Among Connecticut high sch

ool students who have ever tried any tobacco product, 50% tried e-cigarettes

first, 24% tried cigarettes first, and 13% tried cigars first. In measuring beliefs about addiction of other

tobacco products when compared to regular cigarettes, 24% believed hookahs are less addictive than

regular cigarettes; 30% belie
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ved cigars are less addictive than regular cigarettes; and nearly 40% (39.7%)
addictive than regular cigarettes. When measuring beliefs about the health
, 22.8% of the students believed cigars are less harmful than regular

cigarettes and approximately 55% (54.6%) thought e-cigarettes are less dangerous than regular
cigarettes (CT YTC, 2017), Figure 87.
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Figure 87 - Students’ Beliefs about the Dangers of
E-Cigarettes Compared to Regular Cigarettes, 2017
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Report. Hartford, CT: Connecticut Department of Public Health
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The Youth Behavior Component (YBC) survey was first administered in Connecticut in 1997 and has

been administered biennially in Connecticut since 2005. Nationally it is known as the Youth Risk Behavior

Survey (YRBS). The purpose of the survey is to compare the prevalence of health-risk behaviors among

subpopulations of high school students; assess trends in health-risk behaviors over time; and assist in

developing and evaluating school and community policies, programs, and practices designed to decrease

health-risk behaviors and improve health and educational outcomes among youth (CT YBC, 2015). The

Connecticut YBC is made up of approximately 99 questions developed by the CDC, the CT Department
of Public Health (DPH), and the Connecticut State Department of Education (CSDE). Figure 88 outlines
the percentage of Connecticut high school students who currently drank alcohol, defined as “at least one

drink of alcohol, on at least 1 day during the 30 days before the survey” and Figure 89 gives the trend of

Connecticut high school student drinking patterns from 1997 — 2017.

Figure 88 - Percentage of CT High School Students who Currently Drank Alcohol*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component
* At least one drink of alcohol, on at least 1 day during the 30 days before the survey
All Hispanic students are included in the Hispanic category. All other races are non-Hispanic
Figure 89 - Percentage of CT High School Students who Currently Drank Alcohol*, 1997 - 2017
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* At least one drink of alcohol, on at least 1 day during the 30 days before the survey
No data available for 1999, 2001, 2003
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Figure 90 gives the percentage of Connecticut high school students who currently were binge drinking,
defined as “had four or more drinks of alcohol in a row for female students or five or more drinks of
alcohol in a row for male students, within a couple of hours, on at least 1 day during the 30 days before

the survey”.
Figure 90 - Percentage of CT High School Students who Currently were Binge Drinking*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component

* Had four or more drinks of alcohol in a row for female students or five or more drinks of alcohol in a row for male
students, within a couple of hours, on at least 1 day during the 30 days before the survey

All Hispanic students are included in the Hispanic category. All other races are non-Hispanic

Figure 91 outlines the percentage of Connecticut high school students who currently used marijuana,

defined as “one or more times during the 30 days before the survey”.
Figure 91 - Percentage of CT High School Students who Currently used Marijuana*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component
* One or more times during the 30 days before the survey
All Hispanic students are included in the Hispanic category. All other races are non-Hispanic
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Figure 92 presents the trend of percentage of Connecticut high school students who currently used
marijuana (defined as “one or more times during the 30 days before the survey”) from 1997 — 2017.

Figure 92 - Percentage of CT High School Students who Currently Used Marijuana, 1997 - 2017
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* One or more times during the 30 days before the survey
No data available for 1999, 2001, 2003

The Youth Behavior Component survey asked Connecticut high school students about experience with
prescription pain medicine, specifically asking if students ever took prescription pain medicine without a
doctor’s prescription or differently than how a doctor told them to use it, giving the qualifier, “counting
drugs such as codeine, Vicodin, OxyContin, Hydrocodone, and Percocet, one or more times during thei
life” (Figure 93).

Figure 93 - Percentage of CT High School Students who ever took Prescription

Pain Medicine without a Doctor’s Prescription or Differently than how a Doctor
Told Them to Use it*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component
* Counting drugs such as codeine, Vicodin, OxyContin, Hydrocodone, and Percocet, one or more times during their life
All Hispanic students are included in the Hispanic category. All other races are non-Hispanic
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Figure 94 outlines the percentage of CT high school students who obtained a prescription pain medicine
by someone giving it to them or by taking it from their home or someone else’s home the last time they
took prescription pain medicine without a doctor’s prescription or differently than how a doctor told them.

Figure 94 - Percentage of CT High School Students Who Obtained Prescription Pain Medicine by
Someone Giving It to Them or by Taking It from Their Home or Someone Else's Home the Last Time
They Took Prescription Pain Medicine Without a Doctor's Prescription or Differently Than How a
Doctor Told Them*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component

* Among students who had ever taken prescription pain medicine without a doctor's prescription or differently
than how a doctor told them to use it

All Hispanic students are included in the Hispanic category. All other races are non-Hispanic

Missing bar indicates fewer than 100 students in this subgroup

Students were asked if they ate at least one meal with their family on three or more days during the seven
days before the survey (Figure 95). There are many benefits to the “family table” including protecting
adolescents from negative, high-risk behaviors. The protective factors of the family meal stem from the
attributes that come from the experience: the feelings of connectedness, security and structure; listening;
communication; sharing values and ideas; and, problem solving (Anderson, 2014).

Figure 95 - Percentage of High School Students Who Ate at Least One Meal with Their Family*, 2017
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Source: 2017 Connecticut School Health Survey, Youth Behavior Component
* On three or more days during the 7 days before the survey
All Hispanic students are included in the Hispanic category. All other races are non-Hispanic
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INJURIES - CHIMEDATA STUDY

This section reviews the injury indicator encounter rates from the DataHaven ChimeData study for
Middletown, Middlesex County and Connecticut for the 2015-2017 time frame.
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Figure 96 - Falls, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Figure 97 - Falls, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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HOMICIDE & ASSAULT

Figure 98 - Homicide & Assault, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize

Figure 99 - Homicide & Assault, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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MOTOR VEHICLE ACCIDENTS

Figure 100 - Motor Vehicle Accidents, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize

Figure 101 - Motor Vehicle Accidents, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize
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SUICIDE & SELF HARM
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Figure 102 - Suicide & Self Harm, Annualized Encounter Rates per 10,000
Residents by Age, 2015-2017
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Source: DataHaven Analysis of CHA CHIME data, 2019
Note: data points that have no value indicate where data has been suppressed as there was either a small number of encounters
or not enough of a population from which to generalize

Figure 103 - Suicide & Self Harm, Annualized Encounter Rates per 10,000 Residents
by Age and Gender, 2015-2017
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VISION FOR A HEALTHY COMMUNITY

Key informant survey community and hospital respondents were asked, “what is your vision for a healthy

community and what is needed to get to that vision?”.

Safe, affordable housing for all.

My vision for a healthy

Medicare for all.

community is one that not only
makes treatment available to all
who need it, but also a
community that functions to
effectively prevent diseases and

Everyone has access to quality
and affordable healthcare.

That every resident has the same
opportunity to access healthy
foods, healthcare and interact in
healthy social environments

without feeling a threat of any

A healthy community takes care
of those in need, without derision
or "shaming".

maintain health and wellness.

| would envision an active,
nourished, socially engaged
community as a healthy
community. Lower cost health
care, accessible nutritious food
and lower stress work
environments are key to this
vision.

Destigmatizing mental illness
and substance abuse.

Low-cost and physically
accessible access to quality
health care, including healthy
eating and living. | would love to
see Middletown be a Blue Zone

All community members should community.

be able to afford to be healthy

physically and mentally.
That comparable health

outcomes are achieved by all

Need to have all parties at the people.

table collaborating and working

together. Public awareness of resources

available.

Equal and easy access to health
needs for all community
members.

A community of people who
value good health and nutrition,
and engage in their personal
health and welfare by
participating in programs and
services designed to meet them
where they are and take them
where they can be.

That low income and minorities
will have access to good quality
health care. Creating affordable
pre-school and higher
educational opportunity is one of

the ways to realize the vision. Health care instead of a sick care

system.
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kind.

Equitable services for all.

True belief that all deserve the
same level of services that
support health and well being.

Playgrounds and sidewalks and

bike trails.

Equity in all private and public
sectors. A focus on mental health
services and wellness healthcare

(preventive services as opposed

to reactive services).

More affordable housing; better
access to mental health providers
in the community; better
knowledge of what the residents
of the community feel they are
struggling with so the areas of
most need are addressed.
Increased health literacy,
improved substance use disorder
and smoking cessation
programs; better access to public
transportation and specialty
care; stable economic climate &
full employment.
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VISION FOR A HEALTHY COMMUNITY continued

A partnership of health, well-
being.

My vision is for people to learn
the importance of taking care of
themselves, eating properly, and
caring for each other. Education,
training, and ways for people to
work for what they need will help
them feel invested in themselves
and the community, establishing
a sense of pride. All needs to be
done with kindness, gentleness,

and out of goodness.

Educating the community would
aid in a healthier community.

Opportunities for free exercise.

Increased substance abuse
treatment, lessen stigma on drug
addiction, increase conversation

about mental illness.

Health care, without question, to
all regardless of race or ethnicity
or legal status.

Preventative care provided to
meet our population in the best
place for them - local outreach,
schools, community centers - to

ensure understanding is there

and that prevention does
improve outcomes and better
use of available resources.

Universal healthcare.

Access to all areas of health care
and healthy options no matter
your age, race, sex, ability to pay.

Teaching about prevention.

My vision for a healthy
community is to improve quality
of life, low cost of everyday
living, housing for homeless and
poor, low cost medical care.

Marginalized people will have
access, quality & affordable food

and healthcare.

It starts with affordable health
coverage for all, and much
greater support for mental

health, substance abuse and
family services, with significant
outreach to underserved
communities, including linguistic
support and reliable
transportation to health services
for those with limited resources
or mobility.

Remove economic barriers and
racist views towards people you
have no experience with.

For people to be healthy, they
need to feel welcome, housing-
and food-secure, and without
fear of judgment or dismissal by
healthcare providers because of
their insurance status or
disability or age.

Breakdown of silos between,
public health, health systems and

payors.
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Dental and medical care for all.

My vision is affordable

transportation, education, and
knowledge of services available

for each community.

Focusing on preventative health.

We need to start when the kids
are young to prevent issues when
they are older and the
perpetuation of issues.

Better access to affordable,

healthy foods.

A stigma free community when it
comes to the opioid epidemic.

Racism still exists so the barrier

will never be torn down.

Utopia = imaginary perfect
world. Where there is an
allocation and distribution of
resources according to people's
needs to be able to enjoy the
same level of care. A world with
no disparities, in which each one
is looking out for the well-being
of others. One in which all people
regardless have equal access to
quality medical, dental, mental
health and substance abuse care.
One in which there are adequate
resources so that all people can
reach their fullest potential. That
housing becomes a basic human
right.
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RANKED INDICATORS - CHIMEDATA STUDY

Figures 104, 105 and 106 rank the frequency of the 16 indicators from the DataHaven ChimeData Study,
by Middletown, Middlesex County and Connecticut for the 2015-2017 time frame by most common to less

common.
Figure 104 - Indicator Frequency, Annualized Age-Adjusted Encounter Rates
per 10,000 Residents, 2015-2017
1400 - 1261
1200
1000
800
600
400
200
0
Hypertension Mental Disorder Diabetes Falls Depressive
Disorder
B Middletown Middlesex County = CT Aggregate
Source: DataHaven Analysis of CHA CHIME data, 2019
Figure 105 - Indicator Frequency, Annualized Age-Adjusted Encounter Rates
(Except Asthma*) per 10,000 Residents, 2015-2017
500 - 486
400
300
200
100
0
Asthma COPD Heart Disease Substance Abuse Motor Vehicle
Accidents

B Middletown Middlesex County ™ CT Aggregate

Source: DataHaven Analysis of CHA CHIME data, 2019
* For asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter
rates are used when comparing to total aggregate age-adjusted encounter rates for the other indicators
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Figure 106 - Indicator Frequency, Annualized Age-Adjusted Encounter Rates
per 10,000 Residents, 2015-2017

Dental Diabetes Homicide & Stroke Lung Cancer Suicide & Self
Uncontrolled Assault Harm

H Middletown Middlesex County = CT Aggregate
Source: DataHaven Analysis of CHA CHIME data, 2019
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RANKED INDICATORS - CHIMEDATA STUDY, ALL TOWNS

Tables 56a, 56b, 57a and 57b rank the frequency of the 16 indicators from the DataHaven ChimeData
Study by town in Middlesex Health’s service area, Middlesex County and Connecticut for the 2015-2017

time frame, from more common to less common.

Table 56a - More Common Indicators, Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2015-2017

Towns/
County/State
Chester Hypertension D,\i/li::iaelr Falls Diabetes D;iz ;iijs::e Asthma COPD DTszzr:e
(685) (545) (345) (254) (221) (184) (157) (126)
Clinton Hypertension D'\i/lz:ilr Falls Diabetes Asthma D;iz Lerzs::e COPD Dl-i|siaar:e
(1019) (604) (433) (404) (259) (254) (224) (223)
Colchester Hypertension D'\i/li::ia;r Diabetes Falls Dlgiz ;ersdsé\:e Asthma COPD DT;Zr:e
11 27 7 4 2
(1165) (750) (527) (378) (366) (340) (296) 261)
Cromwell Hypertension D'\i/lz:ilr Diabetes Falls D;iz Lerzs::e DTsZaarste Asthma COPD
(845) (551) (395) (276) (269) (194) (189) (180)
. Hypertension Mental Falls Diabetes Depresswe COPD Heart Asthma
Deep River (936) Disorder (401) (283) Disorder (211) Disease (151)
(542) (259) (156)
M | D i H
Durham Hypertension Disi::iaer Diabetes Falls ;E roersds::e Asthma Di:eaarste COPD
(740) (368) (271) (253) (189) (166) (142) (140)
Hypertension Mental Falls Diabetes Depresswe Asthma COPD Heart
East Haddam (784) Disorder (320) (271) Disorder (183) (152) Disease
(421) (215) (125)
Hypertension Mental Falls Diabetes De_presswe COPD Asthma Heart
East Hampton (1010) Disorder (435) (419) Disorder (247) (218) Disease
(575) (279) (209)
Essex Hypertension D'\i/li:(t:la!r Falls Diabetes D;iz ;?;:;e Asthma COPD DT;Zr:e
(727) (460) (330) (208) (202) (180) (138) (128)
Hypertension Mental Falls Diabetes De_presswe Heart COPD Asthma
Haddam (737) Disorder (339) (290) Disorder Disease (171) (168)
(483) (228) (189)
_— Hypertension Mental Falls Diabetes Asthma De_presswe Heart COPD
Killingworth (764) Disorder (299) (278) (200) Disorder Disease (152)
(409) (189) (162)
X Motor
Hypertension Mental Heart Falls Diabetes Depresswe COPD Vehicle
Lyme (91) Disorder Disease (23) (22) Disorder (17) Accidents
(43) (23) (27) 7)

Source: DataHaven Analysis of CHA CHIME data, 2019

Note: for asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter rates are used when

comparing to total aggregate age-adjusted encounter rates for the other indicators
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Table 56b - More Common Indicators, Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2015-2017

Towns/
County/State
Hypertension Mental Falls Diabetes Depresswe Asthma COPD Heart
Marlborough (933) Disorder (378) (356) Disorder (200) (184) Disease
(505) (273) (166)
. . Hypertension Mental Diabetes Falls DePre55|ve Heart Asthma COPD
Middlefield (767) Disorder (328) (249) Disorder Disease (183) (150)
(407) (239) (236)
. Hypertension Mental Diabetes Falls De.presswe Asthma COPD Heart
Middletown (1052) Disorder (531) (398) Disorder (296) (287) Disease
(806) (358) (242)
Hypertension Mental Falls Diabetes DePre55|ve Asthma Heart COPD
Old Lyme (940) Disorder (404) (295) Disorder (179) Disease (158)
(513) (239) (175)
Hypertension Mental Falls Diabetes Depresswe Asthma Heart COPD
Old Saybrook (868) Disorder (400) (303) Disorder (182) Disease (152)
(547) (221) (175)
Portland Hypertension D,\i/lsi::iaelr Falls Diabetes DSiF; roers;s::e Asthma COPD DT:eaar:e
(827) (597) (350) (340) (279) (207) (182) (161)
Hypertension Mental Falls Diabetes Depresswe Asthma COPD Heart
Westbrook (973) Disorder (413) (311) Disorder (235) (207) Disease
(559) (265) (170)
Hypertension Mental Diabetes Falls Derwesswe Asthma COPD I?eart
Mdsx County (895) Disorder (372) (363) Disorder (226) (203) Disease
(589) (268) (188)
Hypertension IYIentaI Diabetes Asthma Falls De.p ressive copD I-.Ieart
CT Aggregate (1261) Disorder (639) (486) (328) Disorder (262) Disease
(694) (326) (240)

Source: DataHaven Analysis of CHA CHIME data, 2019

Note: for asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter rates are used when

comparing to total aggregate age-adjusted encounter rates for the other indicators

Middlesex Health Community Health Needs Assessment 2019

117




Table 57a - Less Common Indicators, Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2015-2017

Towns/
County/State
Substance MoFor Diabetes Homicide Suicide &
Vehicle Dental Lung Cancer Stroke
Chester Abuse Accidents (60) (28) Uncontrolled (20) & Assault Self Harm
(112) (27) (14) (5)
(71)
Motor . - -
Substance . Diabetes Homicide Suicide &
. Vehicle Dental Lung Cancer Stroke
Clinton Abuse Accidents (65) Uncontrolled (29) (25) & Assault Self Harm
(127) (43) (17) (7)
(93)
Motor . - .
Substance . Diabetes Lung Homicide Suicide &
Vehicle Dental Stroke
Colchester Abuse Accidents Uncontrolled (47) (32) Cancer & Assault Self Harm
(153) (47) (28) (20) (11)
(80)
Motor . - -
Substance . Diabetes Homicide Suicide &
Vehicle Dental Lung Cancer Stroke
Cromwell Abuse Accidents Uncontrolled (38) (31) (26) & Assault Self Harm
(88) (49) (18) (9)
(77)
Motor . - -
Substance . Diabetes Lung Homicide Suicide &
. Vehicle Dental Stroke
Deep River Abuse Accidents (56) Uncontrolled (22) Cancer & Assault Self Harm
(101) (43) (22) (15) (7)
(63)
Motor . - -
. Substance Diabetes Lung Homicide Suicide &
Vehicle Dental Stroke
Durham Accidents Abuse (31) Uncontrolled (25) Cancer & Assault Self Harm
(56) (27) (17) (8) (2)
(73)
Motor . . -
Substance . Diabetes Homicide Suicide &
Vehicle Dental Lung Cancer Stroke
East Haddam Abuse Accidents (46) (32) Uncontrolled (30) & Assault Self Harm
(96) (32) (12) (7)
(71)
Motor . - -
Substance . Diabetes Homicide Suicide &
Vehicle Dental Lung Cancer Stroke
East Hampton Abuse Accidents (58) Uncontrolled (28) (28) & Assault Self Harm
(102) (50) (19) (7)
(94)
Motor . - -
Substance . Diabetes Lung Homicide Suicide &
Vehicle Dental Stroke
Essex Abuse Accidents (47) Uncontrolled 27) Cancer & Assault Self Harm
(96) (29) (16) (11) (7)
(63)
Motor
Di - -
Substance Vehicle Dental LTS Lung Cancer Stroke AlIilishE STk
Haddam . Uncontrolled & Assault Self Harm
Abuse (88) Accidents (40) (21) (20)
(39) (18) (2)
(65)
Motor . . -
. Substance Diabetes Lung Homicide Suicide &
- Vehicle Dental Stroke
Killingworth Accidents Abuse (25) Uncontrolled (25) Cancer & Assault Self Harm
(75) (25) (23) (12) (5)
(90)
¥ (4) 3) Assault (2) xx

(6)

(2)

(0)

(0)

Source: DataHaven Analysis of CHA CHIME data, 2019

Notes:

1) For asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter rates are used when comparing
to total aggregate age-adjusted encounter rates for the other indicators
2) Data points that have no value indicate where data has been suppressed as there was either a small number of encounters or not enough of a

population from which to generalize
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Table 57b - Less Common Indicators, Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2015-2017

Towns/
County/State
Substance Mo'For Diabetes Homicide Suicide &
Vehicle Dental Stroke Lung Cancer
Marlborough Abuse Accidents (39) Uncontrolled (31) (13) & Assault Self Harm
(94) (32) (12) (6)
(60)
Substance \'/\gz?;re Dental Lung Cancer Stroke Diabetes Homicide Suicide &
Middlefield Abuse Accidents (31) g(zg) (28) Uncontrolled | & Assault Self Harm
(101) (28) (23) (1)
(61)
Motor . . -
Substance . Diabetes Homicide & Lung Suicide &
. Vehicle Dental Stroke
Middletown Abuse Accidents (78) Uncontrolled Assault (35) Cancer Self Harm
(202) (119) (72) (51) (31) (11)
Motor . .. ..
Substance . Diabetes Suicide & Homicide
Vehicle Stroke Dental Lung Cancer
Old Lyme Abuse Accidents (37) Uncontrolled (30) (24) Self Harm & Assault
(97) (32) (14) (9)
(89)
Motor . . .
Substance . Diabetes Homicide Suicide &
Vehicle Dental Stroke Lung Cancer
Old Saybrook Abuse Accidents Uncontrolled (31) (31) (25) & Assault Self Harm
(102) (40) (17) (7)
(72)
Substance Mo'For Diabetes Homicide Suicide &
Vehicle Lung Cancer Dental Stroke
Portland Abuse Accidents (45) (44) Uncontrolled (27) & Assault Self Harm
(116) (43) (21) (6)
(93)
Motor . . -
Substance . Diabetes Homicide & Suicide &
Vehicle Dental Lung Cancer Stroke
Westbrook Abuse Accidents (69) Uncontrolled (33) Assault (23) Self Harm
(122) (108) (41) (25) (10)
Motor . - -f
Substance ) Diabetes Homicide Suicide &
Vehicle Dental Lung Cancer Stroke
Mdsx County Abuse Accidents (57) Uncontrolled (28) (28) & Assault | Self Harm
(127) (47) (27) (8)
(92)
Substance Mot‘.or Diabetes Homicide & Lung Suicide &
Vehicle Dental Stroke
CT Aggregate Abuse Accidents (58) Uncontrolled Assault (29) Cancer Self Harm
(178) (113) (57) (35) (23) (9)

Source: DataHaven Analysis of CHA CHIME data, 2019

Note: for asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter rates are used when

comparing to total aggregate age-adjusted encounter rates for the other indicators
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INDICATOR ENOUNTER RATES BY TOWN — CHIMEDATA STUDY

The following tables present the age-adjusted rates (except for asthma) per town in Middlesex Health’s
service area, Middlesex County and Connecticut for the 16 indicators from the DataHaven ChimeData
Study by the two three year time periods (2012-2014 and 2015-2017).

HEALTH INDICATORS

Table 58a - Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2012-2014 and 2015-2017 Comparison

Asthma Chronic Obstructive Pulmonary
(encounter rates only) Disease LEEL
2012- 2015- 2012- 2015- 2012- 2015-
2014 2017 2014 2017 2014 2017
Chester 126 184 Chester 164 157 Chester 75 60
Clinton 179 259 Clinton 156 224 Clinton 60 65
Colchester 282 340 Colchester 271 296 Colchester 62 47
Cromwell 181 189 Cromwell 192 180 Cromwell 40 38
Deep River 133 151 Deep River 161 211 Deep River 84 56
Durham 133 166 Durham 130 140 Durham 18 31
East Haddam 145 183 East Haddam 141 152 East Haddam 46 46
East Hampton 225 218 East Hampton 217 247 East Hampton 84 58
Essex 134 180 Essex 114 138 Essex 54 47
Haddam 139 168 Haddam 134 171 Haddam 24 40
Killingworth 128 200 Killingworth 106 152 Killingworth 40 25
Lyme *E K *oEk Lyme 17 17 Lyme 10 3
Marlborough 191 200 Marlborough 157 184 Marlborough 63 39
Middlefield 155 183 Middlefield 160 150 Middlefield 37 31
Middletown 285 296 Middletown 256 287 Middletown 101 78
Old Lyme 181 179 Old Lyme 145 158 Old Lyme 53 30
Old Saybrook 149 182 Old Saybrook 175 152 Old Saybrook 64 51
Portland 202 207 Portland 190 182 Portland 59 44
Westbrook 181 235 Westbrook 180 207 Westbrook 80 69
Mdsx County 200 226 Mdsx County 184 203 Mdsx County 69 57
CT Aggregate 374 486 CT Aggregate 192 262 CT Aggregate 78 58

Source: DataHaven Analysis of CHA CHIME data, 2019

Notes:

1) For asthma, age-adjusted encounter rates were not calculated. Therefore, the total aggregate asthma encounter rates are used when
comparing to total aggregate age-adjusted encounter rates for the other indicators

2) Data points that have no value indicate where data has been suppressed as there was either a small number of encounters or not enough of
a population from which to generalize
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Table 58b - Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2012-2014 and 2015-2017 Comparison

Diabetes Diabetes Uncontrolled Heart Disease

2012-  2015- 2012-  2015-

2014 2017 2014 2017
Chester 221 254 Chester 11 27 Chester 114 126
Clinton 331 404 Clinton 10 43 Clinton 158 223
Colchester 456 527 Colchester 13 47 Colchester 247 261
Cromwell 382 395 Cromwell 14 49 Cromwell 214 194
Deep River 259 283 Deep River 43 Deep River 155 156
Durham 218 271 Durham 27 Durham 141 142
East Haddam 230 271 East Haddam 10 32 East Haddam 164 125
East Hampton 346 419 East Hampton 11 50 East Hampton 188 209
Essex 203 208 Essex 7 29 Essex 109 128
Haddam 284 290 Haddam 15 39 Haddam 176 189
Killingworth 243 278 Killingworth 11 25 Killingworth 175 162
Lyme 29 22 Lyme 3 2 Lyme 10 23
Marlborough 266 356 Marlborough 12 88 Marlborough 175 166
Middlefield 286 328 Middlefield 16 28 Middlefield 200 236
Middletown 532 531 Middletown 18 72 Middletown 239 242
Old Lyme 246 295 Old Lyme 32 Old Lyme 155 175
Old Saybrook 279 303 Old Saybrook 40 Old Saybrook 183 175
Portland 354 340 Portland 12 43 Portland 215 161
Westbrook 283 311 Westbrook 10 41 Westbrook 166 170
Middlesex County 348 372 Middlesex County 13 47 Middlesex County 188 188
CT Aggregate 527 639 CT Aggregate 16 57 CT Aggregate 202 240

Source: DataHaven Analysis of CHA CHIME data, 2019
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Table 58c¢ - Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2012-2014 and 2015-2017 Comparison

Hypertension Lung Cancer Stroke
2012-  2015- 2012-  2015-
2014 2017 2014 2017
Chester 630 685 Chester 33 28 Chester 18 20
Clinton 736 1019 Clinton 25 29 Clinton 26 25
Colchester 1028 1165 Colchester 29 28 Colchester 38 32
Cromwell 888 845 Cromwell 33 31 Cromwell 39 26
Deep River 714 936 Deep River 27 22 Deep River 24 22
Durham 667 740 Durham 12 17 Durham 32 25
East Haddam 665 784 East Haddam 16 32 East Haddam 30 30
East Hampton 939 1010 East Hampton 24 28 East Hampton 43 28
Essex 658 727 Essex 23 16 Essex 29 27
Haddam 764 737 Haddam 21 21 Haddam 24 20
Killingworth 626 764 Killingworth 22 23 Killingworth 36 25
Lyme 75 91 Lyme 5 0 Lyme 12 4
Marlborough 749 933 Marlborough 28 13 Marlborough 31 31
Middlefield 777 767 Middlefield 20 29 Middlefield 39 28
Middletown 1108 1052 Middletown 29 31 Middletown 41 35
Old Lyme 872 940 Old Lyme 23 24 Old Lyme 33 37
Old Saybrook 770 868 Old Saybrook 23 25 Old Saybrook 38 31
Portland 901 827 Portland 25 45 Portland 35 27
Westbrook 803 973 Westbrook 23 33 Westbrook 39 23
Middlesex County 851 895 Middlesex County 25 28 Middlesex County 35 28
CT Aggregate 1056 1261 CT Aggregate 22 23 CT Aggregate 33 29

Source: DataHaven Analysis of CHA CHIME data, 2019
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BEHAVIORAL HEALTH INDICATORS

Table 59 - Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2012-2014 and 2015-2017 Comparison

Depressive Disorder Mental Disorder Substance Abuse
2012-  2015- 2012- 2015- 2012- 2015-
2014 2017 2014 2017 2014 2017

Chester 181 221 Chester 414 545 Chester 95 112
Clinton 212 254 Clinton 422 604 Clinton 134 127
Colchester 375 366 Colchester 564 750 Colchester 136 153
Cromwell 258 269 Cromwell 432 551 Cromwell 96 88
Deep River 192 256 Deep River 371 542 Deep River 83 101
Durham 179 189 Durham 300 368 Durham 79 56
East Haddam 187 215 East Haddam 314 421 East Haddam 77 96
East Hampton 257 279 East Hampton 461 575 East Hampton 118 102
Essex 180 202 Essex 328 460 Essex 78 96
Haddam 186 228 Haddam 327 483 Haddam 63 88
Killingworth 152 189 Killingworth 292 409 Killingworth 71 75
Lyme 22 17 Lyme 46 43 Lyme 10 6

Marlborough 239 273 Marlborough 373 505 Marlborough 92 94
Middlefield 212 239 Middlefield 330 407 Middlefield 100 101
Middletown 343 358 Middletown 641 806 Middletown 182 202
Old Lyme 245 239 Old Lyme 423 513 Old Lyme 122 97
Old Saybrook 220 221 Old Saybrook 395 547 Old Saybrook 84 102
Portland 261 279 Portland 415 597 Portland 102 116
Westbrook 222 265 Westbrook 424 559 Westbrook 144 122
Middlesex County 247 268 Middlesex County 448 589 Middlesex County 120 127
CT Aggregate 301 326 CT Aggregate 533 694 CT Aggregate 152 178

Source: DataHaven Analysis of CHA CHIME data, 2019
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INJURIES INDICATORS

Table 60a - Annualized Age-Adjusted Encounter Rates per 10,000 Residents, 2012-2014 and 2015-2017 Comparison

Falls Homicide & Assault Motor Vehicle Accidents
2012- 2015- 2012-  2015- 2012- 2015-
2014 2017 2014 2017 2014 2017

Chester 345 345 Chester 18 14 Chester 96 71
Clinton 391 433 Clinton 17 17 Clinton 105 93
Colchester 369 378 Colchester 16 20 Colchester 97 80
Cromwell 318 276 Cromwell 16 18 Cromwell 89 77
Deep River 355 401 Deep River 21 15 Deep River 82 63
Durham 262 253 Durham 16 8 Durham 82 73
East Haddam 305 320 East Haddam 18 12 East Haddam 84 71
East Hampton 455 435 East Hampton 15 19 East Hampton 122 94
Essex 375 330 Essex 21 11 Essex 61 63
Haddam 343 339 Haddam 18 18 Haddam 94 65
Killingworth 293 299 Killingworth 17 12 Killingworth 102 90
Lyme 50 23 Lyme 2 2 Lyme 10 7

Marlborough 388 378 Marlborough 13 12 Marlborough 93 60
Middlefield 259 249 Middlefield 15 13 Middlefield 84 61
Middletown 455 398 Middletown 48 51 Middletown 135 119
Old Lyme 411 404 Old Lyme 18 9 Old Lyme 94 89
Old Saybrook 384 400 Old Saybrook 19 17 Old Saybrook 85 72
Portland 345 350 Portland 27 21 Portland 95 93
Westbrook 396 413 Westbrook 26 25 Westbrook 127 108
Middlesex County 380 363 Middlesex County 28 27 Middlesex County 107 92
CT Aggregate 345 328 CT Aggregate 38 35 CT Aggregate 121 113

Source: DataHaven Analysis of CHA CHIME data, 2019
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Table 60b - Annualized Age-Adjusted
Encounter Rates per 10,000 Residents,
2012-2014 and 2015-2017 Comparison

Suicide & Self Harm

2012-  2015-
2014 2017

Chester 8 5
Clinton 18 7
Colchester 23 11
Cromwell 10 9
Deep River 7
Durham 2
East Haddam 7
East Hampton 17 7
Essex 15 7
Haddam 9 2
Killingworth 13 5
Lyme 0
Marlborough 6
Middlefield 1
Middletown 19 11
Old Lyme 18 14
Old Saybrook 17

Portland 10

Westbrook 16 10
Middlesex County 14 8
CT Aggregate 16 9

Source: DataHaven Analysis of CHA CHIME
data, 2019
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INDICATOR RELATIVE RATES COMPOSITE — CHIMEDATA STUDY

For the largest towns in Middlesex County, DataHaven provided a relative rate (per 10,000 residents)
composite where the State of Connecticut is set at 1.0 as a benchmark. For the selected towns, each

health and health-related indicator is ranked against the state to assist in identifying where there may be
concentrated issues, which helps with prioritization (Figure 107).

Figure 107 - Relative Rate Compared to CT Aggregate — Select Towns
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Source: DataHaven Analysis of CHA CHIME data, 2019

Note 1: MVAs = motor vehicle accidents

Note 2: Relative rate is per 10.000 residents

Note 3: Asthma is not included as age-adjusted encounter rates were not calculated

for asthma
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