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P R E FA C E
Letter from the Commissioner
To Our Residents and Public Health Partners:
The Connecticut Department of Public Health is pleased to present the Healthy Connecticut 2025 State
Health Assessment. Subject matter experts from the Connecticut Department of Public Health (CT DPH), in
collaboration with other state agencies, statewide partners and community organizations, have assembled data
reflecting on the health and safety of Connecticut residents. The last such document was published in 2014.
The State Health Assessment establishes the health status of the state, and will inform the prioritization and
development of the next Healthy Connecticut 2025 State Health Improvement Plan (SHIP). This plan will serve
as a 5-year roadmap for promoting and advancing population health in our State. Statewide partners from
the Connecticut Health Improvement Coalition, along with CT DPH, will begin the collaborative development
of the SHIP in January 2020.
While Connecticut is a healthy state overall, this assessment highlights the challenges faced around achieving
health equity for all our residents. The Centers for Disease Control and Prevention (CDC) states that health equity
is achieved when every person has the opportunity to “attain his or her full health potential” and no one is
“disadvantaged from achieving this potential because of social position or other socially determined circumstances.”
CT DPH is committed to enhancing health equity for our state; this document is an affirmation that equitable
access to healthcare and addressing those social conditions that impact health is a basic human right.
The Healthy Connecticut 2025 initiative will focus on making the connection between social determinants and
health outcomes. To experience success with these efforts we must prioritize examining the impact of social,
behavioral and environmental factors on health to better inform policies and promote systemic change, while
exploring collaborative place-based initiatives with our municipal and local health partners. It is our hope that
we continue to work together to address the needs of Connecticut residents and afford every single person
the opportunity to be as healthy as possible.
We look forward to collaborating with you in the future on this important work.

Sincerely,

Deidre S. Gifford, MD, MPH
Acting Commissioner
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INTRODUCTION AND PROCESS
What is the State Health Assessment?
The 2019 Connecticut State Health Assessment is an update
on the health status of Connecticut residents with a focus on
the social determinants of health that are having the greatest
impact on health outcomes. The assessment provides the basis
for the Connecticut State Health Improvement Plan, which
together make up the state health planning framework Healthy
Connecticut 2025.
The purpose of the assessment is to provide the public, policy leaders, partners, and stakeholders with information on
the health of the Connecticut population to develop a shared
understanding of health issues and inform data-driven decision
making and program planning. This state health assessment is
an important tool to help identify the underlying conditions and
factors that influence health, reflect on existing services and
policies, and inform future public health planning for the benefit
of all Connecticut communities.

Vision for Health Equity
Connecticut has a bold vision for Healthy Connecticut 2025. More
specifically, the Connecticut Department of Public Health (CT
DPH) and partners envision the following:

Through effective assessment, prevention, and
policy development, the Connecticut Department
of Public Health and its stakeholders and partners
provide every Connecticut resident equitable
opportunities to be healthy throughout their
lifetimes and are accountable to making
measurable improvements toward health equity.

This vision lifts up a number of guiding principles that we uphold
to center health equity:
•	
A focus on every Connecticut resident: We strive for
all Connecticut residents to experience optimal health
and wellbeing.
•	Attention to the health needs of residents throughout
their lifetimes.
•	
A need to collaborate as stakeholders and partners:
No one entity can advance health equity in isolation. A
multi-sector and community-engaged approach is necessary
to effectively understand the interconnected social
determinants that impact health, and effectively address
the practices, policies, and systems that support them.
•	A multi-pronged approach through assessment, prevention,
policy development and accountability to achieve
measurable improvements in health equity.
More information about health equity, health disparities, and
the Social Determinants of Health can be found in the Describing
Connecticut chapter.

Methodology
The Healthy Connecticut 2025: State Health Assessment was
ultimately guided by Connecticut’s vision for health equity. The
health indicators selected to be presented in the assessment
reflect the social determinants of health that are impacting
residents and highlight where health is experienced differently
based on geographic or demographic characteristics.
The development of this assessment incorporated the Mobilizing
for Action through Planning and Partnerships (MAPP) framework
and Public Health Accreditation Board (PHAB) standards and
measures. A cross-disciplinary team of internal and external
stakeholders was engaged to develop a vision for Healthy
Connecticut 2025 and to prioritize a list of health indicators for
inclusion in the report. In addition, community members were
provided opportunities to contribute to the development of
the assessment through surveys and focus groups, and finally
through a public comment period.
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ENGAGEMENT PROCESS
This assessment collected data and feedback from Connecticut
residents and partners in several ways: a community survey,
targeted focus groups with priority populations of interest, a
public comment period, and data presentations to State Health
Improvement Coalition (“Coalition”) members and local partners.

Community Survey
To gather broad input from as many Connecticut residents as
possible, CT DPH developed a 28-question Community Health
Priority Survey to identify health issue priorities for their
communities. The survey, available both in English and Spanish,
was conducted anonymously to encourage respondents to share
openly their opinions about community needs and weigh in
on where Connecticut should prioritize resources to improve
the health of their community. Surveys were distributed online
through the Coalition, a diverse partnership of local, regional,
and statewide organizations and agencies that forwarded
the survey to their networks and partners. Over 1,000 survey
responses were collected, with at least one response from 85%
of the 169 towns in the state. In addition to the online survey, a
shorter 12-question survey was also developed and distributed
to populations of focus in collaboration with faculty and students
from the University of Connecticut School of Public Health.
These populations of focus included:
• Parents of children with special healthcare needs
•	People receiving services from the Connecticut Department
of Social Services
• Patients of Federally-Qualified Health Centers (FQHCs)

Community Focus Groups
Fourteen focus groups were conducted in collaboration with
faculty and students from the University of Connecticut School of
Public Health. The purpose of these focus groups was to identify
community health concerns, assets and barriers to health;
recommendations to address community health priorities; and
residents’ vision for the future. Populations represented in focus
groups included:
• Aging Adults
• Black/African-American Women
• Families Affected by Alzheimer’s

Introduction and Process | ?

•
•
•
•
•
•
•
•

Families Affected by Autism
Families of Children with Special Healthcare Needs
Formerly Incarcerated Persons
Hispanic Community
Immigrants and Refugees
LGBTQ Aging Adults
LGBTQ Younger Adults
Veterans and their Families

Public and Partner Input
CT DPH held two data presentations with the Coalition and
local health partners to share preliminary findings from the
health assessment and solicit feedback on its development. Both
presentations occurred in August 2019. In addition, to further
ensure that this report represents the perspectives and speaks
to the most important needs of our state’s residents, CT DPH
presented a draft of this assessment report on its website for a
public comment period in November of 2019.
The input collected from the community via these various means
is detailed in a companion document, “Community Engagement.”
Companion documents are available on the Coalition website.

ASSETS AND RESOURCES
As CT DPH teams gathered and analyzed data for the assessment,
they also compiled a list of programmatic and state-wide
assets. Additionally, through an analysis of local community
health assessments and hospital health needs assessments,
and partner input, community assets were added to develop a
comprehensive list. A high level description of community assets
and resources is available in Appendix B. A more detailed
listing of identified assets, including the analysis of the local
community health and hospital health assessments is contained
in a companion document “Assets and Resources” available on
the Coalition website. This document will serve as a dynamic
and continuously updated resource for mapping assets to
intentionally developed collaborative strategies.
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Kinds of Data Presented in the Assessment
The State Health Assessment presents many kinds of data visualized in graphs, tables, and maps. Here are some examples of data
types included in this report and what they mean.

DATA T Y P E

ANSWERS
THE QUESTION

DEFINITION

EXAMPLE

Census

How many total people are/
have ______?

An official count or survey of a
population, typically recording
various details of individuals.

A total of 3.5 million people live
in Connecticut

What percentage of people
have _____?

Describes how many people have
a disease or condition among an
entire group of
people. Often you will see this as a
rate or percentage.

About 200 of every 100,000
people has diabetes

How many new cases of ______
happened in a period of time?

This refers to the number of
individuals who develop a specific
disease or experience a specific
health-related event during a
particular time period (such as a
month or year).

The incidence of infection went
down from X cases per 10,000
to just Y cases.

Prevalence

Incidence

In this report and for statistical purposes, persons who identify as
Hispanic or Latino will be categorized as “Hispanic,” regardless
of race. Persons who identify as non-Hispanic or Latino will be
categorized based on race and noted as non-Hispanic; when
abbreviated, it will precede race as “NH.” The combining of race
and ethnicity allows for the presentation of mutually exclusive
categories. Occasionally, data for race but not ethnicity is
available and, for these instances, only race is reported and
the persons in the race category may overlap with those in the
Hispanic or Latino category. The term “persons of color”
will be used to represent all races and ethnicities other than
non-Hispanic White.

Limitations of assessment
The Healthy Connecticut 2025: State Health Assessment
represents a comprehensive view of the current health status
of residents and the contexts that enable or hinder attainment
of health. However, there are limitations to what is presented
in this report. This assessment presents information about a
focused list of indicators, which means that some indicators
were not included. This decision was made to ensure the report
was a reasonable length and presented indicators that represent
current trends and opportunities for intervention. Another
limitation is that some data are unavailable. Certain indicators
were not available by important characteristics or stratifiers, such
as income level or geography. Other indicators lacked recent
data. Limitations of specific data are mentioned throughout the
report. More information about the data sources is available
from CT DPH.
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Maps are presented in infographic style throughout the report. Below are three reference maps of Connecticut’s counties and towns
(1); its major highways and cities (2); and major waterways (3).

Connecticut’s counties and towns (1)

Major highways and cities (2)

Major waterways (3)

Introduction and Process | ?

13

FIGURE 1: Political boundaries, transportation, and natural features of Connecticut

Describing Connecticut
S O C I A L FA C T O R S
E C O N O M I C FA C T O R S
K E Y P O P U L AT I O N C H A R A C T E R I S T I C S
M O R TA L I T Y
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INTRODUCTION

In order to fully understand the state of Connecticut’s health and health outcomes,
it is imperative for this State Health Assessment to begin by describing our residents
by those fundamental sociodemographics that contribute to certain populations
experiencing a greater burden of ill health; the difference in these health outcomes on
a population level are health disparities. The World Health Organization states that
“what makes societies prosper and flourish can also make people healthy.” At a glance
it would appear that Connecticut is doing well from a national perspective; America’s
Health Rankings 2018 Annual Report reported that Connecticut is the third healthiest
state in the country. But even when our society thrives there continue to be pockets
of our people who experience worse health outcomes solely because they identify or
pertain to historically underrepresented groups based on but not exclusive to sex and
sexual orientation, gender identity, race, ethnicity, or age.
Identifying who is at greatest risk for preventable health
conditions is an important initial step toward identifying
relevant health inequities and supporting health equity.
And while these populations are defined by elements
that are immutable, there are other populations of interest
— immigrants and refugees, veterans, the formerly
incarcerated, and people with mental health disorders —
who also experience poor health outcomes disparately.
Although the 2018 America’s Health Rankings Annual
Report found that Connecticut is the third healthiest state
in the nation, we must consider that it is also the most
diverse state in New England; this greater diversity
indicates a need for greater resources in order to respond
more equitably. Each of these presents a different aspect
of meeting the health needs of our communities, from
having a competent and diverse workforce to removing
language barriers.
This chapter examines Connecticut’s population shift
toward an aging population, which has implications to
our workforce and future healthcare costs; the language
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needs of our Limited English Proficient population, to which
removing language barriers can further social cohesion,
respect for persons, and acceptance; and our current
status with people with disabilities and veterans, and the
declining prison population, which indicates a need for
more equitable initiatives that allow these individuals to live
independently, sustainably, and as an integral part of their
communities. This State Health Assessment goes a step
further from the last in that it takes a better examination
of the sociodemographic breakdown of Connecticut’s
population in order to facilitate more equitable distribution
of resources in the future.
In addition to sociodemographic characteristics, we also
take a close look at the context of the communities that
play a crucial part in contributing to poor health outcomes,
broadly defined as the social determinants of health.
The County Health Rankings model estimates that about
50% of a person’s health is associated to both social and
economic factors, and the physical environment. In this
chapter, we focus on income and poverty, housing quality
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and affordability, education, and access to transportation.
These determinants of health are those elements of everyday life
in which people have little direct control and are often related to
government policies or inaction, but have real life implications
in determining if someone is able to achieve their optimal
health status. We will specifically look to where these factors are
inequitably distributed to identify areas of improvement as we
move towards our vision of Healthy People in Healthy, Equitable
Connecticut Communities.
Since the last State Health Assessment, Connecticut has made
strides to address some of these inequities through the
Connecticut Green and Healthy Homes Initiative (GHHI) and the
State Innovation Model (SIM) program. The Connecticut GHHI, a
seven-agency collaborative initiated in 2017 with a shared vision
to improve housing quality and energy efficiency as platforms
for improved health, is facilitated by the Connecticut Green Bank
and focuses on working with private-sector investors to create
low-cost, long-term sustainable financing to maximize the use
of public funds because investing in housing for low- and
middle-income families can increase savings in both energy and
healthcare costs. The SIM program is also working toward
addressing determinants of health by developing and implementing
a healthcare payment and service delivery model reforms that
will promote healthier people, better care, and smarter spending;
as examples we cite the Health Enhancement Communities
(HEC) framework and the Health Score CT cost estimator. The
HECs are intended to work collaboratively to improve the social,
economic, and physical conditions that enable residents within a
community to meet their basic needs, achieve their health and
well-being goals, and thrive throughout their lives. Given their
unique and essential perspectives and insights about their
communities, HECs’ success depends on the ongoing involvement
of community members in making decisions about things that
matter most to them and reflect the diversity of the populations
within the HEC geographies. The Health score CT cost estimator
tool was released online in October 2019 and is intended
to better inform state residents about where they might find
lower-cost healthcare procedures and services, whether
inpatient or outpatient, in the hopes of saving money; and to
provide care quality data on area providers.
Where appropriate, this chapter provides comparisons between
Connecticut, the New England region, and the United States.
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S O C I A L FA C TO R S
The Social Determinants of Health (SDOH) are the upstream non-health factors that “impact a wide range of
health, functioning and quality of life outcomes.”1 For public health, this is as preventive as it gets. When
considering these upstream factors in the work of a public health entity such as the Connecticut Department
of Public Health (CT DPH), we can more effectively inform the public and policymakers so we can all live better
lives. As an agency whose mission declares that the equal enjoyment of a person’s highest attainable standard
of health is a human right, we must also examine the conditions that contribute to “avoidable differences in
health among specific population groups that result from cumulative social disadvantages.”2 More specifically,
we apply an equity lens to ascertain which populations are being most negatively impacted.

It is at this intersection that employing the Healthy People 2020
“place-based” SDOH framework1 can further narrow our focus
to present this State Health Assessment. The SDOH framework
is built upon “the relationship between how population groups
experience ‘place’ and the impact of ‘place’ on health.”1 There
are five key SDOH areas: education; neighborhoods and the
built environment; the social and community context of where
people live, work, or play; health and health care; and economic
stability. In this section we examine the first three of the five
key areas. Economic factors are discussed in the next section,
and the discussion and analysis on health and health care is
addressed in the Health Systems chapter. We must not lose sight
that there are a host of other social factors that impact the
health of our residents, including but not limited to public safety
and exposure to crime and violence, exposure to media and
emerging technologies like the internet, educational and job
opportunities, and access to healthful foods.
It is important to mention that while CT DPH prefers communitylevel data, not all sources present data thusly due to collection
strategies or analysis considerations. Connecticut’s decentralized
government structure makes it difficult to find county level
data useful but reliable third-party data sources are typically
oriented in such a manner as the majority of the nation has a
county government structure. Faced with this challenge, CT
DPH opted to use county level data when more geographicallyprecise data were unavailable or unreliable.
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Education
Economic factors such as poverty and unemployment can lead
to unhealthy living conditions. Yet education can provide
individuals with foundational knowledge, life skills, and social
and psychological supports to make healthier choices. Therefore,
quality education and higher educational attainment can be a
protective factor that can advance more equitable outcomes.3
It has been demonstrated that individuals without a high school
diploma have higher incidences of risk behaviors and other
adverse health outcomes; and earn less money, which can limit
access to resources and healthy environments.4

E A R LY E D U C AT I O N
Experiences and education within the first five years of life can
shape one’s health trajectory across the lifespan. Early education
and care programs can be protective against social and economic
challenges and narrow inequitable gaps in health outcomes.5
Participating in these programs are also associated with higher
educational attainment, better eating habits, increased use of
preventive healthcare services, and lower rates of child injuries,
child abuse/maltreatment, teen pregnancy, depression, use of
tobacco or other drugs, and arrests and incarceration.5 As noted
in Figure 1, the rate of Pre-K enrollment for 4-year old children
in state-funded preschool programs in Connecticut has made
sizable gains over the past 5 years; however, enrollment among
3-year old children has remained fairly stable over the past
decade and thus far peaked at 10% in 2016.
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CONNECTICUT RANKS NINTH IN THE US FOR EARLY EDUCATION
SPENDING PER CHILD1
•	Connecticut has three state-funded
pre-kindergarten programs: School Readiness
Program, Child Day Care Contracts, and
Smart Start*

•	According to most recent estimates available
(2013–2014 school year), children enrolled
in CT early childhood and pre-kindergarten
programs were:**

•	In 2018, 14,585 children were enrolled in state
pre-kindergarten programs*

+ 5 0% are non-Hispanic White, 26% are Hispanic/Latino,
15% are non-Hispanic Black or African American, and
5% are non-Hispanic Asian

•	On average, our state spent $7,612 per child
enrolled; this reflects a 30% drop in average per
child expenditure since 2011*

+ 23% are students with disabilities served under the
Individuals with Disabilities Education Act
+ 2 % are English Language Learners (those who speak
English less than “very well;” for more information about
Limited English Proficient section)

**

Friedman-Krauss, A.H., et al. (2019). The State of Preschool 2018: State Preschool Yearbook. National Institute for Early Education
Research. Retrieved from http://nieer.org/wp-content/uploads/2019/05/YB2018_Executive-SummaryR.pdf.
Civil Rights Data Collection, 2013–2014 State and National Estimates: Total Enrollment in Early Childhood and Pre-K.

FIGURE 1: Percentage of children enrolled in early childhood and Pre-K programs by age group, CT, 2002–2018
35
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E D U C AT I O N A L AT TA I N M E N T
In an age-adjusted multivariate analysis of the entire US, it was
demonstrated that lack of high school education captured
the effect of income inequality in addition to contributing to
increased mortality that is attributed to increased risk of injury
as a result of high-risk occupations, inadequate health insurance
coverage, and unhealthy behaviors like smoking.6 In Connecticut,
one in ten residents aged 25 and older have earned less than
a high school degree, which is slightly less than the national
proportion (Figure 2). As a state, nearly two in five residents
25 and older earned a bachelor’s degree and above in 2017,
exceeding the national rate. Fairfield County had the greatest
percentage of its residents with at least a bachelor’s degree
(47%) while residents from Windham County experienced the
lowest percentage (24%);7 unsurprisingly, Fairfield County also
has the most towns — 10 out of 23 — with median household
incomes exceeding $125,000 (Figure 10).
The inequity of educational attainment rates in Connecticut is
striking (Figure 3). Hispanics fare the poorest of any racial/
ethnic population in educational attainment; well over a quarter
of Hispanic residents 25 years and over have less than a high
school degree – which is more than double the rate for Black or
Asian residents.7 While Black residents are more likely to have a

high school diploma than Hispanic residents, they are still far less
likely to attain a Bachelor’s degree (20%) than Asians (65%) or
non-Hispanic Whites (44%). The varying profiles of low and high
educational attainment rates within these racial/ethnic groups
warrants further understanding in order to develop informed
strategies for improving educational attainment at all levels.

Neighborhood and Built Environment
A C C E S S TO H E A LT H Y F O O D S
Many of our health outcomes are influenced by what, how
much, and how often we eat. Yet for many, making the healthy
food choice is not the easy choice. For some CT residents,
healthy and affordable foods are not as readily available in their
communities as places that prepare or sell processed pre-packaged
foods that are more likely to be high in salt, sugars, and fats.
Children within these communities are especially vulnerable
since they are subject to the food choices made by their parents,
and the eating habits developed during childhood are likely to
carry into early adulthood.8 Although research indicates that
eating habits can change as we get older and our environment
changes,9 the stage is set for increased likelihood of chronic
disease as we age. Therefore, healthy food access, which is

FIGURE 2: Percentage of population 25 years and older with a bachelor’s degree or higher, CT and US, 2010–2017
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Source: US Census Bureau. American Community Survey 1-Year Estimates, Table S1501.
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influenced by the affordability and availability of food and
household income, is an important factor that impacts population
health both immediately and with lasting effects.

F O O D I N S EC U R I T Y
The United States Department of Agriculture defines food
security as having regular access to enough food to live an active,
healthy life.10 Conversely, food insecurity indicates that a
household has limited or uncertain access to adequate, healthy
food due to a lack of money and other resources such as access
to stores that provide healthy, affordable foods. When people
cannot afford healthy foods, they may skip meals or reduce
portion size; purchase inexpensive and processed energy-dense
foods enriched with added sugars and refined grains; and
experience protracted stress and anxiety when trying to make
ends meet. Though food insecurity often occurs in short bouts,
eating habits that develop from food insecurity can persist
over time because food insecure households often experience
repeated food budget shortages. And while food insecurity
does not necessarily cause hunger, hunger is a likely outcome
for those who are food insecure.1 Compounded with financial
constraints and other community stressors, families that are
food insecure have difficulties in maintaining good health.

There are two categories of food insecurity: low food security
and very low food security. Low food security households obtain
enough food to avoid substantially disrupting their eating patterns
or reduce food intake by eating less varied diets, participate
in Federal food assistance programs, or obtain emergency food
from community food pantries. In very low food security
households, one or more household members experienced
disruption in their normal eating patterns and a reduction
in food intake during the year because they had insufficient
money or other resources.
As mentioned earlier in this section, there can be lasting effects
of food insecurity that can impact health, and our children are
the most susceptible. Figure 4 highlights the strides made in
recent years to undercut food insecurity; overall CT does slightly
better than the Nation overall and for our children. The food
insecurity rate for children however is higher than that of the
State’s, which indicates that more must be done to promote a
healthier life course for our children.

FIGURE 3: Percent distribution of educational attainment of population age 25 and older by race/ethnicity, CT, 2017
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FIGURE 4: Food insecurity rate overall and among children, CT and US, 2015–2017
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Source: Feeding America. Child Food Insecurity in the United States. Data retrieved from https://map.feedingamerica.org/.

PROGRAM SPOTLIGHT: SUPPLEMENTAL NUTRITION ASSISTANCE
PROGRAM (SNAP)
The Supplemental Nutrition Assistance Program
(SNAP, or formerly referred to as the Food Stamp
Program) is the largest domestic food and nutrition
assistance program for low-income Americans
in the nation. The program aims to reduce food
insecurity and improve nutritional choices by
providing nutrition benefits via an Electronic
Benefits Transfer (EBT) card to supplement the
food budget of low-income individuals and families.
EBT cards can be used in authorized retail food
stores to purchase eligible foods.
The percentage of households receiving SNAP in
our state is nearly identical to the Nation; however,
an analysis by county indicate that New Haven,
Hartford, and Windham Counties have the highest

*

percentage of households receiving SNAP benefits
in CT. Hartford had the highest rate of households
receiving SNAP at 41%, and three of CT’s largest
cities (including Waterbury at 31% and Bridgeport
at 28%) were represented in the top 10 towns with
the highest rates of households receiving SNAP.
Of note, Fairfield County had the highest disparity
among its towns with SNAP recipients; the next
highest SNAP recipient rate of any town within the
county was Danbury at 10%.*
When examining households by race/ethnicity,
we see that one in three Hispanic households,
and over one in four Black households receive
SNAP benefits, compared to less than 10%
of non-Hispanic White and Asian households.

U.S. Census Bureau. 2013–2017 American Community Survey 5-Year Estimates, S2201: FOOD STAMPS/Supplemental Nutrition
Assistance Program (SNAP).
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FIGURE 5: Percentage of households receiving SNAP; US, CT, and CT county; 2013–2017
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Source: US Census Bureau, 2013–2017 American Community Survey 5-Year Estimates, Table S2201.

FIGURE 6: Percentage of households receiving SNAP by race/ethnicity, CT, 2013–2017
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PROGRAM SPOTLIGHT: FREE AND REDUCED-PRICE LUNCH
The National School Lunch Program, created under the National School Lunch Act, focuses on reducing
child hunger and food insecurity to promote child health and reduce obesity. Children who meet
eligibility requirements based on family size and income receive adequate nutrition to support their
health and well-being. Participation in the National School Lunch Program is a useful indicator
of household poverty.
In our state, over one in three children are eligible for free or reduced-price lunch.

FIGURE 7: Connecticut State Department of Education. Eligibility data for free and reduced lunch by school district.
Retrieved from EdSight interactive data portal for 2017–2018 school year.

Source: Connecticut State Department of Education. Eligibility data for free and reduced lunch by school district. Retrieved from EdSight
interactive data portal for 2017–2018 school year.

Note: for towns that are part of a regional school district (i.e., 6, 10, 12, 13, 14, 15, 16, 17, and 18; outlined above), percentage eligible
reflect regional school district rate; all other rates are for town school districts.
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T R A N S P O R TAT I O N A C C E S S
Access to transportation can offer people the flexibility to access
resources and reliably ensure they can get to and from work
or attend to their daily routines and needs. Many lower income
people living in urban environments look for entry- and midlevel jobs that are often located in cities’ periphery and industrial
areas. However, limitations to the public transit system designed
to promote ridership in our high density residential communities
(e.g., reduced bus service at night and on weekends, distance
between bus stops and job centers) result in long commute
times, making transportation a challenge to those who are
reliant on it. Conversely, providing reliable public transportation
to serve our rural communities present challenges as there is no
one-size-fits-all strategy to address varying community demands
and there would have to be financial resources secured for
implementation, maintenance, and fuel and energy costs.11;12 In
addition, jobs that pay well and are a short commute from home
are largely inaccessible to most people who need them as only a
small percentage of living-wage jobs in cities are held by residents
of the neighborhoods where most cities’ population lives.13 This
misalignment between the job supply and demand makes access
to transportation a critical aspect of regional economic development.
Respondents to a locally administered survey indicated that at
some point in the previous year they were not able to go
someplace due to lack of reliable transportation. Analysis indicate
that females, young adults (aged 18–34 years), persons of
color, low-income residents, or residents with low educational

FIGURE 8: Percentage of occupied housing units with no
vehicles by housing tenure, CT, 2013–2017
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attainment were more likely to be impacted by lack of
transportation. Relatedly, more than one third of those lacking
reliable transportation were also unable to hold medical
appointments. This reduced access to healthcare most frequently
affected females, older adults, Hispanic residents, low-income
residents, and resident with low educational attainment.14
In 2017, about 9% of CT households were without access to a
personal vehicle (Figure 8). With six of the top ten most populous
cities in CT, New Haven and Hartford Counties have the highest
percentage of households without access to a car.15 When we
look at vehicle access by whether the head of the household rents
or owns their home, there are stark differences. Throughout our
state, fewer than 3% of owner-occupied households are without
access to a car (referred to as “housing tenure”) as opposed
to the nearly 22% of renter-occupied households; compared
to national data, CT fares slightly better for owner-occupied
households and markedly worse for renter-occupied households.
Depending on the county of residence, between 12% to over
25% of renter occupied households are without access to a car.7

VIOLENT AND PROPERTY CRIME
Crime and violence disrupt community cohesion by creating
fear, stress, and distrust among residents. There is evidence that
suggests that the having access to places in which people can
engage in physical activity may improve physical activity levels
among adults and youth.16 A relatively new measure of park
accessibility concluded that CT has the second highest population
weighted density-to-park ratio in the US behind the District of
Columbia;17 yet for people who live in poor urban neighborhoods,
park access can be limited by the perception of park safety.18
This and other factors influence how residents engage with and
move throughout the community; for example, they may be more
likely to limit outdoor physical activity due to safety concerns.
While the physical and mental health of individuals are negatively
impacted by crime, the social and economic health of a community
is affected as well. Institutions and businesses are less likely to
invest in these communities and residents with means are more
likely to relocate to other neighborhoods. Such disinvestment
limits neighborhood resources and opportunities, feeding into a
vicious cycle of further violence and disinvestment.
The Crime Index rate — a crime statistic that sums instances
of seven major offenses (i.e., murder, rape, robbery, aggravated
assault, burglary, larceny, and motor vehicle theft) that is
standardized for comparison within a given geographic area –
has steadily decreased in the nation and in our state (Figure 9).
Even so, when analyzing this data by town population, our urban
centers — being more densely populated — have continually
experienced a Crime Index Rate that is on average 2.4 times higher
than for our towns with populations under 100,000 throughout
the decade beginning in 2010.
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FIGURE 9: Crime Index rate by CT town size, CT and US; 2008-2017
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Source: Connecticut State Police Uniform Crime Reporting Program. (2018, September) Crime in Connecticut 2017: Annual Report of the Uniform
Crime Reporting Program, 2018. Data analyzed December 18, 2019. Retrieved from https://portal.ct.gov/-/media/DESPP/Division-of-CrimesAnalysis/2017-CRIME-IN-CT-FINAL.pdf?la=en.

Investing in community-based participatory initiatives that enhance the safety and vitality of a neighborhood, while also implementing strategies that protect against displacement, promote
economic development and opportunities, preserve existing
affordability, and produce new affordable housing can promote
community health and equitable growth.19

“I was waiting for a Section 8 for me and I waited
two months for it and because I had a domestic
violence problem they denied me it, and I was
the victim.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
HISPANIC COMMUNITY
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Social and Community Context
Social relationships and supports, including community
connectedness, interpersonal trust and relationships, and civic
engagement and life, are important factors that impact health.
There is evidence that increased community cohesion or
connectedness increase longevity, strengthen immune systems,
and result in lower levels of anxiety and depression as well as
greater empathy and higher self-esteem.20;21 As a consequence
of people being more open to trusting and cooperating with
each other, “social connectedness generates a positive feedback
loop of social, emotional and physical well-being.”21 Communities
with high levels of social capital and cohesion are more readily
equipped to mobilize and organize for social, political, or
interpersonal actions to vastly improve safety, trust, and
community resilience. But for many communities of color and
other historically underrepresented people, these social trusts
are hard to attain when families must prioritize the accumulation
of assets that pave the way for greater personal stability.22
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FIGURE 10: Percentage of citizens who voted in the November 2018 election by race/ethnicity, CT and US, 2018
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Source: US Census Bureau. “Table 4B. Reported Voting and Registration by Sex, Race and Hispanic Origin, for States: November 2018.” Voting and
Registration in the Election of November 2018. Data analyzed November 29, 2019. Retrieved from www.census.gov/data/tables/time-series/demo/
voting-and-registration/p20-583.html.

Just like economic capital, social capital can be unevenly
distributed within and among our communities, where people
get marginalized and are impacted by social isolation or
disruption more than others.

VOT E R PA R T I C I PAT I O N
Resident engagement in political and social processes is
associated with improving community health by building “social
trust that facilitate coordination and cooperation for mutual
benefit.”23;24 When a community is actively engaged, it has
a greater voice in shaping its future through the advocacy for
policies, programs, and resources; and through the election
of politicians that are more reflective and empathetic of a
community’s problems and the inequities that contribute to
them. Conversely, disparities in civic engagement, particularly in
poor communities and communities of color, commonly result
in the lack of proper representation to the concerns of these
populations and an inability to direct resources where they are
most needed.

In November 2018, 54% of CT citizens voted in the US Midterm
Election, a predictable 16% drop from the turnout for the
November 2016 Presidential Election (in which more people
tend to participate); regardless this was on par with election
participation nationally (Figure 10). When we examine available
data by race/ethnicity both statewide and nationally, nonHispanic White citizens consistently have the highest voter
turnout while Hispanic voters have the lowest turnout of any
group. Connecticut’s Black and Asian populations experienced
voter turnouts that were 5.7% and 7.1% less than the national
turnout, respectively.

C U LT U R E A N D L I T E R A C Y
The cultural beliefs that people hold as well as their ability to
communicate in and understand English — the de facto language
spoken throughout the nation — also influences health when
proven practices for achieving optimal health run counter
to a person’s view of safe or ethical living, or are simply not
communicated in a way that a person can understand. Health
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literacy — “the degree to which individuals have the capacity to
obtain, process, and understand basic health information and
services needed to make appropriate health decisions”25 — also
plays a role in health decision making regardless of language
among people with low educational attainment.

LIMITED ENGLISH
P R O F I C I E N C Y P O P U L AT I O N

SERVICES SPOTLIGHT:
TOOLS TO SUPPORT
CROSS-CULTURAL HEALTH
COMMUNICATION AND
LANGUAGE ACCESS
•	Language Access Portal: Contains
information, in multiple languages, for
six disease areas where major health
disparities have been identified in
non-English speaking populations.
•	National Culturally and Linguistically
Appropriate Services (CLAS) Standards:
These 15 Standards can help
organizations address the cultural and
linguistic differences between the
people who provide information
and services and the communities
they serve.
For more information on CT’s efforts
to support culturally and linguistically
appropriate services, see the Health
Systems chapter.
Source: Centers for Disease Control and Prevention. Tools
for Cross-Cultural Communication and Language Access
Can Help Organizations Address Health Literacy and
Improve Communication Effectiveness. www.cdc.gov/
healthliteracy/culture.html
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Limited English Proficiency (LEP) people, defined as those who
speak English less than “very well,” experience challenges in
navigating, accessing, or leveraging systems, opportunities, and
resources in housing, employment, healthcare, and education.
In addition to being LEP, households may also be linguistically
isolated which occurs when all members aged 14 and older
speak a language other than English and everyone in the
household speaks English less than “very well”.26 The linguistically
isolated households may have less influence upon the social,
political, and economic life and policies in their communities due
to an inability to communicate and comprehend English well.
In Connecticut, 8.2% of all residents ages 5 and older are LEP and
about 5% of households are linguistically isolated27;28 and some
towns within our state have upwards of 20% of residents who
have limited English proficiency. It is of absolute importance
for the health and healthcare providers who primarily serve
residents from these towns to begin strategizing so as to
address these health inequities in order to provide the best care
possible and about 5% of households are linguistically isolated27;28
and some communities within our state have upwards of 20% of
residents who have limited English proficiency.
For more information regarding our communities with the
highest rates of LEP, see the Country of Birth and Language Use
section in Key Population Characteristics.

D I S C O N N EC T E D YO U T H
When young people ages 16–24 are neither working nor in
school, they are considered “disconnected.”29 When youth are
disconnected, they are more likely to engage in risky behaviors
that include violence and substance use, which increases the
likelihood of adverse physical and mental health outcomes in a
population that is still maturing cognitively.30 As a measure of
societal progress, this indicator is used to gauge how well young
people fare as they transition to adulthood and are engaged
with “the people, institutions and experiences that...help them
develop the knowledge skills, maturity, and sense of purpose
required to live rewarding lives as adults.”31 Everyone who lives
in our communities are all affected by the negative social and
economic effects of disconnected youth.
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FIGURE 11: Percentage of disconnected youth, US and CT, 2008–2016
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In the US and in our state, the disconnected youth rate peaked
during the Great Recession of 2008 and has been in decline
since (Figure 11); CT has seen a decrease of 26% between 2010
and 2016. Although New England has the lowest disconnected
youth rate regionally in the US29 and Connecticut consistently
experiences lower rates of disconnected youth than the Nation
as does the rest of New England, it is important to note that
nationally disconnected youth are three-times more likely to
have some kind of disability and that the youth disconnection
rate correlates strongly in areas with long work commutes.29

R E S I D E N T I A L S EG R EG AT I O N
Residential segregation, which stems from a long history of
discriminatory policies and practices, persists throughout the
country due to structural, institutional, and individual racism.
Such segregation results in generationally cyclical inequities
such as poor housing quality; lack of access to resources like
quality education, employment, and healthcare; restricted
upward mobility; and exposure to environmental contaminants.32
These inequities result in health disparities for a wide range of
health outcomes.
The dissimilarity index measures evenness in the spatial
distribution of different populations33 and ranges from 0
(complete integration) to 100 (complete segregation); the score

is essentially “the percentage of either Black or White residents
that would have to move to different geographic areas in
order to produce a distribution that matches that of the larger
area.”32 For Connecticut, approximately 63% of Black and
White residents would have to move to a different area to fully
integrate these communities throughout the state (Figure 12).32
It’s notable that our towns that are considered most diverse are
primarily within those counties that have the highest dissimilarity
index scores (Fairfield, Hartford, and New Haven counties).
For our state to be fully integrated regardless of race/ethnicity,
half of our residents would need to relocate.34

I N C A R C E R AT I O N
Connecticut’s incarcerated population is comprised of inmates
in state or federal prisons (i.e., inmates sentenced to more than
one year of incarceration) or held in local jails (i.e., inmates
sentenced to less than one year, people who violate parole or
probation, and those awaiting trial, sentencing, or transfer
to prison).35 While incarceration is designed to punish criminal
offenses, incarceration also affects the physical and mental
health of inmates, disrupts family and community social
structures, and limits access to resources and opportunities
once inmates re-enter into their communities.
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FIGURE 12: Residential Dissimilarity Index by race/ethnicity, CT and CT County, 2013–2017
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The high proportion of imprisoned men — in particular
non-Hispanic Black and Hispanic men — contributes in part
to the aforementioned high proportion of female-headed
Black/African American and Hispanic/Latino households. The
economic and caretaking burdens related to incarceration
disproportionately affect women and by extension, their
children, in the following ways:
•	Economic hardship, as incarcerated fathers cannot
contribute financial support during incarceration;
•	Added costs related to incarceration, since most states
charge system-involved people for a range of criminal
proceedings and oversight (e.g., in CT, these fees include
electronic monitoring, public defender or legal costs,
room and board, and civil and/or criminal fees).36 Women
— in particular women of color – often shoulder these
financial burdens.37
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•	Caretaking, as many men in state and federal prisons are
fathers of minor children. In addition to caring for their
children, women bear emotional and caretaking labor as
they need to comfort children, help them understand where
their parent is, and facilitate visitation.38
For more information on incarceration statistics, see the
Incarcerated and Formerly Incarcerated Persons section in Key
Population Characteristics.
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E C O N O M I C FA C TO R S
For many of Connecticut’s residents, the optimal, healthy choice may not be the financially attainable choice.
Economic position often shapes health behaviors and decisions, which in turn influences our health status.
Economic position is influenced by factors such as income, income distribution, and poverty; education;
and employment; and has repercussions in a person’s ability to access healthy foods, quality housing, and
appropriate health services as well as other environmental conditions that impact health.

Income
A reliable income at a regionally appropriate level is critical in
determining a person’s health and health outcomes. When
families cannot attain livable incomes, it can strain their ability
to access to the products that can help them become and stay
well, like healthy food and medical care. Going one step further,
income essentially dictates the places in which people live and
spend their time as they have to consider the affordability of all
those other expenditures that go along with living in any given
community. Our residents who lack secure economic resources
often have less of an ability to choose where they live and may
find themselves in communities with high concentrations of
poverty, high crime, and low home ownership rates. These same
communities are also more likely to have few places to shop
for healthy, fresh foods and are highly target for marketing by
tobacco, alcohol, and businesses that sell high caloric-, salt- and
fat-dense prepared foods at price points that are attractive to
the already economically constrained populations.
The unequal distribution of income is an indicator for poorer
health status; Western industrialized nations with a more
unequal distribution of income tend to have poorer health than
similar nations with more equitable income distribution.4
Low-income residents routinely experience stressors, such as
housing insecurity, discrimination, and community violence
that can cumulatively affect health throughout a person’s life
course.39 Understanding who makes a living income, where they
live, and how income is distributed is essential to uncovering
inequities and identifying approaches to advance health equity.
Income, per the US Census Bureau, is how much money households
or individuals obtain from 50 different sources, including but
not limited to the wages and salary from employment, Social
Security payments, pensions, child support, public assistance,
and interest and dividends.16 For households and families, the
median income is based on the distribution of the total number

of households and families including those with no income; the
median income for individuals is based on individuals 15 years
old and over with income. A household is defined by the US
Census Bureau to include “all the people who occupy a housing
unit (such as a house or apartment) as their usual place of
residence” regardless of whether all occupants are related;
group quarters are not considered households. While the US
Census Bureau provides income in three ways (per person, per
family, and per housing unit), the use of household income
remains among the most widely accepted measures of income
since it covers single parents as well as limited-income households
that would pool and share their economic resources, when possible.

MEDIAN HOUSEHOLD AND
P E R C A P I TA I N C O M E
Median household income is the middle of the income
distribution among all housing units such that one-half of
households fall below the median income and one-half above.
Median income serves as a summary of an income distribution
that can be compared over time or between populations, and
is a much better indicator than average income because it tends
to more accurately represent what people earn in a given area.
In 2018, Connecticut ranked 5th among all 50 states in median
household income at $76,348, exceeding the national median
household of $61,937.17 Since 2009 — the year in which the
Great Recession ended — through 2018, Connecticut has seen
the smallest percentage gain in per capita income of all the New
England states at 27.5%; for comparison, the next smallest gain
in per capita income over the same time period was Maine’s at
32.0%.40 Massachusetts experienced the largest per capita gains
over the same time period at 40.7%, which is just under 50% of
the growth seen in our state; Massachusetts was also the only
state in New England to outpace the national per capita growth
rate 38.6%.7
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As highlighted in Figure 13, income however is not distributed
equally throughout Connecticut’s 169 towns. This is important
because income inequality within communities can have
broad negative health impacts such as an increased risk of
mortality and can serve as a social stressor by accentuating the
differences in social class and status. Communities with greater
income inequality can experience a loss of social connectedness,
as well as decreases in trust, social support, and a sense of
community for all residents.
The U.S. Census Bureau calculates the Gini coefficient as a
measure of income inequality. Ranging from 0 to 1, where 0
indicates perfect equality and 1 indicates perfect inequality,
Connecticut has a calculated Gini coefficient of 0.501, the only
New England state to exceed a coefficient 0.5 (the only other
places to exceed Connecticut’s income inequality index were
the District of Columbia and New York at 0.524 and 0.513,
respectively).17 As a result, many of Connecticut’s towns have
median household incomes that are higher than the state

median, which means that residents whose household incomes
fall below the median are concentrated in those towns that are
also our most populous. Much of Connecticut’s wealth is located
in Fairfield County, where ten towns have median incomes
greater than $125,000. In contrast, the Northwest and Eastern
portions of the state consistently have median incomes that are
under $100,000.41
In 2017, median incomes among non-Hispanic White and Asian
households were about $40,000 higher than both Black and
Hispanic/Latino households.41 Between 2013 and 2017, Hispanic
households have made the largest gains in median incomes,
increasing almost 25% or about $9,000, while gains made by
non-Hispanic White and Black households were on par with
the overall state gains of 11% (Figure 14). Nonetheless, the
income gap between our Hispanic and Black residents and our
non-Hispanic White and Asian residents in Connecticut was
about $39,500 annum per household in 2017; or simply, median
household incomes that are 85% higher.

FIGURE 13: Median household income in the past 12 months by town, CT, 2013–2017

Source: US Census Bureau. American Community Survey 5-Year Estimates, Table S1903.
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CONNECTICUT RANKS THIRD IN INCOME INEQUALITY
IN THE US
• C
 onnecticut ranks third in income
inequality among all 50 states.

• F
 airfield County ranks 12th in income
inequality among all US counties.

• T
 he top 1% of CT’s population takes home
27.3% of all CT income.

• T
 he average income of the top 1% of Fairfield
County residents is 26.3 times more than
the bottom 99%, at $1.3 million and $50,107,
respectively.

• T
 he average income of the top 1% of CT
residents is 37.2 times more than the bottom
99%, at $2.5 million and $67,752, respectively.

Source: Sommeiller, E., & Price, M. (2018). The new gilded age:
Income inequality in the U.S. by state, metropolitan area, and
county. Washington, DC: Economic Policy Institute.
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FIGURE 14: Median household income in US dollars in the past 12 months by race/ethnicity, CT, 2013–2017
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The higher one’s income, the more selective a person can be.
People with higher incomes have more disposable income,
which translates to greater housing, food, and health services
options and ultimately a longer, healthier life. Income however is
closely associated with their educational attainment; the higher
the degree the more income one expects to bring in. The top
10 positions with the highest annual incomes are all general and
specialized providers of health services, with projected earnings
to increase between 13% and 18% in the 10-year period ending
in 202641 and all of them require years of education and training.
Regardless of sex this holds true for our state, as people with
graduate and professional degrees make 3.2 and 2.3 times more
annually than people who have earned less than a high school
degree and those who are high school and equivalent graduates,
respectively (Figure 15). When analyzing the same median annual
earnings by sex however, we can see that there is a noticeable
disparity in the median earnings. Regardless of education, males
earn 1.4 times what females earn, and the earnings disparity
slightly increases to 1.5 times for those who have earned at least
a 4-year college degree (Figure 16). As another way of framing
the pay disparity, females with a graduate or professional degree
earn less than males with a 4-year college degree annually
($67,389 as opposed to $75,824).
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This pay disparity due to a person’s sex persists among all race/
ethnicity groups (Figure 16). The disparity is even more apparent
when considering that Asian females and non-Hispanic White
females both earned more than Black and Hispanic residents of
either sex. When looking at Figure 17, we can see that females
generally earn both High School and Bachelor’s degrees at a
higher rate than males across racial/ethnic groups with the
exception of CT’s Asian population, but that educational inequities
exist statewide along racial/ethnic lines and presumably in
communities that are predominantly Black and/or Hispanic. As
discussed in Education section of this chapter, lack of higher
educational attainment among Black and Hispanic residents in CT
contributes to lower earnings for these populations. If education
is, as Horace Mann once put it, the “great equalizer of the
conditions of men”42 then it is imperative that we strive to
remove those barriers to quality education that exist within our
communities and support initiatives and policies that promote
equity in education to break the cycle of poverty. Concurrently,
we must also recognize that even with higher educational
attainment females do not earn the same as males, reinforcing
the need for equity in pay in order to attain equity in health.
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FIGURE 15: Median earnings in US dollars of full-time, year-round workers 25 years and older by sex and education, CT, 2017
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MALES
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$41,739

High school graduate (includes equivalency)

$28,196

Total

$55,454

$67,389

FEMALES

Graduate or professional degree
$51,038

Bachelor’s degree
$35,392

Some college or associate’s degree

$28,665

High school graduate (includes equivalency)

$19,824

Total

$40,595

*Include persons of Hispanic origin
Source: Connecticut Data Collaborative. (2017). SNAP Recipients by Town [Year: 2013–2017]. Retrieved from http://data.ctdata.org/.

FIGURE 16: Median earnings in US dollars of full-time, year-round workers by sex and race/ethnicity, CT, 2017
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Source: US Census Bureau. American Community Survey 1-Year Estimates, Table 19326.
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FIGURE 17: Educational attainment rate by sex and race/ethnicity, CT, 2017
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39%
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Black*

44%
17%
23%
69%

Asian*
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60%
14%
18%

PERCENTAGE OF POPULATION

*Include persons of Hispanic origin
Source: US Census Bureau. American Community Survey 1-Year Estimates, Table S1501.

P OV E R T Y
The federal government by way of the Department of Health and
Human Services annually publishes Federal Poverty Guidelines
(FPG; colloquially referred to as the Federal Poverty Level)43 that
inform programs to determine eligibility for services, such as
the National School Lunch Program, which provides free meals
to children from households with incomes at or below 130%
FPG and reduced-price school meals to those children whose
households have an income between 130% to 185% of the
FPG. These guidelines are not to be confused with the Federal
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Poverty Threshold (FPT), which is a statistic produced by the US
Census, can vary by family size, and account for changes in cost
of living.44 Although knowing the distinction between these two
metrics is important, our residents who live below and around
the FPT or are eligible for services due to the FPG are at greatest
risk for poor health outcomes due to lack of economic resources,
the burden of deciding how to use these limited economic
resources, and the inability to easily choose in which communities
to live.
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FIGURE 18: Percentage of residents living in poverty by race and ethnicity, CT; 2007, 2012 and 2017
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Source: US Census Bureau. American Community Survey 1-Year Estimates, Table S1701.

Poverty affects many of our Connecticut residents. In 2017,
1 in 10 residents in our state lived on incomes below the FPT.45
And of those who do live in poverty 55% are either Black
or Hispanic children as opposed to only 5.5% of non-Hispanic
White children statewide.46
Poverty is often associated with race and ethnicity. In Connecticut,
persons of color are far more likely to live in poverty than
non-Hispanic White residents (Figure 18). In 2017,6% of nonHispanic Whites lived in poverty compared with 15% of Black
residents and 21% of Hispanic residents.45 Recognizing that
Connecticut as a state has the highest concentration of Puerto
Ricans living off the island (about 8.2% of the total population
in 2017)47 and many of these Puerto Ricans live in our urban
centers where poverty is highest, residents who identify as
Puerto Rican were broken out as a separate race/ethnicity group
from Hispanics of other countries of origin. The disaggregation
of Puerto Ricans from other Hispanics proved meaningful as
Puerto Ricans had the highest rates of poverty at 27.6% in 2017
— substantially higher than both Black residents and other
Hispanic residents.45

FIGURE 19: Distribution of race and ethnicity among those
living in poverty, CT, 2017
Other*
Hispanic,
Other

6%
12%
41%

NH White

24%
Hispanic,
Puerto Rican

17%
Black*

*Include persons of Hispanic origin
Source: US Census Bureau. American Community Survey 1-Year
Estimates, Table S1701.
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While non-Hispanic White residents have the lowest rate of
poverty among the race/ethnicity groups, they actually represent
the largest share of residents living in poverty (41%) due to
our state’s largely non-Hispanic White composition (Figure 18)
and their rate of poverty in 2017 remains higher than the
pre-recession rate in 2007 (Figure 19).45 When viewed through
an equity lens, however, the percentage of non-Hispanic
White residents who live in poverty is less than half that of the
next lowest poverty rate among persons of color. Poverty in
Connecticut remains disparate for our populations of color.
Using the FPT to assess economic plight in CT can mask the true
extent of inadequate incomes. The estimate of a living wage for a
family of 3 in Connecticut in 2017 was $59,502, which is $40,000
higher than the FPT and even higher than 200% of the FPT by
$20,000 (Table 1).48 With the state’s high cost of living, residents
earning below 200% of the FPT are at risk for the same poor
outcomes associated with poverty. In Connecticut, 23% of
our state population lives below 200% FPT. While Connecticut
does have high rates of poverty in our urban centers, the map
presented in Figure 20 shows that families all across CT are
struggling to make ends meet. While poverty is concentrated
within our urban centers, CT’s suburban and rural residents also
experience high levels of economic distress.

Employment
An individual’s access to health resources and services and
healthy options is generally dictated by his or her income.
Higher incomes are directly associated with higher educational
attainment and the likelihood of employment, which also is i
ndicative of an individual participating in employer-sponsored
health insurance. While unemployment and income are
interlinked, examining unemployment rates both overall and
among specific population groups allow us to better understand
who in our state is actively seeking employment and how we
can better direct resources to where they are most needed.

U N E M P LOY M E N T
Unemployment is defined by the federal government as people
16 years and older “who are jobless, looking for a job, and
available for work;” individuals who are retirees or homemakers
and are not seeking employment are not considered to be part
of the workforce and not factored in analysis.49
The Great Recession caused national unemployment levels to
nearly double from 4.6% in 2007 to a peak of 9.6% in 2010 and
gradually returned to pre-recession levels by 2016 at 4.9%.50

TABLE 1: Poverty thresholds by family size, CT, 2017
LIVING WAGE FOR FAMILY OF 3 IN CT: $59,502

FA M I LY S I Z E

F E D E R A L P OV E R T Y T H R E S H O L D

200% O F T H E P OV E R T Y T H R E S H O L D

One person

$ 12,488

$ 24,976

Two people

$ 15,877

$ 31,754

Three people

$ 19,515

$ 39,030

Four people

$ 25,094

$ 50,188

Five people

$ 29,714

$ 59,428

Sources: Glasmeier, A.K., and MIT. (2004) Living Wage Calculation for Connecticut [Living Wage Calculator]. Data analyzed September 15, 2019.
Retrieved from https://livingwage.mit.edu/states/09; US Census Bureau. Poverty Thresholds – 2017. Retrieved from www.census.gov/data/tables/
time-series/demo/income-poverty/historical-poverty-thresholds.html.
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FIGURE 20: Proportion of residents living in poverty and 200% of FPT by town, 2013–2017

Source: US Census Bureau, American Community Survey 5-Year Estimates, Table S1701.

F E M A L E - H E A D E D H O U S E H O L D S C O N C E N T R AT E D A M O N G
B L A C K A N D H I S PA N I C / L AT I N O H O U S E H O L D S
Female-headed households tend to be poorer
and at highest risk for food insecurity.*

* 

• A
 lmost one in three female-headed
households report household incomes less
than 125% of the poverty level, compared to
4.9% of married households.**

** 

• 1 6.3% of CT households are female-headed,
with no husband present. When analyzed by
race/ethnicity, female heads of households
comprised:**
+ 8% of Asian households.
+ 11% of non-Hispanic White households.
+ 30% of Hispanic/Latino households.
+ 36% of Black or African American households.

Bay Area Regional Health Inequities Initiative. Applying
Social Determinants of Health Indicator Data for Advancing
Health Equity
US Census Bureau (2017). American Community Survey
1-Year Estimates. B11002: Household Type by Relatives and
Nonrelatives for Populations in Households.
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Connecticut experienced a similar pattern of unemployment
rates over time although the State has lagged behind the
recovery seen regionally (Figure 21); however, our rate peaked at
9.1% in 2010 and then remained slightly above the national
rate from 2012 through 2018.51 As of 2018, the unemployment
rate has dropped below pre-Great Recession levels to 4.1%.
Despite its higher per capita and household median income
levels and lower poverty level than the nation, Connecticut fared
no better than the US as a whole in terms of unemployment
rates. Nonetheless, when looking at unemployment rates based
on education level, higher attainment of education had a
mitigating effect on the likelihood of being unemployed. As
demonstrated in Figure 22, CT residents with a Bachelor’s
degree or higher were least affected by unemployment during
the past decade.52 Retaining employment has a well-established
association with good individual health that carries social,
psychological, and financial benefits and an overall decrease to
the societal cost of healthcare.53 In addition, research indicates

that unemployed people reported both physical and mental
health status improvement when they were recipients of
unemployment benefits as a higher income allows people to
consume and utilize more healthy goods and services.54 Of note,
the study also indicated that people who were single and Black
were more likely to not receive unemployment benefits while
those who did were more likely to be married, White, male
and to have higher household incomes, highlighting yet another
inequity in this safety net service.54
When analyzing unemployment by race/ethnicity, we see that
higher percentages of non-Hispanic White and Asian residents
are employed, compared to Hispanic/Latino and Black residents.
Earlier in this chapter, Figure 3 highlighted educational
attainment disparities among our residents of different races
and ethnicities; Figure 23 affirms that if our State crafts policies
that consider the inequities in our education system we can
ultimately impact economic determinants of health.

FIGURE 21: Unemployment rate (seasonally adjusted); US, New England and CT; 2009–2018
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Source: US Bureau of Labor Statistics. New England – Labor Force Statistics. Retrieved from www.bls.gov/regions/new-england/data/xg-tables/
ro1xg02.htm. Data analyzed December 12, 2019.
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FIGURE 22: Unemployment rate by educational attainment, CT, 2010–2017
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Source: US Census Bureau. American Community Survey 1-Year Estimates, Table S2301. Data analyzed December 12, 2019.

FIGURE 23: Percentage unemployed by race/ethnicity, CT, 2017
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Housing
Among the many environments we frequent in our daily lives,
where we live and the affordability, stability, and quality of our
housing are influential on our health and well-being.55

FIGURE 24: Percentage of cost-burdened by housing tenure,
CT, 2007, 2012, and 2017
2007

Connecticut’s changes in housing costs over time are similar to
the US and our neighboring states in that gross rents have risen
more than owners’ costs.58;59 In Connecticut, the median housing
costs for owners were estimated at $1,616 in 2017 which is the
same as 2007. In contrast, Connecticut’s gross rents in 2017
were estimated at $1,125 which is 20% higher than 2007. The
increase in gross rents but not owner costs may explain why the
percentage of owners in Connecticut who are cost-burdened
has decreased since 2007 while the percentage of renters who
are cost-burdened has not (Figure 24). Furthermore, Figure 28
highlights that housing affordability is a statewide issue. For
2013–2017, 84% of towns in Connecticut had at least 1 in 3 of
their renting households meeting the criteria of cost-burdened,
meaning that high rent-to-income ratios are not limited to those
towns where rents are high or incomes are low. In several of
Connecticut’s towns, more than half of renting households are
cost-burdened.
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PERCCENTAGE OF LIVE BIRTHS

H O U S I N G A F F O R DA B I L I T Y A N D S TA B I L I T Y
Households are considered cost burdened when they spend
more than 30% of their gross income on housing.56 In 2017, an
estimated 27% of owners and 48% of renters in Connecticut
were cost-burdened (Figure 24).18 Being cost burdened limits a
household’s ability to afford health promoting necessities,
such a safe housing, fresh foods, and healthcare. Cost-burdened
households are also at greater risk for housing instability as
a change in employment status or unforeseen costs such as
medical expenses could create financial hardship and possible
displacement or eviction.57 Housing instability for children
has been associated with poor physical health.55
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Source: U.S. Census Bureau. American Community Survey 1-Year
Estimates, Tables B25064 and B25088.

H O U S I N G Q UA L I T Y
Our economic position also influences the quality of housing
that we can access. In 1978, the federal government banned
consumer uses of lead-containing paint, meaning homes built
prior to this legislation are more likely to have lead-based
paint. As such, we look at when housing was built to approximate
the risk of lead poisoning and other home health hazards. To
learn more about how lead and other home-based hazards
affects housing quality, see the Environmental Health chapter.
Throughout Connecticut, the housing stock is generally older
with about 70% of housing units built in 1979 or earlier.60 Renters
comprise 35% of households in housing units built before 1980
but only 30% of housing built from 1980 through present day,
which indicates that newer and safer housing options are not
being made available to people who most desperately need it.60
Five cities with populations greater than 100,000 — a substantial
representation of our residents — live within Hartford, New
Haven, and Fairfield Counties, which have the highest percentage
of older housing among all counties.
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FIGURE 25: Percentage of renters with housing costs that are 30% or more of household income by town, CT, 2013–2017

Source: U.S. Census Bureau. American Community Survey 5-Year Estimates, Table B25106.
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CONNECTICUT’S EVICTION RATE EXCEEDS THE NATIONAL RATE
An eviction happens when landlords remove
tenants from their rental unit and are involuntary
for the renters, often leaving them not only
without shelter but at-risk of losing their
possessions. For this data, an eviction is defined
as an eviction judgment issued to a renting
home for any reason.
• Our state’s eviction rate of 3.04 (i.e., the
number of evictions per 100 rental homes)
was the equivalent of 13,760 evictions per
year, or 37.6 evictions per day

• C
 ourt reported statistics also indicate that our
state’s eviction rate is likely underestimated
due to data collection difficulties
• H
 artford and New Haven Counties’ eviction
rates exceed the state average
• W
 aterbury, Hartford, Bridgeport, and New
Haven were ranked within the top 100 in
the nation for highest eviction rates at 22nd,
29th, 39th, and 69th; respectively

FIGURE 26: Eviction rate (per 100 renter homes) for CT’s five largest towns, CT, 2016
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Source: Connecticut State Department of Education. Eligibility data for free and reduced lunch by school district. Retrieved from EdSight
interactive data portal for 2017–2018 school year.

Source: Eviction Lab. Map & Data. Retrieved from https://evictionlab.org/map/#/2016?geography=states&type=er. Data analyzed December 27, 2019.
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K E Y P O P U L AT I O N C H A R A C T E R I S T I C S
Overall Population Size and Growth
In 2018, Connecticut was home to 3.572 million people.61
Although the state is among the smallest in the nation, it ranked
6th in 2018 for population density. Between 2000 and 2018,
Connecticut’s population increased about 5% overall (Figure 27)
with the majority of this growth occurring between 2000 and
2010. Since 2010, Connecticut is one of only three states to
have a net population loss (Figure 28).61;62 Within Connecticut,
Fairfield County stands out as the only county that is growing.
As Connecticut’s largest county, Fairfield’s growth of 25,000
people between 2010 and 2018 largely offset the loss of 28,000
across the remainder of the counties.
Long-term slowing of Connecticut’s population growth is due, in
part, to declines in the net difference between births and deaths.
Connecticut’s birth counts are trending down as fewer babies
are being born each year due to historically low birth rates locally
and nationally (see Declining Birth Counts).63 Death counts are
trending up as half of our largest age cohort (baby boomers aged
58–73 years in 2018) is now 65 or older and as opioid-related
deaths continue to occur at record-level rates.64;65 Together, the
combination of fewer births and more deaths results in a slowing
of Connecticut’s natural population increase.61

While the rate of natural increase has slowed, Connecticut’s
population loss since 2010 is attributed primarily to large increases
in domestic out-migration between 2014 and 2018. According
to the US Census Bureau’s Population Estimates Program, net
domestic migration is negative meaning that more people move
out of Connecticut for another state than vice versa.61 At the
same time, net international migration is positive meaning that
more people move into Connecticut from another country than
vice versa. When added together, Connecticut’s net overall
migration has been negative since 2012 because our domestic
out-migration is greater than our international in-migration.
Net out-migration is not unique to Connecticut, but occurs in
New England overall and in other regions of the United States.
What makes Connecticut unique is that our level of out-migration
has not yet returned to pre-recession levels while neighboring
states have done so. In a report on Connecticut’s Population
and Migration Trends by Connecticut’s Office of Policy and
Management, the authors note that housing (48%), family (30%),
and employment (20%) were cited as the top reasons for
moving (inter- and intra-state) in the US. “We can only make the
assumption that the same reasons apply for Connecticut.”66

FIGURE 27: Population size by age group, CT, 2000–2018
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FIGURE 28: Population change for states (and Puerto Rico) from April 1, 2010 to July 1, 2018

Source: US Census Bureau Population Estimates Program, Vintage 2018 Population Estimates. Retrieved from www.census.gov/library/visualizations/2018/comm/population-change-2010-2018.html.

Declining Birth Counts
Fertility rates throughout the Nation have reached historic
lows in recent years.63;67 General Fertility Rate (GFR) is the rate
of births per 1,000 women of childbearing age (15–44). In 2017,
Connecticut had a fertility rate of 52 per 1,000 women aged
15–44. Our rate is below the national rate of 60 but consistent
with neighboring states and for New England as a whole.63;66
The trends in age-specific fertility rates over time have been
stable in Connecticut. Teen births have steadfastly declined as
an intended consequence of teen pregnancy prevention
efforts. Among women aged 20–24, fertility declines have been
substantial with nearly a 50% decrease in fertility since 2000.
Fewer births among these women are a primary contributor to
the overall declines in GFR. The GFR among women aged 25–29
years shifted lower following the great recession which
contributed to an overall GFR decline between 2007 and 2010
Describing Connecticut | Key Population Characteristics

but the steep post-recession declines have not continued
(Figure 29). While women are delaying childbirth to later ages,
evidenced by increases in fertility rates among women over
35 years of age, the magnitude of those increases do not offset
the decreases seen among women under 30 years of age.
Women overall are simply having fewer babies.68
Rate differences in fertility between race and ethnicity groups
have narrowed since the great recession (Figure 30).68 General
fertility rates for Hispanic women and non-Hispanic Asian
women have each dropped by 28% since their peaks in 2007
while non-Hispanic Black women declined 15% and non-Hispanic
White women declined 6% between 2007 and 2017. The large
declines among Hispanic women, who have been the most
fertile in Connecticut, are also a contributor to the overall decline
in births in Connecticut. Fertility levels directly impact the size
and composition of the U.S. population (see Race and Ethnicity
section).69
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FIGURE 29: General fertility rates by age group, CT, 2000–2017
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FIGURE 30: General fertility rates by race/ethnicity, CT, 2000–2017
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Gender

Age

Gender ratios vary across the lifespan. While men slightly
outnumber women at birth, men tend to die at a faster rate than
women and die at younger ages than women resulting in an
older population that is more female.70;71 Life expectancy at birth
is another way to summarize the gender differences in health.
In 2017, Connecticut women lived on average 4.8 years longer
than Connecticut men.72 Understanding the changing risk
profiles between men and women throughout their lifetimes is
important to improving health outcomes.

While Connecticut is not growing in size, it is changing in other
ways. In particular, our population is aging. The median age of
Connecticut’s population increased from 37.4 years in 2000 to
40.9 years in 2017 which is higher than the United States median
age of 38.1 years.73 Among Connecticut towns, the median age
ranges from 21 years to 59 years (Figure 31).74 The youngest
town is Mansfield, home of the University of Connecticut, with
a median age of 21 years. The oldest towns are located in the
Litchfield Hills and near the mouth of the Connecticut River and
tend to have smaller overall populations.

FIGURE 31: Median age by town, CT, 2013–2017
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Source: U.S. Census Bureau. American Community Survey 5-Year Estimates, Table S0101.
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Between 2000 and 2017, the number of people living in
Connecticut aged 65 and older grew 28%. In comparison, the
number of people aged 18–64 years grew 7% while the number
of people under age 18 decreased by 12%.75 By 2017, the
number of persons in Connecticut under 15 years old was nearly
the same as the number of persons aged 65 and over for the
first time in history — a milestone that the nation as a whole is
not expected to reach until around 2035.75;76
Population pyramids are useful for visualizing the age structure
of our state (Figure 32). Comparing the pyramid for 2000 to
2017 highlights why our population is aging. The largest age cohort (baby boomers who were aged 53 to 71 in 2017) is moving
out of the working class and into the 65 and older portion of the
distribution. Simultaneously, declining fertility over the past 20
years has shrunk the size of our pyramid base. Together, these
changes create a population pyramid that is increasingly narrow
and top-heavy.

An aging population has both economic and social implications.77
Rising numbers of seniors and elderly increases the burden of
care among their families, the health care system, and long-term
care facilities, particularly those facilities that care for people
with Alzheimer’s disease.78 Older people have higher rates of
morbidity and many residents are living longer with multiple
chronic conditions and disabilities. As the number of retirees
expands over the next 10–15 years to cover the entire babyboomer generation, Connecticut will contend with increased
expenditures for Medicare and Social Security – at the same
time as the tax base shrinks.78;79
The dependency ratio is a metric used to describe the economic
burden shouldered by the working-age population. It compares
the number of people outside the workforce (under 16 years
and 65 years and over) to those presumed in the workforce
(16–64 years). In 2017, Connecticut’s dependency ratio was

FIGURE 32: Population pyramids by age and sex, CT, 2000 and 2017

Male

2000

Female

2017

85+
80–84
75–79
70–74
65–69
60–64

AGE (YEARS)

55–59
50–54
45–49
40–44
35–39
30–34
25–29
20–24
15–19
10–14
5–9
0–4
150,000

50,000

0

50,000

150,000

150,000

100,000 50,000

Source: U.S. Census Bureau Population Estimates Program, Vintage 2017 Population Estimates

0

50,000

100,000

150,000

50

60% meaning that there is 1.2 dependent persons for every
2 working persons in Connecticut.80 Among our towns, the
dependency ratios vary widely from as low as 20% (1 dependent
person for every 5 working persons) to as high as 98% (1
dependent person for every 1 working person) (Figure 33).74
The higher the dependency ratio, the greater the reliance on the
working-age population to support the local and state economies.

Race and Ethnicity
Though Connecticut is increasingly diverse, it is still less racially
and ethnically diverse than the United States overall. In 2017,
almost 67% of Connecticut residents identified as non-Hispanic

White compared to just over 60% in the US overall.80 Compared to
New England states, Connecticut leads in racial/ethnic diversity
with the largest proportion of persons of color, followed
sequentially by Massachusetts, Rhode Island, New Hampshire,
Vermont, and then Maine.
Between 2007 and 2017, the number of persons of color
increased from 26% to 32% of the total population.81;82 In 2017,
non-Hispanic White was the largest racial/ethnic category
representing 67% of the population followed by Hispanic/Latino
at 16%, non-Hispanic Black/African American at 10%, nonHispanic Asian at 4.5%, non-Hispanic Two or More (TOM) races
at 2%, and non-Hispanic American Indian and Alaska Native
(AIAN) at 0.2% (Figure 34).

FIGURE 33: Age dependency ratio by town, CT, 2013–2017

Source: U.S. Census Bureau. American Community Survey 5-Year Estimates, Table S0101.
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FIGURE 34: Population by race/ethnicity, CT, 2000–2017
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FIGURE 35: Selected age groups by race/ethnicity, CT, 2017
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Connecticut maintains the highest proportion of Puerto Rican
residents among all 50 states and D.C. In 2017, 8% of the state’s
population identified as Puerto Rican — higher than other top
ranked states (New York State at 6%, Florida at 5%, New Jersey
at 4%).83 The distribution of Hispanic origins in Connecticut is
markedly different than the United States as well. Nationally,
the Hispanic population is 18% overall and is comprised of 11%
Mexican, 2% Puerto Rican, and 5% Other Hispanic. In Connecticut,
the Hispanic population is 16% overall and comprised of 2%
Mexican, 8% Puerto Rican, and 6% Other Hispanic.83
Race and ethnicity varies by age (Figure 35).83 In 2017, the
median age for Hispanic and Black residents was 29 years and
34 years respectively while non-Hispanic White residents had
a median age of 47. The median age was lowest among those

identifying as two or more (TOM) races (19 ½ years). In 2017,
54% of the population under age 5 was non-Hispanic White
compared with 84% of the population aged 65 and older.83
The racial/ethnic composition of the population varies by
geography (Figure 36). About half of the state’s persons of color
live in just eight of Connecticut’s towns (Bridgeport, Hartford,
New Haven, Waterbury, Stamford, Norwalk, New Britain, and
Danbury).7 Towns with the highest percentages of persons
of color are Hartford (85%), Bridgeport (79%), and New Haven
(70%). For the years 2013–2017, Connecticut had 21 towns
where at least 1 in 3 residents were persons of color — up
from 15 towns in 2005–2009.

FIGURE 36: Percent of the population who are persons of color by town, CT, 2013–2017

Source: US Census Bureau. American Community Survey 5-Year Estimates, Table DP05.
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Marital Status

Country of Birth and Language Use

Among Connecticut residents aged 15 years and older, 35% have
never married, 47% are married, 12% are divorced or separated,
and 6% are widowed.84 These proportions mirror those seen at
the national level and other New England states. The percentage
of the population that has never married has increased slightly
from 33% in 2010.84;85 Between 2010 and 2017, the percentage
of the population aged 35 and older that was married remained
the same at 69%. Black and Hispanic residents are more likely to
have never married than Asian and non-Hispanic White residents
(Figure 37).

In 2017, an estimated 14.7% of Connecticut residents were born
outside of the United States, which is slightly higher than the
national rate of 13.7% and New England rate of 13.4%.86 Just
under half of those foreign-born residents were born in Latin
America (i.e., countries in South and Central America, as well
as certain Caribbean nations), one quarter were born in Europe,
and one quarter were born in Asia (Figure 38).87 While Connecticut’s
overall percentage of residents born in Latin America is similar
to the national percentage of 50%, our residents are much less
likely to have been born in Central America (12% in Connecticut
versus 33% in the US) than the Caribbean or South America.

While not limited to residents of Connecticut, the State registered
19,943 marriages in 2017 of which 3% were same sex marriages.
Mean age at first marriage for men was 31.8 years and for
women was 30.2 years.68

The likelihood of speaking a language other than English at home
is much higher for foreign-born residents (76%) than native
residents (13%); yet, Connecticut’s foreign-born residents were
still more likely to report “only English spoken at home” (24%)
than all US foreign-born residents (16%). Of those who speak
a language other than English at home, Spanish was the most
commonly spoken other language (54%) followed by Other
Indo-European languages (29%) and Asian languages (11%).

FIGURE 37: Marital status by race/ethnicity, CT, 2017
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PROGRAM SPOTLIGHT: LGBTQ
In 2017, an estimated 5.4% of Connecticut
residents self-identified as lesbian, gay, bisexual
or transgender (LGBTQ).

•	Connecticut LGBTQ individuals are more likely
to report being food insecure (22% versus 13%
non-LGBTQ) and have an annual income under
$24,000 (22% versus 14% non-LGBTQ).

•	The racial/ethnic distribution of Connecticut
LGBTQ residents mirrors that of the state;
67% identify as White, 17% as Hispanic/Latino,
10% as Black/African American, and 7% as all
other races.

•	In 2017, 28.5% of gay, lesbian, and bisexual high
school students in Connecticut reported being
bullied on school property compared to 18.9%
of other students.

•	Connecticut LGBTQ individuals are younger
on average than non-LGBTQ individuals
(39.6 versus 48.8 years).

•	Connecticut is among 13 states and the
District of Columbia that have passed
non-discrimination laws and statewide
regulations to protect LGBTQ students.

•	20% of Connecticut LGBTQ residents are
raising children.

Sources: Behavioral Risk Factor Surveillance Survey, 2017; Gallup Daily Tracking Survey, 2017; Connecticut High School Youth Risk Behavior
Survey, 2017.
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FIGURE 38: Place of birth for foreign-born population, CT, 2017
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TABLE 2: Top 10 CT towns where people aged 5 and older
speak English less than “very well,” CT, 2013–2017

TO W N

P E R C E N TA G E L E P

Bridgeport

22.9%

Danbury

22.3%

New Britain

19.2%

Hartford

19.1%

Stamford

18.7%

Windham

18.7%

Norwalk

16.0%

Waterbury

14.3%

East Hartford

13.8%

New London

12.9%

Sources: US Census Bureau, 2017 American Community Survey 5-Year
Estimates, Table S1601

According to the American Community Survey’s estimates for
2013–2017, Connecticut’s overall language use and ability to
speak English was about the same as the US with 22% speaking
a language other than English at home and 8% reporting their
ability to speak English is less than “very well.”27 That being said,
our residents with limited English proficiency (LEP) are often
living in communities with other foreign-born residents who
have LEP. As a result, Connecticut’s LEP population is concentrated
in just a few of our communities. Table 2 lists the 10 towns in
Connecticut with the highest rates of LEP; together, these
10 towns represent 50% of the LEP residents in Connecticut.
The families in these communities are likely to experience the
negative health effects of being linguistically isolated (see Limited
English Proficiency Population) as those residents in Connecticut
with LEP are overwhelmingly (>90%) adults aged 18 years old
and over.27

Population with Disability
The American Community Survey reports on six main categories
of disability (Figure 39). Based on these six categories,
Connecticut overall has a lower proportion of residents (11.1%)
with a disability in 2017 compared to both the United States
(12.7%) and New England (12.4%).88
Naturally, the likelihood of an age-related disability increases
with age. In Connecticut, 20% of those aged 65–74 years
and 44% of those aged 75 years and over reported having a
disability.88 In terms of disparities, Connecticut’s Black, Hispanic,
and non-Hispanic White residents were similar to the state
average of 11% while Asian residents reported the lowest rate
at 5.5%. American Indian and Alaskan Native populations
reported the highest rates of disability at 29%. Although the
small numbers of American Indian and Alaskan Native in
Connecticut should be considered when interpreting Connecticut
estimates, in the United States and in most New England states,
the American Indian and Alaskan Native populations also
experience the highest proportion of disability.88

“There are still hidden secrets that people are
missing out on so I think marketing them
and getting the word out there [is important].
I think we need to partner together so that
people can know about all the different programs
that we have.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES AFFECTED BY ALZHEIMER’S
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PROGRAM SPOTLIGHT: REFUGEES
A refugee is defined as “someone who has
been forced to flee his or her country because of
persecution, war or violence, [and who] has a
well-founded fear of persecution for reasons of race,
religion, nationality, political opinion or membership
in a particular social group.”* Most refugees suffer
tremendous losses during their flight from home:
their social and economic networks are disrupted
or destroyed, and access to health, education, food,
and shelter may be precarious at best.
Since 1975, the U.S. has resettled over 3 million
refugees.** Connecticut has resettled almost 6,000
refugees from sub-Saharan Africa, Syria,
Afghanistan, Myanmar, and Latin America over
the last eleven federal fiscal years. Refugees have
*

The Department of Public Health’s Refugee and
Immigrant Health Program provides oversight,
technical assistance, and surveillance for domestic
refugee health assessments conducted soon after
refugees’ arrival to the state.† Domestic refugee
health assessments in Connecticut include
screening, care, and referrals for refugees as they
begin adjusting to life in the U.S.

USA for UNHCR. (2019). Refugee Facts, from www.unrefugees.org/refugee-facts/ on October 11, 2019.

**

 ffice of Refugee Resettlement. (2019). Annual Refugee Arrival Data by Resettlement State and Country of Origin, from www.acf.hhs.gov/
O
orr/about/history on October 11, 2019.

***

†

disproportionately higher rates of mental health
issues, dental problems, latent tuberculosis
infection, elevated blood levels, vitamin
deficiencies, and parasitic infections than the
general U.S. population.***

Y un, K., Matheson, J., Payton, C., Scott, K. C., Stone, B. L., Song, L., . . . Mamo, B. (2016). Health Profiles of Newly Arrived Refugee Children
in the United States, 2006–2012. American Journal of Public Health, 106(1), 128-135. doi: 10.2105/ajph.2015.302873

 onnecticut Department of Public Health. (2019). Refugee and Immigrant Health Program (RIHP). Available at https://portal.ct.gov/DPH/
C
Infectious-Diseases/Tuberculosis/Refugee-and-Immigrant-Health-Program
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FIGURE 39: Disability type by age group, CT, 2017
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FIGURE 40: Incarcerated rate in Federal or State prisons, CT and US, 2007–2017
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PROGRAM SPOTLIGHT: EMPLOYMENT AMONG PEOPLE
WITH DISABILITIES
•	The employment/population ratio is “derived
by dividing the civilian non-institutional
population 16 to 64 years who are employed by
the total civilian non-institutional population
16 to 64 years and multiplying by 100.”*
•	People with disabilities participate in the
labor force and are employed at rates that
are approximately two-thirds of the overall
State’s rates.
*

•	The unemployment rate for persons with
disabilities is more than twice in that for CT.**
•	Among all disability types, individuals with a
hearing or vision difficulty were the most likely
to be employed at 95% and 90%, respectively,
while individuals with cognitive disabilities
were least likely at 75%.***

US Census Bureau. Census.gov: Glossary, from www.census.gov/glossary/#term_Household.

**

US Census Bureau. 2005–2017 American Community Survey 1-year Estimates, S2301: EMPLOYMENT STATUS. Retrieved from
American FactFinder.

***

 S Census Bureau. 2017 American Community Survey 1-year Estimates, B18120: EMPLOYMENT STATUS BY DISABILITY STATUS AND TYPE.
U
Retrieved from American FactFinder.

FIGURE 41: Employment/population ratio by disability status, CT, 2009–2017
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Incarcerated and Formerly
Incarcerated Persons
In the US, the incarceration rate has steadily declined over the
past decade, dropping 13% between 2007 and 2017 (Figure 40).89
Connecticut’s state prison population has also been in steady
contraction for a decade, declining 30% from 19,438 to 13,649
inmates between 2008 and 2018 and greatly surpassing the
decline experienced nationally.90 As of 2017, Connecticut has
the 38th highest state imprisonment rate in the nation; our rate,
however, still ranks higher than all other New England states,
New York, and New Jersey.89
In 2018, 13,228 people were incarcerated, of which 25% were
awaiting trial and 75% were serving out sentences. Among those
who were sentenced, 94% were male and 69% were persons
of color. During the past decade, the incarcerated rates among
people aged 18–29 years have declined while the racial-ethnic
composition of the prison population has remained stable
at about 31% non-Hispanic White, 41% non-Hispanic Black,
and 26% Hispanic.90 Our State’s race/ethnicity disparities in
incarceration rates exceed those experienced nationwide;
non-Hispanic Black prisoners outnumber non-Hispanic White
prisoners by 9:1 (compared to the US at 5:1) and Hispanic
prisoners outnumber non-Hispanic White prisoners by 4:1
(compared to the US at 1.4:1).89
An assessment of the number of people who were formerly
incarcerated and at risk for negative social, economic, and health
outcomes is elusive. Since 1973, approximately 370,000 people
have been admitted to a Department of Corrections facility in
Connecticut; however, this number represents any person who
was detained overnight and thus represents a broad swath of
those who land in jail or prison. While many social and economic
factors are associated with incarceration, few of these factors
are measured in a systematic way. As a result, Connecticut does
not have reliable data regarding income or mental health for our
incarcerated populations — although the State acknowledges
that up to one third of inmates have a mental health issue.
We do know that formerly incarcerated men and women are at
increased risk of death following release from prison. A recent
analysis by Connecticut’s Office of Policy and Management found
that ex-prisoners in our state who were released or discharged
from prison died at significantly higher rates during the 5-years
after release than their counterparts in the general population.91
Mortality risk profiles varied by age and race/ethnicity but overall

White ex-prisoners aged 20–29 years had the highest risk for
death due to elevated rates of both homicide and drug overdose.
Furthermore, the analyses found that non-Hispanic White
former prisoners were the most likely to die (35 deaths per
1,000 former prisoners) compared to Black (14 deaths per 1,000
former prisoners) and Hispanic (16 deaths per 1,000 former
prisoners) prisoners within the 5-year period following their
release from prison. The imbalance in death rates observed
among non-Hispanic Whites was largely driven by high rates of
overdose deaths in non-Hispanic White ex-prisoners among
all age groups.
Although the State offers multiple offender reentry services
through the Department of Correction that initiate at the point
of incarceration,92 there remain real barriers experienced by
formerly incarcerated persons in the US that include restrictions
to voting, in accessing education, to public benefits that impact
a person’s ability to obtain housing and economic relief,93 as
well as debt related to incarceration,94 childcare,95 and mobility.
The State has also taken actions in order to address these
barriers to community reintegration by establishing the Council
on the Collateral Consequences of a Criminal Record96 and
engaging in reform to the juvenile justice system by way of the
Juvenile Justice Policy and Oversight Committee97 as a way
to be better informed and to promote inclusivity of the voices
of those who are impacted most disproportionately.

“I called at least a dozen places and no place
around town took Medicare.”
“We have to go online to find employment, which
is difficult. Sometimes only able to get jobs face to
face, it’s impossible just through paper. The more
empowered someone is, the more they want to
empower themselves and improve overall health.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FORMERLY INCARCERATED PERSONS
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FIGURE 42: Incarceration rate by race/ethnicity, CT, 2015–2017
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VETERANS
Six percent of Connecticut’s population are armed forces veterans.
Among these veterans, 90% are male, 60% are 65 years and
over, and 86% are non-Hispanic White.98 While just over half of
Connecticut’s veterans served in Vietnam, Korea, and World
War II, 28% of our veterans served in the Gulf War (13% prior to
9/11 and 15% post 9/11).98
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Among the civilian population aged 18 years and over, our
veterans are less likely to have a college degree; however, they
are also more likely to be employed and less likely to live in
poverty than non-veterans. While median income overall
was higher for veterans than non-veterans, this difference is
reflective of the gender pay gap as most veterans are men.
Among men, the median income was the same for veterans
and non-veterans at about $45,750.98
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M O R TA L I T Y
Through health planning and interventions, we strive to maximize the length and quality of the
lives of our residents. As such, it is important to explore how long our residents live, the causes
of preventable deaths, and the leading causes of death overall.

Life Expectancy
Life expectancy at birth estimates how many years a baby born
today can expect to live, on average, assuming that current
mortality rates remain stable into the future. The estimated
average number of years that a person is expected to live
at birth provides an intuitive summary measure of population
health status.
The US life expectancy at birth in 2017 was 78.6 years.99 Life
expectancy for Connecticut residents was 80.8 years in 2017 and
80.9 years in 2018 based on preliminary 2018 death data.72;100
Average life expectancy in Connecticut remains higher than
the US (Figure 43) providing evidence that the overall health of
our residents is better than the Nation as a whole. A recent
2016 ranking of life expectancy among US states reported
that Connecticut’s overall life expectancy was ranked 3rd, just
behind California, ranked 2nd, and Hawaii, ranked 1st.101
In the US, important changes in life expectancy are occurring.
After nearly a century of living longer year after year, the US
experienced a plateau in life expectancy from 2011 to 2014 and
annual declines in life expectancy from 2015–2017. The recent
three-year declines were greater among men and occurred
in non-Hispanic White, non-Hispanic Black, and Hispanic
populations. In the US, the declines were driven by a rise in
midlife mortality due to drug overdoses, alcoholic liver disease,
and suicides.99;101;102;103
Connecticut’s life expectancy, while higher than the US, also
plateaued beginning in 2013 but has not declined. This plateau
is not due to our reaching the upper limit of potential life
expectancy improvements but rather represents increased
premature mortality due to preventable conditions. In Connecticut,
alcohol-induced and drug-induced deaths are the primary
driving factors in the reported life expectancy declines for men

and the leveling-off for women.104 While the US life expectancy
has been impacted by suicide deaths, suicides are not a primary
driver in Connecticut.104
When life expectancy is compared for various demographic
subgroups, meaningful differences in population health and
mortality emerge. In general, women tend to live longer than
men. The female advantage in Connecticut was approximately
4.8 years throughout the 2005–2018 period (Figure 43).
Non-Hispanic Asian residents in Connecticut live longer, on
average, than any of the other racial/ethnic groups evaluated,
while non-Hispanic Black residents live the shortest lives
(Figure 44).

Years of Potential Life Lost
Premature mortality is often measured by the number of years
of potential life lost (YPLL) due to death occurring before the
age of 75. In 2017, 11,800 residents of Connecticut died before
the age of 75 resulting in an estimated 200,000 years of potential
life lost to premature mortality that year.105 While not every
person will live to age 75, YPLL provide an overall measure of
premature mortality that can be compared across time or
between population groups.
Connecticut’s age-adjusted YPLL rate was 5,581 per 100,000
people in 2017 which is about 18% lower than the US YPLL rate
of 6,804 per 100,000 people.106 Our lower rate indicates that
people in Connecticut live to age 75 and beyond more often
than the US as a whole — reiterating Connecticut’s longer life
expectancy estimates discussed previously.
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FIGURE 43: Life expectancy by sex, CT and US, 2005-2018
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FIGURE 44: Life expectancy by sex and race/ethnicity, CT, 2005-2018
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Since YPLL measures the number of life years lost, the leading
causes of YPLL are those that affect a lot of people before age
75 (e.g., heart disease and cancer are common after age 50) or
those that incur the loss of many life years by occurring at
younger ages (e.g., accidents, suicide, and perinatal deaths)
When looking at the leading causes of premature death for
both the US and Connecticut, the same top five leading causes
are found; however, Connecticut has a lower proportion of
premature death than the US for cancer, heart disease, suicide,
and liver disease, yet a higher proportion than the US for
accidents (Table 3).106
Accidents refer to unintentional injuries caused by poisoning
(drug- or alcohol-related overdoses), motor vehicles, firearms,
and falls. The elevated rate for accidents in Connecticut reflects
the higher rates of drug-related mortality in our state compared
with the US overall. In Connecticut, accidents represented
24% of the burden of premature death overtaking cancer which
accounts for 21% of the burden (Table 3). Accidental deaths
caused by poisoning, motor vehicles, and firearms were highest
among ages 25–34; in contrast, fall-related deaths were greatest
among residents 85 years and older.
When looking at years of potential life lost by race/ethnicity,
the burden of the leading causes of premature death varies
(Table 4). Liver disease, caused by alcoholic cirrhosis, ranks in
the top 5 for non-Hispanic White residents but not for any other
of the subgroups. Homicide and perinatal death rank 4th or 5th
among non-Hispanic Black and Hispanic residents, out-ranking
suicide. Non-Hispanic Asian residents, who live the longest
lives in Connecticut, are more affected by premature deaths
due to cancer than accidents. Ranking of YPLL by race/ethnicity
highlights how a population subgroup’s profile of premature
mortality reflects the specific disease burden and mortality risk
experienced by that subgroup.

Mortality Rate
Risk for death for many conditions starts to rise in early adulthood and increases steeply in old age. Since age is strongly
related to risk for death, populations with older people will
have higher death rates than populations with younger people.
Age-adjusted mortality rates (AAMRs) adjust the rate of death
for the age distribution of a population to a standard age
distribution, thereby providing a fair comparison between
different places or subgroups at a single point in time or between
different times for the same place or subgroup. Age-adjusted
mortality rate refers to the number of people who died per
100,000 standard population.

The AAMR for all deaths in Connecticut, termed all-cause AAMR,
was 651.2 per 100,000 standard population in 2017 and was the
fourth lowest state rate in the US and the lowest state rate in
New England.107 Over the past decade, the all-cause AAMR has
decreased by 4.3% from 680.5 to 651.2.65 Women consistently
have lower all-cause AAMRs than men — a gap of approximately
28% in 2017 (Figure 45).65
All-cause AAMRs vary by geography. The most current mortality
rates available at the town-level reflect deaths occurring
between 2010 and 2014. The five Connecticut towns with the
lowest AAMRs for 2010–2014 were Cornwall, Westport, New
Canaan, Weston, and Sherman, ranging from 380.8 to 447.0 per
100,00 standard population, while the five Connecticut towns
with the highest AAMRs were North Canaan, New London,
Windham, New Britain, and Ansonia, ranging from 809.2 to
986.7 per 100,000 standard population.108
In terms of race/ethnicity, Connecticut residents who are
non-Hispanic Black have the highest all-cause AAMR at
727.1 deaths per 100,000 standard population (Figure 46).100
Non-Hispanic White residents have higher all-cause AAMRs
(652.5) than Hispanic (516.6), non-Hispanic Asian (346.4),
and non-Hispanic American Indian and Alaskan Native
(283.7) residents.
While the different age distributions of racial and ethnic
subgroups are taken into account when comparing AAMRs,
disparities between groups can be harder to detect because
Connecticut has far fewer deaths for people of color compared
to those for non-Hispanic White residents. In Connecticut, 86%
of deaths (130,515 out of 151,924 from 2013–2017) occurred
to non-Hispanic White residents. Fewer deaths among persons
of color means there is less statistical power to detect group
differences. As the younger residents of Connecticut, who
are a more diverse population, become older and represent a
larger proportion of the deaths, disparities in mortality rates
will be easier to identify. As an example, the low AAMR rate for
non-Hispanic American Indian and Alaskan Native residents was
not significantly different from Hispanic or non-Hispanic Asian
residents; the low statistical power to detect such sizeable rate
differences is reflective of the small numbers associated with
non-Hispanic American Indian and Alaskan Native subgroup.
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TABLE 3: Top five causes of years of potential life lost (YPLL) before age 75, CT and US, 2017

RANK

US

%

CT

%

Top 5 Causes

62%

Top 5 Causes

67%

1

Cancer

19%

Accidents

24%

2

Accidents

21%

Cancer

21%

3

Heart Disease

13%

Heart Disease

13%

4

Suicide

6%

Suicide

6%

5

Perinatal Deaths

4%

Perinatal Deaths

4%

Sources: CDC National Center for Injury Prevention and Control, Web-based Injury Statistics Query and Reporting System (WISQARS).
Retrieved September 19, 2019.

TABLE 4: Top five causes of years of potential life lost (YPLL) before age 75 by race/ethnicity, CT, 2017

RANK

CT

%

NH WHITE

%

NH BLACK

%

NH ASIAN

%

H I S PA N I C

%

Top 5 Causes

67%

Top 5 Causes

71%

Top 5 Causes

63%

Top 5 Causes

66%

Top 5 Causes

66%

1

Accidents

24%

Accidents

25%

Accidents

17%

Cancer

22%

Accidents

26%

2

Cancer

21%

Cancer

22%

Cancer

15%

Accidents

17%

Cancer

18%

3

Heart Disease

13%

Heart Disease

14%

Heart Disease

13%

Heart Disease

12%

Heart Disease

10%

4

Suicide

6%

Suicide

6%

Homicide

9%

Perinatal
Deaths

8%

Perinatal
Deaths

8%

5

Perinatal
Deaths

4%

Liver Disease

4%

Perinatal
Deaths

8%

Suicide

6%

Homicide

4%

Sources: CDC National Center for Injury Prevention and Control, Web-based Injury Statistics Query and Reporting System (WISQARS).
Retrieved September 19, 2019.
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FIGURE 45: Age-adjusted mortality rates by sex, CT, 2013–2017
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Source: CT DPH Surveillance Analysis and Reporting Unit, Single-Year Age-Adjusted Mortality Rates for Connecticut, 2013–2017

FIGURE 46: Five-year age-adjusted mortality rates by race/ethnicity, CT, 2013–2017
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Source: CT DPH Surveillance Analysis and Reporting Unit, Five-year Age-Adjusted Mortality Rates by Race/Ethnicity for Connecticut, 2013–2017
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The National Center for Health Statistics publishes a list of 113
selected, rankable causes of death. The leading causes of death
(LCOD) drawn from this list are ranked by the number of deaths.
The top LCOD represent those illnesses imposing the largest
burden of mortality in Connecticut.

L E A D I N G C AU S E S O F D E AT H
In Connecticut, the top five leading causes of death in 2017
were the same as in the U.S. and in New England, although the
ranked order of the leading causes varied among the three
geographies (Table 5)65;107 The top ranked LCOD tend to be stable
over time, meaning that these causes of death consistently
have the most deaths each year; yet which people are dying
from those causes and the age at which people are dying varies
among population subgroups. Leading causes of death and the
age-adjusted mortality rates for those leading causes often
differ between men and women and between racial and ethnic
groups — reflecting the fact that different populations have
different risk profiles for morbidity and mortality (Table 6).
The top five leading causes of death in Connecticut in 2017
were heart disease, cancer, accidents, chronic lower respiratory
diseases (CLRD), and stroke. Mortality rates for these leading
causes in Connecticut were lower than US mortality rates —
except for accidental deaths for which Connecticut’s rates were
higher (Figure 47). Connecticut also has lower rates of mortality
from cancer and chronic respiratory diseases than the rest of
New England. In New England, but not Connecticut, cancer
caused more deaths than heart disease. Although diabetes is not
ranked in the top five for leading causes of death in Connecticut,
it ranked in the top five for both Hispanic and non-Hispanic
Black residents (Table 6).
Between 2007 and 2017, mortality in Connecticut declined
for heart disease by 15.4%, cancer by 16.6%, and for stroke by
16.8%, while mortality rates for chronic respiratory diseases
did not change. In 2013, Connecticut surpassed the Healthy
People 2020 goal for heart disease mortality and has remained
below that goal through 2017. Although heart disease is the
leading cause of death among both males and females, women
have lower rates of mortality due to heart disease (Figure 48).
Women also have lower mortality rates for cancer and accidents
than men but rates for chronic respiratory diseases and stroke
do not differ by sex.
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When comparing mortality rates across racial/ethnic subgroups,
varying patterns emerge (Figure 49). Non-Hispanic White
residents have higher mortality rates for heart disease and
chronic lower respiratory diseases than non-Hispanic Asian and
Hispanic residents but do not differ from non-Hispanic Black
residents. For cancer, non-Hispanic Black residents had the
highest rates among all subgroups followed by non-Hispanic
White residents who were higher than both Hispanic and
non-Hispanic Asian. For accidents, non-Hispanic White residents
were higher than all of the other race/ethnicity subgroups and
non-Hispanic Asian residents were lower than all of the other
subgroups. For stroke, no disparities were found.100
Accidental deaths include deaths that were unintentionally
caused by poisoning (including drug overdoses and alcoholinduced deaths), motor vehicles, firearms, and falls. The
substantial rise in accidental deaths over the past few years
pushed Connecticut’s age-adjusted mortality rate above the
national rate (Figure 47). Overdose deaths are the primary
driver behind this shift; between 2013 and 2017, the AAMR for
accidental drug overdoses doubled from 14.5 to 29.6 deaths per
100,000 standard population.65 Connecticut experienced more
overdose deaths than the US both overall and in all ten-year
age groups between 15 and 64 years.107 In contrast, accidental
deaths caused by motor vehicles, falls, and firearms have not
increased.65
Mortality indicators serve as an overall metric by which we are
able to assess the health of Connecticut. Our long life expectancy
demonstrates that as a whole, we are a healthy state and our
mortality rates show that, in many ways, we fare better than
other states in our Nation. Nonetheless, we are still experiencing
increases in preventable deaths and we still have wide disparities
in mortality outcomes by race and ethnicity. Throughout this
report, you will learn about many of the risk factors and health
outcomes that lead to our mortality profile.
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TABLE 5: Top five ranked leading causes of death; CT, NE, and US; 2017
R A N K BY N U M B E R O F D E AT H S
C AU S E O F D E AT H (I C D-10 C O D E S)

CT

NE

US

Heart disease (I00-I09,I11,I13,I20-I51)

1

2

1

Cancer (C00-C97)

2

1

2

Accidents (V01-X59,Y85-Y86)

3

3

3

Chronic lower respiratory diseases (J40-J47)

4

4

4

Stroke (I60-69)

5

5

5

Sources: CDC/National Center for Health Statistics, CDC WONDER, Underlying Cause of Death 1999–2017. Retrieved September 19, 2019.

TABLE 6: Top five ranked five-year leading causes of death by race/ethnicity, CT, 2013–2017
R A N K BY N U M B E R O F D E AT H S
C AU S E O F D E AT H (I C D-10 C O D E S)

NH White

NH Black

NH Asian

Hispanic

Heart disease (I00-I09,I11,I13,I20-I51)

1

2

2

2

Cancer (C00-C97)

2

1

1

1

Accidents (V01-X59,Y85-Y86)

3

3

4

3

Chronic lower respiratory diseases (J40-J47)

4

6

5

6

Stroke (I60-69)

5

4

3

4

Diabetes (E10-E14)

9

5

9

5

Sources: CT DPH Surveillance Analysis and Reporting Unit, Five-year Age-Adjusted Mortality Rates by Race/Ethnicity for Connecticut, 2013–2017.
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FIGURE 47: Age-adjusted mortality rates for top five leading causes of death, CT and US, 2017
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Source: CT DPH Surveillance Analysis and Reporting Unit, Single-Year Age-Adjusted Mortality Rates for Connecticut, 2017; CDC/National Center for
Health Statistics, CDC WONDER, Underlying Cause of Death 1999–2017. Retrieved September 19, 2019.

FIGURE 48: Age-adjusted mortality rates for top five leading causes of death by sex, CT, 2017
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FIGURE 49: Five-year age-adjusted mortality rates for top five leading causes of death by race/ethnicity, CT, 2013–2017
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INTRODUCTION

The health and well-being of mothers, infants, and children are important
indicators of community and state health, and are critical for our nation’s
future health, well-being, and prosperity. Although residents of Connecticut
report good health status overall relative to the U.S. as a whole, large health
disparities exist between non-Hispanic White and the non-Hispanic Black/
African American and Hispanic populations. Disparities among the indicators
presented in this chapter are significant and persistent. Addressing racial and
ethnic disparities in the state is a priority. Reducing disparities in maternal
and child health indicators remains one of the major challenges facing the
public health community, requiring coordinated and simultaneously executed
multi-ecological strategies.
The data described below indicate that major improvements in the health of
mothers, infants, and children in Connecticut have been made; most notably,
declines in infant mortality and teen birth rates. However, much remains to
be done to achieve optimal outcomes for all Connecticut mothers, infants,
and children. The lifelong effects of race, racism, social class, poverty, stress,
environmental influences, health policy, and other social determinants of
health are reflected in the elevated rates of adverse outcomes and persistent
disparities. The continuation of evidenced-based programs, coupled with
efforts to increase health equity and address social determinants of health,
is essential to achieving improved birth outcomes and reducing/eliminating
disparities. While we continue to strive to reduce health inequities, these
challenges also are apparent at the national level and are not unique
to Connecticut.
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PRECONCEPTION AND PREGNANCY
Health begins in the womb, and the health of a woman before and throughout her pregnancy
can profoundly influence the lifelong health of her fetus.1 The conditions and exposures that
babies encounter in utero and resulting health outcomes can be optimized through family
planning efforts that improve pregnancy intention, planning, and prenatal care that prevents
adverse birth outcomes.

Pregnancy Intention and Planning
Pregnancy intention refers to whether a pregnancy is wanted
or expected. Circumstances that might make a pregnancy
unintended include desire (i.e., did not desire pregnancy then
or at any time in the future) or timing (i.e., the pregnancy
occurred earlier than desired). Unintended pregnancy can lead
to increased health risks for both the woman and baby; if the
pregnancy is unintended, a woman’s health status might not be
optimal for childbearing and prenatal care might be delayed.2
Unintended pregnancy also can limit a woman’s opportunities
for higher education, employment, and income stability.3
Additionally, unintended pregnancy can be costly to federal
and state governments due to expenditures related to births,
abortions, and miscarriages. In 2010, it was estimated that
public spending for unintended pregnancies in Connecticut
totaled $209 million, with $80.1 million paid for by the state.

Strategies to reduce unintended pregnancies include, increasing
access to contraception (specifically more effective and longer
acting reversible forms of contraception) and increasing correct
and consistent use of contraceptive methods overall.2 Data on
unintended pregnancies can be used to help assess the unmet
need for contraception and family planning services.

U N I N T E N D E D P R EG N A N C I E S
Data on unintended pregnancies can be used to help assess the
unmet need for contraception and family planning services.2
Among women who gave birth to a live born infant in Connecticut
(i.e. excludes abortions and fetal loss), approximately 25%
of deliveries were reportedly unintended pregnancies, meeting
the state’s goal of no more than 25.7% of pregnancies being
unintended. The percent of unintended pregnancies in Connecticut
has declined over the past five years. Although unintended
pregnancies have decreased overall, women of color were more
likely to have an unintended pregnancy than non-Hispanic
White women (Figure 1.1).

PERCENTAGE OF PREGNANCIES

FIGURE 1.1: Percentage of unintended pregnancies among women having a live birth by maternal race/ethnicity, CT, 2016
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T E E N P R EG N A N C Y A N D B I R T H S
Teens (defined as ages 15–19) from families of low socioeconomic
status (i.e. low educational attainment or low income) or teens
in the child welfare system (i.e. in foster care) are at higher risk
of teen pregnancy and birth than other teens.4
Teens who become pregnant or give birth have lower educational
attainment and income. Compared to their peers, teen parents
are less likely to graduate from high school or college or be fully
employed as adults. Also, they are more likely to experience

an intergenerational cycle of teen parenting. Children of teen
mothers are more likely to experience adverse outcomes that
increase public sector costs, such as higher rates of dependence
on public healthcare and welfare. As adolescents, children
of teen mothers have higher incarceration rates and lower
earnings.4;5;6;7
In our state over the last decade, teen births declined three-fold
overall and declined among teens of all races/ethnicities. These
declines mirror national trends. In 2017, the national teen birth
rate was 7.9 births per 1,000 for females aged 15–17 and 35.1
births per 1,000 for females aged 18–19, lower than the national
Healthy People 2020 targets of 36.2 births per 1,000 for females
aged 15–17 and 104.6 births per 1,000 for females aged 18–19.8;9
Despite the decrease in rates, disparities between racial/ethnic
groups remain stable, with Hispanic teens 10 times more likely
and Black teens 5.6 times more likely than White teens to have a
teen birth in 2018 (Figure 1.2).

Short Interpregnancy Intervals

CONNECTICUT RANKS
3RD LOWEST FOR TEEN
BIRTH RATE IN THE US
Across all 50 states, teen pregnancy
and childbearing are at historic lows.
In our state:
• The
	
teen birth rate has declined
across all racial/ethnic groups,
however disparities are still present.
• Most
	
teen births are to older teens
(ages 18–19).
• The
	
teen birth rate decline in 2015
resulted in public savings of
$39 million.
Source: Power to Decide. Connecticut Data.
https://powertodecide.org/what-we-do/information/
national-state-data/connecticut
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For women experiencing multiple pregnancies throughout her
lifetime, sufficient spacing between pregnancies is important for
a healthy birth outcome. The infants of women who have short
interpregnancy intervals, defined here as pregnancies resulting
in live births conceived within 18 months of a previous live birth,
are at an increased risk of adverse outcomes such as preterm
birth, low birthweight, and small for gestational age, and infant
death.10 The Healthy People 2020 goal for the percentage of
all pregnancies with short interpregnancy intervals is 29.8% for all
pregnancies, including those that result in pregnancy loss.11
Among Connecticut mothers who delivered a live birth in 2016,
26.6% of mothers conceived that child (singletons only) within
18 months of a previous live birth. This percentage was lower
than national percentage of 29.3% for that same year. When
comparing subgroups of women, different patterns emerge.
Non-Hispanic White residents in Connecticut are most likely
to have a short interpregnancy interval among all racial/ethnic
groups, regardless of age group (Figure 1.3). Women ages
15–19 years are the most likely age group to have a short interpregnancy interval consistently across all race/ethnicity groups
— with three out of five women (61.5%) conceiving again within
18 months. The likelihood of a short interpregnancy interval
declines with increasing maternal age in Connecticut (Figure 1.3).
Among all deliveries between 2016 and 2018, the percentage
of women with private insurance who had short interpregnancy
intervals (28.8%) was higher than that for women with Medicaid
(23.2%). However, for non-Hispanic Black, Hispanic, and teen
populations, the percentages with short pregnancy intervals do
not differ between private insurance and Medicaid.
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FIGURE 1.2: Birth rate among teens ages 15–19 by race/ethnicity, CT, 2000–2017
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FIGURE 1.3: Percentage of live births with short interpregnancy interval by maternal age group and race/ethnicity, CT, 2016–2018
Births Registry, Connecticut Department of Public Health Office of Vital Records and Surveillance Analysis and Reporting Unit,
2016–2017 and provisional 2018 data.
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PA R T N E R S H I P S P O T L I G H T: E V E R Y W O M A N C O N N E C T I C U T
L E A R N I N G C O L L A B O R AT I V E
• G
 oal: Increase the expertise and self-efficacy
of health care workers to implement
routine pregnancy intention screening and
appropriate care, education, and services to
ultimately improve birth spacing and increase
pregnancy intentionality and discussions
around health before and between conceptions.
• 3 26 providers from 39 cities/towns and 9
statewide programs have been involved.
• C
 ollaborative members receive access to
implement One Key Question screening in
their respective sites and programs, by
asking women, “Would you like to become
pregnant in the next year?”
For more information, see: www.everywomanct.org
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 he screening tool is used by community• T
based teams of clinicians and partners in
communities with high volume/burden
of poor birth outcomes who demonstrate
readiness for this program.
• Connecticut Department of Public Health is
incorporating One Key Question screening
into several Department of Mental Health and
Addiction Services sponsored programs that
provide “whole person care” to women and
men of childbearing ages who are suffering
from mental health illness, substance use
disorders, and other chronic comorbidities
within a behavioral health medical home
framework.
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Preconception care and family planning efforts — such as
educational efforts around the potential risks of short
interpregnancy interval — are essential to making sure that
a woman is healthy and ready for pregnancy before she
conceives.12 Previous research has found approximately 55%
of live births with short interpregnancy intervals were
unintended.13 Increased access to and use of long-acting reversible
contraceptives (LARCs) has been shown to reduce the rate of
women with short interpregnancy intervals.14 Older women
trying to conceive a second time may often have to consider
the risk of adverse birth outcomes associated with advanced
maternal age with those of short interpregnancy intervals
when planning to get pregnant.15 Research supports lower
rates of pregnancy unintention among pregnancies with short
interpregnancy intervals for women that are older, college
graduates, and using a primary payer other than Medicaid for
delivery.13 Further understanding of the dynamics of pregnancy
intention and family planning, race/ethnicity, and socioeconomic
status as it relates to short interpregnancy intervals in
Connecticut is needed, particularly among teenage mothers
for whom the risk is highest.

Care during Pregnancy
To assure optimal health outcomes for a pregnant woman and
her child, preventive care is critical. Early and continuous
prenatal care, including oral health care, throughout a woman’s
pregnancy helps medical providers identify and treat health
problems early. Doing so can support the health of the mother
and provide unborn babies with as healthy of a start to life
as possible.

P R E N ATA L C A R E
Beginning prenatal care in the first trimester of pregnancy and
following the prescribed visit schedule improves the likelihood
of positive health outcomes for mother and baby.16 Infants
whose mothers do not receive prenatal care are three times
more likely to be born low birthweight and five times more likely
to die compared to infants born to mothers who receive prenatal
care.17 Early and regular prenatal care is protective against
maternal and infant adverse outcomes, including infant mortality,
low birthweight, and maternal complications. By receiving early
and continuous care, early diagnosis, treatment, and prevention
of health problems is more likely and doctors can also discuss
topics such as breastfeeding, infant safe sleep environment,
and depression to help promote health and well-being in the
postpartum period.
Healthy People aims for 77.9% of women to have early prenatal
care. Connecticut has exceeded that goal for the past three

years (84% for 2016–2018) and fares better than the U.S. as well
(77% in 2016 and 2017).18,8 Percentages of women receiving
early prenatal care also appear to have been higher than the
Healthy People 2020 goal of 77.9% for years before 2016, with
the minimum percentage of 85.4% occurring in 2001. However,
caution in comparing rates before and after 2016 is warranted
due to changes in collection methods. Due to shifts in rates
between 2015 and 2016, reporting of long term trends for timing
of prenatal care initiation is limited to the years prior to 2016.19
In 2016, Connecticut adopted the 2003 Revision of the US Birth
Certificate which included changes to how timing of prenatal
care initiation was collected. Specifically, the 2003 Revision
collects the date of the first prenatal care visit rather than the
month of pregnancy during which prenatal care began. Due
to these changes, rates based on prenatal care timing are not
directly comparable between Revisions. Internal review by DPH
suggests that reporting of date of prenatal care initiation, rather
than month, yields more accurate estimates of timing of prenatal
care initiation and thus rates for 2016 and later are considered
to have slightly higher validity than those released prior to 2016.
Rates of early prenatal care utilization for the entire population
of Connecticut were stable from 2000 to 2015. Many subgroups
of women have shown no appreciable change in rates of early
prenatal care. For the period 2000–2015, percentages of early
prenatal care initiation were stable for non-Hispanic Asian
(88.2%) women, mothers aged 25 years and older (Figure 1.4),
and mothers with private insurance (92.6%). Among women
with Medicaid as payer, rates declined between 2000 and 2006,
but held stable (72.5%) between 2006 and 2015. Improvement
did occur among women under 25 years of age (Figure 1.4) and
among Hispanic women (76.5% to 83.1%). Improvement also
occurred in non-Hispanic Black populations beginning in 2006
and through 2015 (74.7% to 81.8%). Non-Hispanic White women
showed a modest decline from 93.5% to 91.0% between 2000
and 2013.
While the earlier data provides information on changes over
time, analysis of newer data on rates of prenatal care for the
period 2016–2018 reveals current disparities by race/ethnicity,
maternal age group, and primary payer at delivery. Across all
payer types, non-Hispanic Black and Hispanic women have the
lowest rates of early prenatal care initiation with a rates that
were 8–10 percentage points lower than non-Hispanic White
women (Figure 1.4). When comparing age groups, the percentage
of women aged 15–24 years with early prenatal care is 10
percentage points lower than mothers 25 years and older. The
largest gaps in early prenatal care occurred between payer types.
Across all races and ethnicities, women with Medicaid insurance
were less likely to have early prenatal care compared with private
insurance (Figure 1.5), a difference of 12 percentage points.
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FIGURE 1.4: Percentage of pregnant women who received early prenatal care by maternal age group, CT, 2000–2018
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Source: CT DPH Office of Vital Records and Surveillance Analysis and Reporting Unit, Birth Registry. 2000–2017, and provisional 2018 data.

FIGURE 1.5: Percentage of pregnant women who received early prenatal care by race/ethnicity and delivery payer, CT, 2016–2018
Births Registry, Connecticut Department of Public Health Office of Vital Records and Surveillance Analysis and Reporting Unit,
2016–2017 and provisional 2018 data.
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FIGURE 1.6: Percentage of women who had a dental cleaning during their most recent pregnancy by maternal race/ethnicity,
CT, 2017
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Source: Pregnancy Risk Assessment Monitoring Systems.

DPH strives to improve access to prenatal care by supporting
primary care sites and providing free pregnancy testing at family
planning clinics. At these sites, patients are referred for early
prenatal care, in keeping with established protocols. Outreach
services in Hartford and New Britain through the federal Family
Wellness Healthy Start program help encourage pregnant
women to utilize early and regular prenatal care. Additionally,
changes in 2015 in the state’s public insurance policies, such as
expanding eligibility for pregnant women with incomes up
to 263% of the federal poverty level (FPL) and presumptive
eligibility for pregnant women,20 could continue to encourage
early entry into prenatal care.

D E N TA L V I S I T S D U R I N G P R EG N A N C Y
Maintaining oral health during pregnancy is critical to promote
both the health of the mother and her unborn child or children.
Gum disease in pregnant women is linked to preterm births,
and mothers with high rates of tooth decay and without good
preventive dental care are more likely to have children who
develop cavities and are less likely to seek preventive dental
care for their children.21

Just over half of Connecticut women delivering a live born infant
reported having a dental cleaning during their most recent
pregnancy (Figure 1.6). Compared to non-Hispanic White women,
women of other racial and ethnic groups were less likely to
report receiving a dental cleaning during their most recent
pregnancy. Non-Hispanic women of races other than black or
white were the least likely to report receiving a dental cleaning
during pregnancy, followed by Hispanic and non-Hispanic
Black women.
The likelihood of having a dental cleaning during pregnancy
increased with maternal age. Women in their 20s were less likely
to have a dental cleaning, whereas three out of five women
ages 30 and over had a dental cleaning. Women with private
insurance were most likely to receive a dental cleaning during
their most recent pregnancy, compared to women on Medicaid
and those who were uninsured.
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PA R T N E R S H I P S P O T L I G H T:
M AT E R N A L A N D C H I L D H E A LT H ( M C H ) C O A L I T I O N
• T
 he MCH Coalition has over 100 members
representing all aspects of maternal and
child health.
• T
 he Coalition examines state data related
to preterm births, low birthweight, infant
mortality, and associated racial/ethnic health
disparities, and has deep understanding of
related policies and programs in Connecticut
and other states.
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• A
 State Plan to Improve Birth Outcomes
was developed to reduce perinatal health
disparities and improve the health of women
and infants across the life course.
For more information, see:
www.everywomanct.org/about-the-pibo
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B I R T H O U TC O M E S
The perinatal period refers to the period immediately before and after birth. The World Health
Organization defines the perinatal period as beginning at 22 completed weeks of gestation
and ending seven completed days after birth.22 The health of the mother and child during this
period are closely intertwined and indicators during the perinatal period provide an indication
of the quality of health care before, during, and after pregnancy.24;25 Specifically, perinatal
health is linked to birth outcomes including preterm and low birthweight births and infant and
maternal mortality.

Preterm and Low
Birthweight Births

preterm and/or low birthweight are at risk for serious health
consequences, such as respiratory problems, intellectual
and developmental disabilities, vision and hearing loss, and
cerebral palsy.29;30 It is estimated that preterm birth costs the
US at least $26.2 billion annually.31

Preterm and low birthweight births, referring to infants born
before 37 completed weeks gestation and infants weighing
less than 5 lbs. 8 oz., respectively, are standard measures of
perinatal health globally. Both indicators are important for
predicting infant survival, child development, and well-being.26
They also frequently occur together as the majority of births
that are preterm are also low birthweight. Preterm birth and
low birthweight are among the leading causes of infant
deaths in Connecticut as well as nationally.27;28 Infants born

PRETERM BIRTH
Major risk factors for preterm birth include pre-eclampsia or
eclampsia, previous preterm birth, periodontal disease, low
body-mass index of the mother, and the experience of being a
black woman in the United States. Mothers carrying multiples
are also at an increased risk for preterm birth.32 Since preterm

FIGURE 1.7: Trends in preterm birth (all pluralities) by race/ethnicity, CT, 2007–2018
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delivery is more common among multiples, rates of preterm
birth are often reported separately for all births and for single
infant births (singletons). Rates of multiple births also vary
between population subgroups. Providing rates for singletons
only removes the influence that varying rates of multiple births
may have on overall preterm rates.
The national rate of preterm births among all multiples rose over
the period 1980–2006. Major drivers behind the upward trend
were increases in non-medically indicated inductions, cesarean
deliveries, and use of assisted reproductive technology, such as
in vitro fertilization which often results in multiple births.33 Since
2007, national rates of preterm birth declined. This decline has
primarily been attributed to reductions in the number of births
to women <25 who are more likely to have preterm births as
well as reduced rates of preterm birth across all maternal age
groups.34 These reduced rates across all maternal age groups
have been attributed to fewer multiple births, state-level smoking
bans, and interventions including use of hormonal interventions
in women at high risk for preterm birth.35 However, declining
preterm birth rates hit a low of 9.6% in 2014 have increased
annually through 2017.36;37
Connecticut had a lower rate of preterm birth in 2017 compared
to U.S. as a whole (9.5% versus 9.9%, respectively).23 The Healthy
People 2020 target aims to reduce preterm birth to no more
than 9.4% of all live births. Connecticut reached the Healthy
People 2020 preterm birth rate goal of 9.4% in 2013 after
declining from a peak in preterm birth rates of 10.4% in 2005
(Figure 1.7). However, the preterm birth rate has not consistently

stayed below the HP2020 goal since 2013. In 2016 and 2017, the
state rate for preterm birth among all pluralities was 9.4% and
9.5%, respectively. Preliminary data for 2018 suggest that rates
were similar to those in 2017. In Connecticut, the long-term
declines in preterm birth rates appear to have slowed or possibly
ceased altogether during the period of 2014–2018. These rate
changes are similar to trend changes at the national level.36;37
Within Connecticut, disparities by race/ethnicity, primary
payer, and age persist. As with many adverse birth outcomes,
non-Hispanic Black women consistently have the highest
percentage of preterm births but their rates have shown continual,
yet modest, improvement since 2006. Rates among non-Hispanic
White mothers are trending lower as well. In contrast, rates
of preterm births among Hispanic women, which are higher
than the rates among non-Hispanic white women, have slightly
worsened since 2000. Preterm births among non-Hispanic
Asian women are more variable from year to year and have not
shown evidence of rate changes over time.
While race and ethnicity are key to understanding differences in
risk of preterm birth in Connecticut mothers, insurance status is
also a strong predictor of risk. For both Hispanic and non-Hispanic
White women, the rate of singleton preterm birth is significantly
lower for women with private insurance versus Medicaid
as the delivery payer (Figure 1.8). However, both Hispanic and
non-Hispanic White women on Medicaid have lower rates
of singleton preterm birth than non-Hispanic Black women
with private insurance in Connecticut.

FIGURE 1.8: Singleton preterm birth rate by race/ethnicity and delivery payer, CT, 2014–2018
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FIGURE 1.9: Trends in low birthweight (all pluralities) by race/ethnicity, CT, 2000–2018
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Singleton preterm birth rates in Connecticut differ among
maternal age groups. When comparing women across 5-year age
groups, singleton preterm births were highest among women
ages 40 years and older (9.7%), higher among teens aged 15–19
years (9.3%) and lowest among women for 30–34 years of age
(6.9%) for the combined years of 2014–2018. Thus, women at
both ends of the age spectrum are at highest risk for preterm
birth in Connecticut which is consistent with national data. While
teenage and older mothers often share risk factors for preterm
birth, such as low socioeconomic status, smoking, and body
mass extremes, physiological immaturity is a primary risk factor
specific to teenage mothers and preexisting chronic disease
conditions is a primary risk factor specific to mothers over
40 years of age.34

LO W B I R T H W E I G H T
The risk factors involved in preterm birth are multiple and
complex. Low birth weight in an infant is associated with two
underlying risks: a preterm delivery in which case the infant had
less time to grow or a full-term delivery in which case the infant
did not grow as large as expected based on population rates
(a condition known as small-for-gestational-age). Infants who
are born with low birthweight are often preterm and therefore
share many of the same risk factors and outcomes discussed
in the Preterm Births section. Infants who are born small for
their gestational age (SGA) have been associated with maternal

pre-pregnancy underweight or inadequate gestational weight
gain, substance use during pregnancy, hypertensive conditions,
short stature, and multiple births.38
Rates of low birthweight in Connecticut (8.1%) were not different
than the national rate (8.2%) in 2017.23 Healthy People 2020
aims for low birthweight rates to be reduced to 7.8%. Connecticut
surpassed that goal in 2014 as part of a declining trend in the
rate of in low birthweight between 2006 and 2014 (Figure 1.9) but
recent years have ticked back up with the rates of low birthweight
in 2015, 2016, 2017, and 2018 (preliminary data) being 7.9%,
7.8%, 8.1%, and 7.6%, respectively. These recent shifts in
rates are consistent with the trend changes for preterm births
described in the previous section and are similar to national
trends.37 Reasons for lack of continued decline in both preterm
and low birthweight births since 2015 warrants further research
(Figure 1.9).
Disparities by race/ethnicity and trends over time by race/ethnicity
of low birth weight rate are also similar to those for preterm
birth rate. Non-Hispanic Black women have the highest rate of
low birth weight over the period 2000–2018 but show a decline
from 2006 to 2018 (Figure 1.9). Rates in non-Hispanic White
women are lowest compared to other race/ethnicities and
have also been declining since 2006. Low birthweight rates for
Hispanic and non-Hispanic Asian women have remained steady
between 2000–2018.
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FIGURE 1.10: Singleton low birthweight by race/ethnicity and delivery payer, CT, 2014–2018
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FIGURE 1.11: Singleton low birthweight by maternal age group, CT, 2014–2018
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Non-Hispanic White and Hispanic women on Medicaid were
more likely to have a low birthweight singleton baby when
compared to women with private insurance coverage, but there
was no evidence to suggest such a difference for non-Hispanic
Black and non-Hispanic Asian women, a pattern similar to those
for rates of preterm birth (Figure 1.10). Trends in singleton
low birthweight for women on Medicaid have improved from
10.0% to 7.9% between 2001 and 2014 but have since stabilized
at an average of 7.7% in recent years. Rates of singleton low
birthweight for women with private insurance remained stable
around an average of 4.6% for the period 2001–2018.
Much like preterm birth, the likelihood of low birthweight
increases toward both the younger and older ends of the
maternal age spectrum. Similar to preterm birth rates, women
ages 30–34 are the least likely to have a low birthweight baby
in Connecticut (Figure 1.11).
While preterm and low birthweight rates have similar patterns
overall and among subgroups of women, differences between
the two outcomes exist when comparing maternal age groups
over time. Singleton preterm birth rates across maternal age
groups (teenagers, 20–34 year olds, and 35–54 year olds) have
shown steady declines over the period 2000–2018. In contrast,
overall rates of singleton low birthweight have remained steady
over that same period and have increased among both the
lowest risk age group (20–34 year olds) and the intermediate risk
age group (35 years and older, Figure 1.12). Reasons behind an
apparent rise in the rate of singleton low birthweight in mothers
outside of the teenage age group warrants further investigation
and monitoring in Connecticut.

Infant Mortality
Infant mortality rate (IMR), which is the number of infant deaths
within the first year of life per 1,000 live births, is an indicator
of the overall health and well-being of a population.28 The IMR in
the United States is higher than that of other developed nations.39
The leading cause of infant mortality in the United States is
congenital malformations, followed by short gestation and low
birthweight, Sudden Infant Death Syndrome (SIDS), maternal
complications, and unintentional injuries.40
Over the past decade the overall IMR for the U.S. as a whole has
declined to 5.8 deaths per 1,000 live births in 2017 from a 6.8
deaths per 1,000 live births in 2007.41;28 Declines in the national
IMR have been attributed to declining counts of infants born
at younger gestational ages and improved survival of infants
regardless of gestational age at birth.42 Connecticut’s infant
mortality rate was 4.6 deaths per 1,000 live births in 2017,
down from 5.9 deaths per 1,000 live births in 2005 — a
decrease of about 2.4% each year (Figure 1.13). Our IMR has
consistently remained well below both the US rate and the
Healthy People 2020 target of 6 deaths per 1,000 live births
since 2010.43
Reductions in the state IMR are driven by declines across many
subgroups. Declines were observed among all race and ethnicity
subgroups (except non-Hispanic Asian infants for which counts
were too small for analysis) and were strongest among our
highest risk group, non-Hispanic Black residents, who showed
an average decrease of 2.8% annually (Figure 1.13). Since 2005,
IMRs among infants to mothers with private insurance have
declined at about 3.5% each year (Figure 1.14). IMRs for babies

FIGURE 1.12: Singleton low birthweight by maternal age group, CT, 2000–2018
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FIGURE 1.13: Infant mortality rate by race/ethnicity, CT, 2005–2017
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FIGURE 1.14: Infant mortality rate by delivery payer, CT, 2005–2017
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with mothers on Medicaid declined quite markedly from
2005–2011 at about 6.8% annually but then plateaued from
2011–2017 (Figure 1.14). Among infants born to mothers aged
25–39 years, IMRs declined from 2005–2017 while infants born
to women under 25 years and over 40 years did not have any
long-term trend changes during those years.
Progress is being made in reducing Connecticut’s IMR and in
reducing the disparity between black and white infants. Our
state was recently cited as ranking eighth among all states for
reducing the black-white infant mortality gap over the period
1999–2013.44 Nonetheless, there is still work to be done.
Non-Hispanic Black infants were more than three times as likely
to die and Hispanic infants were 1.5 times more likely to die
than non-Hispanic White infants in Connecticut in 2017
(Figure 1.13). Infants born to mothers under 25 years of age
were almost twice as likely to die as babies born to mothers
35–39 years old (2013–2017 births).

Maternal Mortality
Many chronic conditions and diseases are associated with
pregnancy complications. Rising rates of chronic disease such
as obesity, hypertension and cardiovascular disease have
contributed to the rise in maternal deaths.45,46 Research shows
that 40% of deaths from pregnancy-related complications are
potentially preventable through improvements to health before
pregnancy and improved quality of medical care.47 To prevent
maternal mortality, the following are important to promote:
• Preconception health. A healthy pregnancy begins before
conception. Improving women’s health across the lifespan and
preventing chronic disease results in healthier pregnancies
with fewer complications.48;49 Treatment of cardiovascular
disease prior to conception may help prevent maternal deaths
caused by cardiovascular complications.45
• P
 renatal care. Having prenatal care is associated with healthy
pregnancy outcomes, especially during the first trimester.50
Management of chronic conditions during pregnancy is
key to preventing complications throughout pregnancy and
delivery.48 To promote access to prenatal care, the 2010
Affordable Care Act requires insurance plans to cover
antenatal and maternal care.
• M
 edical care improvement. Improvements to hospital
protocol and patient safety tools have been found to be
effective strategies to reduce maternal mortality. In one study,
severe maternal morbidity from hemorrhage was reduced

by 20 percent through a collaborative quality improvement
program.51 Systems to detect early warning signs can prevent
delays in diagnosing and treating conditions that lead to
maternal death.52 Quality improvement toolkits, maternal early
warning systems and other resources are available to support
and guide quality improvement efforts in health facilities.
In the US, maternal mortality has been on the rise, increasing
26.6% from 2000 to 2014.53 Compared with other high-income
countries in North America and Western Europe, the United
States has the highest rate of maternal mortality despite a global
trend of decreasing maternal deaths.54
There are substantial and persistent disparities in maternal
deaths by race and ethnicity. Specifically:
• For Black women, the rate of maternal mortality has been
three to four times that of White women for over a century.49
• 47.2 maternal deaths per 100,000 live births occurred up to
42 days postpartum among non-Hispanic Black women, 2.6
times the maternal death rate of non-Hispanic White women
(18.1 deaths per 100,000 live births), and 4 times higher than
the rate among Asian/Pacific Islander women (11.6 deaths
per 100,000 live births) and Hispanic women (12.2 deaths per
100,000 live births).55
In addition, women at greater risk of maternal
mortality include:
• W
 omen aged 40 or older, with 31.9 percent of maternal
deaths from 2013–2014 occurring in this population.56
• Women who are obese.57
• U
 ninsured women, who are three to four times more likely
to die of pregnancy-related complications than their insured
counterparts.50
In 2018, Connecticut passed legislation establishing a maternal
mortality review program to review medical records and data
related to each maternal death case in the state. The legislation
also established a maternal mortality review committee within
CT DPH to conduct a comprehensive, multidisciplinary review of
cases in order to identify factors associated with maternal
mortality and make recommendations to reduce the incidence
of maternal deaths. Through the work of this committee, CT
identifies and characterizes these maternal deaths as PregnancyRelated or Pregnancy-Associated maternal deaths, which are
approximately 8–10 maternal deaths per year.
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E A R LY L I F E
The health of a baby can be maximized during the first year of life through breastfeeding
promotion and a healthy and safe home environment.

Breastfeeding
Breastfeeding has been shown to promote the health and
development of infants, as well as their immunity to disease. It
also confers a number of maternal health benefits, such
as a decreased risk of breast and ovarian cancers and other
chronic conditions, including cardiovascular disease.
National trends demonstrate that while breastfeeding rates
are rising, 87.6% of women who gave birth to a live born infant
in 2017 reported initiating breastfeeding,58 infants born to
households living in poverty, or to parents who are younger,
unmarried, receiving WIC benefits, or with low educational
attainment are less likely to be breastfed.59 While overall most
infants in Connecticut are breastfed, babies of non-Hispanic
Black women were the least likely to be breastfed, however this
is not statistically significant (Figure 1.15).
Ways to support a woman’s decision to breastfeed include:
ensuring access to lactation support, including breast pumps,
consistent with the Women’s Health Provisions of the Affordable
Care Act; increase employee and employer awareness and

understanding of their ‘rights and responsibilities’ under State
and Federal breastfeeding laws; provide targeted technical
assistance and support to breastfeeding friendly work places,
schools, hospitals, and medical offices to ensure compliance
with State and Federal workplace lactation accommodation
laws; and engage and plan with established community support
networks to promote health equity in breastfeeding initiation,
exclusivity and duration.

Neonatal Abstinence Syndrome
Neonatal Abstinence Syndrome (NAS) refers to a group of
conditions caused when a neonate (i.e., a newborn less than 28
days of age) withdraws from certain drugs to which the infant
was exposed in the womb before birth.60 Most commonly,
NAS is caused by maternal chronic opioid exposure. All opioids
can cause withdrawal symptoms, including methadone and
buprenorphine which can be used for opioid treatment, as well
as short-acting agents such as oxycodone, heroin and fentanyl.
NAS is characterized by behavioral dysregulation that occurs
within 2–3 days of birth. Signs and symptoms include altered

FIGURE 1.15: Percentage of infants who are ever breastfed by maternal race/ethnicity, CT, 2017
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FIGURE 1.16: Number of hospital discharges for infants born with Neonatal Abstinence Syndrome (NAS), CT, 2003–2017
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Nationally, one baby is born with signs of NAS every 15 minutes.63
From 2004 to 2014, the incidence of NAS in the United States
increased 433%, from 1.5 to 8.0 per 1,000 hospital births.
In our state, the number of hospital discharges for infants born
with NAS in 2017 was three times higher than the number in
2003 (Figure 1.16). This increase in infants born with NAS follows
the increasing prevalence of opioid use in pregnancy in our
state. As a note, the number of discharges before 2015 cannot
be directly compared to discharges from 2016 onwards due
to a change in data classification that started in October 2015.
While we do not have multiple years of trend data following this
data classification transition, we do see a slight decrease in the
number of hospital discharges for infants born with NAS from
2016 to 2017. As we gather additional years of data, we will be
able to see if this trend continues.
The rate of Connecticut infants born with NAS also increased
between 2003 and 2017, though again rates before 2015
cannot be directly compared to rates after 2016 due to the data
classification changes (Figure 1.17).

FIGURE 1.17: Rate of infants born with Neonatal Abstinence
Syndrome (NAS), CT, 2003–2017
NAS RATE PER 1,000 LIVE BIRTHS
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long-term effects on children which include neurodevelopmental
problems, learning disabilities and behavioral problems.61;62
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PROGRAM SPOTLIGHT: COLLABORATING TO ADDRESS NEONATAL
ABSTINENCE SYNDROME
Understanding prenatal substance exposure
and its effects and educating communities
about teratogenic (i.e. causing malformation of
an embryo) effects of drugs during pregnancy
will help reduce NAS incidence in our state.
Populations of focus for these efforts include:
young women, medical providers, social
services and treatment providers, schools,
higher education programs, child welfare
staff, and foster/adoptive parents. A universal
protocol that defines screening procedures
for maternal substance misuse and substance
use disorder needs to be developed and
executed to implement comprehensive
treatment for infants at risk or showing
withdrawal symptoms.
To achieve this aim, collaborative partnerships
have formed in our state between nongovernmental professional organizations,
multiple state agencies, and public/private
professional organizations.
Partners include:
• C
 onnecticut Department of Public
Health (DPH),
• C
 onnecticut Special Supplemental Nutrition
Program for Women, Infants, and Children
• C
 onnecticut Perinatal Quality Collaborative
(CPQC),
• N
 eonatal Abstinence Syndrome:
Comprehensive Education and Needs
Training (NASCENT) Project,
• C
 onnecticut Substance Exposed InfantsFetal Alcohol Syndrome Disorder (SEI-FASD)
Collaborative,
The Health of Connecticut | Maternal, Infant, and Child Health

• T
 he Connecticut Alcohol and Drug
Policy Council,
• T
 he Women’s Services Practice Improvement
Collaborative (WSPIC).
Connecticut Department of Public Health
efforts specifically include:
• P
 articipating in the statewide NAS
collaborative: Connecticut Perinatal Quality
Collaborative;
• A
 nalyzing hospital discharge datasets to
identify the number of infants with NAS and
sharing data with partners proactively;
• T
 racking Fetal Alcohol Syndrome, starting in
early 2019.
• S
 trengthening bio-surveillance by
conducting ongoing surveillance of the
opioid crisis statewide.
• A
 dding substance use and withdrawal
symptom fields to the Connecticut Newborn
Screening System and prompting a new set
of questions when NAS is present.
• I mproving near real-time surveillance of the
incidence of NAS statewide in order to inform
prevention, treatment, and recovery services
and resources across the state.
• P
 lanning to implement the opioid
supplement in the Pregnancy Risk
Assessment Monitoring (PRAMS)
Questionnaire starting in April 2019.
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C H I L D R E N W I T H S P E C I A L H E A LT H C A R E N E E D S
Children with special health care needs have or are at increased risk for chronic, physical,
developmental, behavioral, or emotional conditions. In addition, they often require more
health-related services beyond what is required by children generally.64 To support their
complex health needs and achieve optimal health outcomes, it is essential to create an
effective system of care that focuses on:
• Community-based services,
• Access to a medical home,
• Adequate insurance,

• Early continuous screening,
• Transition to adulthood, and
• Families as partners.

FiGURE 18: Systems of Care for Children with Special Health Care Needs
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Health Insurance Coverage for Children
There is a well-documented benefit for children in having health
insurance. Research has shown that children who acquire
health insurance are more likely to have access to a usual source
of care, receive well child care and immunizations, to have
developmental milestones monitored, and receive prescriptions
drugs, appropriate care for asthma, and basic dental services.
Serious childhood problems are more likely to be identified early
in children with insurance, and insured children with special
health care needs are more likely to have access to specialists.
Insured children not only receive more timely diagnoses of
serious health care conditions, but they also experience fewer
avoidable hospitalizations, improved asthma outcomes and
fewer missed school days.65

insurance over the last 15 years. In 2001, nearly three-quarters
of children and youth with special health care needs had private
insurance (73%) and less than one-third had public insurance
(30%). However, in 2016, the proportion of children and youth
with special health care needs who had either private or public
insurance was split relatively evenly (54% and 48%, respectively).
Almost one in four American children with continuous insurance
coverage are not adequately insured. Inadequately insured
children are more likely to have delayed or forgone care, lack a
medical home, be less likely to receive needed referrals and
care coordination, and receive family-centered care. The major
problems cited were cost-sharing requirements that are too
high, benefit limitations, and inadequate coverage of needed
services.66 (Figure 1.19).

Children and youth with special needs and their families face
additional challenges in navigating complex healthcare systems.
Although children and youth with special health care needs are
more likely to be insured compared to the general population
of children and youth, nearly 4% did not have health insurance
in 2016. Similar to all children and youth, this group has seen a
shift toward public insurance coverage and away from private

Health insurance access that is both continuous and adequate
is important to the health of children, especially children with
special health care needs. While Connecticut children age birth
to 17 overall have better insurance coverage than their national
counterparts, there are still barriers to receiving adequate and
continuous coverage (Figure 1.20).

FIGURE 1.19: Percentage of children ages 0–17 who are
continuously and adequately insured by race/ethnicity,
CT, 2016–2017

FIGURE 1.20: Percentage of Children ages 0–17 who are
continuously and adequately insured by Federal Poverty Level
(FPL), US and CT, 2016–2017
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Supporting Children with Special
Health Care Needs through the
Medical Home

are young people who “have or are at increased risk for chronic
physical, developmental, behavioral or emotional conditions
and who also require health and related services of a type or
amount beyond that required by children generally.”68

The American Academy of Pediatrics (AAP) believes that the
medical care of infants, children, and adolescents ideally should:

Medical home implementation for CSHCN is supported by a
national resource center, the National Center for Medical Home
Implementation. The center focuses on improving access to a
regular, ongoing source of health care in the community with
appropriate sources of routine and specialty health care and
integrated with the requisite community services for all children
and youth, particularly for those with special health care needs.
This center is supported through a cooperative agreement
between the Maternal Child Health Bureau and the American
Academy of Pediatrics.

• B
 e accessible, continuous, comprehensive, family centered,
coordinated, compassionate, and culturally effective;
• B
 e delivered or directed by well-trained providers who provide
primary care;
• H
 elp to manage and facilitate essentially all aspects of
pediatric care;
• Be supported by a provider who is known to the child and
family and who can develop a partnership of mutual
responsibility and trust with them.67
These characteristics define the patient-centered medical home,
from which all children and adolescents can benefit. In particular,
children and youth with special health care needs (CSHCN)
benefit from having a medical home, as they and their families
often need services from multiple systems — healthcare, public
health, education, mental health, and social services. CSHCN

FIGURE 1.21: Percentage of children with Special Health Care
Needs (CSHCN) ages 0–17 by quality of care, CT, 2017–2018

In our state, children without special health care needs were
more likely to receive care that met medical home criteria,
compared to CSHCN (Figure 1.21). Specifically, among CSHCN
ages 0 through 17, two in five received care that met medical
home criteria, compared to three in five non-CSHCN. Some
barriers to comprehensive care and care coordination include
access to physical and behavioral health services, transportation,
availability of care 24 hours per day and seven days a week,
culturally-competent care provided in the language of choice,
sufficient personnel, and a pediatrician’s belief that the
medical home model encourages preventive service use.69,70

FIGURE 1.22: Percentage of children with Special Health Care
Needs (CSHCN) ages 0–17 by insurance type, CT, 2016–2017
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When looking at the CSHCN population, only approximately two
percent are uninsured (Figure 1.22). Insurance access is essential
to access to a medical home.
To advance medical home utilization in our state, DPH is:
• C
 onducting outreach to educate consumers about the benefits
and availability of patient-centered medical homes;
• P
 artnering with community organizations and stakeholders
engaged through the Medical Home Advisory Council to
promote the benefits of medical homes to consumers and
providers; and
• P
 artnering with the Department of Social Services Person
Centered Medical Home program, Community Health
Network, and others to support providers in pursuing NCQA
recognition or Joint Commission Accreditation as patient
centered medical homes.71

“Have to fight tooth and nail to get services.
Lived in [another state] don’t get a quarter of
services I had [there]. Try this, try that, doesn’t
work. Looking for things on your own but no
information, don’t have services, don’t know
where to access.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES OF CHILDREN WITH SPECIAL HEALTHCARE NEEDS

Autism
Individuals with autism spectrum disorder (ASD) experience
increased morbidity and decreased life expectancy compared to
the general population, and these disparities are likely exacerbated
for those individuals who are otherwise disadvantaged.
Nationally, one in 59 children were diagnosed with ASD by age
eight, a 15% increase over diagnoses in 2012. Boys overall are
diagnosed with ASD more frequently than girls, however, the
gender gap is narrowing. Boys were four times more frequently
diagnosed with ASD compared to girls in 2014, while boys
were 4.5 times more frequently diagnosed compared to girls in
2012. This appears to reflect improved identification of autism
in girls — many of whom do not fit the stereotypical picture of
autism seen in boys.
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White children are also still more likely to be diagnosed with
autism than non-White children. However, like the gender gap,
the racial/ethnic gap had narrowed since 2012, particularly
between Black and White children. This appears to reflect
increased awareness and screening in non-White communities.
However, the diagnosis of autism among Hispanic children still
lags significantly behind that of non-Hispanic children.
Reliable estimates of autism’s prevalence among adults are not
available. Each year, an estimated 50,000 teens with autism age
out of school-based services.
Autism services cost the nation $236–262 billion, with costs
over the lifespan estimated to be about $2.4 million for a person
with an intellectual disability or $1.4 million for a person without
an intellectual disability. A majority of these costs are in adult
services (estimated at $175–196 billion), compared to $66 billion
for children. The cost of lifelong care can be reduced by two
thirds with early diagnosis and intervention.72
Increasing awareness and the frequency and accuracy of ASD
screening across gender, race/ethnicity, and ages are essential
to advance health equity and reduce avoidable healthcare
costs. Accurate data will allow for better planning related to the
needs and services of residents with ASD — such as employment,
housing, and social inclusion.
In our state, the percent of children diagnosed with ASD is
almost double the national percentage. This may speak to more
awareness and screening of ASD among Connecticut residents
when compared to the US overall.

“A big issue is discrepancy between what town
you live in and what quantity and quality of
services you get in the schools. We happen to be
in a pretty good town but it’s all about money,
so a lot of these families probably need services
outside of school and insurance doesn’t cover a
lot of things.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES AFFECTED BY AUTISM
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P R E V E N T I V E C A R E A N D W E L L N E S S P R O M OT I O N
From birth and throughout adulthood, a person should have regularly scheduled checkups with
a primary care provider. For children, these visits are known as well child care and for adults,
these visits are part of preventive care. These regular visits allow for a doctor to observe and
assess a person’s general health, development, and behavior, administer immunizations, screen
for the early detection of diseases, and refer out to other specialists as needed.

Well Child Care
During well child care visits, a medical provider examines a child
and talks to the caregiver about their child’s development and
behavior. Especially before the age of three, well child care visits
take place multiple times a year.

D E V E LO P M E N TA L S C R E E N I N G
In the United States, about one in six children ages 3 to 17
years have one or more developmental or behavioral disabilities,
such as autism, a learning disability, or attention-deficit/
hyperactivity disorder. In addition, many children have delays
in language or other areas that can affect how well they do in
school. However, many children with developmental disabilities
are not identified until they are in school, by which time
significant delays might have occurred and opportunities for
treatment might have been missed.
The American Academy of Pediatrics recommends that all
children be screened for developmental delays during their
regular well-check visits at 9, 18, and 24 or 30 months. To do

this, healthcare providers ask parents to complete a screening
tool or instrument that covers a child’s development,
communication, or social behaviors.
In our state, the percentage of children less than 3 years old
who received a developmental screening (obtained from the CT
Medicaid CPT code for developmental screening 96110) more
than doubled, steadily increasing from 16% to 40% in recent
years (Figure 1.23).
In addition, when compared to the nation, Connecticut children
were more likely to have received a developmental screening
using a parent-completed screening tool (Figure 1.24).
Common barriers to adopting new screening practices in
pediatrics include a lack of time, long waits for children to be
seen by mental health providers, and a lack of available mental
health providers to refer children. Pediatricians have also raised
concerns about the increasing number of mandates outlined in
practice guidelines. Pediatricians and Family Care Practitioners
need to balance the number of screenings and educational

FIGURE 1.23: Percentage of children less than 3 years old who received a developmental screening, CT, 2012–2017
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PA R T N E R S H I P S P O T L I G H T:
D E V E L O P M E N TA L S C R E E N I N G W O R KG R O U P
In our state, developmental screening is a
priority area for the Connecticut DPH
State Health Improvement Plan Advisory
Council and the Maternal, Infant, and Child
Health Workgroup.
The Developmental Screening Workgroup
Action Agenda contains three strategies:
• P
 roject Launch media campaign. This
education and awareness campaign educates
families and communities on the importance
of developmental screening, while focusing
on strengthening families and relationships
and building the five Strengthening Families
Protective Factors (i.e., parental resilience,
social connections, knowledge of parenting
and child development, concrete support
in times of need, and social and emotional
competence of children).
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• T
 raining community and healthcare
providers. Trainings will focus on improving
screening rates and coordinating referrals
and linkages to services within the state.
• C
 ross-system planning and coordination.
Members of the Workgroup will join statelevel groups to support communication
among and coordination of statewide efforts
around developmental screening and the
promotion of healthy development including
Project Launch’s State Level Young Child
Wellness Council, the DPH State Level Care
Coordination Collaborative, and the Help Me
Grow Advisory Council.
Source: Center for the Study of Social Policy. Strengthening
Families: Increasing positive outcomes for children and families.
https://cssp.org/our-work/project/strengthening-families/
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FIGURE 1.24: Percentage of children ages 9 through
35 months who received a developmental screening using a
parent-completed screening tool in the past year, US and
CT, 2017–2018
Parent completed developmental screening
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Source: National Survey of Children’s Health.

messages with the amount of time they have to serve patients in
their practice. Primary Care Providers (PCPs) face ever-shrinking
time for health maintenance visits and must balance time versus
reimbursement pressures. Pediatricians also report a lack of
confidence in their training and ability to successfully manage
children’s behavioral and emotional problems. This is seen in
the ability to refer and link children to the diagnostic provider
and for some, direct service providers.73

FACILITATOR:

“What are some of the biggest problems or concerns in your community?”
PARTICIPANTS:

“ED issues, the lack of services potentially.” “And
dental special needs care. It’s finding a doctor that
will do the procedures that are needed.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES OF CHILDREN WITH SPECIAL HEALTHCARE NEEDS

The Centers for Disease Control and
Prevention report that one in five American
children ages 3 through 17 (about
15 million) have a diagnosable mental,
emotional, or behavioral disorder in a
given year. Only 20% of these children
are ever diagnosed and receive treatment;
80%, or about 12 million, aren’t
receiving treatment.
The prevalence of mental/behavioral
health conditions has been increasing
among children and has been found to
vary by geographic and sociodemographic
factors. Further, the receipt of treatment
is also generally dependent on sociodemographic and health-related factors.
Adequate insurance and access to a
patient-centered medical home may
improve mental health treatment.
In our state, a slightly higher proportion
of non-Hispanic White children with a
mental/behavioral condition received
treatment or counseling, compared to
Hispanic children with a mental/behavioral
condition (71% and 66%, respectively).
Conversely, 29% of non-Hispanic White
children and 34% of Hispanic children with
a mental/behavioral condition did not
receive treatment or counseling.
Source: www.cdc.gov/childrensmentalhealth/data.html,
www.ncbi.nlm.nih.gov/pubmed/22218014
2016–2017 National Survey of Children’s Health
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Preventive Medical Visits
Preventive medical visits or check-ups occur when a child is not
sick or injured. For teenagers, going to a preventative medical
visit can be an important indicator of whether s/he is establishing
good health practices at an early age.

FIGURE 1.25: Percentage of adolescents ages 12 through 17
years with a preventive medical visit in the past year, US and
CT, 2016–2017
1 or More Preventive Medical Visits
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FIGURE 1.26: Percentage of adolescents ages 12 through
17 years with a preventive medical visit in the past year by
insurance type, CT, 2016–2017
1 or More Preventive Medical Visits

In our state, almost 86% of teenagers (ages 12–17) had a
preventative medical visit, which is higher than the national rate
of 79% (Figure 1.25). Within Connecticut, privately insured teens
are more likely to get a preventative medical visit compared
to their publicly insured counterparts, with a 20% difference
between the two groups (Figure 1.26). This dynamic is consistent
with national data, though the national gap is narrower between
the two groups with only a 4.4% difference. Specifically, 82.7%
of privately insured teens got a preventative medical visit,
compared to 78.3% of their publicly insured counterparts.74 As
public insurance can be associated with lower socioeconomic
status, the possibility of stigma associated with public insurance
may make teens less likely to go in for a preventative visit.

Maternal and Women’s
Preventive Care
The American College of Obstetrics and Gynecology recommends
an annual well-woman exam to support the early diagnosis
of diseases and promote positive health outcomes through
prevention and screening.75
In Connecticut, 71% of women ages 18 through 44 received a
preventive medical visit (Figure 1.27). This slightly surpassed our
goal of having 70% of women ages 18–44 receiving preventative
medical care by 2017. Non-Hispanic White women were the
least likely among all races/ethnicities to receive a preventive
medical visit, with non-Hispanic Black women being the
most likely, followed by Hispanic women and non-Hispanic

FIGURE 1.27: Percentage of women ages 18–44 who received
a preventive medical visit by race/ethnicity, CT, 2016–2017

No Preventive Medical Visit
100
80

8.1%
27.9%

60
40

91.9%
72.1%

20
0

Connecticut

National

Source: National Survey of Children’s Health.

The Health of Connecticut | Maternal, Infant, and Child Health

NH White

Hispanic

100
PERCENTAGE OF POPULATION

PERCENTAGE OF POPULATION

All Races

80

NH Black

NH Other

85.0
76.1

71.2
63.4

60
40
20
0

Source: National Survey of Children’s Health.

69.0

105

FIGURE 1.28: Percentage of women who reported postpartum depressive symptoms in the nine months following delivery
of a live birth by maternal race/ethnicity, CT, 2016
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“other” women. One possible explanation for this difference
could be that non-White women are more likely to have
public medical insurance, which encourages annual exams.

Postpartum Depression
Depression affects approximately 10% of women of childbearing
age (18–44) in the United States.76 Symptoms can include
sadness, loss of interest in activities once enjoyed, changes in
weight (loss or gain) or sleeping (insomnia or oversleeping),
feelings of worthlessness, loss of energy, and thoughts of death
or suicide.77 In addition to the negative effect of these symptoms
on a woman’s health, they can also impact a new mother’s ability
to care for her infant. Screening and treatment for depression
and other mood disorders is critical to reducing adverse health
outcomes across the life course.
In 2016, one in ten women reported postpartum depressive
symptoms within the first nine months following delivery of a
live birth. Other race, non-Hispanic women were the most
likely to report having these symptoms, followed by Hispanic
women, and then non-Hispanic Black women. Non-Hispanic
White women were the least likely to report these symptoms
(Figure 1.28).

To improve postpartum depression outcomes, the following
is recommended:78;79;80;81;82
• S creen women for depression in a variety of health care
settings, including OB/GYN, primary care, and pediatric offices,
at all points across the life course.
• E nsure close monitoring, evaluation, and assessment of
pregnant women with current depression or anxiety, a history
of perinatal mood disorders, or risk factors for perinatal
mood disorders.
• P
 rovide education and support to clinicians about screening,
treatment, referral, and follow-up.
• D
 evelop culturally and linguistically competent educational
materials about the signs of depression and ways to seek
medical advice and treatment.
• A
 dvance efforts to achieve a culturally and linguistically
competent mental health system that incorporates skills,
attitudes, and policies to ensure that it is effectively addressing
the needs of consumers and families with diverse values,
beliefs, and sexual orientations, in addition to backgrounds
that vary by race, ethnicity, religion, and language.
• Identify strategies to address social determinants of mental
health, (adequate housing, safe neighborhoods, equitable jobs
and wages, quality education, and equity in access to quality
health care).
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CHAPTER 2:

Environmental
Health
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INTRODUCTION

Hippocrates sagely said, “If you want to learn about the health of a population, look
at the air they breathe, the water they drink, and the places where they live.” Even
in the 5th century B.C., it was understood that our environments, the places where we
live, learn, work, and play, influence our health. Healthy environments can increase
one’s quality of life; conversely, exposure to poor environmental quality can lead to
disease and premature death.1
Certain communities have greater access to healthy environments than others. The
term “Environmental Justice” refers to fair treatment and meaningful involvement of
all people regardless of race, color, national origin, or income, with respect to the
development, implementation, and enforcement of environmental laws, regulations,
and policies.2 CT DPH Environmental Health staff works continuously toward
Environmental Justice in our state to ensure that all of our citizens enjoy the same
degree of protection from environmental and health hazards, and equal access
to the decision-making process to have a healthy environment in which to live, learn,
and work.

Our Environment at Home
Our Environment at Home, both our individual living
spaces and our larger communities, may be the single
greatest social determinant of health impacting health
equity in our state and across the nation. Our homes
are a haven for our loved ones and ourselves. However,
our homes can also contain hazards that put us at risk,
causing or making worse illnesses and injuries, and
sometimes resulting in preventable or premature death.
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Dust, mold, environmental tobacco smoke (ETS), and pests
trigger asthma; radon and ETS cause lung cancer; household
lead-based paint hazards are the major source of lead poisoning
in children; carbon monoxide and chemicals in household
products can lead to poisonings; and lack of safety railings or
window guards can result in preventable falls. These home
conditions can lead to health outcomes that increase health
care costs.
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Our Environment at School

Our Environment Outdoors

As with our homes, it is also essential to ensure that Our
Environment at School has healthy indoor air quality to protect
the health and wellbeing of the youngest members of our
communities. We know high radon concentrations are present
in many buildings throughout Connecticut towns and cities, and
schools are no exception. Radon is a known carcinogen that
poses a lung cancer risk in the indoor environment. Students
and staff spend an average of seven hours per weekday inside
schools and, just like in a home, the only way to know if radon
is a problem in a school is to test for it.3;4 In addition, due to
their advanced age many schools in our state still have asbestos
present. Asbestos management in schools is an ongoing public
health concern and is strictly regulated on the state and federal
level. As with asbestos in the home, prolonged exposure to
asbestos in schools can lead to health risks for children and school
staff, including asbestosis, mesothelioma, and other cancers.

Our Environment Outdoors, that is the cleanliness of the air
we breathe, the water we drink, our beaches and recreational
waters, and other public spaces, all impact our health and
well-being every day. While federal and local regulations and
scientific innovation have decreased pollution overall, much
work remains to be done in the area of Environmental Justice.
Low-income communities, communities of color, and more
densely populated, urban areas can be disproportionately
affected by poor air quality. Rural communities can be
disproportionately impacted by unregulated water from
private wells. Healthy environments can enable us to spend
time outdoors and utilize public recreational spaces. Doing so
can promote physical activity, build connections with neighbors,
and foster a sense of community vitality and pride. Conversely,
unhealthy environments can lead to the disuse of amenities,
greater social isolation, and the exposure of residents to harmful
toxins. There are many potential environmental factors that can
impact our public recreational spaces and have negative effects
on health. Common examples are secondhand smoke exposure
in public spaces, the quality of our freshwater and saltwater
recreational areas (i.e., the water quality at our lakes, rivers and
beaches), and climate impacts that can change the form, function,
utility, and safety of outdoor recreational spaces over time.

Our Environment at Work
Having steady employment and the income it provides is
generally seen as beneficial to overall health outcomes. However
Our Environment at Work can potentially impact our health in
negative ways as well. Currently, almost two million Connecticut
residents are employed.5 As such, it is essential to ensure that
workplace conditions are health-promoting. Potential health
impacts from the indoor air contaminants previously mentioned,
such as lead, radon, and asbestos apply to workplaces as well.
However, many other hazards are present in workplaces that can
adversely affect worker health in the form of acute injuries or
chronic illnesses. Some more common hazards include slip, trip,
and fall hazards, chemical exposures, ergonomic and repetitive
motion hazards, dangerous machinery, and workplace violence.

In the following chapter, we will utilize data collected as part of
the Connecticut State Health Assessment (SHA) to explore
important questions about the overall environmental health of
our state, the impacts of indoor and outdoor environments on the
health of our citizens, the communities that bear the greatest
burden of environmental hazards, and the different strategies
being employed to improve the health of our environment and
advance health equity and Environmental Justice in Connecticut.
We will present these data in the context of individual and
community environmental health hazards by looking specifically
at the health impacts of our homes, our schools, our workplaces,
and our outdoor surroundings.
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PROGRAM SPOTLIGHT: HEALTHY HOMES INITIATIVE
The Connecticut Department of Public
Health’s Healthy Homes initiative envisions
that “Every Connecticut resident lives in a
healthy and safe home environment.”

• A
 web-based surveillance system that code
enforcement officials and partners can use to
track assessment where the unified Healthy
Homes checklist was used.

Accomplishments include the
development of:

• A
 Healthy Homes Strategic Plan in 2017 to
address: 1) public awareness; 2) workforce
development, and 3) policies, guidelines,
and practices.

• A
 unified Healthy Homes checklist for home
visits and local health complaint responses
to promote the standardization of Healthy
Homes assessment across Connecticut.
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• A Healthy Homes Surveillance Report in
2017 using data gathered by partner agencies
and local health departments.
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Our Environment at Home
Since we spend approximately 90% of our time indoors and at least half of every day inside our
homes, it is essential to ensure that the places where we live are healthy and safe to promote
the health and well-being of our residents.6;7
To understand the health of where we live, we embrace a
Healthy Homes approach, a holistic methodology to performing
inspections on a home. In addition, we explore factors that
compromise the health and safety of our homes, including
housing code violations and the presence of asbestos, radon,
and lead. A healthy home is a dwelling that is sited, designed,
built, renovated, and maintained to support health. A Healthy
Homes approach is a coordinated and comprehensive approach
to preventing diseases and injuries that result from housingrelated hazards and deficiencies.8 To promote the health of our
homes, a Healthy Homes inspection holistically takes health,
safety, and building-related issues into consideration instead
of taking a categorical approach (i.e. focusing on one issue at a
time) during an inspection. Healthy Homes inspections support
more equitable population health outcomes by systematically
identifying the prevalence of severe housing code violations,
and addressing the shared, underlying causes of multiple home
hazards through education and physical interventions.

ethnicity, socioeconomic status, household composition, or zip
code, benefit from developments in modern building science,
fair maintenance practices, and creative housing strategies
to promote health and social connectedness. Healthy Homes
policies and practices lead to more dependable and timely
maintenance responses, smoke-free environments, amenities
that promote active living, and a greater sense of safety, while
also ensuring that hazards such as lead-based paint, asbestos,
mold, and pest infestations are permanently remediated.

Severe Housing Code Violations

Since poor housing conditions and code violations affect highly
urban areas and individuals with lower incomes disproportionately,
these efforts better ensure that all individuals, regardless of race/

Severe housing code violations are issues that are imminently
hazardous to a person’s life (e.g., unvented combustion appliances,
broken stairs and railings, excessive clutter making it difficult to
exit a home, inadequate lighting, and the absence of smoke and
carbon monoxide alarms). Since 2011, approximately half to
over 85% of severe housing code violations were corrected upon
reassessment (Figure 2.1). Ultimately, the goal is to correct 100%
of severe housing code violations upon reassessment. However,
this goal is difficult to attain as many of these hazards fall outside

PERCENTAGE OF
VIOLATIONS CORRECTED

FIGURE 2.1: Percentage of severe housing code violations that were corrected upon reassessment, CT, 2011–2017
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Source: CT DPH Lead, Radon, and Healthy Homes Program; Healthy Homes Surveillance System. Data analyzed November 28, 2018.
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the jurisdiction of the person performing the Healthy Homes
assessment/reassessment, and a referral to the agency/program
with the authority to mandate the correction must be made.
At times, the referral may not be followed up on, or the person
making the referral does not see the outcome by the time of
reassessment.9

Lead Poisoning
Childhood lead poisoning is the most common pediatric public
health problem that causes irreversible impairment but is entirely
preventable. While lead paint and lead dust in homes built
before 1978 continues to be the most common source of lead
exposure, other sources of lead such as contaminated soil,
plumbing fixtures, and antique or imported toys can also poison
a child or an adult. No amount of lead is safe for the body. Lead
harms children’s nervous systems and is associated with reduced
academic achievement, behavioral problems, and learning
disabilities, among other health outcomes. Early childhood lead
exposure is shown to be negatively associated with academic
achievement in elementary and junior high school.
In 2017, 2.3% of all children under 6 years of age were tested
with a blood lead level of ≥ 5µg/dL, the current case definition for
lead poisoning in our state (Figure 2.2). Black and Hispanic children
are disproportionately affected by childhood lead exposure,
with the risk of lead poisoning being more than double for Black

children when compared to White children in 2017. This disparity
may account for part of the historical achievement gap among
Connecticut school children.10;11 The good news is that over time,
there has been a steady decline overall, and by race/ethnicity, in
the prevalence of lead poisoned children (Figure 2.2). From 2016
to 2017, our state saw the largest decrease in a single year, slightly
more than double the decrease from 2015 to 2016.
Connecticut’s housing stock is considerably older than the
national average, as indicated by the prevalence of housing
built prior to 1978 in various communities across our state.
Lead-based paint was banned in the United States in 1978 for
use on homes, however it is estimated that 71% of the housing
stock in Connecticut was built before 1980 and that 45% of
homes built prior to 1960 and 87% of homes built prior to 1940
contain some lead paint. As might be expected, cities and towns
with a higher percentage of older housing stock also had a higher
percentage of lead poisoning cases among children under the
age of 6 years. In addition, localities with a higher number
of households below the poverty level had a higher count of
lead poisoning cases. Bridgeport, Hartford, New Haven, and
Waterbury have the highest number of households with incomes
below poverty level, as well as the highest rates of childhood
lead poisoning. Lead poisoning cases were identified in almost
70% of Connecticut cities and towns, with over half in urban
cities (i.e., New Haven, Bridgeport, Waterbury, Hartford, and
Meriden) (Figure 2.3).

FIGURE 2.2: Percentage of lead poisoned children under 6 years of age by race/ethnicity, CT, 2012–2017
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PROGRAM SPOTLIGHT: LEAD POISONING PREVENTION
The mission of the Lead Poisoning Prevention
and Control Program is to prevent lead
poisoning and promote wellness through
education and a wide range of program
activities that relate to lead poisoning
prevention, specifically childhood lead
poisoning prevention:
• R
 equiring universal testing of all children
twice before the age of 3 years.
• S
 tatutes outlining the local health department
response to childhood lead poisoning:

+ Performing epidemiological investigations,
including a comprehensive lead inspections;
+ Ordering the abatement of lead hazards.
• R
 egulations outlining the requirements of
lead abatement.
• Media

campaigns to reach targeted
populations at greater risk for lead poisoning
(e.g., cities with older housing stock, Black
and Latino families, and low socioeconomic
status families).

+ Providing educational materials;

BEST & PROMISING PRACTICES: LEAD POISONING PREVENTION
To prevent lead poisoning:
• Improve the quality of rental housing by
+ E
 liminating chipping and peeling paint
to reduce the hazard of children eating
lead contaminated dust and paint chips.
+ R
 eplacing old windows to eliminate a
large source of chipping, peeling paint.
• Adopt and enforce a statewide housing
maintenance code that would provide
property owners with a standard for the
maintenance of their rental properties and
code enforcement officials a tool to enforce
minimum housing standards.

• D
 evelop and promote media campaigns
to reach targeted cities for lead poisoning
prevention.
 artner with health care professionals and
• P
Medicaid to establish and enhance case
management activities.
• Provide focused outreach and supports to
populations at greater risk for lead poisoning
(e.g., cities with older housing stock, Black
and Latino families, and low socioeconomic
status families).
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FIGURE 2.3: Percentage of pre-1960 housing and lead poisoned children under 6 years old by town, CT, 2013–2017*

* Lead poisoning rates are single-year rates for 2017
Sources: US Census Bureau American Community Survey. “B25034: Year Structure Built.” 2013–2017 American Community Survey. Data analyzed
November 2, 2018. Retrieved from https://factfinder.census.gov/; and CT DPH Lead, Radon, and Healthy Homes Program; Lead Poisoning Surveillance
System. Data analyzed May 16, 2019.

Radon
Radon is a naturally occurring radioactive gas that has been
identified as the second leading cause of lung cancer. Each year,
up to 24,000 Americans die of lung cancer even though they
never smoked.12 More than 21,000 of those deaths are believed
to be a result of radon exposure in the home.13 The actual risk of
lung cancer depends on the radon concentration a person is
exposed to, the length of exposure time, and behavioral risk
factors such as smoking tobacco. The combined health effects of
radon and tobacco exposure are synergistic, so reducing either
of the exposures substantially reduces lung cancer risk. Radon
cannot be detected with the human senses and causes no
symptoms. The only way to know if it is a problem is to test for
it. The US Environmental Protection Agency (EPA) recommends
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taking action at radon levels of 4.0 pCi/L of air; however, since
there is no safe level of radon, the radon level goal should be
under 2.0 pCi/L in areas that are occupied daily. High radon
concentrations have been found in indoor spaces in all
Connecticut towns and cities.
On average, one in five Connecticut homes that tested for radon
had levels above the EPA action level of 4.0 pCi/L (Figure 2.4).
This average is based on limited radon results reported to CT
DPH from specific analytical laboratories, as reporting is not
required. Due to seasonal variations in radon levels, inconsistent
testing locations, and other factors, trends are difficult to
establish. It is anticipated that elevated radon levels will continue
to be detected in homes across Connecticut, and that statewide
prevalence rates will vary based on available data.
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PROGRAM SPOTLIGHT: RADON PROGRAM
The Radon Program at the CT Department of
Public Health aims to promote radon awareness,
testing, mitigation, and radon-resistant new
construction throughout the state in order to
reduce the number of radon-induced lung
cancer deaths in Connecticut.
Accomplishments include the following:
• D
 evelopment and implementation of a
statewide radon measurement in schools
policy to achieve compliance under CGS Sec
10–220 (d), An Act Concerning Indoor Air
Quality in Schools, resulting in nearly every
public school in CT having been tested for
radon and re-evaluated every five years;
• I nclusion of Appendix F Passive Radon
Controls in One & Two Family homes and
townhouses in the CT State Building Code;

• Creation and management of the data
surveillance system to house all reported
radon data with developed workflows to
assist in focused program efforts;
• Execution of a successful annual campaign
for National Radon Action Month in
January with
+ l ocal health/district partnerships
(35 partners in the 2018/2019 year);
+ a statewide media campaign with measurable
metrics (Network TV spots, Connected
TV & Streaming device spots, social media
— Facebook & Twitter, search retargeting,
billboards, movie theater advertisements,
CT Radio and streaming music spots);
+ a well-attended half-day radon conference;
and
+ a statewide Radon Poster Contest in schools.
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FIGURE 2.4: Percentage of homes tested with radon levels ≥ 4.0 pCI/L, CT, 2013–2018
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Source: CT DPH Lead, Radon, and Healthy Homes Program; Radon Surveillance System. Data analyzed April 10, 2019.

BEST & PROMISING PRACTICES: RADON EXPOSURE PREVENTION
To prevent radon radon exposure:
• I mprove the quality of radon testing
and mitigation with the use of qualified
nationally certified professionals.
• P
 rovide free or low cost radon tests
and education of available funding
opportunities for radon mitigation for
eligible, low-income residents.
• U
 se Radon Resistant New Construction
techniques in the design of all new
Connecticut homes.
• P
 romote radon testing and mitigation
when needed in all Connecticut homes.
• D
 isclose elevated radon levels during
real estate transactions and provide
radon awareness education.
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• R
 equire radon testing in Connecticut homes
and rental properties.
• R
 equire landlords to mitigate rental
properties with elevated radon levels.
• P
 romote and expand CT Department of
Public Health’s Radon Program Partnerships
with local health departments/ and districts
for radon education/ and outreach and
distribution of free radon test kits
(https://portal.ct.gov/DPH/EnvironmentalHealth/Radon/Radon-Program).
• I ncrease radon data reported by national
analytical laboratories to expand the
surveillance system for more focused
outreach projects.
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Asbestos
Asbestos refers to several naturally occurring fibrous minerals
used in a wide range of manufactured goods, including thermal system insulation on mechanical systems, roofing shingles,
ceiling and floor tiles, paper and cement products, textiles, and
coatings. The substance was banned in most products in 1989,
but legacy building materials remain in housing, institutions,
commercial properties, public buildings and schools. Asbestos
has been found in over 3,000 building materials and products.

Exposure to airborne, friable asbestos can increase the
chance of developing:
• C
 ancer, most commonly lung cancer, but also throat,
gastrointestinal tract, and kidney cancers.
• Mesothelioma, a rare, often fatal cancer, usually occurring in
the chest cavity.
• Asbestosis, a chronic and fatal condition in which the lungs
become increasing scarred with fibrous tissue making
breathing increasingly difficult.

On average, our state receives approximately 4,000 asbestos
abatement notifications and 400 demolition notifications each
year (Figure 2.5). Increasing numbers of notifications received in
2018 reflect the program’s outreach to local health departments
and building officials. By providing electronic copies of the
notifications to 18 of the state’s 66 local health districts, a greater
awareness of notification requirements is shared with the
communities served by these health districts. A comparison
of notifications by CT DPH determined that the majority of
notifications are from towns integrated with our electronic
notification program.
While not related to home environments, school building and
renovation projects account for an average of 276 notifications
per year. Abatement and renovation activity in public schools
is indirectly related to a priority list created by the Connecticut
Department of Administrative Services (CT DAS). CT DAS
approves partial funding for public school projects in compliance
with CT General Statute, Section 10–283(a). This statute requires
notification to the Governor each December with a “priority
list” of renovations/alterations in schools for the coming school
year. The generated list helps raise awareness for the asbestos
regulations.

FIGURE 2.5: Number of asbestos abatement and demolition notifications received, CT, 2014–2018
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PROGRAM SPOTLIGHT: ASBESTOS PROGRAM
The Asbestos Program at the CT Department
of Public Health (CT DPH) works to reduce the
chance of exposure by the public to airborne
asbestos. Contractors are required to notify the
Asbestos Program in advance for demolition
or renovation projects that will impact more
than 10 linear feet or more than 25 square
feet of asbestos-containing material.
Asbestos Abatement Notifications allow
Asbestos Program staff:
• To
 inspect projects to determine if work
is being conducted according to the
regulations.
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• To ensure projects are tracked electronically.
Maintaining demolition and renovation
notification data allows the Asbestos Program
at CT DPH to track compliance with the
state Standards for Asbestos Abatement and
Licensure and Training Requirements. The
Asbestos Program can locate where these
activities are taking place in the state and
evaluate data regarding the asbestos industry.
Doing so helps ensure asbestos abatement
is being performed safely thereby protecting
residents and construction workers from a
known human carcinogen.
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O U R E N V I R O N M E N T AT S C H O O L
Radon in Schools
All public schools in Connecticut test for radon every five years
as part of a CT State Department of Education indoor air quality
inspection requirement and summary data is reported to CT
DPH. Approximately 90% of Connecticut public schools have
been tested for radon, exceeding the national average of 20%
in school buildings.14
Elevated radon levels are most often detected during the initial
round of radon testing at a school. From 2013–2018 the majority
of radon testing conducted in schools was reevaluation testing,
as part of the CT State Department of Education’s indoor air
quality inspection requirement. To provide an accurate picture
of radon in Connecticut schools, data from 2000–2018 was used
in the analysis to include the majority of initial testing events.
The number of schools with elevated levels of radon varied by
county, with New Haven and Fairfield Counties having the most
schools with elevated radon levels statewide (Figure 2.6).

Continued radon testing and mitigation reporting is essential
to continue managing radon in schools. To continue preventing
radon exposure to students and staff in schools, our state should
consider the following:
•	Continued routine radon testing in schools every five years by
qualified radon measurement professionals;
•	Use of qualified nationally certified mitigation contractors to
install radon mitigation systems in schools where elevated
radon levels have been detected;
•	Review of required Radon Resistant New Construction (RRNC)
techniques in the design of all new Connecticut schools prior
to approval;
•	Inspection of passive and active RRNC systems in new schools;

FIGURE 2.6: Number of schools with radon levels ≥ 4.0 pCi/L by town and county, CT, 2000–2018

Source: CT DPH Lead, Radon, and Healthy Homes Program; Radon Surveillance System. Data analyzed April 11, 2019.
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•	Completion of the Connecticut school regulation (CT General
Statutes Section 19a-37(b)) concerning radon testing and
mitigation in public schools; and

that the LEAs engaged in new building or renovation activities
without submitting an initial plan. When added together, we can
estimate that 290 new schools and new building additions were
added to the education directory during that period. In general,
the rate of compliance with the requirement to submit an
asbestos management plan continues to improve.

•	Revision to the CT General Statutes that requires radon
testing in public schools to include private schools.

Asbestos in Schools
Asbestos Management Plans (AMPs), and a person designated
to ensure regulatory compliance, are required for each public
and private, not-for-profit K-12 local education agency (LEA),
including each school and each school building (maintenance,
offices, etc.). Currently, over 1,400 AMPs have been approved by
CT DPH. Review of these plans allows the agency to document
asbestos abatement that has already occurred and future
abatement plans for each school district. If damaged asbestos
containing materials are present in a school, the LEA must respond
to sufficiently protect human health and the environment.

In addition, CT DPH prioritizes inspections of economically
distressed communities (known as Environmental Justice
communities), especially since many of these communities
do not have the means to budget for asbestos abatement.15
Between 2014 and 2018, 76 LEAs from these communities
submitted management plans for newly constructed buildings
and building additions (Figure 2.8). In addition, 35 inspections
were conducted in these communities, indicating that these
LEAs engaged in new building or renovation activities without
submitting an initial plan. When added together, we can estimate
that 111 new schools and new building additions were added to
the education directory in Environmental Justice communities
during that time period.

Between 2014 and 2018, 137 LEAs submitted management plans
for newly constructed buildings and building additions (Figure 2.7).
In addition, 156 CT DPH inspections were conducted, indicating

FIGURE 2.7: Number of asbestos management plans in schools reviewed, CT, 2014–2018
New Plans
2018
2017

Total Plans Reviewed: 52
29

25

2015

Total Plans Reviewed: 45
32

20

2016

2014

30

15

Total Plans Reviewed: 55
35

59
15

30

Inspections

Total Plans Reviewed: 45

NUMBER OF OF AMPS REVIEWED

Source: CT DPH Asbestos Program, LEADbase. Data analyzed March 25, 2019.
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Total Plans Reviewed: 94
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FIGURE 2.8: Number of asbestos management plans in schools reviewed in Environmental Justice Communities, CT, 2014–2018
New Plans
2018

3

7

2017

6

21

2015
2014

Total Plans Reviewed: 17

8

9

2016

Total Plans Reviewed: 27
9

30
9

Inspections

Total Plans Reviewed: 10

9

Total Plans Reviewed: 39

Total Plans Reviewed: 18
NUMBER OF AMPS REVIEWED

Source: CT DPH Asbestos Program, LEADbase. Data analyzed March 25, 2018.

REGULATION SPOTLIGHT:
ASBESTOS-CONTAINING MATERIALS IN SCHOOLS
The regulation requires Local Education
Agencies (LEAs) to:

• C
 onduct a full re-inspection of the school
every three years.

• I nspect for the presence of asbestos-containing
building materials and to document the
condition of the materials.

• N
 otify parents, teachers, and employee
organizations annually regarding the
availability of the AMP and any asbestos
activities conducted, including inspections,
response actions and post response actions.
A copy of the plan must be available for
review upon request.

• Develop an asbestos management plan (AMP).
• S
 ubmit the plan to Connecticut Department
of Public Health.
• Designate and train a point person for each
school who is responsible for making sure that
the Asbestos Management Plan is followed.
• E
 nsure all maintenance and custodial
personnel that work in a school that has
asbestos containing building materials
(ACBM) participate in a two-hour asbestos
awareness training.
• I nspect the ACBM every six months to
document any change in the condition of
asbestos containing building material.

Newly submitted plans generally contain a
statement by the architect or project engineer
responsible for construction, declaring that 1)
no asbestos-containing building materials were
specified or 2) to the best of his or her knowledge,
no asbestos-containing materials were used
in the building construction. A representative
number of our state’s schools are inspected in
economically distressed communities (i.e.,
Environmental Justice communities), and in
communities with higher median incomes.
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O U R E N V I R O N M E N T AT W O R K
Occupational Illnesses
and Injuries
Work-related injuries are generally defined as injuries that result
from single events such as falls, being struck or crushed by
objects, electric shocks, or assaults. Work-related illnesses, such
as asthma, silicosis and carpal tunnel syndrome, typically occur
as the result of longer-term exposure to hazardous chemicals,
physical hazards (e.g., radiation, noise), or repeated stress
or strain at work. Infectious diseases also can be caused by
workplace exposures. It is more difficult to track work-related
illnesses than injuries because many of the conditions also can
be caused by non-occupational factors. Also, many work-related
illnesses take a long time to develop and may not appear until
many years after the individuals have left employment. The
financial cost of workplace injuries and illnesses to the state
is substantial; with over $900 million paid out in workers’
compensation benefits in 2015, which equates to $552.00 per
covered worker.16

N O N-FATA L I N J U R I E S
Non-fatal work-related injuries are a common occurrence in
workplaces in our state, but can vary widely across different
industries, occupations, and demographic categories. In 2017,
the average incidence rate for non-fatal work-related injuries for
Connecticut workers across all age groups was 136.5 per 10,000
full-time equivalent (FTE) workers (Figure 2.9), with workers 35
to 44 years of age experiencing the highest incidence rate. When
separated by gender, the incidence rate of non-fatal work-related
injuries for men and women decreased between 2011 and 2017,
with the rate of work-related injuries among men consistently
exceeding that rate among women (Figure 2.10).
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FATA L I N J U R I E S
On average, Fatal Work-Related Injuries claim the lives of 13
workers in the US each day. These fatalities result from nonintentional injuries such as falls, electrocutions, acute poisonings,
and motor vehicle crashes occurring during travel for work.
Intentional injuries (i.e., homicides and suicides) that occur at
work are also counted in these statistics. In Connecticut, workrelated fatal injuries cost our state an estimated $88 million per
year.17 Fatal work-related injuries also carry a tremendous social
and economic burden for families in Connecticut, disrupting
family units and social networks.
From 2013 to 2017 (Figure 2.11), the three most common
events resulting in work-related fatalities in our state were:
• Transportation incidents (60 fatalities),
•	Violence and other injuries by persons or animals
(38 fatalities), and
• Falls, slips, trips (31 fatalities).
Nationally, worker fatalities have decreased by approximately
18% from a decade earlier.18 From 2013–2017, working
adults (ages 25–54) bore the greatest number of work-related
fatalities, followed by older workers (55+) (Figure 2.12). Men
were overwhelmingly more likely to experience a work-related
fatality when compared to women, experiencing 18-times the
number of deaths over a five-year period (Figure 2.13).
Both fatal and non-fatal injuries disproportionately affect Hispanic
and non-Hispanic Black workers in Connecticut. From 2011–
2017, the rate of non-fatal work-related injuries was consistently
two-times greater in non-Hispanic Black workers and 2.5-times
greater in Hispanic workers than the rate in non-Hispanic White
workers in Connecticut (Figure 2.14). Similarly, the rate of fatal
work-related injuries for the time period 2013–2017 was higher
in Hispanic and non-Hispanic Black workers than the rate for
non-Hispanic White workers in our state (Figure 2.15).
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FIGURE 2.9: Incidence rate of non-fatal work-related injuries by age group, CT, 2017

All non-fatal injuries

136.5

16 to 19

116.3

20 to 24

125.7

25 to 34

126.9

35 to 44

158.8
152.0

45 to 54
55 to 64

127.4

65 and over

88.3
INJURIES PER 10,000 FTE WORKERS

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed January 17, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.

FIGURE 2.10: Incidence rate of non-fatal work-related injuries by sex, CT, 2011–2017
Male

Female

NON-FATAL INJURIES
PER 10,000 FTE WORKERS
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140.8
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132.8

131.4

147.3

151.0
142.0

138.1

125.9
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2014

2015

2016

123.1

2017

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed January 14, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.
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FIGURE 2.11: Number of work-related fatalities by type of event or exposure, CT, 2013-2017
All fatal injuries

171

Violence and other injuries

38

Transportation incidents
Fires and explosions

60
1

Falls, slips, trips

31

Exposure to harmful substances

19

Contact with objects and equipment

20
NUMBER OF FATALITIES

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed January 21, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.

FIGURE 2.12: Number of work-related fatalities by age category, CT, 2013–2017
All fatal injuries
16–24 (young workers)

171
10

25–54 (working adults)

99

54+ (older worker)

60
NUMBER OF FATALITIES

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed January 21, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.

FIGURE 2.13: Number of work-related fatalities by sex, CT, 2013–2017
All fatal injuries
Women

171
9

Men

161
NUMBER OF FATALITIES

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed January 21, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.
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FIGURE 2.14: Incidence rate for non-fatal work-related injuries by race/ethnicity, CT, 2011–2017
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Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed October 15, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.

FIGURE 2.15: Incidence rate for fatal work-related injuries by race/ethnicity, CT, 2013–2017

All fatal injuries

9.6

NH White

8.1

Hispanic

10.9

NH Black
NH Asian

9.8
5.4

FATALITIES PER 10,000 FTE WORKERS

Source: US Department of Labor Bureau of Labor Statistics; State Occupational Injuries, Illnesses, and Fatalities. Data analyzed October 15, 2019.
Retrieved from www.bls.gov/iif/state_archive.htm#CT.
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PROGRAM SPOTLIGHT: EDUCATING EMPLOYERS ABOUT OPIOIDS
Workers struggling with addiction are more likely to get injured on the job, to have high absenteeism, and to experience other job performance issues. The Connecticut Department of Public
Health’s Occupational Health Program has partnered with stakeholders to develop a set of key
principles for employers to include in Human Resource policies to shift from the traditional
punitive approach to employee substance abuse to the development of a more supportive and
healing environment to aid in their recovery.
Source: The Opioid Crisis and Connecticut’s Workforce. 2018. https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/dph/
environmental_health/occupationalhealth/Opioid-conference-writeup_FINAL-FINAL_11_28_18-(2).pdf?la=en

CONNECTICUT SUPPORTS PRIORITY POPULATIONS TO PREVENT
OCCUPATIONAL HAZARDS
When the State Department of Public Health’s
Occupational Health Program identifies
populations at-risk for occupational injury,
illness, or death they do the following:
• Develop multi-lingual educational materials;
• Provide training to young workers; and
• P
 rovide free consultative services to
worksites to create safer workspaces.
Priority populations that experience a
disproportionate burden of occupational
illness and injury include:
• N
 on-English speaking workers experiencing
occupational injuries. Historically,
non-English speaking workers are
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disproportionately injured on the job. As
such, educational documents and outreach
materials are translated into Spanish (the
predominant non-English language spoken
in our state) to ensure a majority of these
workers are reached.
• W
 orkers in industries with higher rates
of injury and chemical and noise exposure,
including manufacturing, service, and
construction. Workers in these industries
tend to be non-English speaking, non-White,
young, and low wage workers. As such,
resources and trainings should be customized
for these populations and workplaces
employing these populations to mitigate
risk and promote healthy worksites.
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OUR ENVIRONMENT OUTDOORS
Outdoor Air Pollution
Children, adults over 65 years of age, and people with
pre-existing respiratory, heart, or circulatory system diseases are
particularly at risk for the health consequences resulting from
poor air quality.

Outdoor Air Pollution can have adverse effects across the life
course. When thinking about the health of the air we breathe,
ozone and fine particulate matter (PM2.5) are two pollutants
that can trigger health issues when they exceed ambient air
quality standards. Specifically:

The number of days where the ozone levels exceeded the
regulatory standard of 70 parts per billion has generally decreased
since 2002 (Figure 2.16). However, there is great variability in
the data, likely due to the impacts of weather on levels of ozone.
Fairfield and New Haven counties have somewhat higher levels,
likely due to their proximity to the New York metropolitan area,
where many ozone precursors originate.

•	Breathing ozone can trigger a variety of health problems
including chest pain, coughing, throat irritation, and airway
inflammation. It can reduce lung function and cause damage
to lung tissues. Ozone can worsen bronchitis, emphysema,
and asthma, requiring medical care.
•	Exposure to fine particles such as PM2.5 can affect both the
lungs and the heart, and is linked to a variety of problems,
including premature death in people with heart or lung
disease, non-fatal heart attacks, irregular heartbeat, aggravated
asthma, decreased lung function, and increased respiratory
symptoms, such as irritation of the airways, coughing or
difficulty breathing.

The levels of PM2.5 measured annually in Connecticut have been
dropping for over a decade, and are now consistently below the
EPA standards of 12 micrograms per cubic meter. The number
of days where the 24-hour standard for PM2.5 was exceeded has
decreased for all counties since 2002 (Figure 2.17).

FIGURE 2.16: Number of days with maximum 8-hour average ozone concentration over regulatory standard by county,
CT, 2001–2014
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Source: Centers for Disease Control and Prevention, Environmental Public Health Tracking Network. Data analyzed December 4, 2018. Retrieved from
https://ephtracking.cdc.gov/.
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FIGURE 2.17: Percentage of days with fine particulate matter levels over the National Ambient Air Quality Standards by county,
CT, 2001–2014
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Source: Centers for Disease Control and Prevention, Environmental Public Health Tracking Network. Data analyzed December 4, 2018. Retrieved from
https://ephtracking.cdc.gov/.

To improve air quality, it is important for our state to identify
opportunities to reduce emissions. Strategies include:
• Implementing clean transportation policies;
• Reducing the use of wood burning stoves;
• Targeting renewable energy and increasing energy efficiency;
• Developing walking- and cycling-friendly communities; and
•	Encouraging communities to plant trees that can absorb
air pollution.

Recreational Waters
Beach closures occur when local health officials suspect
that water quality is adversely impacted by storm-water runoff.
Closure prevents the public from contacting disease-causing
organisms transmitted through the water. Beach closure
decisions are based on 24-hour local rainfall data or enterococci
bacteria results from beach water testing. When a beach is
closed, it indicates that the beach water might be contaminated
with human pathogens that can cause gastrointestinal illness.
When looking at beach closures from 2003–2017, no long-term
trends in beach closure frequency can be discerned. However,
predictors for beach closure are well-known, as severe storms
and heavy precipitation are the most likely predictor of closure
frequency (Figure 2.18).
Continued monitoring by local health department staff, the
CT DPH Laboratory, and the CT Department of Energy and
Environmental Protection will continue to ensure the safety of
the recreating public. In addition, efforts to control storm
water runoff and decrease the impact and number of waterfowl
should help to prevent future beach closures.
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FIGURE 2.18: Number of marine swimming beach closures by closure days and events, CT, 2003–2017
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Source: CT DPH Recreation Program, Annual Beach Grant Report. Data analyzed March 14, 2019.

PROGRAM SPOTLIGHT: AIR QUALITY INDEX AND
AIRNOW FLAG PROGRAM
Air Quality Index (AQI)

AirNow Flag Program — Stratford

• P
 osted daily by the Connecticut
Department of Energy and Environmental
Protection (CT DEEP).

• A
 ir Quality awareness program associated
with the EPA.

• I ntends to help the public know when bad
air pollution days are predicted and gives
recommendations to the public on steps
they can take to alter their activities and
behaviors to reduce their risk for adverse
health effects.
• W
 ebsite: https://ct.gov/deep/cwp/
view.asp?q=320646

• Aims to increase awareness of air quality
issues and inform individuals of protective
measures.
• Uses color-coded flags raised in visible
places throughout the community.
• A
 School Flag Program helps schools
highlight the importance of good air quality
and educate the school community about the
Air Quality Index and how it affects student
activities each day.
• Website:

www.airnow.gov/index.cfm?action=flag_program.index
• S
 chool Flag Program: www.easternct.edu/
sustainenergy/school-flag-program/
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CHAPTER 3:

Drinking Water
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INTRODUCTION

Having an adequate drinking water supply is critical to public health. An adequate
and safe supply of high quality water assures that people have water to meet every
day human needs for drinking, cooking and bathing. Well protected water sources
reduce or minimize chemical treatment which lowers delivery costs and works to
assure affordability for all customers of public drinking water systems. Citizens and
visitors to Connecticut count on their drinking water to be plentiful, safe and free of
contamination. People expect that the public water supply will never be interrupted
and will be available to meet all needs, at all times, especially during emergency
situations. Public Water is counted on to serve every day purposes, from human
consumption, to fire protection, to serving new businesses, and watering backyard
gardens. People are generally unaware of how water is protected, treated and
delivered to water system customers.

The multi barrier approach to the delivery of safe
and adequate public drinking water is employed in
Connecticut. A myriad of protective measures and laws
work to minimize risk to public health for the state’s
drinking water supply that concern land use and
ownership, proper treatment levels, adequate testing,
security from natural and manmade threats, and
appropriate levels of oversight. Connecticut’s public
health laws work to protect the state’s drinking
water sources and proactively minimize risk of source
contamination.
Connecticut’s drinking water laws are some of the strongest
and most protective in the country. It is imperative that
the CT DPH have sustainable state and federal funding
support to ensure it has the capacity to implement
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and enforce these laws in Connecticut, and prevent
drinking water disasters such as those listed below:1
• T he waterborne outbreak in Milwaukee, Wisconsin in
1993 that sickened over 400,000 persons and killed
over 100 persons.
• T he E.coli outbreak in Walkerton, Canada in 2000 that
killed 7 people and sickened thousands.
• T he toxins found in water in Toledo, Ohio in 2014
that shut down the drinking water supply to over
500,000 persons.
• T he chemical spill in West Virginia in 2014 that led to
a tap water ban to over 300,000 persons.
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• T he ash spill in North Carolina in 2014 that impacted safe
drinking water supply to many communities.
• T he toxic water spill into a river in Colorado in 2015 that
affected drinking water supply to many communities.
• T he Legionella outbreak in New York in 2015 that sickened
over 100 persons and killed 12 people.
• T he ongoing water quality crisis in Flint, Michigan that began
in 2015 due to a change in the source of supply providing
drinking water to Flint. The change in the drinking water
source caused high levels of lead in the drinking water and
a Legionella outbreak. As a result of high lead levels in the
drinking water, the blood lead levels of many children
were elevated.
There has been a long standing foundation within the CT DPH
that high quality, well protected source water will be utilized to
serve the people of Connecticut their public drinking water.

This foundation, from over 100 years ago, is carried forward in
CT DPH laws and regulations that uniquely protect source water
quality. Two such laws are: 1) the prohibition of sewage treatment
plant discharges into the state’s surface water reservoir watershed
areas; and 2) protecting over 100,000 acres of water companyowned land. Both laws protect drinking water quality by preventing
contaminants from entering into public drinking water sources.
Both public health laws are unique to Connecticut and have been
in place for nearly 50 years. Both assure that the introduction
of harmful chemicals into source waters are minimized and are
part of a multi-barrier approach to providing safe drinking water
to residents.
The responsibility to assure the purity and adequacy of the State
of Connecticut’s public drinking water supplies lies with the
DPH Commissioner. CT DPH’s regulatory responsibilities have
existed since the early 1900s. State law was then enhanced in
1974 by the Environmental Protection Agency’s (EPA) enactment
and, subsequently, CT DPH’s role as the primacy agency tasked
with enforcement of the Federal Safe Drinking Water Act (SDWA)
in 1976.

FIGURE 3.1: Public water sources, CT, 2018

Public Water Supply Watersheds
Aquifer Protection Areas
Public Water Supply Wells

Source: CT DPH Drinking Water Section Safe Drinking Water Information System. Data analyzed July 2019.
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FIGURE 3.2: Large community Public Water System service areas, CT, 2018

Public Water Supply Areas in CT

Source: CT DPH Drinking Water Section Safe Drinking Water Information System. Data analyzed July 2019.

Responsibility for safe and adequate treatment, testing, and
delivery of the state’s public drinking water lies with approximately
2,500 public water systems (PWSs) as well as the trained certified operators of these systems. These PWSs serve a total residential population of 2.9 million people each day, (Figure 3.1).
Public water system owners must routinely test their water quality
to maintain compliance with federal and state requirements.
They are required to notify their customers if sample results do
not meet health standards. Additionally, community public water
systems are required to deliver a Consumer Confidence Report,
also known as an annual drinking water quality report, to their
customers by July 1 every year. This provides customers with
information on their water quality, where it comes from, and
where they can obtain additional information.
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A PWS must be able to, under all circumstances, provide safe
public drinking water to residents and businesses. This includes
critical facilities such as hospitals, nursing homes, and fire
hydrants. A partial or complete loss of supply to residences,
schools, food service establishments, etc., can cause the quality
and quantity of drinking water supply to become compromised.
The CT DPH directly regulates each of the 2,500 PWSs that
operate over 4,000 ground water and 150 reservoir systems
through the requirements of the SDWA. This includes quality
tracking, system inspection, source protection, water system
component approval, compliance and enforcement. A PWS is
a potable water supplier that serves 25 or more people, and in
Connecticut there are approximately 2,000 non-community
PWSs and 500 community PWSs. Shown in Figure 3.2 are areas
served by public drinking water in the State of Connecticut by
approximately 500 community PWSs. A community PWS services
25 or more residential customers, where a non-community
systems serves 25 or more non-residential customers such as
a school or business.
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M A I N TA I N I N G C O N N E C T I C U T ’S P U B L I C
D R I N K I N G WAT E R S U P P L I E S
Public drinking water quality and quantity issues have recently captured national attention
following the water quality disaster in Flint Michigan in 2016, as well as, the 2016/17 drought in
Connecticut. These events, along with the focus on a growing list of emerging potential water
quality contaminants, have captured the attention of drinking water consumers, a growing list of
stakeholders, and the general public when it comes to drinking water, human health, and public
health protection.
Community PWSs are required to maintain a water supply
capacity that exceeds demand and should have a margin of
safety of supply over the demand for water that exceeds 15%. It
is important for a PWS to maintain an adequate safety factor to
meet water supply demand as to not deplete its water supply.
Planning ahead for future growth in water demands is important
to mitigate the loss of water and contamination. The ratio

of water supply capacity to demand can detail a water system’s
ability to meet demands in the long-term. A ratio of 1.15 or
higher is considered adequate. Of the 80 large community public
water supplies, 87% of meet the 1.15 margin of safety benchmark.
A large PWS is defined as serving over 1,000 people. Below,
Figure 3.3 shows the service areas of the large community PWSs
with a 1.15 margin of safety based on 2018 data.

FIGURE 3.3: Large community public water supply by margin of safety, CT, 2018

Margin of Safety < 1.15
Margin of Safety > 1.15

Source: CT DPH Drinking Water Section and Milone & MacBroom, Water Utility Coordinating Committees, Coordinated Water System Plans,
Plans Approved December 2018.
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C H A L L E N G E S TO P U B L I C D R I N K I N G WAT E R
There are many short-term and long-term challenges in the provision of safe and adequate
public drinking water. The following seven issues pose major challenges that the PWS and CT
DPH continually work to address.

Drought
The Drought of 2016 and 2017 significantly impacted Connecticut
resulting in CT DPH issuing three Emergency Administrative
Orders to large PWSs affecting well over 360,000 people in
Greenwich, Stamford, Darien, New Canaan, Waterbury and
Danbury. These CT DPH Orders were issued to assure that these
water supplies could be maintained by calling for mandatory
water use restrictions. The order required PWSs to take swift
action to assure that people conserved water, as well as having
water to consume throughout the emergency. Water supplies
never ran dry. However, reservoirs in southwestern Connecticut
reached severely low levels and other water sources needed
to be piped overland to fill dwindling reservoirs.
Impact varies on PWSs statewide and regionally. Tracking,
forecasting and working to implement the guidance of the
tate Drought Plan (updated 2018) is important to assure
proactive steps are taken. Www.ct.gov/waterstatus/lib/water
status/2018.11.06_state_drought_plan_adopted.pdf.

Emerging Contaminants
The focus of the SDWA and CT DPH regulations is to assure that
water is safe to drink. Existing and emerging contaminants are
a consistent focus for PWSs and CT DPH to continue to assure
safe drinking water. Lead, per- and polyfluoroalkyl substances
(PFAS), cyanotoxins, chloride, sodium, Legionella and manganese
have surfaced as the leading challenges of the past few years.
These 7 contaminants have dominated significant national
discussions and represent a list of growing concerns for customers
of PWSs. Most of the contaminants listed below are not regulated under the SDWA.

LEAD
The most common sources of lead in drinking water are lead
pipes, faucets, and plumbing fixtures. Certain pipes that
carry drinking water from the water source to the home may
contain lead. Household plumbing fixtures, welding solder,
and pipe fittings made prior to 1986 may also contain lead.
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Lead can enter drinking water when a chemical reaction
occurs in plumbing materials that contain lead. This is known as
corrosion — dissolving or wearing of metal from the pipes and
fixtures. This reaction is more severe when water has high
acidity or low mineral content. How much lead enters the water
is related to the following:
•
•
•
•
•
•
•

acidity or alkalinity of the water;
types and amounts of minerals in the water;
amount of lead that water comes into contact with;
water temperature;
amount of wear in the pipes;
how long the water stays in pipes; and
presence of protective scales or coatings in the pipes.

The CT DPH Drinking Water Section (DWS) instituted a variety of
initiatives and actions that are more proactive than the current
Federal EPA Lead and Copper Rule. The DWS instituted the
following as it concerns lead results and PWS enforcement:
•	Issued 90 Administrative Orders to PWSs that had lead
exceedances of the current lead Action Level of 15 parts
per million. Orders are issued to accelerate the timing of
public notice, provision of public education information
and corrective action which includes protective measures
such as treatment system installation or upgrade.
•	Drafted and issued water system guidance to the state’s
schools and daycares to include the following two documents:
https://portal.ct.gov/-/media/Departments-and-Agencies/
DPH/dph/drinking_water/pdf/DWS_Circular_Letter_2019-17_
School_Child_Care_Flushing.pdf and https://portal.ct.gov/-/
media/Departments-and-Agencies/DPH/dph/drinking_water/
pdf/Reducing-Lead-in-Drinking-Water.pdf.
•	Worked with funding agencies to assist schools that are
also PWSs.
•	Assured elevated lead levels are shared with the public
quickly and effectively.
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•	Assured strict adherence to invalidation process under
Federal Law.
•	Applied for the WIIN Act Lead Grant and received award in
October 2019 to test for lead within disadvantaged communities
who have children with elevated blood lead levels.
The CT DPH DWS plans to continue the above actions and
proactively address the new Federal EPA Lead Rule once final.
New draft Lead and Copper Rule was announced on October
10, 2019 and the DPH plans to review and share comments
with EPA.

P E R- A N D P O LY F LU O R O A L K Y L S U B S TA N C E S
(P FA S)
Per- and polyfluoroalkyl substances are a group of manufactured
chemicals that are collectively referred to as PFAS. PFAS are
used in a variety of products and applications including non-stick
cookware, upholstered furniture, clothing, food packaging,
and firefighting foam used to extinguish petroleum fires. These
substances are not found naturally in the environment. They
do not break down easily and are extremely persistent in both
the environment, especially in water, and the human body. It is
estimated that there are thousands of PFAS in production.2
Beginning in 2013, the EPA required that all PWSs serving more
than 10,000 individuals test for six PFAS compounds. Connecticut’s
large PWSs conducted multiple rounds of testing from 2013 to
2015 and did not detect PFAS in the water from their sources of
supply. These sources of supply provide drinking water for over
2.4 million daily customers in CT.
The Commissioners of the CT DPH and the Department of Energy
and Environmental Protection (DEEP) were directed by Governor
Ned Lamont in July 2019 to lead an Interagency Task Force
(www.ct.gov/ctpfastaskforce) that was established to address
PFAS in Connecticut. The Task Force delivered a draft PFAS Action
Plan to Governor Lamont on October 1, 2019 and published the
draft for a 15 day public comment period. A final Action Plan was
shared with the Governor and published on November 1, 2019.

This Action Plan contains a strategies to:
1. Minimize human health risk for Connecticut residents;
2. Minimize future releases of PFAS to the environment; and
3. Identify, assess, and clean up historic releases of PFAS to
the environment.

At the final PFAS Task Force meeting the three key takeaways
were presented on behalf of the PFAS Task Force’s Human
Health Committee. It was found that communication is critical
in disseminating data to the public.

C YA N O B A C T E R I A
Algae and Cyanobacteria are microscopic plants which grow in
lakes, rivers, and most other bodies of water. Most types of
algae found in lakes and rivers are harmless to humans and are
an essential part of the aquatic food chain. Cyanobacteria,
also known as blue-green algae, is actually harmful bacteria
that can grow in nutrient rich water. Under certain conditions,
cyanobacteria can rapidly grow in large quantities in what’s
called a harmful algal bloom (HAB); identified by their bright
green discoloration and unpleasant smell. Cyanobacteria are
particularly harmful because of the toxins they release, known
as cyanotoxins. There are a variety of cyanotoxins that can
affect different organs within the body including the liver,
nervous system or skin and all are considered health hazards.
Currently these are unregulated and are being studied under
the EPA SDWA Unregulated Contaminant Monitoring Rule 4.3
The quality and safety of drinking water can be threatened
by cyanobacteria which can be caused by increasing water
temperature, due to climate change, and nutrient loading.
Due to the potential threat to human health, there is a need to
review nutrient loading from drainage area land uses. This is an
emerging water quality issue which is recognized in numerous
state plans and will be further studied over the next five years.
Grants under the USDA Farm Bill, Long Island Sound, Clean
Water Act and other opportunities are being pursued in order
to analyze source water quality, land use, and develop proactive
protection measures. The following work items are important
to proactively address climate change and cyanobacteria for the
state’s drinking water supply:
•	Work to implement the 2018 Water Utility Coordinating
Committee Regional Plan, the 2018 DWVAR Plan, as well as
the 2018 State Water Plan.
•	Work to secure funding to focus on nutrient loading
reduction and implement proactive measures to address.
•	Work to continue as well as develop new partnerships to
address climate change impact to drinking water quality
and quantity.
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S O D I U M & C H LO R I D E
CT DPH worked with the Connecticut Environmental Health
Association (CEHA) to develop a national Ad Hoc Working Group.
This group developed a mission statement and set goals to focus
on supporting efforts to move forward with Training Applicators
of sodium chloride products, as well as development of best
management practices in order to protect public drinking
water quality.

L EG I O N E L L A
Legionella is a type of bacterium found naturally in freshwater
environments, like lakes and streams. It can become a health
concern when it grows and spreads in human-made building
water systems. People who get sick after being exposed to
Legionella can develop two different illnesses: Legionnaires’
disease and Pontiac fever. People can get Legionnaires’ disease
or Pontiac fever when they breathe in small droplets of water
in the air that contain Legionella. Maintaining building water
systems is one of the keys to preventing infection.4
The Drinking Water Section (DWS) has worked across the
agency to assist with protective measures to address legionella.
Working with the CT DPH Health Care Licensing Bureau, CT
DPH Toxicologists and Epidemiologists the CT DPH DWS works
as part of a team of Subject Matter Experts on the following:
• Participate on the CT DPH Legionella Team.
•	Provide drinking water expertise on water quality parameters
and the implementation of Water Management Plans.
•	Draft a legionella strategy to address the addition of treatment
to health care facilities and buildings served by a PWS.
•	Build expertise within the DWS on legionella mitigation
and treatment.

Aging Infrastructure
Connecticut’s public drinking water infrastructure has aged and
is in need of replacement and upgrade with over $4.0-billion
in investment over the next 20 years. Aged drinking water
infrastructure (pipes, tanks, pumps, etc.) can fail and lead to
water loss and/or water contamination. The impact is significant,
as a large percentage of Connecticut’s community PWSs
infrastructure are well over 50 years old. CT DPH works with
PWSs to focus on upgrading water system components
and providing financial assistance through its DWS Drinking
Water State Revolving Fund loan program; focusing on
disadvantaged communities.

Heathy Equity
Connecticut’s first State Water Plan, as approved in 2019,
determined that the state has plentiful water to meet the
current and projected need for public drinking water. While
there is ample water supply, the state must strike a balance on
water needs and usage. Providing this balance is critical for
water sustainability particularly as the State Water Plan is
implemented over the next 5 years. As a member of the State’s
Water Planning Council, the CT DPH works to assure that public
health protection is understood and equitable.
Moreover, there could be a loss of high quality water for human
consumption and therefore a loss of margin of safety and
reduction in human health protection if sources of water supply
are of lower quality. This is addressed by:
•	Working with stakeholders to recognize and partner to
implement the 2018 Water Utility Coordinating Committee
Regional Plans. https://portal.ct.gov/DPH/Drinking-Water/
WUCC/Water-Utility-Coordinating-Committee as well as the
2018 State Water Plan https://ct.gov/water/site/default.asp.
•	Developing measures, metrics, and action items to track
health equity and public drinking water to tie back to the
State Water Plan and public health protection.
•	Working with public health officials on the development of
this Health Equity and Public Drinking Water Metric.
• Presenting metrics to the public and stakeholders.

Small Water System Capacity/
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Sustainability/Resiliency for Technical
Managerial and Financial Aspects
of Public Water System Management
There are 330 small community PWSs that could struggle to
meet the daily requirements of the SDWA and state laws.
This challenge has become more pronounced as the SDWA
requirements have been enhanced over the past decade.
With each new law the business of owning a small community
PWS is more complicated and expensive. This can and has led
to small community PWSs takeovers by larger PWSs. Over
10 small community PWSs that have been completed. The work
outlined below must continue in order to address this issue:
•	Work to implement the 2018 Water Utility Coordinating
Committee Regional Plan, the 2018 Drinking Water Vulnerability
Assessment and Resiliency Plan (DWVAR Plan) as well as
the 2018 State Water Plan as it concerns small community
PWSs system capacity and sustainability.
•	Work to optimize PWSs and continue to work with EPA
and other states by active participation on the Areawide
Optimization Program (AWOP).
•	Work to implement a 2018 law requiring asset and fiscal
management plans for small community systems.
•	Work to fully implement CT DPH Capacity Development Strategy.
•	Work to train certified operators and continue to develop the
certified operator workforce.

Emergency Response
Tropical Storms of 2011 and Hurricane Sandy in 2012 impacted
well over 100 small community PWSs and caused hundreds
of boil water advisories. The Three Storm Strategy (TSS) first
developed in 2012 following Storms Sandy, Irene and Alfred was

developed to assure the ongoing actions to address small
system resiliency. In addition to the TSS the following efforts
must continue:
•	Work to assure the availability of skilled CT DPH employees
that can respond in a timely and comprehensive manner.
•	Work to assure that laws are appropriate to address the
need of adequate and timely notice to customers affected.
•	Work to assure that PWSs contain the capacity to
respond appropriately.
•	Work with the water industry, local health directors and
other partners to assure that emergency response is
well coordinated and effective to assure safe and adequate
drinking water.

Affordability of High Quality
Drinking Water
There are over 500 community PWSs with most serving a small
number of residential customers. When comparing small
community systems, the sources of supply and financial capacity
vary greatly. Some sources of supply are low yielding and of poor
raw water quality which requires additional water sources and
treatment resulting in higher costs. If these sources and systems
are located within disadvantaged communities, the affordability
and therefore quality of system upkeep and water supply
delivery becomes challenging for water systems with a smaller
customer base. The work and focus of the CT DPH will be to:
•	Work to assure that disadvantaged communities have the
ability to address water quality and quantity issues.
•	Work to offer financial Drinking Water State Revolving Funds
(DSWRF) and technical assistance.
•	Work to assure that current high quality water sources
are sufficiently protected from harmful effects and available
for all.
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COMPLIANCE AND ENFORCEMENT
The CT DPH DWS has consistently inspected between six to seven hundred PWSs per year. This is a requirement
of the SDWA. System inspections can range from a couple of days to two weeks for larger systems. System
violations and/or significant deficiencies are noted within engineering system reports and due dates provided
for system compliance. System compliance is then followed up by Enforcement staff to assure that violations
are corrected.
To maintain the drinking water quality of a PWS, maximum
contaminant levels (MCL) are monitored by the water systems
and compliance is overseen by CT DPH as required under State
Law consistent with the EPA’s SDWA (Table 3.1). The MCL is the
maximum permissible level of a contaminant that is delivered
to any consumer of a PWS.
In Figure 3.4, we see that there has been a slight increase in the
number of MCL violations for disinfection byproducts over the
last few years. This is primarily due to a change in the Stage 2
Disinfection By-product (DBP) Rule that required water samples
to be taken from target locations. This requires systems to
determine points that are of most concern, sample them, and
determine the running annual average of contaminant levels for
each site individually. Prior to this change, MCL compliance was
based on an annual average for the overall water system. The
CT DPH is working with PWSs to proactively address exposure to
DBPs through training, system optimization, and recognition and
plan development to address system treatment and hydraulics.

Further CT DPH DWS has worked to institute stricter enforcement
of microorganism contamination. Since 2018 the DWS has issued
Orders for each confirmed E. coli contamination and required
timely corrective action. Corrective actions are tracked and
overseen to assure comprehensive measures are instituted. In
the end, the Orders assure minimized risk of contaminant
exposure. There have been 56 E coli violations in the past 5 years,
mostly small systems with unsanitary sources, each of these are
addressed within 24 hours of confirmation with DWS engineers
assuring quick public notice and return to compliance.
Connecticut consistently ranks in the top state drinking water
programs, as compared to the New England Region and the 50
states when assessing public drinking water that meet health based
standards. Further, overall public drinking water in Connecticut has
consistently since 2008 well exceeded EPA National Targets. Two
health based EPA measures are shown in Table 3.2 and associated
graphs. These measure the overall drinking water quality delivered
to the customers of community public drinking water systems.

FIGURE 3.4: Percentage of the population at community PWSs that did not have a maximum contaminant level violation by
contaminant, CT, 2001–2018
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Source: CT DPH Drinking Water Section, Safe Drinking Water Information System, Data analyzed March 2019.
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TABLE 3.1: Large community public water supply by margin of safety, CT, 2018
C O N TA M I N A N T

EXAMPLES

H E A LT H E F F EC T S

Microorganisms
(bacteria, viruses, protozoa)

E. Coli, Legionella, Cryptosporidium

Gastrointestinal illness (Diarrhea, Cramps, Nausea)
Legionnaire’s Disease

Methemoglobinemia (Blue Baby Syndrome)
Thyroid dysfunction in children and pregnant
women

Nitrate and Nitrites

Disinfectants (DBP)

Haloacetic Acids, Total Trihalomethanes,
Chlorite & Bromate

Anemia
Stomach problems

Disinfection Byproducts

Chloramines, Chlorine & Chlorine Dioxide

Increased risk of cancer
Anemia
Liver/Kidney problems

Organic Chemicals
(Volatile Organic Chemicals and
Synthetic Organic Chemicals)

Benzene, Dalapon, Dichloromethane &
Di(2-ethylhexyl) Phthalate

Increased risk of cancer
Liver problems
Reproductive problems
Nervous system problems

Radionuclides

Radium 226, Radium 228 & Uranium

Increased risk of cancer
Kidney toxicity (Uranium)

Source: US Environmental Protection Agency, Retrieved from
www.epa.gov/ground-water-and-drinking-water/national-primary-drinking-water-regulations

TABLE 3.2: Government Performance and Results Act (GPRA) National Water Program Measures, CT and US, 2019

E PA N AT I O N A L WAT E R P R O G R A M M E A S U R E S

2019 C T
R E S U LT S

F Y19 E PA
N AT I O N A L
TA R G E T

Percent of the population served by community water systems that receive drinking water
that meets all applicable health-based drinking water standards through approaches
including effective treatment and source water protection.

98%

92%

Percent of “person months” (i.e. all persons served by community water systems times
12 months) during which community water systems provide drinking water that meets all
applicable health-based drinking water standards.

98%

95%

Source: US Environmental Protection Agency, Government Performance Results Act. Data Analyzed September 2019.
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FIGURE 3.5: GPRA National Water Program Measures, CT and US, 2008–2019
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Source: US Environmental Protection Agency, Government Performance Results Act, Data Analyzed September 2019.

FIGURE 3.6: GPRA Person Months Percentage, CT & US, 2008–2019
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P R O G R A M S P OT L I G H T S
Drinking Water Planning
CT DPH’s DWS has many planning tools that will assist with
various aspects of public drinking water development, distribution,
protection and emergency response.

Accomplishments include the completion of:
•	
A Capacity Development Strategy that will ensure the
long-term sustainability of Connecticut’s PWSs.
•	A national Drinking Water Infrastructure Needs Survey
and Assessment that documents a total 20-year need for
Connecticut of over $4-billion.
•	The State Water Plan which is a collaborative effort between
the CT DPH, the Department of Energy and Environmental
Protection, Office of Policy and Management and the Public
Utilities Regulatory Authority. The State Water Plan was
prepared to help inform decisions about managing all aspects
of Connecticut’s water, including drinking water, industrial
use, environmental health, agricultural use, energy and
recreational use.
• A
 Drinking Water Vulnerability Assessment and Resilience Plan
(DWVARP) that assesses current vulnerabilities of drinking
water systems and private wells in Connecticut’s four coastal
counties and identifies strategies to mitigate future storm
impacts on areas with drinking water supplies.
• A
 Drought Preparedness and Response Plan that identifies
a set of formal operating procedures and administrative
guidance for proactive drought planning and response.
• W
 ater Utility Coordinating Committee Coordinated Plans for
each of the three Public Water Supply Management Areas
in Connecticut. The plans will ensure that smart planning
decisions are made about the future of Connecticut’s drinking
water and will guide approximately 2,500 PWSs in Connecticut.
• T he WebEOC Drinking Water Status Controller Board that
allows PWSs to report their system status to the CT DPH
during an emergency event through the state web-based
Emergency Operations System.

Drinking Water State Revolving
Fund (DWSRF) Program
The Drinking Water State Revolving Fund (DWSRF) Program is
a federally funded program that provides low interest loans to
community and non-profit, non-community PWSs to finance
infrastructure improvement projects. Examples include storage
tanks, treatment works, and water mains. The program supports
and recognizes strong infrastructure sustainability programs
that emphasize prevention as a tool for ensuring long term safe
and affordable drinking water to Connecticut’s residents. The
program also places an emphasis on providing loans to small
water systems and communities most in need and certain
projects may qualify for Federal or State subsidization. PWSs
which serve fewer than 10,000 persons are strongly encouraged
to apply. https://portal.ct.gov/DPH/Drinking-Water/DWS/
Drinking-Water-State-Revolving-Fund-Program
•	During State Fiscal Year 2019, the CT DPH DWSRF Program
committed approximately $37.4 million in funding for
27 infrastructure projects through 20 funding agreements.
•	Since 1999, the DWSRF Program has provided more than
$348 million for 256 projects.
•	Federal funding for the state’s DWSRF Program is determined
by the EPA sponsored national Drinking Water Infrastructure
Needs Survey & Assessment. The results of the most
recent 2015 survey, which were released in March 2018,
showed that the State of Connecticut’s estimated need had
grown from $1.394 billion in 2007 to $4.018 billion in 2011.
www.epa.gov/dwsrf/epas-6th-drinking-water-infrastructureneeds-survey-and-assessment

Area Wide Optimization
Program (AWOP)
The Area Wide Optimization Program (AWOP) is a program
facilitated by EPA that provides training, tools and approaches for
state regulatory programs to work with drinking water systems
in meeting water quality optimization goals. The optimization
goals are set to maximize public health protection through
optimization of existing water treatment and distribution facilities
(i.e., without major capital improvements) to achieve higher
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levels of regulatory compliance for the PWSs. While originally
developed to address microbial contaminants, AWOP has
expanded beyond the original tools and now includes strategies
for addressing distribution system and disinfection byproducts
(DBPs) optimization as well. Since 2010, CT DPH is the only New
England state that is active in the EPA National AWOP program
where it receives direct engineering staff training in public water
system engineering optimization measures that can directly
address drinking water quality issues. The knowledge and tools
learned during Regional AWOP meetings is passed on from
CT DPH engineering staff to PWSs in CT in order to help them
achieve and maintain compliance with SDWA Rules such as
Stage 2 DBP Rule and Surface Water Treatment Rule. In 2019,
AWOP training centered on disinfection by-products and
data integrity concepts which have been used during all large
PWS sanitary surveys. CT DPH hosted a regional AWOP meeting
for the second time in April-May 2019, with over 10 states
joining the EPA-lead training. The AWOP program has and will
continue to serve a critical non-regulatory proactive role in the
future protection of state’s public drinking water.

Protecting Sources of High Quality
Drinking Water
CT DPH DWS created and maintains a dedicated functional unit
to implement and enforce statutes and regulations pertaining
specifically to the protection of the sources of public drinking
water. The Source Water Protection Unit (SWP) is responsible for
the purity and adequacy of Connecticut’s approximately 4,000
surface and ground water drinking water supply sources.
The SWP Unit maintains a Strategic Plan for the Implementation
of Drinking Water Source Protection in Connecticut. The program
elements coordinate, manage, and regulate source protection
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through the enhancement and oversight of existing source
protection laws and regulations, integration with water supply
planning, education of local land use officials, and involvement
with stakeholders on a continuous basis. This Strategic Plan
strives to maintain a minimized risk to public health for 100
percent of source water areas for community water systems
(both surface and groundwater) by substantial implementation
of the source water protection actions, both regulatory and
non-regulatory that are in place to prevent contamination and
protect water quality and therefore public health. Regulatory
examples include a statutory prohibition on sewage discharges in
drinking water sources and a regulatory requirement that water
utilities inspect their watersheds annually. A non-regulatory
example is the Connecticut Source Water Collaborative, a broad
stakeholder group of experts who work through topical source
protection issues. Climate change will present an increasing
challenge in the protection of drinking water sources. An
increase in precipitation may potentially increase flooding
events and associated risks to public water system wells while an
increase in storm water runoff and in seasonal droughts poses
a risk to surface water sources. There is also potential for a
longer algal bloom season (starting earlier and ending later) and
for more harmful algal blooms with the rise in temperatures
as warmer temperatures favor blue-green algae that may
produce toxins as well as compounds that impact taste and odor.
Stringent source water protection measures will help maintain
resiliency of some sources while new and innovative source
water protection methods or plant treatment process changes
will achieve resiliency even as climate changes.
Maintaining a robust source protection program as part of a
multi-barrier approach to protecting drinking water quality
and quality is critical. Future efforts must continue to prioritize
smart land use planning, climate change adaptation and
resilience, and mitigating pollution risks.

151

REFERENCES
	Connecticut Department of Public Health Drinking Water Section.
(2017). Department of Public Health’s Report on Fees.

1

	Connecticut Department of Public Health Drinking Water Section.
(2019). Per-and Polyfluoroalkyl Substances. Retrieved from
https://portal.ct.gov/DPH/Drinking-Water/DWS/Per--andPolyfluoroalkyl-Substances

2

	Connecticut Department of Public Health Drinking Water Section.
Harmful Algal Blooms and Drinking Water Factsheet. Retrieved from
https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/
dph/drinking_water/pdf/PublicHarmfulAlgalBloomsandDrinking
WaterFactsheetpdf.pdf?la=en

3

	Center for Disease Control and Prevention. (2019). Legionella
(Legionnaires’ Disease and Pontiac Fever, Causes, How it Spreads, and
People at Increased Risk). Retrieved from www.cdc.gov/legionella/
about/causes-transmission.html

4

152

153

CHAPTER 4:

Chronic Diseases
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INTRODUCTION

Six in ten adults in the United States (US) have a chronic disease, and four in
ten adults have two or more. This means in a household of two adults or
more, at least one of you will have a chronic disease. Chronic diseases such as
asthma, obesity, high blood pressure, diabetes, cardiovascular disease, and
cancer are the leading causes of death and disability in the US and Connecticut.
Chronic diseases are the leading drivers of the nation’s $3.5 trillion in annual
healthcare costs.1;2
Early detection through cholesterol, high blood pressure,
diabetes/prediabetes, and cancer screenings could prevent,
delay or even halt the progression of chronic disease.
Most chronic diseases have risk factors in common:
tobacco use and exposure to secondhand smoke, poor
nutrition, lack of physical activity, and excessive alcohol
use. Over 90% of Connecticut adults have at least one
of the following risk factors: smoking, being overweight
or obese, eating less than five servings of fruits and
vegetables per day, and not meeting physical activity
recommendations.3 Addressing these modifiable risk
factors is critical in reducing the likelihood of getting a
chronic disease and improving quality of life.
As a public health agency, Connecticut Department of
Public Health (CT DPH) has placed a great deal of
emphasis on addressing these modifiable risk factors
over the past 5 years. We have seen a reduction in
cigarette use, but the emergent use of vaping products
(e.g., e-cigarettes) among youth is alarming. We are
still seeing an increase in obesity rate, but the rate
of increase has slowed. We have not seen significant
improvement in our fruit and vegetable consumption
and physical activity. For our early detection through
screening efforts, we have seen an increase in
cholesterol screening and colorectal cancer screening.
However, we are not able to determine changes to
our breast and cervical cancer screenings and diabetes/
prediabetes screening. For our populations that are
living with at least one chronic disease, we are helping

them to manage their disease better. Our death rates for
breast, cervical, lung, colorectal, and oropharyngeal cancers
have gone down. However, liver cancer death rate has
been on the rise. Our cardiovascular disease death
rate and asthma emergency department visit rate have
decreased, while our high blood pressure rate and
diabetes hospitalization rate remain unchanged.
Generally, Connecticut residents are healthier than the US
population. We smoke less, eat heathier, have heathier
teeth and are less obese than the US as a whole. We do
better with our early detection through screening efforts,
and we have lower death rates and utilize fewer healthcare
resources to manage our chronic diseases. One notable
exception is asthma, where we have a higher prevalence
of asthma as compared to the US and consequently
higher healthcare utilization for asthma.
We know that not all populations within Connecticut
enjoy the same level of health. Chronic diseases
disproportionately affect vulnerable population groups
based on race, ethnicity, age, gender, socioeconomic
position, immigrant status, sexual minority status,
language, disability, homelessness, mental illness, and
geographic area of residence. For example, adults earning
less than $25,000 per year are more likely to have diabetes
and high blood pressure, be obese and physically
inactive, and smoke when compared to their higher
income counterparts.3 People of lower socioeconomic
status (e.g., lower income and less educated) are less
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likely to engage in prevention efforts and experience higher levels
of chronic disease morbidity and mortality. Residents who
are non-Hispanic Black, Hispanic or living in the large cities are
also disproportionally affected by chronic disease. We have
made progress in reducing health disparities for cancer and
cardiovascular disease deaths and oral health outcomes.
Unfortunately, health disparities remain unchanged for most
of the prevention efforts with screenings and reducing risk
factors, and the disparity gap has widened for asthma
emergency department visits.
The health disparities experienced by Connecticut residents
cannot be merely attributed to poor health decision making. Our
choices are influenced by how and where we live. Making the
healthy choice may not be the easy choice for all. The strategies
and interventions intended to prevent and control chronic
diseases seek to influence the social determinants of health, and
fall into three broad categories: 1) environmental approaches
(such as sidewalks) that promote health and support and
reinforce healthful behaviors; 2) health system interventions to
improve the delivery and use of clinical preventive services;
and, 3) strategies to improve linkages between community
resources and clinical settings. Ultimately, to prevent and control
chronic diseases in our state, wellness must be promoted in all
aspects of people’s lives to ensure that all residents have equal
access to healthy food, safe places for physical activity, quality
clinical and other health services, and community and clinical
organizations to support prevention, self-management, and
control of chronic diseases.
For the chronic disease chapter, we will provide an overview on
the trends and/or health disparities for each chronic disease
topic area. In the narratives that discuss differences in trends
and health disparities, unless noted otherwise, we will highlight
only those that reached statistical significance (i.e., with a 95%
certainty that the differences are real). We will also discuss some
of the actions CT DPH is taking to address the diseases, risk
factors and social determinants of health. First, we will look at
the status of healthy eating and active living among Connecticut
residents with respect to our fruit and vegetable consumption,
sugar-sweetened beverage consumption, and meeting aerobic
and strengthening physical activity recommendations. Second,
we will examine the use of tobacco products, including cigarettes
and vaping products, and the exposure to secondhand smoke.
Next, we will examine the prevalence of obesity and high blood
pressure and take a closer look at the impact of diabetes, asthma
and oral health. Subsequently, we will discuss cardiovascular
disease as the leading cause of death in Connecticut and the
importance of having our cholesterol checked regularly. Finally,
we will discuss the recommendation of cancer screenings
and the status of cancer incidence and mortality among
Connecticut residents.
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H E A LT H Y E AT I N G A N D A C T I V E L I V I N G
A healthy lifestyle includes healthy eating and active living (i.e., regular physical activity through
intentional exercise or by integrating physical activity into daily routines). Poor nutrition and
sedentary behaviors are precursors to many chronic diseases, including obesity, cardiovascular
disease, and diabetes. Connecticut has a variety of state and local coalitions, wellness
committees, and councils that bring partners together to collaborate on obesity prevention
initiatives, leverage funding, and work towards a shared vision.

Fruit and Vegetable Consumption
Healthy eating specifically means balancing the number of
calories consumed with the number of calories the body needs,
reducing the intake of saturated fats, salt, and added sugars,
and increasing the consumption of fruits, vegetables, and whole
grains. To promote healthy eating and ultimately advance
equitable health outcomes among populations, it is essential
that healthy food and beverages are easily available, accessible,
and affordable in communities, schools, workplaces, and other
places that people frequent.
Our state has a variety of state policies that support healthier
eating among residents. Examples include the Connecticut
Nutrition Standards to improve food and beverages sold in
schools, and statutes and regulations for child care programs
that include nutrition standards for foods served.
Programmatically:
•	Connecticut’s State Chronic Disease Action Team works with
statewide partners to promote healthy food donations to
food pantries, complementing other state and local initiatives
that address food insecurity and the lack of healthy food
access.
•	The Special Supplemental Nutrition Program for Women,
Infants, and Children (WIC) provides supplemental foods,
healthcare referrals, nutrition education, and breastfeeding
promotion and support to low-income pregnant,
breastfeeding, and non-breastfeeding postpartum women,
and to infants and children up to age five who are found
to be at nutritional risk.

•	CT DPH’s Supplemental Nutrition Assistance Program
Education (SNAP-Ed): provides nutrition education to
Supplemental Nutrition Assistance Program (SNAP)-eligible
adults and preschool children and their families; provides
training and technical assistance on breastfeeding promotion,
healthy eating, and physical activity to staff in early care
and education centers that serve SNAP-eligible families; and,
collaborates with state and local anti-hunger organizations
to promote and support healthy food pantry initiatives.
The SNAP-Ed program is administered by the Department
of Social Services and implemented by CT DPH, University
of Connecticut, and Hispanic Health Council. It provides
nutrition education and implements policies, systems, and
environmental change strategies throughout Connecticut
for SNAP-eligible populations.

“I do believe that people who do want to eat
healthy, […] awareness and education can shift
behavior because it can change behavior.
So we have to educate them.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
AFRICAN AMERICAN WOMEN
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PROGRAM SPOTLIGHT: STATE PHYSICAL ACTIVITY AND
NUTRITION PROGRAM
In September 2018, CT DPH was awarded
funding from the Centers for Disease Control
and Prevention to implement the State
Physical Activity and Nutrition Program to
improve the nutrition and physical activity
status of Connecticut residents:
•	Collaborating with partners to connect
sidewalks, paths, bicycle routes, and
public transit with every day places by
implementing master plans and land
use interventions.

•	Implementing food service guidelines in
worksites and community settings to
increase the availability of healthy foods.
•	Collaborating with partners to create and
provide tools and trainings that increase
access to breastfeeding-friendly environments
in settings such as hospitals and worksites.
•	Promoting physical activity and nutrition
standards at early care and education centers.
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Connecticut adults consume more fruits and vegetables
than the US adults, but nearly one third of Connecticut
adults still consume fruit less than one time per day and
approximately one sixth of adults consume vegetables
less than one time per day (Figure 4.1, Figure 4.2). Lower
vegetable and fruit consumption were more prevalent
among males, younger adults, non-Hispanic Black and
Hispanic adults, and among those with lower educational
attainment levels and lower annual household incomes.

In our state, nearly two in five high school students (grades
9–12) consumed fruit or 100% fruit juice less than one time
per day within the past seven days (Figure 4.3). A similar
proportion of high school students also reported consuming
vegetables less than once per day within the past seven
days (Figure 4.4). Non-Hispanic Black students had a lower
consumption of vegetables when compared to non-Hispanic
White and Hispanic students.

FIGURE 4.1: Percentage of adults (18+) who consumed fruit less than one time per day by sex, race/ethnicity, age, educational
attainment and household income, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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FIGURE 4.2: Percentage of adults (18+) who consumed vegetables less than one time per day by sex, race/ethnicity, age,
educational attainment and household income, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.

“We have so many unhealthy and fast food
restaurants around here in the city and who are
the people that mostly buy these foods? Young
kids that don’t have knowledge so it would help
if they developed something for the youth to
see the consequences. Sometimes parents don’t
have the time to cook.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
HISPANIC COMMUNITY
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FIGURE 4.3: Percentage of high school students who consumed fruit or 100% fruit juice less than one time per day in the past
7 days by sex and race/ethnicity, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Youth Risk Behavior Survey. Data analyzed October 31, 2019.

FIGURE 4.4: Percentage of high school students who consumed vegetables less than one time per day in the past 7 days by sex
and race/ethnicity, CT, 2017
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Soda and Sugar-Sweetened
Beverage Consumption
Sugar-sweetened beverages (SSBs) are drinks that are sweetened with one or more added sugars. Added sugar goes by
many names including raw sugar, honey, brown sugar, fruit juice
concentrate, corn syrup, high-fructose corn syrup, malt syrup,
molasses, dextrose, fructose, glucose, lactose, maltose, and sucrose. Drinks that contain added sugars include regular soda (not
the diet variety), fruit drinks such as lemonade and fruit punch
(not 100% juice), sports drinks, energy drinks, sweetened water
drinks, and coffee and tea beverages with added sugars. You can
tell if your beverage has added sugars by reading the ingredient
list located on the product’s label.
SSBs are major sources of added sugars in the American diet. The
calories provided by SSBs are “empty” meaning they have little to
no nutritional value. Added sugars only add calories to a person’s
diet and should be limited as much as possible to prevent weight
gain. Making the switch to drinks with no added sugars, especially water, is a good way to achieve a healthy body weight.

“…we should ask our legislation to put those
warnings on [sugar sweetened beverages] to say
it causes diabetes, it causes this and that.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
AFRICAN AMERICAN WOMEN

Approximately, one fourth of Connecticut children (2–17 years
old) drink at least one 12-ounce (oz.) soda or SSB per day, and
the consumption has decreased from 2011 to 2018 (Figure 4.5).
The prevalence of consuming one SSB a day is significantly higher
among males when compared to females. Non-Hispanic Black
and Hispanic children are more likely to drink at least one SSB
per day. Older children and those living in households with
an annual income of less than $25,000 are also more likely to
drink at least one SSB per day (Figure 4.6).

FIGURE 4.5: Percentage of children (2–17 years old) who drank at least one 12 oz. soda or sugar-sweetened beverage per day by
year, CT, 2011–2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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FIGURE 4.6: Percentage of children (2–17 years old) who drank at least one 12 oz. soda or sugar-sweetened beverage per day
by sex, race/ethnicity, age and household income, CT, 2016–2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.

Physical Activity
Increasing physical activity helps control weight; reduces risks for
heart disease, type 2 diabetes and some cancers; strengthens
bones and muscles; improves mental health; and, prevents falls
among older adults. Yet, our environments and our contexts
(namely, our backgrounds, experiences, and resources) can
influence our ability to engage in physical activity. To address
this, Connecticut has a variety of state policies which support
increased physical activity among residents. Examples
include the Connecticut statutes and regulations for childcare
programs, which include physical activity standards, and an act
improving bicycle and pedestrian access, passed in 2009.

Programmatically, to promote increased availability of safe and
accessible areas to be active in the state, statewide partners
including CT DPH particpate in the following:
• Connecticut Bicycle and Pedestrian Advisory Board;
•	Connecticut Department of Transportation (DOT) Strategic
Highway Safety Plan, Non-Motorized Emphasis Area
Committee; and,
•	Connecticut Department of Energy and Environmental
Protection’s (DEEP) Greenways Council.
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•	DEEP promotes, develops, and maintains trails and greenways statewide that not only positively impact individuals by
encouraging physical fitness and healthy lifestyles, but also
provide transportation opportunities and have influence on
economic and community development.
•	DOT launched the Active Transportation Plan in January
2019 to support the vision of the agency to encourage,
promote, and improve walking, biking, and other forms of
active transportation among all people.
•	Connecticut towns and local health departments are
promoting physical activity by developing or improving
existing walking or biking trails.

“…there is a limited access to recreation. For
example if I want to go to a pool I have to go far
away. This impacts people with diabetes in our
community because they need to do exercise not
just take their medication and that’s it. The youth
in [one part of town] have no access to recreation
[…] I’m wondering why we don’t have that near
here and we have to go so far, we don’t have
anything in this area. Some places require a
membership or it depends on income.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
HISPANIC COMMUNITY

FIGURE 4.7: Percentage of adults (18+) who met aerobic and strengthening physical activity recommendations by sex,
race/ethnicity, age, educational attainment and household income, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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For adults, regular physical activity means engaging in moderate
activity (e.g., brisk walking) for at least 30 minutes, five or more
times per week, and muscle-strengthening activities, two or
more days per week. Fewer than one in four Connecticut adults
meet these aerobic and muscle strengthening physical activity
recommendations, with females and older adults less likely to
meet these recommendations when compared to males and
younger adults (Figure 4.7). The prevalence of meeting the
physical activity recommendations decreases as age increases.
Conversely, the prevalence of meeting the recommendations
increases as household income and educational attainment
increases. Those identified as Hispanic or non-Hispanic Other
were also less likely to meet the physical activity recommendations
when compared to their non-Hispanic White counterparts.

Children and adolescents ages 6 through 17 years should
engage in 60 minutes (1 hour) or more of moderate-to-vigorous
physical activity daily.4 Similar to adults, fewer than one in four
high school students meet the recommended physical activity
guidelines, falling below the Healthy People 2020 target of 31.6%
(Figure 4.8). Non-Hispanic White students were more likely than
non-Hispanic Black or Hispanic students to meet the Healthy
People 2020 guideline, though the prevalence still fell below the
Healthy People 2020 target by six percentage points. High school
males were twice as likely as females to have met the physical
activity guidelines.

FIGURE 4.8: Percentage of high school students who met physical activity guidelines by sex and race/ethnicity, CT, 2017
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TO B A C C O U S E
Tobacco use is the leading cause of preventable disease, disability, and death in the United
States.5 In Connecticut, approximately 485,000 adults use tobacco and more than 350,000 still
smoke cigarettes.3 About 31,000 Connecticut high school students use at least one tobacco
product, including e-cigarettes, which are the most common type of tobacco products used by
high school students in our state.6 Every year in Connecticut, more than 1,000 youth younger
than 18 years of age become new daily smokers, and each year, nearly 5,000 Connecticut
residents die prematurely due to smoking or exposure to secondhand smoke. It is estimated
that about 56,000 children now under 18 years of age and who live in Connecticut will ultimately
die prematurely from tobacco use.7 Annually, Connecticut spends more than $2 billion on
medical care to treat smoking-related diseases in adults and more than $520 million in Medicaid
costs from smoking-related care.8
Health equity in tobacco prevention and control is the opportunity
for all people to live a healthy, tobacco-free life, regardless of
one’s background or environmental, social, or cultural context.
Yet, tobacco-related disparities are present across socially
determined circumstances and characteristics such as age,
disability, education, income, occupation, geographic location,
race, ethnicity, sex, sexual orientation, gender identity, mental
health status, substance abuse, and military status. Many groups
have a higher prevalence of tobacco use, lower cessation rates
(i.e., rates of quitting smoking and staying quit), and poorer
health outcomes. Tobacco-related disparities have also been
reported among people who are homeless and those who
are incarcerated.9 To further reduce overall tobacco use and
secondhand smoke exposure, tobacco use must be reduced in
population groups with the greatest burden of tobacco use
and secondhand smoke exposure.
Comprehensive tobacco control programs are a coordinated
effort to establish smoke-free policies and social norms,
promote and assist tobacco users to quit, and prevent initiation
of tobacco use. Programs can work to achieve health equity in
tobacco control by providing targeted and appropriate services
that reach the residents who are most likely to use tobacco
(Figure 4.9, Figure 4.10). With most tobacco control policies
taking a population-based approach, however, tobacco control
efforts without thoughtful design and implementation could
widen disparities. Best practice population-based policies include
point-of-sale initiatives that work to reduce youth access to
tobacco products (e.g., reducing the availability of flavored

tobacco products) and smoke-free environment policies that
reduce exposure to secondhand smoke and aerosol. Coupled
with these policies are program initiatives that provide education
about the benefits of adopting good tobacco control policy.
The following evidence-based strategies have not yet been
adopted in our state but are encouraged by the Centers for Disease
Control and Prevention (CDC) to reduce tobacco initiation and
use, especially among youth. These include:
•	Increasing the price of all tobacco products, corresponding
with the taxes on combustible cigarettes. Youth are especially
sensitive to price, so this policy could help prevent youth
from purchasing these products and likely result in decreased
initiation and use, especially of electronic vape products.
• Restricting the sale of flavored tobacco products;
•	Passing additional smoke-free laws, especially for workplaces,
schools, and public places to reduce exposure to secondhand
smoke;
• Restricting the use of all tobacco products in movies; and,
•	Restricting the advertising of all tobacco products. Although
there are restrictions on combustible cigarettes, they
do not apply to electronic vape products. This is especially
important as nearly one in two high school students report
being exposed to these types of ads.6
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FIGURE 4.9: Percentage of adults who currently used some form of tobacco by sex, race/ethnicity, age, household income and
educational attainment, CT, 2017
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Adults

Youth

In 2017, more than one in six Connecticut adults used some
form of tobacco, which includes cigarettes, cigars, chewing
tobacco, snuff, dip, snus, hookahs, and e-cigarettes during the
past 30 days. This represents nearly half a million people
(Figure 4.9). Males, Hispanic adults, and younger adults (18–34
years) have the highest prevalence of tobacco use. After 34 years
of age, as age increases, current tobacco use decreases. In
addition, as household income and educational attainment
increase, current tobacco use among adults decreases.

Similar to adults, on one or more of the past 30 days, over one
in six high school students reported using some form of tobacco,
which includes cigarettes, cigars, chewing tobacco, snuff, dip,
pipes (other than water pipes), hookahs, and e-cigarettes
(Figure 4.10). Non-Hispanic White youth followed by Hispanic
youth had the highest prevalence of current tobacco use
compared to non-Hispanic Black youth. Also, as grade level
increased, current tobacco use increased.

FIGURE 4.10: Percentage of high school students who currently used some form of tobacco by sex, race/ethnicity and grade,
CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Youth Tobacco Survey. Data analyzed August 27, 2019.
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VAPING INCREASES AMONG YOUTH AND ADULTS
Quitting tobacco use is difficult, and adults
have been misled to believe that transitioning
to e-cigarettes is ‘safe’. Although these products
appear to be safer than traditional, combustible
cigarettes, many are finding that it does not
meet their needs and now use both products.
Quitters contacting the tobacco use cessation
telephone Quitline are now looking for assistance
with quitting both products.

Also, vaping has been marketed to youth as a safer
alternative to cigarettes and other tobacco products.
As a result, while cigarette smoking among
Connecticut high school students decreased from
25.6% in 2000 to 3.5% in 2017, the use of vaping
products, such as e-cigarettes, doubled from 7.2%
in 2015 to 14.7% in 2017 (Figure 4.11).

FIGURE 4.11: Percentage of high school students who currently used cigarettes or e-cigarettes (vaping) by
year, CT, 2000–2017
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Vaping-Associated Lung Injury
As this document goes to press, the CT DPH is part of the
national effort to report and investigate vaping-associated
lung injury. These vaping-associated lung injuries are a national
public health crisis. As of December 16, 2019 a total of 46
patients have been hospitalized in Connecticut with lung injuries
associated with using e-cigarettes or vaping since August
2019; and one person has died.10 As Commissioner Renée
Coleman-Mitchell has stated “Over 150 products containing
[Tetrahydrocannabinol (THC)] have been reported by the patients
who have been treated for these lung injuries [nationwide].
I am recommending that Connecticut residents consider
refraining their use of e-cigarette or vaping products with THC
until a definitive source for these serious injuries are identified.”10
THC is the psychoactive ingredient in cannabis, and even though
CDC has identified that Vitamin E acetate is likely associated with
these injuries, other chemicals may also be contributing, and
many different substances and product sources remain under
investigation. For more updates on vaping-associated lung injury,
please visit the CT DPH website on vaping.11

Secondhand Tobacco Smoke Exposure
in Public Places
Secondhand tobacco smoke exposure in public places affects
our outdoor air quality and has detrimental effects on our
health. Exposure to secondhand smoke has been causally linked
to cancer, respiratory diseases, and cardiovascular diseases like
stroke and coronary heart disease. It contributes to approximately
41,000 deaths among nonsmoking adults and 400 deaths in
infants each year in the US. Secondhand smoke also has adverse
effects on the health of infants and children, where children
who are exposed to secondhand smoke are at increased risk
for sudden infant death syndrome, acute respiratory infections,
middle ear disease, more severe asthma, respiratory symptoms,
and slowed lung growth.12 There is no safe level of exposure to
secondhand smoke.
CT DPH provides education and promotes the adoption of
voluntary policies that help to address exposure to secondhand
smoke. Specific efforts include tobacco-free college campuses,
smoke-free parks and recreational areas, and smoke-free
multi-unit housing.

FIGURE 4.12: Percentage of adults who were exposed to secondhand tobacco smoke in a public place in the past 7 days by
household income, CT, 2016
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed August 27, 2019.
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FIGURE 4.13: Percentage of adults who were exposed to secondhand tobacco smoke in a public place in the past 7 days by age,
CT, 2016

33.8

All Adults
18–24 years

50.5

25–34 years

43.8

35–44 years

40.6

45–54 years

34.7

55–64 years
65+ years

28.5
18.4
PERCENTAGE OF ADULTS

Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed August 27, 2019.

FIGURE 4.14: Percentage of adults who were exposed to secondhand tobacco smoke in a public place in the past 7 days by
race/ethnicity, CT, 2016
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed August 27, 2019.
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A D U LT E X P O S U R E TO S EC O N D H A N D
SMOKE IN PUBLIC PLACES
In 2016, on one or more of the past seven days, about one-third
of Connecticut adults (33.8%) had breathed the smoke from
someone who was smoking a tobacco product in a public place
(i.e., recent secondhand smoke exposure in a public place)
(Figure 4.12). This represents approximately 930,000 adults.
When we look at our population by annual household income,
we see that those with incomes of less than $25,000 were
more likely to be exposed to secondhand smoke, when
compared to all other income categories (Figure 4.12). However,
the difference between <$25,000 and $35,000 to $74,999 was
not statistically significant.

When we look at age categories, one in two adults ages 18–24
years were recently exposed to secondhand smoke in a public
place (Figure 4.13). This age group was the most likely to have
such exposure when compared to all other age categories;
as age increased, the likelihood of secondhand smoke exposure
in a public place decreased. Hispanic adults were more likely
than non-Hispanic White adults to have had recent secondhand
smoke exposure in a public place (Figure 4.14).

YO U T H E X P O S U R E TO S EC O N D H A N D
SMOKE IN PUBLIC PLACES
Almost one in three high school students (approximately 55,400)
have recently breathed secondhand smoke from someone smoking
in a public place. High school females were more likely than their
male counterparts to be exposed to recent secondhand smoke
exposure in a public place. Non-Hispanic White students were
the most likely racial/ethnic group to have had recent secondhand smoke exposure in a public place (Figure 4.15).

FIGURE 4.15: Percentage of high school students who were exposed to secondhand tobacco smoke in a public place in the past
7 days by sex and race/ethnicity, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Youth Tobacco Survey. Data analyzed August 27, 2019.
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OBESITY
Healthcare experts use height and weight to calculate one’s body mass index (BMI). BMI is a
person’s weight in kilograms (kg) divided by the square of height in meters (m). BMI represents
an easy, inexpensive, and reliable method to screen for overweight or obesity. Excess weight
may lead to health problems such as an increased risk for heart disease, high blood pressure,
stroke, type 2 diabetes, arthritis-related disability, and cancer. Maintaining a healthy weight
involves choosing healthy foods, regular physical activity, and consuming about the same
number of calories as your body needs.2 Many of our state’s efforts to reduce obesity center on
policies, systems, and environmental change strategies to increase access to healthier foods
and safe places to be physically active.

Adults
Adults with BMI at or above 30 kg/m2 are considered as being
obese. Adults with BMI at or above 25 kg/m2 and less than
30 kg/m2 are considered as being overweight. Connecticut adults
are less likely to be obese when compared to US adults.
The prevalence of obesity among Connecticut adults increased
consistently for the past 20 years, but recent data from 2011
to 2018 showed signs of slowing increase in the obesity rate
(Figure 4.16). Approximately 27% of adults are obese and 37%
are overweight.13 Non-Hispanic Black residents, residents over
35 years of age, and those with lower educational attainment
are disproportionately affected by obesity (Figure 4.17).

“[…] the people around my area we have
trouble trying to make affordable, healthy —
healthy meals.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
LGBTQ YOUNGER ADULTS

FIGURE 4.16: Percentage of adults (18+) who were obese by year, CT, 2011–2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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FIGURE 4.17: Percentage of adults (18+) who were obese by sex, race/ethnicity, age, educational attainment and household
income, CT, 2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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Youth
Obesity among children and teens is defined as a BMI at or
above the 95th percentile for children and teens of the same
age and sex. Overweight is defined as a BMI at or above the
85th percentile and below the 95th percentile for children and
teens of the same age and sex. Approximately 17.4% of children
aged 5 to 17 years old are obese and 14.7% are overweight.14

Disparities exist in the prevalence of obesity among children. The
prevalence of obesity is higher among males, younger children,
and children from low-income households (Figure 4.18). Also,
Hispanic and non-Hispanic Black children have obesity prevalence
rates that are 2.5 and 1.9 times higher, respectively, than
non-Hispanic White children.

FIGURE 4.18: Percentage of children (5-17 years old) who were obese by sex, race/ethnicity, age and household income,
CT, 2016–2018
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*Estimate may be of limited validity due to a coefficient of variation (CV) between 15% and 20%, inclusive.
Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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H I G H B LO O D P R E S S U R E
High blood pressure (HBP) may cause arteries to harden, become blocked, or even rupture
resulting in heart failure, heart attack, stroke, or chronic kidney disease. Approximately 30% —
or about 860,000 — Connecticut adults have been told by a health professional that they have
diagnosed HBP. In addition to adults with diagnosed HBP, national data indicate that nearly
16% of adults with HBP are not aware that they have it (undiagnosed HBP). Approximately 46%
of adults with diagnosed HBP do not have their blood pressure under control.
The percent of Connecticut adults diagnosed with HBP changed
little from 2011 to 2017 (Figure 4.19). Reducing HBP is challenging
because of the persistence of and difficulty in changing
modifiable risk factors, such as dietary intake of sodium,
inadequate potassium, and consumption of alcohol, as well as
physical inactivity and obesity. Also, many adults with HBP are
undiagnosed and untreated because HBP rarely has symptoms.
Healthcare providers can take steps to identify patients with
potentially undiagnosed HBP, such as searching electronic health
records data to identify undiagnosed patients.15

Those groups more likely to have been diagnosed with HBP
include: males, non-Hispanic Black and non-Hispanic White
adults, older adults, and adults with lower educational
attainment and lower annual household incomes (Figure 4.20).

FIGURE 4.19: Percentage of adults (18+) ever told by a doctor, nurse, or other health professional that they have high blood
pressure by year, CT, 2011-2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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PROGRAM SPOTLIGHT: IMPROVE THE HEALTH OF AMERICANS
THROUGH PREVENTION AND MANAGEMENT OF DIABETES,
HEART DISEASE, AND STROKE
In September 2018, the CT DPH was awarded
the CDC18–1815 grant — Improving the
Health of Americans through Prevention and
Management of Diabetes and Heart Disease
and Stroke. The five-year funding supports
activities such as:
•	Using electronic health records to report,
monitor, and track clinical data for improved
identification, management, and treatment
of patients with high blood pressure;
•	Promoting the use of medication therapy
management (MTM), wherein trained
pharmacists work directly with patients to
address medication appropriateness, safety,
effectiveness, and enhance patient adherence
to treatment plans;

•	Self-measured blood pressure (SMBP), or the
regular measurement of blood pressure by
the patient outside the clinical setting. Patient
use a home blood pressure measurement
device to measure blood pressure at different
points in time. Patients share blood pressure
readings with their healthcare providers to
better guide treatment planning to improve
blood pressure control; and,
•	Team-based care within healthcare
organizations that uses multidisciplinary
teams to improve the quality of care for
patients with HBP.

PROGRAM SPOTLIGHT: 6|18 INITIATIVE
Through the 6|18 Initiative, the Centers for
Disease Control and Prevention is partnering
with healthcare purchasers, payers, and
providers to improve health and control
healthcare costs. The particular focus in
Connecticut is improving blood pressure
control. CT DPH is partnering with the
Department of Social Services to increase
utilization of home blood pressure monitors

for Medicaid recipients with high blood
pressure and reimburse for the clinical support
services required for self-measured blood
pressure monitoring. A web-based training is
being planned for providers, pharmacists and
Medicaid members to increase awareness of
this benefit and improve utilization.
For more information, see:
www.cdc.gov/sixeighteen/index.html
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FIGURE 4.20: Percentage of adults (18+) ever told by a doctor, nurse, or other health professional that they have high blood
pressure by sex, race/ethnicity, age, educational attainment and household income, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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DIABETES
Diabetes is a group of diseases characterized by abnormal metabolism of glucose, a type
of sugar. Diabetes is the leading cause of kidney failure, lower-limb amputations, and adult
blindness, and can also lead to serious health issues such as stroke and heart disease.
Medical expenses for people with diabetes are more than twice as much as expenses for
people without diabetes. In the last 20 years, the number of adults diagnosed with diabetes
has more than doubled.16
While there is no cure for diabetes, it can be treated and
managed. For example, diabetes self‐management education
and support (DSMES) is the ongoing process of facilitating the
knowledge, skills and abilities necessary for diabetes self‐care
and providing the support needed to maintain self-management
on an ongoing basis. DSMES benefits include improved
hemoglobin A1C, decreased depression, improved quality of life,
and reduced onset or advancement of diabetes complications.
DSMES has also been shown to reduce hospital admissions
and readmissions. Because DSMES lowers the risk of diabetes
complications and hospitalizations, DSMES is also associated
with decreased healthcare costs.17

Yet, barriers to participating in DSMES exist:
•	Patient psychosocial and behavioral factors, such as stress,
denial, and loneliness;
• Logistical issues, such as lack of transportation;
• Lack of referral by a healthcare provider to DSMES; and,
•	Gaps in health insurance coverage of DSMES, including
high copays and/or deductibles.

FIGURE 4.21: Age-adjusted hospitalization rate with diabetes as any listed diagnosis by sex and race/ethnicity, CT, 2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Inpatient Hospitalization and Emergency Department Visit Dataset. Data analyzed
September 5, 2019.
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Offering DSMES to patients at little or no cost has been shown
to increase participation, improve health, and result in insurer
cost savings; therefore, it is recommended that private and
public insurers should reduce or eliminate patient cost-sharing
for DSMES. Another recommendation is that policymakers
seek out and encourage entities within their state to apply
for funding opportunities that support diabetes initiatives.
Policymakers may also support legislation and policies that
reduce cost-sharing and increase health insurance coverage
of DSMES by public and private insurers.18
In our state for 2017, diabetes is the seventh leading cause
of death.19 Males have 1.3 times more diabetes-related
hospitalizations compared with females. Non-Hispanic Black
residents in Connecticut have 2.5 times more diabetes-related
hospitalizations compared with non-Hispanic White residents
(Figure 4.21). Also, Hispanic or Latino residents have 2.2 times
more diabetes-related hospitalizations compared with
non-Hispanic White residents.

Diabetes/Prediabetes Screening
Type 2 diabetes symptoms often develop over several years
and may go unnoticed.20 Similarly, more than one out of three
American adults have prediabetes, which is a risk factor for
diabetes; yet, 90% of people with prediabetes are not aware
that they have the condition.21

Testing for prediabetes and risk for future diabetes in
asymptomatic people should be considered in adults of any age
who are overweight or obese and who have one or more
additional risk factors for diabetes. Testing for all people should
begin at 45 years of age. If tests are normal, repeat testing can
be done every three years.22
Figure 4.22 highlights groups of Connecticut residents that are
recommended for diabetes or prediabetes testing. Many of
these groups have received diabetes testing in the past three
years. However, other at-risk residents are not being tested
for diabetes as recommended. Specifically, more targeted
screening efforts may be needed to encourage people of color
who are also overweight or obese and inactive adults who
are overweight or obese to be routinely screened. Barriers to
screening may include the lack of awareness and diagnosis
of prediabetes or diabetes by both the patient and healthcare
provider. Healthcare systems may also lack systems to identify
patients with prediabetes to support providers in referring
patients to lifestyle change programs.
Following a diagnosis of prediabetes and diabetes,
appropriate and effective avenues of care include:
•	Lifestyle change programs such as those offered through the
CDC-led National Diabetes Prevention Program. This program
aims to help people at risk for type 2 diabetes to lose 5% to
7% of their body weight and increase physical activity; and,
•	Diabetes self-management education and support (DSMES).23

PROGRAM SPOTLIGHT: IMPROVE THE HEALTH OF AMERICANS
THROUGH PREVENTION AND MANAGEMENT OF DIABETES,
HEART DISEASE, AND STROKE
This program, described in the previous
section on high blood pressure, also has
diabetes-focused strategies:
•	Assisting healthcare organizations in
implementing systems to identify people
with prediabetes and refer them to CDCrecognized lifestyle change programs
for type 2 diabetes prevention; and,

•	Improving access to and participation in
American Diabetes Association-recognized/
American Association of Diabetes
Educators-accredited DSMES programs
in underserved areas.
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POPULATION GROUPS RECOMMENDED TO BE TESTED FOR HIGH
BLOOD SUGAR OR DIABETES

FIGURE 4.22: Percentage of adults tested for high blood sugar or diabetes within the past three years by population groups
recommended to be tested for high blood sugar or diabetes, CT, 2017
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.

PROGRAM SPOTLIGHT:
6|18 INITIATIVE
Through the 6|18 Initiative, CDC also focuses
on the prevention of type 2 diabetes. CDC
provides partners with rigorous evidence about
high-burden health conditions and associated
interventions to inform their decisions to
have the greatest health and cost impact. This
initiative aligns evidence-based preventive
practices with emerging value-based payment
and delivery models.
For more information, see:
www.cdc.gov/sixeighteen/index.html
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ASTHMA
Asthma is a chronic, respiratory disease of the lungs that can cause repeated episodes of
wheezing, breathlessness, chest tightness, and nighttime or early morning coughing.24 Asthma
is manageable through medication and the avoidance or removal of environmental triggers
such as smoke, dust, and pollen. In our state, 10.3% of adults in 2018 suffer from asthma, which
is higher than the US’s prevalence of 9.1% in 2017.25 Consequently, Connecticut experiences a
higher rate of healthcare utilization for asthma.
Multiple social determinants of health contribute to asthma
outcomes, including low household income, environmental
inequities (e.g., outdoor air pollution, substandard housing
conditions, etc.), and exposure to pests, mold, air pollution, and
secondhand smoke. Barriers to healthcare access can include
a lack of health insurance coverage, long wait times and
overwhelmed clinics, shortages of culturally and linguistically
competent providers, and low health literacy.26
Poorly controlled asthma accounts for the most common causes
of avoidable hospitalizations and emergency department (ED)
visits, high healthcare costs, absenteeism in school and work,
and poor quality of life. Connecticut population subgroups are
disproportionately affected by asthma resulting in greater health
disparities and healthcare utilization. Individuals who

have uncontrolled asthma often use ED services to control an
acute exacerbation of an asthma episode. Thus, asthma ED
visits can be looked at as an indicator for the burden and
management of asthma.
Asthma ED visit rates decreased between 2012 and 2014,
dropping below the Connecticut Healthy People 2020 benchmark
set at that time and prompted a lowering of the benchmark in
2014 (Figure 4.23). In October 1, 2015, ICD-10 reclassified asthma
differently; thus, the 2015 rate reflects the mixture of codes
used during that year. From 2016 onwards, asthma was coded
using the ICD-10 coding system and are not directly comparable
to rates before 2015. The asthma ED visit rate decreased slightly
from 2016 to 2018, falling below the revised Connecticut Healthy
People 2020 target once again.

FIGURE 4.23: Age-adjusted asthma emergency department (ED) visit rate by year, CT, 2012-2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Inpatient Hospitalization and Emergency Department Visit Dataset. Data analyzed
September 3, 2019.
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Approximately 58 Connecticut residents per 10,000 are admitted
to the ED with a primary diagnosis of asthma (Figure 4.24).
Poorly controlled asthma affects our state’s youngest residents.
The asthma ED visit rate for children under five is more than
twice the rate of the population, overall. The rate of asthma ED
visits among children decreases as age increases. The rate then
increases among adults, peaking at age 25–34 years old and
then decreases as age increases.

For the total population, females have a slightly higher asthmarelated ED visit rate than males (Figure 4.25), but among
children males are more likely than females to have an asthma
ED visit. In addition, asthma ED visit rates for non-Hispanic Black
and Hispanic residents are nearly 5 times higher than their
non-Hispanic White counterparts. This health disparity has
increased since 2012, when non-Hispanic Black and Hispanic
residents’ asthma ED visit rates were nearly 4 times higher
than non-Hispanic White residents.

FIGURE 4.24: Asthma emergency department (ED) visit rate by age, CT, 2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Inpatient Hospitalization and Emergency Department Visit Dataset. Data analyzed
September 3, 2019.

Residents of the large cities are disproportionately affected by asthma. Towns with age-adjusted asthma ED visit rate of more
than 100 per 10,000 populations are Hartford, New London, New Britain, Waterbury, Norwich, New Haven, Bridgeport,
Meriden, and Windham (Figure 4.26).
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FIGURE 4.25: Age-adjusted asthma emergency department (ED) visit rate by gender and race/ethnicity, CT, 2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Inpatient Hospitalization and Emergency Department Visit Dataset. Data analyzed
September 3, 2019.

FIGURE 4.26: Age-adjusted asthma emergency department (ED) visit rate by town, CT, 2013–2017

Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Inpatient Hospitalization and Emergency Department Visit Dataset. Data analyzed
April 23, 2019.
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PROGRAM SPOTLIGHT: PUTTING ON AIRS
Putting on AIRS (POA), funded by CDC, is a
statewide in-home asthma program that
provides asthma home self-management
education, home environmental assessments,
and coordination of asthma trigger remediation.
The program targets children and adults with
poorly controlled asthma. Almost 80% of POA
participants are renters, and over 70% live in
multi-unit housing.
POA visits focus on:
• Asthma medication education;
• Adherence to the Asthma Action Plan;
• Identification
	
of barriers to asthma
management;
• Assessment
	
of exposure to environmental
triggers; and,
• Reduction/elimination of triggers.

Services are provided by an Asthma Education
Specialist (Respiratory Therapist, Registered
Nurse, or Certified Asthma Educator)
and the Environmental Specialist (Sanitarian,
House Inspector, or Certified Healthy Homes
Staff). One local health department piloted
the integration of a Community Health Worker
as a part of POA staff with great success.
Partnerships are developed with healthcare
providers and local community resources
to facilitate the exchange of information and
ultimately improve asthma outcomes, control,
and management.
Services are provided in the participant’s
preferred language, using a variety of
educational materials. Recommendations are
made to each program participants and
provisions of supplies are provided.
Results:
Among patients who completed the program,
there was a 60% decrease in asthma-related ED
visits over a two-year period.
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O R A L H E A LT H
Dental decay is preventable; yet, it is still a pervasive chronic condition among children and
adults alike. Left untreated, dental decay among children and adults often have serious
consequences and affect overall quality of life, including needless pain and suffering, poor
self-esteem, difficulty chewing, speaking and sleeping, as well as lost days in school and work.
In more extreme cases, having all permanent teeth extracted and poorly fitting dentures
may cause individuals to forgo nutritious food choices due to an inability to chew properly,
making it more difficult to meet dietary recommendations.27;28

Barriers to maintaining good oral health include a lack of access
to affordable and comprehensive dental care for low-income
children and older adults living on a fixed income. Older adults
are often at risk of limited access to oral health care because of a
lack of transportation, economic challenges, complex medical
conditions, social isolation, and other individual and social
factors. Furthermore, retirement often means losing dental
insurance, and many older adults are not aware that most dental
procedures are not covered under Medicare. Finally, residents of
long-term care facilities often have difficulty accessing treatment
services within the nursing home or in the community.

• Preserve
	
the updated community water fluoridation
statute, ensure the delivery of optimally fluoridated water,
and educate all stakeholders in the safety and benefits of
water fluoridation for our state.
• Expand
	
the SEAL CT! School-based Dental/Dental Sealant
Program to enhance the acceptance and use of sealants
through school-based programs.
• Educate
	
the public in decreasing consumption of sugarsweetened beverages.

Racial/ethnic and socioeconomic disparities in oral health
outcomes persist among both children and adults. Possible
explanations for these disparities include unequal access
to quality oral health care that exists among specific population
groups in Connecticut.29 Population groups such as the Hispanic
and non-Hispanic Asian children who experience higher levels
of dental decay and lack treatment are among the vulnerable
populations considered by CT DPH as “priority” populations.30

• Promote
	
increased communication between medical and
dental providers including physicians who care for geriatric
patients, to improve the health management of older adults.

To promote better oral health and advance health equity, state
initiatives exist to:

Dental Decay in Children

• Educate
	
the public on the importance of oral health and its
contribution to overall health and well-being.
• Promote
	
culturally and linguistically appropriate dental care
for all.
• Instill
	
the concept of a dental home for comprehensive,
accessible, and coordinated care starting before the age
of one.
• Increase
	
access and utilization of dental services in schoolbased, public health, and private settings.

• Implementing
	
an oral health surveillance system to identify
and detect disease, to inform policy, and to plan and
evaluate programs.

Dental decay remains the most common chronic disease
affecting children. In 2017, over one in three (36.8%) Connecticut
children in kindergarten or third grade had dental decay
experience in their primary or permanent teeth (Figure 4.27).
This is a slight increase from the prevalence of dental decay a
decade ago, which was at 34.1% in 2007.
One out of three (32.0%) children in kindergarten and two
out of five (41.5%) children in third grade had dental decay
experience. When compared to non-Hispanic White and
non-Hispanic Black children, Hispanic and non-Hispanic Asian
children were 25% more likely to have dental decay experience.
Back in 2007, dental decay experience among Hispanic,
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non-Hispanic Asian and non-Hispanic Black children were all
significantly higher than among non-Hispanic White children.
Since then, the health disparity gaps have decreased across
all racial/ethnic groups. In addition, using the National School
Lunch Program as a proxy indicator of overall socioeconomic
status, we see that lower income schools had children with
higher free and reduced lunch (FRL) eligibility also had higher
levels of dental decay experience.

Dental Decay among Older Adults
The percent of Connecticut adults 65 years old and over who
have had all their natural teeth extracted has steadily decreased
from 13.6% in 2012 to 9.4% in 2018 (Figure 4.28). While this
progress is encouraging, it is still above the Health Connecticut
2020 target of 7%. In comparison to the US, Connecticut
older adults have a lower prevalence of having all their natural
teeth extracted.

FIGURE 4.27: Percentage of children (kindergarten and third grade) who had dental decay experience in their primary or permanent
teeth by grade level, race/ethnicity, and percentage of children in school eligible for free and reduced lunch (FRL), CT, 2017
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Source: CT DPH. (2017). Every Smile Counts: The Oral Health of Connecticut’s Children. Retrieved from https://portal.ct.gov/-/media/Departments-and-Agencies/DPH/dph/oral_health/PDF/Every-Smile-Counts-2017-REV-August-2018.pdf?la=en
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FIGURE 4.28: Percentage of adults (65+) who have had all their natural teeth extracted by year, CT, 2012–2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.

FIGURE 4.29: Percentage of adults (65+) who have had all their natural teeth extracted by educational attainment and household
income, CT, 2018
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Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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In 2018, approximately one out of every eleven Connecticut
adults 65 years old and over has had all their natural teeth
extracted. Older adults with lower educational attainment were
3.2 times more likely to have had all their natural teeth extracted
when compared to those with more than a high school degree.
Older adults from lower income households were 3.3 times
more likely to have had all their natural teeth extracted when
compared to those with higher annual household incomes
(Figure 4.29).

Oral Health Promotion
Maintaining a healthy mouth is critical to maintain overall health,
as poor oral health is linked to many chronic diseases such as
diabetes, cardiovascular disease, respiratory disease, and
stroke.31 Dental decay remains one of the most common chronic
diseases affecting children and adults; yet, it is preventable
through proper home care (i.e., regular brushing and flossing),
consumption of fluoridated water, and regular dental visits.
Like many other chronic diseases or health conditions, tooth
decay is directly related to low socioeconomic status. Therefore,
to address health equity, we need to implement public policies
aimed at reducing racial, ethnic, and socioeconomic disparities
in oral health. In our state, our oral health promotion strategies
include:
•	Fluoridating drinking water, which provides equal access
to one of the most well-known public health practices to
prevent dental decay; and,

Today, almost 2.5 million residents, or 90% of Connecticut’s
population using the public water systems consume fluoridated
water (Figure 4.30).

Access to Dental Care
All children, adolescents and adults are recommended to seek
preventive dental care at least once annually. Limited and
infrequent access to dental care contributes to poor oral health,
and postponed oral health care can often lead to more difficult
dental and systemic health problems, as well as higher costs
for performing and paying for services. Barriers to care include
lack of access to affordable and comprehensive dental care,
lack of dental insurance and the integration of oral health into
medical practices, lack of transportation to get to dental care
visits, cultural competency of providers, and perceptions that
oral health care is a less essential aspect of overall health.
To address dental care access gaps and support oral health
promotion among populations disparately affected by lack of
access to oral health care, our state is:
•	Ensuring that a competent workforce, including dentists,
hygienists, and non-dental providers, meet the oral health
needs of Connecticut residents;
•	Identifying and supporting policies to ensure a strong and
sustainable oral health workforce to anticipate and meet the
oral health needs of Connecticut residents;

• Increasing access and utilization of preventive dental care.

•	Raising awareness and educating the public and decision
makers regarding the science and efficacy of policies
to improve the oral health of Connecticut residents and
implement or enforce existing policies; and

F LU O R I DAT I O N

•	Increasing oral health literacy and promoting the value of
good oral health for all residents.

Community water fluoridation, considered one of the top ten
great public health achievements of the twentieth century,
has greatly contributed to the decline of tooth decay over the
past 70 years.32 In February 1965, Connecticut was the first
state to pass a state statute requiring water fluoridation in public
water systems that serve 20,000 residents or more. The CT
DPH Drinking Water Section (DWS) regulates these systems and
ensures that drinking water fluoride concentrations are maintained
within the optimal range. Water fluoridation safely and
inexpensively benefits all populations by effectively preventing
tooth decay, regardless of socioeconomic status or access to
care. In 2015, the DWS determined that the annual fluoridation
cost per person in our state was approximately $1.01.33
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FIGURE 4.30: Map of fluoridated public water systems, CT, 2019

Source: CT DPH Drinking Water Section, Fluoridated Public Water System. Data analyzed August 1, 2019.

POLICY SPOTLIGHT: PROVIDER REIMBURSEMENT
AND ADMINISTRATION
In 2008, there was a significant increase in provider reimbursement rates and a decrease in
administrative burden for dental providers. As a result, Connecticut experienced a significant
increase in dental provider participation and an increase in access and dental utilization
among children covered by the HUSKY health program (Medicaid and Children’s Health
Insurance Program).
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A D U LT S

C H I L D R E N (A G E S 1–17)

Just over three quarters of Connecticut adults reported visiting
a dentist or dental clinic in the past year (Figure 4.31), and this
rate has remained consistent over the years and is higher than
the national rate. Adults 18–34 years old, with a high school
education or less, and from low income households were the
least likely to have visited a dentist or dental clinic in the last
year. Hispanic, non-Hispanic Black and non-Hispanic Other
adults are less likely to have visited a dentist or dental clinic in
the last year when compared to non-Hispanic White adults.

In Connecticut, 86.9% of children ages 1–17 had a preventive
dental visit during the past 12 months, exceeding the national
rate of 79.5%. When broken out by household income as defined
by percent of federal poverty level, there is no health disparity
between the different income levels in our state; however,
nationally children from lower income households are less likely
to have had a preventive dental visit than their higher income
counterparts (Figure 4.32). Connecticut children also experience
no health disparity by different gender or race/ethnicity groups.

FIGURE 4.31: Percentage of adults (18+) who have visited a dentist or dental clinic in the past year by gender, age, race/ethnicity,
educational attainment and household income, CT, 2018
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FIGURE 4.32: Percentage of children, ages 1 through 17, who received a preventative dental visit during the past 12 months by
household income, CT and US, 2016–2017
Household income 0–99% federal poverty level (FPL)
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C A R D I O VA S C U L A R D I S E A S E
Cardiovascular disease (CVD) deaths include deaths with heart disease and stroke as the
principal diagnosis. CVD is the leading cause of death in our state, accounting for approximately
29% of all deaths.19 Figure 4.33 shows the age-adjusted mortality rates (AAMR) as five-year
rolling averages, and CVD AAMR declined from 2003–2007 to 2014–2018 overall and for all
racial/ethnic groups. However, disparities persist among the different racial/ethnic groups.
Non-Hispanic Black residents continue to have the highest CVD AAMRs, followed by nonHispanic White residents. Connecticut CVD AAMR is also lower than the national CVD AAMR.

FIGURE 4.33: Age-adjusted mortality rate with cardiovascular disease as a primary diagnosis by race/ethnicity and year, CT,
2003–2018 (five-year rolling averages)
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Cholesterol Screening
Heart disease, diabetes, cancer and other chronic diseases
account for seven of every ten deaths among Americans
annually, accounting for 75% of the nation’s health spending.34
These chronic diseases are preventable and can be managed or
treated more easily when detected early through appropriate
screenings.35
High cholesterol, which is linked to chronic diseases like
diabetes and heart disease, usually has no symptoms; therefore,
it is important to have cholesterol levels tested. Eating healthy,
increasing physical activity, quitting smoking, and losing weight
can prevent or manage high cholesterol. Medications are also
available to lower cholesterol levels.

The American Heart Association recommends that all adults 20
or older have their cholesterol and other traditional risk factors
checked every four to six years. After age 40, the healthcare
provider will also want to calculate a 10-year risk of experiencing
cardiovascular disease or stroke. Those with cardiovascular
disease, and those at elevated risk, may need their cholesterol
and other risk factors assessed more often.
In Connecticut, nine out of ten adults (18+) reported having their
blood cholesterol checked in the past five years (Figure 4.34).
Non-Hispanic White and non-Hispanic Black residents are more
likely to have had their cholesterol tested in the past five years
when compared to Hispanic or Latino adults. Older adults, adults
with higher educational attainment, and adults with healthcare
coverage are more likely to have had their cholesterol tested

FIGURE 4.34: Percentage of adults (18+) who have had their blood cholesterol checked in the past five years by sex, race/ethnicity,
age, educational attainment and healthcare coverage, CT, 2017

91.4

All Adults
Male

90.0

Female

92.8

NH White

92.2

Hispanic

87.3

NH Black

91.4

NH Other

92.5

18–34 years

79.1

35–54 years

93.5

55+ years

97.5

High school graduate or less

88.5

More than high school education

93.2

Household income <$25,000

74.4
92.9

Household income $25,000+

PERCENTAGE OF ADULTS

Source: CT DPH Chronic Disease Epidemiology Unit, Connecticut Behavioral Risk Factor Surveillance System. Data analyzed November 12, 2019.
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in the past five years as well. When compared to US adults,
Connecticut adults are more likely to have had their cholesterol
checked in the past five years.

Preventing or managing high cholesterol and its risk factors
such as unhealthy eating, sedentary living, and lack of access to
quality health services are influenced by social determinants of
health such as where people live or work. Therefore, screening
should be followed with appropriate, evidence-based treatment
recommendations that account for an individual’s environment
and access to resources.

PROGRAM SPOTLIGHT: IMPROVE THE HEALTH OF AMERICANS
THROUGH PREVENTION AND MANAGEMENT OF DIABETES, HEART
DISEASE, AND STROKE
This program, described in the previous sections on high blood pressure and diabetes, also has
cholesterol-focused strategies. These include controlling high cholesterol by promoting the use
of team-based care and medication therapy management (MTM), a process where trained
pharmacists work directly with patients to address medication appropriateness, effectiveness,
safety, and patient adherence.
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CANCER
One in two men and one in three women will be diagnosed with cancer at some time in their
life. It is estimated that more than 40% of cancers diagnosed are due to preventable causes
(Figure 4.35).36 In Connecticut, more than 8,500 cancers could have been prevented in 2016 by
behavioral and lifestyle changes: tobacco use; what we eat and drink; how overweight we
are; how we exercise; infections we are exposed to; and, measures we take to reduce exposure
to harmful ultraviolet (UV) radiation.
After heart disease, cancer is the second leading cause of death
in Connecticut and the nation. The four most common cancers
diagnosed are breast, prostate, lung, and colorectal cancers,
and the four cancers that account for the majority of cancer-attributable deaths are breast, lung, colorectal, and pancreatic.37
As a state, we engage in comprehensive cancer control, defined
as an “integrated and coordinated approach to reducing
cancer incidence, morbidity, and mortality through prevention,
early detection, treatment, rehabilitation, and palliation.”38
In Connecticut, collaborative partners form the Connecticut
Cancer Partnership (Partnership) which is a broad and diverse

coalition of more than 150 key stakeholders representing all
aspects of cancer prevention and control in Connecticut.
The Partnership is responsible for coordinating a statewide
comprehensive approach to cancer prevention and control
through the development and implementation of the
Connecticut Comprehensive Cancer Control Plan.

Cancer Screening
Preventive cancer screening is an important strategy to minimize
the impact of, if not prevent the occurrence of, certain cancers
— most notably, breast, cervical and colorectal cancers.

FIGURE 4.35: Percentage of cancers due to preventable causes, CT, 2016
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S C R E E N I N G R EC O M M E N DAT I O N S
Breast Cancer Screening
Women ages 50 to 74 years should be screened for breast
cancer at least every 2 years using mammography.39

Cervical Cancer Screening
The following are the new 2018 cervical cancer screening
recommendations:40
• Women
	
ages 21–29 should be screened every three years
using the Papanicolaou (Pap) test alone.
• 	Women ages 30–65 should be screened every three years
using the Pap test alone, or every 5 years using a high-risk
human papillomavirus (hrHPV) test alone, or every 5 years
using the Pap test in combination with a hrHPV test.

Colorectal Cancer Screening
Men and women ages 50–75 should be screened for colorectal
cancer based on clinical considerations and an assessment of
risk. The following screening stategies are recommended for this
age group. Stool Based Tests: guaiac-based fecal occult blood
test or fecal immunochemical test (FIT) every year; or multitargeted stool DNA test every 1 or 3 years. Direct Visualization
Tests: colonoscopy every 10 years; or CT colonography/flexible
sigmoidoscopy every 5 years; or flexible sigmoidiscopy every
10 years plus FIT every year.41

S C R E E N I N G P R E VA L E N C E
Healthy People 2020 set national objectives of 81.1% for breast
and 93.0% for cervical cancer screening. Connecticut participated
in the National Colorectal Cancer Roundtable’s 80% by 2018
Campaign; Connecticut’s benchmark was therefore set at 80.0%
for colorectal cancer screening. Using data from the National
Cancer Institute’s State Cancer Profiles, a comparison of screening
rates shows that Connecticut ranks high among all states;
Connecticut ranks second for breast cancer screening, sixth for
colorectal cancer screening, and seventh for cervical cancer
screening.42 Connecticut cancer screening rates are consistently
higher than the national rates; yet these higher rates of screening
are not shared equally among all Connecticut residents.
Breast cancer screening prevalence is measured by percentage
of women 50–74 years old who had a mammogram in the past
two years. Cervical cancer screening prevalence is measured
by percentage of women 21–65 years old who had a Pap test
in the last three years. Colorectal cancer screening prevalence
is measured by percentage of adults 50–75 years old who
met United States Preventive Services Task Force (USPSTF)
recommendations for colorectal cancer.

Figure 4.36 shows differences in screening prevalence across
racial/ethnic groups. Interestingly, consistent differences
between groups are not apparent. There are no significant
differences among the different racial/ethnic groups for breast
and cervical cancer screening. Hispanic residents have lower
colorectal screening rates when compared to non-Hispanic
White and non-Hispanic Black residents.
By contrast, when we look at screening prevalence by annual
household income, we see that as income increases, the
likelihood of screening across all three cancer types increases
as well (Figure 4.37).
From the aforementioned graphs, we see that income is a
predictor of screening behavior, more so than race/ethnicity.
Therefore, connecting more low-income populations to
cancer screening resources is important to reduce cancer
screening disparities.
Addressing disparities in screening behaviors is critical.
Populations who are less likely to be screened and thus discover
cancer at later stages are more likely to be diagnosed with and
die from one of these cancers or incur the need for extensive
treatment that can cause substantial side effects and long-term
health issues. While income is typically not a category collected
with cancer incidence and cancer mortality data, it may be an
important link to better understand the connection between
cancer screening behaviors and cancer morbidity, mortality,
and survival. Collecting income data in connection with cancer
outcomes moving forward may be critical to advance health
equity in cancer outcomes.

“[…] I think lots of people die early because […]
they have self-neglect, that they don’t feel
positive about themselves and so they just feel
like oh well I should be sick and it’s ok and
I’m not gonna go to the doctor, and they end up
getting cancer or whatever kind of disease and
end up passing away.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
LGBTQ AGING ADULTS
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FIGURE 4.36: Prevalence of cancer screening (breast, cervical and colorectal) by race/ethnicity, CT, 2018
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BREAST CANCER INCIDENCE
A N D M O R TA L I T Y
Breast cancer is the most commonly diagnosed cancer in women
in Connecticut, accounting for one in three of all new cancer
diagnoses. It is also the second leading cause of cancer death
among women in our state, accounting for almost one in seven
of all cancer deaths.
Risk factors for developing breast cancer include: getting older;
being of white race; having a personal or family history of
breast cancer; drinking alcohol; being overweight/obese after
menopause; hormonal factors (early menarche and/or late

menopause, not having children/having children after age 30,
not breastfeeding, postmenopausal hormone therapy); and,
having inherited gene mutations (especially BRCA1 and BRCA2).
Breast cancer can be detected early by mammography screening,
when cancer treatment is more effective. In order to reduce
breast cancer-related mortality, it is imperative to reduce barriers
that prevent access to mammographic screening and high-quality
cancer diagnostic and treatment services, while also increasing
women’s awareness of modifiable factors that increase the risk
of developing or dying from breast cancer (e.g., drinking alcohol,
not being physically active, etc.).
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PROGRAM SPOTLIGHT: CONNECTICUT EARLY DETECTION AND
PREVENTION PROGRAM (CEDPP)
This program integrates the Connecticut
Breast and Cervical Cancer program and
WISEWOMAN program to provide a
comprehensive screening program available
throughout Connecticut for medically
underserved women. The primary objective
of the program is to significantly increase
the number of women who receive
cardiovascular, breast and cervical cancer
screenings, and diagnostic and treatment
referral services. All services are offered
free of charge through CT DPH’s contracted
healthcare providers located statewide.

The WISEWOMAN program incorporates
cardiovascular disease screening and
intervention services into the healthcare
delivery system of the current CT DPH Breast
and Cervical Cancer Early Detection Program
contracted healthcare provider sites. Using a
network of navigators and community health
workers, CEDPP is able to reach and provide
service to rarely or never screened women
where they live, learn, work and play.
Additionally, CEDPP supports health system
changes by implementing evidence-based
interventions to increase quality screening
and monitoring clinic screening rates for
heart diseases, breast and cervical cancers.
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FIGURE 4.37: Prevalence of cancer screening (breast, cervical, and colorectal) by household income, CT, 2018
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Breast Cancer Incidence
Female breast cancer incidence rates have fluctuated over the
past 20 years, increasing in the 1990s, falling during the early
2000s, and gradually increasing from the mid-2000s with an
average annual increase of 0.3% over the most recent five years
(Figure 4.38). In 2016, there were 3,260 new breast cancers
diagnosed in women, with 139 breast cancer cases reported for
every 100,000 women. More than two out of three breast

cancers were diagnosed at a localized stage, where the cancer
has not spread beyond the site of origin. These rates are impacted
by the distribution of underlying risk factors and the use of
mammography screening.
Breast cancer incidence rates vary between women of different
races and ethnicities. The incidence rate of breast cancer is higher
in non-Hispanic White women than in any other racial/ethnic
group (Figure 4.39).
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FIGURE 4.38: Female breast cancer age-adjusted incidence rates (AAIR) by year of diagnosis, CT, 1992–2016
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FIGURE 4.39: Female breast cancer age-adjusted incidence rates (AAIR) by race/ethnicity, CT, 2012–2016
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FIGURE 4.40: Female breast cancer age-adjusted mortality rates (AAMR) by year of death, CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.41: Female breast cancer age-adjusted mortality rates (AAMR) by race/ethnicity, CT, 2012–2016
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Breast Cancer Mortality
Female breast cancer mortality rates have fallen steadily over
the past twenty years, with an average annual decrease in rate
of 3% per year over the most recent five years (Figure 4.40). The
decrease is due in large part to improvements in breast cancer
treatment and to screening mammography. There were 465
breast cancer deaths in women in Connecticut in 2016; for
every 100,000 women, 18 breast cancer deaths were reported.
As with breast cancer incidence, breast cancer mortality rates
vary between women of different races and ethnicities. The
breast cancer mortality rate is higher in non-Hispanic Black and
non-Hispanic White women than in Hispanic or non-Hispanic
Asian/Pacific Islander women (Figure 4.41). Disparities in breast
cancer incidence and mortality arise due to a number of clinical
and non-clinical factors including: lack of or unequal access
to health insurance and/or high-quality medical care; more
advanced stage at diagnosis in minority women; more aggressive
tumor biology in minority women; and, differences in
socioeconomic status.

CERVICAL CANCER INCIDENCE
A N D M O R TA L I T Y
Cervical cancer is the 15th most commonly diagnosed cancer
and the 17th leading cause of cancer death in women in
Connecticut, accounting for around one in ninety of all new
cancer diagnoses and one in one hundred of all cancer deaths.
Risk factors for developing cervical cancer include: infection
by human papillomavirus (HPV); in utero exposure to
diethylstilbestrol (DES); giving birth to many children; longterm oral contraceptive use; smoking cigarettes; having
a weakened immune system (e.g., due to HIV); and, having
several sexual partners.
More than 90% of cervical cancers are attributable to HPV
infection. Vaccination against HPV will prevent these cancers
from developing. The Connecticut Vaccine Program (CVP),
which is state and federally funded, was expanded in November
2017 to include the HPV vaccine free of charge for all children 11
and 12 years of age in Connecticut. Also, CT DPH is working with
the Connecticut Emerging Infections Program at Yale University
to participate in the CDC-funded HPV Impact Study, which aims
to monitor the impact of HPV vaccination in the state through
population-based tracking of high-grade cervical lesions, which
are pre-invasive precursors to cervical cancer.

Cervical cancer can be detected early, when cancer treatment
is more effective, by screening with the Pap test (Pap smear).
As with breast cancer, it is imperative to reduce barriers
that prevent access to cervical cancer screening and to high
quality cancer diagnostic treatment services; improve women’s
awareness of modifiable factors that increase the risk of
developing or dying from cervical cancer including HPV infection,
long-term oral contraceptive use, smoking cigarettes, and
having several sexual partners; and, improve awareness of the
importance of HPV vaccination and reducing access barriers.
Yet, disparities in cervical cancer incidence and mortality arise
due to a number of clinical and non-clinical factors including:
lack of or unequal access to health insurance and/or high-quality
medical care; more advanced stage at diagnosis in minority
women; and, differences in socioeconomic status. Also,
disparities in HPV vaccination rates adversely affect the
prevention of HPV-related cancers such as cervical cancers.

Cervical Cancer Incidence
Cervical cancer incidence rates have fallen over the past 20
years, with an average annual decrease per year of almost 2%
over the most recent five-year period (Figure 4.42). These rates
are impacted by the distribution of underlying risk factors as
well as the use of cervical cancer screening. There were 115 new
cervical cancers diagnosed in women in Connecticut in 2016;
for every 100,000 women, 6 cervical cancer cases were reported.
Around half of all cervical cancers were diagnosed at a localized
stage, where the cancer has not spread beyond the site of origin.
Cervical cancer incidence rates vary between women of different
races and ethnicities. The incidence rate of cervical cancer
is higher in Hispanic women than in non-Hispanic White and
non-Hispanic Asian/Pacific Islander women (Figure 4.43).

Cervical Cancer Mortality
Cervical cancer mortality rates have fallen steadily over the
past twenty years with an average annual decrease per year of
2% over the most recent five-year period (Figure 4.44). The
decrease is due in large part to cervical cancer screening and
to improvements in cervical cancer treatment. There were 34
cervical cancer deaths in women in Connecticut in 2016; for
every 100,000 women, 1 cervical cancer death was reported.
Cervical cancer mortality rates vary between women of different
races and ethnicities (Figure 4.45). However, these differences
are not significantly different at the 95% confidence level.
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FIGURE 4.42: Cervical cancer age-adjusted incidence rates (AAIR) by year of diagnosis, CT, 1992–2016
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FIGURE 4.43: Cervical cancer age-adjusted incidence rates (AAIR) by race/ethnicity, CT, 2012–2016
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FIGURE 4.44: Cervical cancer age-adjusted mortality rates (AAMR) by year of death, CT, 1992–2016
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FIGURE 4.45: Cervical cancer age-adjusted mortality rates (AAMR) by race/ethnicity, CT, 2012–2016
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LU N G C A N C E R I N C I D E N C E A N D M O R TA L I T Y
Lung cancer is the second most commonly diagnosed cancer in
men and women in Connecticut, accounting for almost one in
eight of all new cancer diagnoses. It is also the leading cause
of cancer death in men and women in Connecticut, accounting
for over one fourth of all cancer deaths.
Risk factors for developing lung cancer include: tobacco use;
exposure to secondhand smoke; exposure to radon; having a
personal or family history of lung cancer; and workplace
exposures to asbestos and other cancer-causing agents (arsenic,
chromium, nickel, beryllium, cadmium and radioactive uranium).
Lung cancer screening can detect lung cancer early in certain
high-risk individuals, when cancer treatment is more effective.
Screening by low-dose spiral computed tomography (CT)
scan has been shown to reduce lung cancer mortality in heavy
smokers (current or former smokers aged 55 to 80 years with
a 30 or more pack per year history of smoking).
Disparities in lung cancer incidence and mortality arise due to a
number of clinical and non-clinical factors including: lack of or
unequal access to health insurance and/or high-quality medical
care; unequal access to tobacco cessation services; more
advanced stage at diagnosis in minority men and women; and,
differences in socioeconomic status. Lung cancer incidence and
mortality rates closely reflect historic patterns of tobacco use.

To reduce disparities, it is essential to remove barriers that
prevent access to tobacco cessation services and to high quality
cancer diagnostic and treatment services and improve men
and women’s awareness of factors that increase the risk of
developing or dying from lung cancer including: using tobacco;
secondhand smoke exposure; exposure to radon; and, workplace
exposures to asbestos and other lung cancer-causing agents.

Lung Cancer Incidence
Lung cancer incidence rates have fallen over the past 20 years in
men in Connecticut, with an average annual decrease per year
of 2% over the most recent five years. In women, incidence rates
were increasing until the mid-2000s and have subsequently been
falling, with an average annual decrease per year of 1% over the
most recent five years (Figure 4.46). These rates reflect historical
patterns of tobacco use and cessation.
There were 1,411 new lung cancers diagnosed in women in
Connecticut in 2016; for every 100,000 women, 55 lung cancer
cases were reported. For men, there were 1,313 new lung
cancers diagnosed in Connecticut in 2016; for every 100,000
men, 64 lung cancer cases were reported. Only one in four lung
cancers were diagnosed at a localized stage, where the cancer
has not spread beyond the site of origin.

PROGRAM SPOTLIGHT: CT DPH TOBACCO CONTROL PROGRAM
This program coordinates and assists state and local efforts to prevent people from starting to
use tobacco, help current tobacco users quit and stay quit, and reduce nonsmokers’ exposure to
second- and third-hand smoke and aerosol.
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FIGURE 4.46: Lung and bronchus cancer age-adjusted incidence rates (AAIR) by sex and year of diagnosis, CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.47: Lung and bronchus cancer age-adjusted incidence rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.
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FIGURE 4.48: Lung and bronchus cancer age-adjusted mortality rates (AAMR) by year of death, CT, 1992–2016
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FIGURE 4.49: Lung and bronchus cancer age-adjusted mortality rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
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Lung cancer incidence rates vary between women and men
of different races and ethnicities (Figure 4.47). Among women,
the incidence rate of lung cancer is higher in non-Hispanic
White women than in other racial/ethnic groups and is lower
in non-Hispanic Asian/Pacific Islander women than in other
racial/ethnic groups. Among men, the incidence rate of lung
cancer is higher in non-Hispanic Black men than in other
racial/ethnic groups and is lower in non-Hispanic Asian/Pacific
Islander men than in other racial/ethnic groups.

Lung Cancer Mortality
Lung cancer mortality rates have fallen steadily over the past
twenty years in Connecticut men, with an average annual
decrease in rate per year of 4% over the most recent five years
(Figure 4.48). In women, mortality rates were steady from the
1990s through the mid-2000s and have been falling since, with
an average annual decrease in rate of 3% for the most recent
five years. The decrease is due in large part to changes in
patterns of tobacco use and cessation, and to improvements
in lung cancer treatment.
There were 786 lung cancer deaths in women in Connecticut in
2016; for every 100,000 women, 30 lung cancer deaths were
reported. Similarly, there were 786 lung cancer deaths in men
in Connecticut in 2016; for every 100,000 men, 39 lung cancer
deaths were reported.
Lung cancer mortality rates vary between women and men of
different races and ethnicities (Figure 4.49). In women, the lung
cancer mortality rate is higher in non-Hispanic White women
than in any other racial/ethnic group and is higher in non-Hispanic
Black women than in Hispanic women and Asian/Pacific Islander
women. Among men, the mortality rate of lung cancer is higher
in non-Hispanic Black men and non-Hispanic White men than in
Asian/Pacific Islander men or Hispanic men.

C O LO R EC TA L C A N C E R I N C I D E N C E
A N D M O R TA L I T Y
Colorectal cancer is the fourth most commonly diagnosed cancer
in men and women in Connecticut, accounting for almost one
in thirteen of all new cancer diagnoses. It is also the third leading
cause of cancer death in men and women in Connecticut,
accounting for more than one in thirteen of all cancer deaths.
Risk factors for developing colorectal cancer include: getting older;
being of African American race; having a personal or family
history of colorectal cancer; drinking alcohol; smoking tobacco;
being overweight/obese; being physically inactive; having a diet
high in red or processed meats and/or low in fiber; and, having

certain genetic syndromes — familial adenomatous polyposis
(FAP) or hereditary non-polyposis colorectal cancer (Lynch
syndrome).
Colorectal cancer screening can detect colorectal cancer early,
when cancer treatment is more effective. In addition, certain
screening methods can prevent colorectal cancer from developing
through the detection and removal of pre-cancerous polyps.
Screening methods include stool tests (fecal immunochemical
tests FIT and FIT-DNA, and fecal occult blood test), flexible
sigmoidoscopy, colonoscopy and CT colonography.
Disparities in colorectal cancer incidence and mortality arise due
to a number of clinical and non-clinical factors including: lack
of or unequal access to health insurance and/or high-quality
medical care; more advanced stage at diagnosis in minority
men and women; variation in anatomic subsite of origin; and,
differences in socioeconomic status. To address these disparities, it
is essential to reduce barriers that prevent access to high quality
cancer diagnostic and treatment services and improve men and
women’s awareness of factors that increase the risk of developing
or dying from colorectal cancer including: drinking alcohol;
using tobacco; having a diet high in red or processed meats and
low in fiber; not being physically active; and, being overweight
or obese.

Colorectal Cancer Incidence
Colorectal cancer incidence rates have fallen over the past 20
years in both men and women in Connecticut, with an average
annual decrease per year of 4% in women and men over the
most recent five years (Figure 4.50). These rates are impacted
by the distribution of underlying risk factors as well as the use of
colorectal cancer screening.
There were 750 new colorectal cancers diagnosed in women in
Connecticut in 2016; for every 100,000 women, 30 colorectal
cancer cases were reported. Also, there were 845 new colorectal cancers diagnosed in men in Connecticut in 2016; for every
100,000 men, 42 colorectal cancer cases were reported. More
than two out of five colorectal cancers were diagnosed at a
localized stage, where the cancer has not spread beyond the
site of origin.
Colorectal cancer incidence rates vary between women and men
of different races and ethnicities (Figure 4.51). In both women
and men, the incidence rate of colorectal cancer is lower in
non-Hispanic Asian/Pacific Islander individuals than in any other
racial/ethnic group.

209

FIGURE 4.50: Colon and rectum cancer age-adjusted incidence rates (AAIR) by sex and year of diagnosis, CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.51: Colon & rectum cancer age-adjusted incidence rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
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FIGURE 4.52: Colon and rectum cancer age-adjusted mortality rates (AAMR) by sex and year of death, CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.53: Colon and rectum cancer age-adjusted mortality rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
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Colorectal Cancer Mortality

Liver Cancer Incidence

Colorectal cancer mortality rates have fallen steadily over the past
twenty years, with an average annual decrease in rate per year of
4% in women and men over the most recent five years (Figure
4.52). The decrease is due in large part to colorectal cancer
screening and to improvements in colorectal cancer treatment.

Liver cancer incidence rates have risen over the past 20 years in
both men and women in Connecticut, with an average annual
increase per year of 3% in women and men over the most recent
five years (Figure 4.54). The incidence rate for men consistently
has been at least three times as high as the incidence rate for
women. These rates are impacted by the distribution of underlying
risk factors.

There were 238 colorectal cancer deaths in women in
Connecticut in 2016; for every 100,000 women, 9 colorectal
cancer deaths were reported. Among men, there were
264 colorectal cancer deaths in Connecticut in 2016; for every
100,000 men, 13 colorectal cancer deaths were reported.
Colorectal cancer mortality rates vary between women of
different races and ethnicities (Figure 4.53). The colorectal cancer
mortality rate is higher in non-Hispanic Black women than in
Hispanic women. For men, the mortality rate of colorectal cancer
is higher in non-Hispanic Black men than in non-Hispanic White
or Asian/Pacific Islander men and is lower in non-Hispanic
Asian/Pacific Islander men than in all other racial/ethnic groups.

There were 88 new liver cancers diagnosed in women in
Connecticut in 2016; for every 100,000 women, 3 liver cancer
cases were reported. By contrast, there were 257 new liver
cancers diagnosed in men in Connecticut in 2016; for every
100,000 men, 11 liver cancer cases were reported. More than
two out of five liver cancers were diagnosed at a localized stage,
where the cancer has not spread beyond the site of origin.
Liver cancer incidence rates vary between women and men of
different races and ethnicities (Figure 4.55). In both women and
men, the liver cancer incidence rate is lower in non-Hispanic
White individuals than in any other racial/ethnic group.

L I V E R C A N C E R I N C I D E N C E A N D M O R TA L I T Y

Liver Cancer Mortality

Liver cancer is the sixteenth most commonly diagnosed cancer in
men and women in Connecticut, accounting for one in sixty-four
of all new cancer diagnoses. It is also the eighth leading cause
of cancer death in men and women in Connecticut, accounting
for almost one in thirty of all cancer deaths.

Liver cancer mortality rates have risen over the past twenty
years, with an average annual increase in rate per year of 2%
in both women and men over the most recent five years. The
increase is due in part to changes in the prevalence of underlying
risk factors in the population over time. As with the incidence
rate, liver cancer mortality rates among men are 2.5 to three
times higher than the rate for women (Figure 4.56).

Risk factors for developing liver cancer include: chronic infection
with hepatitis B or hepatitis C virus; cirrhosis; heavy alcohol use;
eating foods containing aflatoxin B1; nonalcoholic steatohepatitis
syndrome; and, smoking cigarettes. There is currently no
standard or routine screening test for liver cancer.
Disparities in liver cancer incidence and mortality arise due to a
number of clinical and non-clinical factors including: lack of or
unequal access to health insurance and/or high-quality medical
care; more advanced stage at diagnosis in minority men and
women; disparities in the prevalence of risk factors such as
chronic viral hepatitis; and, differences in socioeconomic status.
To reduce disparities and advance more equitable outcomes,
it is imperative to reduce barriers that prevent access to high
quality cancer diagnostic and treatment services and improve
men and women’s awareness of factors that increase the risk
of developing or dying from liver cancer.

There were 84 liver cancer deaths in women in Connecticut in
2016; for every 100,000 women, 3 liver cancer deaths were
reported. In contrast, there were 166 liver cancer deaths in men
in Connecticut in 2016; for every 100,000 men, 7 liver cancer
deaths were reported.
Liver cancer mortality rates vary between women and men of
different races and ethnicities (Figure 4.57). In women, the liver
cancer mortality rate is higher in non-Hispanic Black women than
in non-Hispanic White women. Among men, the mortality rate
of liver cancer is lower in non-Hispanic White men than in any
other racial/ethnic group.
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FIGURE 4.54: Liver and intrahepatic bile duct cancer age-adjusted incidence rates (AAIR) by sex and year of diagnosis,
CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.55: Liver and intrahepatic bile duct cancer age-adjusted incidence rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
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213

FIGURE 4.56: Liver and intrahepatic bile duct cancer age-adjusted mortality rates (AAMR) by sex and year of death, CT, 1992–2016
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FIGURE 4.57: Liver and intrahepatic bile duct cancer age-adjusted mortality rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
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O R O P H A RY N G E A L C A N C E R I N C I D E N C E
A N D M O R TA L I T Y
Oropharyngeal cancer, cancer of the middle part of the pharynx
(throat) is the seventeenth most commonly diagnosed cancer in
men and women in Connecticut, accounting for more than one
in ninety of all new cancer diagnoses. It is the eighteenth leading
cause of cancer death in men and women in Connecticut,
accounting for almost one in ninety of all cancer deaths. The
incidence of oropharyngeal cancers is rising in both men and
women in Connecticut.
Risk factors for developing oropharyngeal cancer include:
smoking cigarettes, cigars and pipes; smokeless tobacco use
(chewing tobacco/betel quid or using snuff); drinking alcohol
(particularly in addition to using tobacco); personal history of
oropharyngeal cancer; and, infection with human papilloma
virus (HPV). Around 70% of these cancers are estimated to
be attributable to HPV infection; thus, vaccination against HPV in
both boys and girls is an important prevention measure of these
cancers. In addition, to reduce the burden of oropharyngeal
cancer in our state, we must reduce barriers that prevent access
to high quality cancer diagnostic and treatment services and
improve men and women’s awareness of factors that increase
the risk of developing or dying from oropharyngeal cancer.
There is currently no standard or routine screening test for
oropharyngeal cancer.

Oropharyngeal Cancer Incidence
After decades of steady decline, the incidence rates of
oropharyngeal cancer in Connecticut men have risen since the
early 2000s, with an average annual increase per year of 3%
over the most recent five years. In women, incidence rates were
falling until the mid-2000s when they started to rise slightly in
recent years (although this rise is not statistically significant). The
incidence rate for men is consistently three to five times higher
than the rate for women (Figure 4.58). These rates are impacted
by the distribution of underlying risk factors.

There were 43 new oropharyngeal cancers diagnosed in women
in Connecticut in 2016; for every 100,000 women, 2 oropharyngeal
cancer cases were reported. For men, there were 192 new
oropharyngeal cancers diagnosed in Connecticut in 2016; for
every 100,000 men, 9 oropharyngeal cancer cases were
reported. Fewer than one out of six oropharyngeal cancers were
diagnosed at a localized stage, where the cancer has not spread
beyond the site of origin.
While there was variation in oropharyngeal cancer incidence
rates in different racial and ethnic groups in Connecticut men
and women, these differences were not statistically significant
(Figure 4.59).

Oropharyngeal Cancer Mortality
Oropharyngeal cancer mortality rates in men and women in
Connecticut have fallen over the past twenty years, with an
average annual decrease in rate per year of 3% in both women
and men over the most recent five years (Figure 4.60). This
decrease is due in part to changes in the prevalence of
underlying risk factors in the population over time as well as
improvements in cancer treatment. The mortality trends in men
in Connecticut contrast with national trends where mortality
rates have been rising since the late 2000s.
There were 17 oropharyngeal cancer deaths in women in
Connecticut in 2016; for every 100,000 women, 1 oropharyngeal
cancer death was reported. There were 61 oropharyngeal cancer
deaths in men in Connecticut in 2016; for every 100,000 men,
3 oropharyngeal cancer deaths were reported.
Due to the insufficient number of oropharyngeal cancer mortality
cases among women in different racial/ethnic groups, it was not
possible to estimate mortality rates. For men, while there was
variation in oropharyngeal cancer mortality rates in different
racial and ethnic groups, these differences were not statistically
significant (Figure 4.61).
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FIGURE 4.58: Oropharynx cancer age-adjusted incidence rates (AAIR) by sex and year of diagnosis, CT, 1992–2016
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Source: National Cancer Institute, SEER*Stat Database. Data analyzed May 28, 2019.

FIGURE 4.59: Oropharynx cancer age-adjusted incidence rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
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FIGURE 4.60: Oropharynx cancer age-adjusted mortality rates (AAMR) by sex and year of death, CT, 1992–2016
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FIGURE 4.61: Oropharynx cancer age-adjusted mortality rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
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CHAPTER 5:

Infectious Diseases
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INTRODUCTION

Infectious diseases are caused by pathogens, like viruses and bacteria that make
people sick. Some infectious diseases are transmitted from person-to-person,
such as human immunodeficiency virus (HIV) and sexually transmitted diseases
(STDs). Other infectious diseases are transmitted to humans by other animals,
such as ticks, or from food or water contaminated with viral or bacterial pathogens.
Infectious diseases can affect all Connecticut residents, but some populations
are at higher risk for some infectious diseases. Many different strategies are
needed to prevent people from getting sick with infectious diseases. Some
infectious diseases can be prevented with vaccines whereas prevention of other
infectious diseases requires that people avoid high risk behaviors or use
personal protective measures that reduce exposure to pathogens.
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HIV INFECTION
HIV (human immunodeficiency virus) infection weakens the immune system reducing a
person’s ability to fight infections and disease. While no cure exists, with proper medical care,
HIV infection can be controlled.

The following approaches can help to prevent HIV infection
and transmission of HIV from one person to another person:
• HIV testing,
• Effective Behavioral Interventions (EBIs),1
•	Biomedical interventions (PrEP: Pre-exposure prophylaxis
and PEP: Post-exposure prophylaxis),
• Condoms distribution,
•	Community-level interventions (e.g., to promote
comprehensive HIV testing, create linkages to HIV care and
viral suppression through treatment with antiretroviral
medications), and
•	Diagnosis and treatment of sexually transmitted diseases
(STDs).

In 2018, 10,574 people were living with HIV in Connecticut. Over
the past decade, Connecticut has seen a 25% reduction in the
number of newly diagnosed HIV infections with an average of 276
cases annually diagnosed over the last five years (Figure 5.1).
The decline in the annual number of HIV diagnoses is encouraging.
However, the burden of newly diagnosed HIV is not evenly
distributed among people in CT. Figure 5.2 shows the rate of
newly diagnosed HIV infections per 100,000 people in CT during
2014–2018. The rate of newly diagnosed HIV is highest in people
who are in their 20s at 19 per 100,000. When sex, race and
ethnicity are also considered further disparity can be seen.
During 2014–2018, the rate of HIV diagnosis was highest among
men of color in their 20s at 108 per 100,000 for non-Hispanic
Black men and 61 per 100,000 for Hispanic men. During this
period, 67% of newly HIV diagnosed men were men who have
sex with men (MSM). Together, these data demonstrate that
young gay and bisexual men of color are at particularly high

FIGURE 5.1: Number of newly diagnosed residents with HIV, CT, 2009–2018
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FIGURE 5.2: Rate of newly diagnosed HIV infections by race, sex and age; CT, 2014–2018
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risk of acquiring HIV infection. These data also demonstrate a
considerable disparity among women in CT during this period.
Non-Hispanic Black women were diagnosed at an approximate
rate of 32 times that of non-Hispanic White women and Hispanic
women at a rate of 8 times that of non-Hispanic White women.
HIV prevention among young gay and bisexual men of color
and women of color should be prioritized to advance equity and
reduce disparities.

70% via intravenous drug use.2 Truvada was FDA approved for
PrEP in 2012, and it contains two medicines (tenofovir disoproxil
fumarate- or TDF, and emtricitabine- commonly called FTC) that
are used in combination with other medicines to treat HIV. In
clinical trials, Truvada (TDF/FTC) was generally well-tolerated and
serious adverse events were rare. In addition, the FDA has now
approved Truvada as PrEP for high risk adolescents. A second
drug for PrEP, Descovy, was just approved in 2019.

HIV PrEP

The orange line in Figure 5.3 shows the number of people in CT
who were on PrEP during 2012-2017. The number of people on
PrEP increased over the period with over 6.5 times more people
on PrEP in 2017 than in 2012. The purple line shows the estimated
number of people at risk for acquiring HIV in CT during 2012–
2017.3 While the number of people on PrEP has increased over
time, there is considerable opportunity to expand the use of
PrEP among people at risk for acquiring HIV to reduce the risk of
HIV transmission.

HIV PrEP (Pre-exposure prophylaxis) is a type of medication used
to effectively reduce the risk of acquiring HIV when engaging in
certain high-risk behaviors (i.e., condomless sex, sharing injection
materials, multiple sex partners, or multiple sexually transmitted
disease diagnosis). PrEP is a once-a-day prescription pill that
when taken consistently, can protect an individual engaging in
high risk sexual and drug using behaviors. PrEP lowers a person’s
chance of contracting the virus by more than 90% via sex and
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4.3 HIV-negative persons using PrEP. CT’s PnR is higher than that
of the US overall, which was at 2.5 in 2017. Since 2012, the PnR
has increased substantially (Figure 5.5).

“There’s the lack of competency that medical
providers have and you can’t be surprised
by it. I have like a heterosexual primary care
physician who did not know what PrEP was […]
It makes me less likely to want to seek out
another provider that isn’t LGBT because
otherwise they won’t know what I’m talking
about or what I’m going through.”

Currently, in CT, 91.8% of people on PrEP are men while only
8.2% are women. PrEP use is most common among adults ages
25 to 34. In addition, the following factors influence whether an
individual will be able to access and use PrEP:
•	Availability of resources to meet daily needs (e.g., safe
housing). Without a safe place to live, preventing HIV does
not become an immediate need. Meeting people’s basic
needs affords them the opportunity to concentrate on
preventing HIV.

— STATE HEALTH ASSESSMENT FOCUS GROUP,
LGBTQ ADULTS

•	Access to educational, economic, and job opportunities,
which would allow a client’s health insurance and financial
stability to pay for PrEP.
PrEP-to-Need Ratio (PnR) is the ratio of the number of PrEP
users to the number of people newly diagnosed with HIV.
According to AIDSvu, PnR serves as a measurement for whether
PrEP use appropriately reflects the need for HIV prevention in a
geographic region or demographic subgroup.
In 2017, 281 individuals were diagnosed with HIV in Connecticut,
and 1,214 individuals were taking PrEP (Figure 5.4). The PrEP-toNeed Ratio (PnR) in Connecticut was 4.3, meaning that for every
individual newly diagnosed with HIV in Connecticut, there were

•	Social norms and attitudes (e.g., discrimination, racism, stigma
and medical mistrust). Clients may not feel comfortable
visiting a health care provider to talk about their sexual and
drug use behaviors. Health care providers need to be open to
these conversations and have adequate information on PrEP.
•	Language/Literacy. Information on PrEP should be made
available in multiple languages.

FIGURE 5.3: Number of people on pre-exposure prophylaxis (PrEP), CT, 2012–2017; and estimated number at high risk of HIV in CT
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FIGURE 5.4: Number of people taking PrEP and number of people newly diagnosed with HIV, CT, 2013–2017
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FIGURE 5.5: PrEP-to-need ratio (PnR) and baseline, CT, 2012–2017
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PROGRAM SPOTLIGHT: PREP NAVIGATION AND PROMOTION
Non-clinical sites:
•	The point of entry for PrEP clients is a 4th
generation HIV rapid test which typically
takes about 20 minutes before results
become decipherable.
•	During the visit, the the person receiving
the HIV test can:
+ P
 articipate in a one-on-one
counseling session.
+ B
 e assessed by the HIV tester or PrEP
navigator for HIV related risk factors,
financial barriers (including insurance),
current support systems, alcohol and
drug use, housing, transportation and
nutrition, among others.
+ P
 articipate in a client acuity screening
(which is mandated for use by PrEP
navigators) to gauge their level of need.

+ Receive active and passive referrals for
supportive ancillary services.
•	Following these steps, individuals are
typically more receptive to attending the
first appointment at the referred site.
•	Each funded agency is encouraged to have
standing memorandum of agreements
with community partners in order to make
the referral process much more seamless.
Clinical sites:
•	HIV testing is routinely performed by
trained staff.
•	Staff test/screen about 45,000 Connecticut
residents a year for HIV and other sexually
transmitted infections.
•	Patients can receive counseling or education
on the risk factors putting them at increased
risk for acquiring HIV and on PrEP and
Post-exposure Prophylaxis (PEP).
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H E PAT I T I S C
Hepatitis C (HCV) is a liver infection caused by the hepatitis C virus. HCV is transmitted through
blood exposure. Infection with this virus can range from mild illness lasting only a few weeks
to a chronic disease that leads to the scarring of the liver and liver failure. Most people infected
develop chronic disease, and HCV is the leading cause of liver transplants and liver cancer.
There is no vaccine to prevent hepatitis C. In addition, treatment
is not recommended for acute infection as it may resolve on its
own. However, people with acute HCV should be followed by
their doctor and treatment considered if the infection becomes
chronic. Successful treatment options include protease inhibitor
therapies, which can achieve sustained virologic response (SVR)
12 weeks after the completion of treatment. A SVR indicates that
the HCV infection is cured. Over 90% of HCV infected persons
can be cured of HCV infection with 8–12 weeks of oral therapy.4
An estimated 2.4 million people are living with HCV in the US.5 In
Connecticut, we have seen the rate of newly diagnosed chronic
HCV decrease in recent years. However, this downward trend
needs to be interpreted with caution as it is most likely due to a
change in the case definition, which now only includes individuals
with a positive viral load.6 This change was made so that health
departments could focus their efforts on people with current
HCV to help them get care and treatment.
In Connecticut, males are being diagnosed with HCV infection,
past or present, at a greater rate than females. In recent years,
the highest rate of HCV infection had been seen in males aged
50–59; however, in 2016, HCV rates for this age group decreased
below males aged 30–39 (Figure 5.6). Other male age groups
remained relatively stable over the last 5 years. Unlike males, the
highest rate of hepatitis C, past or present, was seen in young
females aged 20–29 years (Figure 5.7).
According to the Centers for Disease Control and Prevention
(CDC), the following people are at increased risk for HCV:
current or former injection or intranasal drug users, people born
between 1945 and 1965, recipients of blood transfusions or
solid organ transplants prior to July 1992, hemodialysis patients,
people with HIV, and children born to HCV positive mothers.
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As such, the CDC and US Preventative Task Force recommends
that the following individuals be tested for HCV:
•	Current or former injection drug users, including those who
injected only once many years ago;
• Everyone born from 1945 to 1965;
•	Anyone who received clotting factor concentrates made
before 1987;
•	Recipients of blood transfusions or solid organ transplants
prior to July 1992;
• Long-term hemodialysis patients;
• People with known exposures to the hepatitis C virus, such as:
+ H
 ealth care workers or public safety workers after needle
sticks involving blood from someone infected with hepatitis
C virus; and
+ R
 ecipients of blood or organs from a donor who tested
positive for the hepatitis C virus;
• People with HIV infection;
• Children born to mothers with hepatitis C;
• People in jails or prisons;
•	People who use drugs snorted through the nose (in addition
to people who inject drugs); and
• People who get an unregulated tattoo.
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FIGURE 5.6: Newly diagnosed cases of hepatitis C infection, past or present, in males by age, CT, 2013-2017
<15

15–19

20–29

30–39

40–49

50–59

60+

175
150
128.3
125
RATE PER 100,000

122.5
100

102.5
102.5

92.1
81.7
77.4

75

69.1

65.5

50

50.9

25
9.3
0

2013

3.9
2014

2015

2016

2017

Source: CT Electronic Disease Surveillance System (cases reported through March 2018). Data analyzed February 1, 2019 U.S. Census Bureau,
2010 Census.

FIGURE 5.7: Newly diagnosed cases of hepatitis C infection, past or present, in females by age, CT, 2013-2017
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S E X UA L LY T R A N S M I T T E D D I S E A S E S
Sexually transmitted diseases (STDs) are among the most common infections found in the
United States, accounting for more than 19 million infections among men and women and
$14 billion in overall medical costs.7 CT’s Department of Public Health mandates reporting
and surveillance of the three most common STDs: chlamydia, gonorrhea, and syphilis —
all of which can be cured with proper treatment.

Chlamydia

Gonorrhea

Chlamydia is among the most common of all STDs, and since
1994, has comprised the largest proportion of all STDs reported
to the CDC (Figure 5.8). Studies also demonstrate the high
prevalence of chlamydial infections in the general US population,
especially among young women.8 A pregnant woman who is
infected with chlamydia can give the infection to her baby
during delivery. Chlamydia case rates among non-Hispanic Blacks
continue to be much higher than among all other racial/ethnic
groups. In addition, rates have increased in adolescents aged
15–24 years. Chlamydial infections in women are often
asymptomatic; however, if left untreated, chlamydia can result
in pelvic inflammatory disease (PID), which is a major cause
of infertility, ectopic pregnancy, and chronic pelvic pain. The
number of reported chlamydia cases in females is about two
times that of males, possibly because more women than men
get screened for this infection (Figure 5.9). To identify chlamydia
infections in the population, it is recommended to annually
screen females ages 25 years and under and test all pregnant
women for chlamydia at their first prenatal visit.

Gonorrhea is another common STD, especially among young
people ages 15–24 years (Figure 5.10). Any sexually active
person can get gonorrhea through unprotected vaginal, anal, or
oral sex. In Connecticut, non-Hispanic Blacks have been the most
affected racial group for the last three years. Along with chlamydia,
gonorrhea infection is a major cause of PID and infertility in
women. Pregnant women with gonorrhea can give the infection
to her baby during delivery, causing serious health problems.
Treating gonorrhea as soon as possible will make health
complications less likely. In 2013, gonorrhea was called an
“urgent threat” by CDC because of the increasing number of
antibiotics to which the bacteria have developed resistance.
When broken out by sex and race, we see that the number of
cases consistently increased from 2015–2016, following state and
national trends. Male cases consistently outnumbered female
cases during that period as well (Figure 5.11). By race/ethnicity,
we see that non-Hispanic Black residents consistently carry the
highest burden of gonorrhea cases (Figure 5.12).

PROGRAM SPOTLIGHT: EXPEDITED PARTNER THERAPY
Expedited partner therapy (EPT) is the practice of giving a patient diagnosed with chlamydia or
gonorrhea, medication or a prescription to give to their partner without the health care provider
first examining the partner. This practice has been shown to prevent the reinfection of the
initial patient diagnosed. This practice is endorsed by CDC and has been legal in Connecticut
since 2011.
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FIGURE 5.8: Incidence rate of chlamydia per 100,000 by year, CT and US, 2000–2016
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FIGURE 5.9: Number of chlamydia cases by sex, CT, 2014–2016
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FIGURE 5.10: Incidence rate of gonorrhea per 100,000; CT and US, 2000–2016
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FIGURE 5.11: Number of gonorrhea cases per year by sex, CT, 2014–2016
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FIGURE 5.12: Number of gonorrhea cases by race/ethnicity, CT, 2014–2016
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SYPHILIS
Syphilis is a sexually transmitted infectious disease caused by a bacterium known as Treponema
pallidum. This bacterium is typically transmitted during vaginal, anal, or oral sex. Syphilis
can also be transmitted from an infected mother to her child during pregnancy resulting in
congenital syphilis, which can lead to miscarriage, stillbirth, prematurity or death shortly
after birth, as well as severe health problems in babies. If left untreated, syphilis can cause
serious health problems.
Syphilis typically follows a progression of stages that can last
for weeks, months, or years. The stages are as follows:
•	Primary stage of syphilis classically presents with a single
chancre (a firm, painless, non-itchy skin ulceration).
•	Secondary stage of syphilis presents with a diffuse rash,
which frequently involves the palms of the hands and soles
of the feet.
Primary and secondary syphilis are the most infectious stages.
•	Early latent syphilis occurs within one year of exposure,
with little to no symptoms.
•	Late latent syphilis is a stage where the infection occurred
over a year ago or the exact date of exposure is unknown.
Persons in this stage are asymptomatic and are not infectious.
However, they can have late manifestations of the disease
years later, if untreated.

Nationally, in 2017, a total of 30,644 cases of primary and
secondary stage syphilis were reported, with a rate of 9.5 cases
per 100,000 people.9 Our state reported its lowest number of
primary and secondary syphilis cases in 2001; since that time, rates
have increased both in Connecticut and nationally (Figure 5.13).
Syphilis in Connecticut and nationally occurs primarily among
men, especially men who have sex with men (MSM). During
the period 2013–2017, 88% of newly diagnosed primary and
secondary syphilis cases in CT were male. The number of
men diagnosed with primary and secondary syphilis more than
doubled during this period (Figure 5.14). The purple portion
of each bar represents MSM and the green part represents
heterosexual men. The number of new syphilis infections for
this period was much greater for MSM than heterosexual men.

PROGRAM SPOTLIGHT: PARTNER NOTIFICATION SERVICES
The CT DPH Sexually Transmitted Diseases Program has specially trained staff called
Disease Intervention Specialists (DIS) who
contact persons with an STD, with a focus
on syphilis and HIV, to ensure that they are
appropriately treated and to talk to them about
their partners. DIS will then try to find these
partners and notify them of their potential
exposure to ensure they are tested and treated.
Partner services are confidential and an
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integral service provided by the STD Program,
which helps to decrease the transmission of
STDs in Connecticut.
The Leave It To Us campaign was recently
released to promote knowledge and awareness
of partner services among Connecticut health
care providers and residents. https://youtu.be/
oRqTxROmGb4
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To prevent the spread of syphilis, it is important to ensure
routine testing of MSM, HIV-infected persons, persons who have
partners who have tested positive for syphilis, and pregnant

women. MSM who have had a history of an STD, including
syphilis, in the last 6 months are considered at very high risk of
HIV and should consider PrEP.

FIGURE 5.13: Incidence rate of primary and secondary syphilis per 100,000; CT and US, 2000–2017
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FIGURE 5.14: Number of male syphilis cases per year by sex of sex partner, CT, 2013-2017
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T U B E R C U LO S I S
Tuberculosis (TB) is a disease caused by a bacterium called Mycobacterium tuberculosis. The
disease is challenging to diagnose, treat, and control. The bacteria usually attack the lungs, but
TB bacteria can attack any part of the body such as the kidney, spine, and brain. TB bacteria
are spread from person to person when a person with TB disease of the lungs or throat coughs,
sneezes, laughs, or sings, and another person breathes in the contaminated air. Not everybody
infected with TB gets sick. People who are infected, but not sick, have what is called latent
TB infection (LTBI).10 TB disease can be fatal if not treated properly and TB bacteria may become
resistant to the drugs used in treatment.

TB Incidence

TB Treatment

TB was once the leading cause of death in the United States
but over the past 20 years, the rates of new cases of TB have
declined both nationally and in CT (Figure 5.15).11 In 2016 and
2018, our state rates were the lowest ever reported, at 1.4 per
100,000 residents. Yet, both our state and the nation overall
have not yet reached the Healthy People 2020 goal of reducing
active TB incidence to 1.0 case per 100,000 residents. Even
though fewer people have the disease, it remains a serious
threat particularly to certain populations, especially those who
were born in countries with a high incidence of TB.12

Most patients sick with tuberculosis (TB) need to be on treatment
with 2–4 drugs for 6–9 months and sometimes longer. Between
2013 and 2017, completion of treatment for TB patients in CT
within 12 months increased, consistently meeting our state
program’s goal of 83% and often exceeding the national goal of
95% (Figure 5.16). Given the low rate of TB, a few patients not
completing treatment within 12 months can easily affect the
overall rate of treatment completion.

To prevent TB, it is important to:
•	Promote and ensure screening and testing of persons at high
risk for TB and treating them if they are positive (e.g., persons
born in countries with high TB incidence);13
•	Educate providers about at-risk groups, screening protocols,
national recommendations, and guidelines and follow-up
referral services for TB disease and LTBI; and
•	Implement culturally congruent outreach and health care
interventions for persons at risk for TB disease and LTBI.

To promote the completion of treatment for TB patients, it is
recommended to:
•	Provide services such as free medication and reimbursement
for medical care for uninsured and underinsured patients
who cannot afford treatment.
•	Provide directly observed therapy (DOT) or watch patients
take their medication. DOT has been shown to increase
treatment adherence. Giving patients incentives (small
rewards to encourage them to take their medication or keep
doctor appointments) and enablers (to help patients receive
treatment, e.g. bus token to the doctor’s office) can assist in
increasing treatment completion.5
•	Maintain DOT as the standard of care for people with TB
disease and increase the use of electronic DOT.
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FIGURE 5.15: Active tuberculosis (TB) disease incidence per 100,000; CT and US, 2000–2018
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FIGURE 5.16: Percentage of active tuberculosis (TB) disease patients who completed treatment within 12 months, CT, 2013–2017
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PROGRAM SPOTLIGHT: DIRECTLY OBSERVED THERAPY (DOT)
SUPPORT FOR LOCAL HEALTH DEPARTMENTS
CT DPH Tuberculosis Control Program staff assist local health departments in performing
DOT when needed and promote the use of electronic DOT, which can be more efficient for both
patients and health department staff. CT DPH provides incentives and enablers to local health
departments for use with TB patients.
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VA C C I N AT I O N
Life expectancy has increased over the course of the last century largely due to immunizations that
reduced infectious disease mortality, especially among children.14 Vaccine-preventable diseases
are at or near record lows due to state vaccination laws and increased access to vaccines.15 Vaccine
coverage refers to the percentage of people in a population who have been immunized against
vaccine-preventable diseases. If high enough vaccine coverage is achieved in a population, disease
outbreaks can be prevented. High vaccine coverage extends protection to vulnerable populations
that are not vaccinated, including infants who are too young to be vaccinated, people who have a
weakened immune system, and children and adults who cannot get vaccinated for health reasons.
Outbreaks can occur if vaccination coverage becomes too low, even among subpopulations, as
demonstrated by recent outbreaks of measles in the US.

Connecticut has laws and regulations that support vaccination
of children in the state. By law, the Connecticut Vaccine Program
(CVP) provides vaccines at no cost to health care providers and
local health departments to administer to children so that the
cost of vaccines will not be a barrier to vaccination. Per state
regulations, health care providers administering vaccinations to
children are mandated to report to Connecticut’s Immunization
Information System (CT WiZ). Public and private schools
require students to receive recommended vaccinations to
attend school.15;16
Although vaccines are proven to be effective with minimal
risk, misinformation about vaccine safety and factors that may
limit access to vaccines (e.g., lack of reliable transportation or
unstable housing) could interfere with children, adolescents,
and adults getting the right vaccines at the right time.
The MMR vaccine protects against measles, mumps and
rubella. The Advisory Committee on Immunization Practices
recommends that children receive their first dose of MMR
vaccine at age 12 through 15 months and the second dose at
age 4 through 6 years. It is important to vaccinate children
against measles at the recommended ages, particularly since
outbreaks have been occurring in under-vaccinated populations.
During 2019, there were 1,282 reported cases of measles (as
of January 27, 2020), which was the largest number reported
since 1992. Over 73% of cases were linked to outbreaks in
New York.17 MMR vaccine coverage of 95% is need to achieve
community immunity that prevents and contains outbreaks.18
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Figure 5.17 presents first dose MMR coverage for CT children by
age 2 years for children who were born in the years 2013–2014
and 2015–2016. MMR coverage met or exceeded the HP2020
target of 90% for children born in both time periods, although
the coverage rate declined from 94.1% for the 2013–2014 birth
cohort to 90.0% for the 2015–2016 birth cohort.19 The decline
brought CT further away from the 95% MMR coverage required
to achieve community immunity.
Figure 5.18 presents an overview of vaccine coverage for CT
adolescents 13 to 15 years during 2015–2018 for four
recommended vaccines. The figure also shows how vaccine
coverage for CT adolescents compares to national Healthy
People 2020 (HP2020) goals. Coverage for the meningococcal
conjugate vaccine that protects against meningitis and other
serious meningococcal illnesses (seen in orange) has been
consistently above the HP2020 target of 80%. This is also true
for the Tdap/Td vaccine, that boosts tetanus and diphtheria
immunity, which is shown in Figure 18 in green but is mostly
obscured by the meningococcal conjugate vaccine since
coverage is so similar. In contrast, the percentage of adolescents
who are up-to-date with human papilloma virus (HPV) vaccine,
which protects against HPV cancers, is considerably below the
HP2020 target of 80%. The percentage of adolescents who
received seasonal influenza vaccine increased in 2018 but is still
below the HP2020 target, which is 70%.
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FIGURE 5.17: Percentage of children vaccinated with a first
dose of measles, mumps & rubella (MMR) vaccine by 2 years
of age by birth cohort, CT, 2013–2014 and 2015–2016
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Source: Centers for Disease Control and Prevention (2019, November,
13), ChildVaxView Interactive! Retrieved from www.cdc.gov/vaccines/
imz-managers/coverage/childvaxview/interactive-reports/index.html.

During 2015-2017, Tdap and meningococcal conjugate vaccinations
were required for 7th grade students to attend school in CT,
whereas, HPV and influenza vaccines were not. Also, whereas
CVP provided Tdap and meningococcal conjugate vaccines to
clinicians for immunizing any CT adolescent, privately insured
adolescents in CT could not receive CVP-provided influenza
vaccine or HPV vaccine before age 11 or after age 12. For
the 2020 influenza season, seasonal influenza vaccine will be
available to all children through CVP.

FIGURE 5.18: Vaccine coverage among adolescents 13 to 17 years old, CT, 2015–2018
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teenvaxview/data-reports/index.html. Centers for Disease Control and Prevention (2019, September 3). FluVaxView. Results for General Population
Influenza Vaccine Coverage. www.cdc.gov/flu/fluvaxview/interactive-general-population.html.
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LY M E D I S E A S E
Tick-borne diseases are transmitted to humans through the bite of an infected tick. During 2013–
2017, Lyme disease was the most commonly reported tick-borne disease in Connecticut, followed
by babesiosis and anaplasmosis. Lyme disease is caused by the bacterium Borrelia burgdorferi
and is transmitted to humans through the bite of infected blacklegged ticks. Early diagnosis and
treatment of Lyme disease is important to prevent serious illness from developing.

Ticks live in grassy, brushy, or wooded areas and are most active
in warmer months, although they can be active all year long.
Outdoor activities are the greatest risk factors for getting sick
with Lyme disease, especially doing activities where ticks
are most likely to be. Protective measures that limit exposure
to ticks on people, pets, and in the yard are crucial to prevent
Lyme disease.20;21
People can limit exposure to ticks by:
• Using effective insect repellant;
• Treating clothing and gear with permethrin;
•	Avoiding wooded and brushy areas with high grass or
leaves; and
• Checking for ticks and showering after coming inside.

Limit exposure of pets to ticks by:
• Using effective tick prevention products on pets; and
• Checking pets for ticks.
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In the yard create a tick-safe zone by doing things like:
•	Creating a woodchip or gravel barrier between lawn and
wooded areas; and
• Clearing tall grasses and brush.

Unfortunately, although these protective measures are effective
in reducing the risk for Lyme disease, people often are reluctant
to adopt prevention methods.
The cumulative incidence of reported Lyme disease per 100,000
population by county in CT during 2013–2017 can be seen in
Figure 5.19. There is considerable difference in the reported
incidence of Lyme disease by county during the period with the
highest incidence in New London, Tolland and Windham counties
in Eastern Connecticut. Potential reasons for the geographical
differences in incidence include variation in the numbers of ticks
in the environment, environmental modifications made around
the home, personal protective measures used by people to avoid
tick bites, and variation in diagnostic methods and reporting of
Lyme disease cases to CT DPH.
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FIGURE 5.19: Cumulative incidence rate of Lyme disease per 100,000 population by county, CT, 2013–2017

Source: CT DPH Epidemiology and Emerging Infections Program. CT Electronic Disease Surveillance System. Data analyzed March 3, 2019. US Census
Bureau, 2010 Census.
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L E G I O N E L LO S I S
Legionella bacteria live in water and can cause a disease called legionellosis, which includes
Legionnaires’ disease and Pontiac fever. Legionnaires’ disease is a serious type of pneumonia.
About one in 10 people who get sick with Legionnaires’ disease die from complications of their
illness22 and hospitalization for Legionnaires’ disease is estimated to cost more than $33,000.23

People can get legionellosis when they breathe in mist or water
that contains Legionella bacteria. This could happen when
someone is exposed to contaminated man-made water systems
including cooling towers, domestic plumbing, hot tubs or
ornamental fountains. Most healthy people exposed to
Legionella do not get sick. People 50 years or older, current or
former smokers and people with underlying chronic diseases
are at higher risk.
Figure 5.20 shows the incidence of legionellosis per 100,000
population in CT during 2014–2018. The incidence of legionellosis
increased during this period and was consistently higher in CT
residents aged 50 years and over. The difference in incidence
between age groups has increased over time. Reasons
for increasing legionellosis incidence may include an aging
CT population, aging water-system infrastructure, changes in
awareness and testing patterns and precipitation (rainfall)
weather events. Analysis of legionellosis and precipitation
data in Connecticut demonstrated that a one-inch increase in

precipitation was associated with 9.5 times increased risk for
legionellosis. It is unknown why legionellosis cases increase
after a precipitation weather event, but some hypotheses are
that rain may disrupt biofilms and release Legionella bacteria,
or that rain may strain water treatment plants or contaminate
ground water sources with Legionella.24
Connecticut Department of Public Health (CT DPH) provides
guidance and oversight to prevent legionellosis in healthcare
settings. Cases of legionellosis must be identified and investigated
in a timely manner to detect clusters and outbreaks. CT DPH
conducts centralized follow-up on all confirmed legionellosis
cases. If people with legionellosis report common sources of
exposure, for instance having been treated at the same healthcare
facility or bathing in the same hot tub, a multidisciplinary
investigation team from CT DPH may work together to identify
and control the environmental sources of Legionella to prevent
additional cases of disease.

FIGURE 5.20: Incidence rate of Legionellosis per 100,000 by age group, CT, 2014-2018
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CHAPTER 6:

Behavioral Health,
Trauma & Injury
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INTRODUCTION

Use and misuse of illicit drugs, such as heroin, fentanyl and cocaine, prescription
opioid medications and alcohol are major issues nationally and in Connecticut,
although in recent years illicit drug use in youth grades 9 through 12 declined
from 2013 through 2017 according to results from the Connecticut Youth
Behavioral Health Survey. Approximately one in six Connecticut adults (ages 18
and over) engaged in excessive alcohol consumption (heavy drinking or binge
drinking) in 2017, slightly down from one in five in 2013. Prior to this, between
2000 and 2012, the Healthy Connecticut 2020 (HCT2020) State Health Assessment
(2014) depicted rates for both heavy drinking and binge drinking that were
increasing over time, so fortunately the rates for excessive drinking are currently
on the downward trend, especially for males.
Addictions to drugs and alcohol are associated with
overwhelming injury and death due to overdoses
and intoxications, both unintentional (i.e. accidental)
and intentional. Known risk factors for addiction are
mental health disorders and exposure to childhood
trauma. Traumatic events as a child, or adverse childhood
experiences (ACEs), include physical abuse and neglect,
sexual abuse, living with parents who misuse substances
or have mental health disorders, and divorce or
separation. It is known that the more adverse events
that a child experiences, the greater his or her risk
for chronic health and mental health issues. In 2017, an
estimated 13.1% of adults in Connecticut experienced
four or more ACEs with a higher percentage of 4+
ACES in adults on Medicaid (26%), non-insured (19%), of
Hispanic ethnicity (18.3%), or have annual income of less
than $35,000 (16.9%). Additionally, mental illness and
trauma are linked to self-harm behaviors, including
suicide. Mental health disorders also have a serious
impact on physical health and are associated with many
chronic diseases, including diabetes, heart disease, and

cancer. While as a society we are striving for mental
health parity, much of the population is living with
unrecognized mental health disorders. Even when
mental illness is identified, it is frequently untreated
or undertreated.
Behavioral health issues, including mental illness and
substance use disorders, are associated with substantial
social and economic costs to families and communities.
In Connecticut, the percentage of the population
diagnosed with depression, anxiety, ADHD, and other
mental disorders, excluding drug or alcohol dependence,
has increased overall since 2012. Substance use and
alcohol use disorder screening, brief intervention and
referral to behavioral health and medical care are effective
strategies that can make an impact on this underserved
population. Trauma screening by medical and behavioral
health providers will provide opportunities for appropriate
care. Prevention, treatment, harm reduction, and
supportive recovery services are essential to reversing
these trends and preventing increases in related health
concerns and injuries.
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Unintentional injuries due to falls, motor vehicle crashes, and
drug overdoses are the three most common types of injuries. In
the HCT2020 State Health Assessment, from 2001 through 2010,
fall deaths were on the rise and surpassed accidental poisoning
in 2009. Accidental poisoning, of which a large percentage
was due to drug overdose, was observed to be on a four-year
decline between 2007 through 2010. Today, drug overdoses have
taken back the top spot of unintentional deaths and by the end
of 2019, over 1,000 people in Connecticut will have died that
year from a drug overdose-related death. Fall deaths, another
major public health issue, have doubled in the last ten years,
especially in persons 85 years of age and older. Fortunately, the
rate of fall deaths in 75 to 84-year olds is beginning to decline.
Substantial work done by organizations providing services
to the elderly including offering balance and strength classes,
medication reviews, eye sight, hearing and blood pressure
checks and assessing gait and manner of walking may have had
an impact on subsets of the population. Finally, regarding motor
vehicle traffic, or MVT-related injury, comprehensive graduated
driver licensing laws for new drivers went into effect over the last
decade, resulting in the downtrend trend in MVT-related injuries
and deaths for youth and young adults 15 to 19 years of age.
Intentional injuries caused by violence and self-harm behaviors
also contribute to premature mortality and morbidity. Suicide
attempts and suicides are the leading cause of intentional injury
and death in Connecticut’s population. The rate of suicides
continues to climb among Connecticut’s population despite
increased public awareness and educational efforts. This is similar
to the rates depicted in the HCT2020 State Health Assessment,
where suicide rates increased 11.2% in males from 2000 through
2010 and 18% in females during the same time period. Suicide
attempts and self-harm-related emergency department visits
and hospitalizations in 15 to 24 year-olds are seen to be decreasing
over time, but the rates of younger teens ages 10 to 14 year olds
are rising. This is an area of particular concern. As with substance
addictions and overdoses, mental illness and trauma play a
significant role in suicide and self-harm behavior.

Rates of violent injuries and deaths are growing in correlation
with increases in sexual violence, intimate partner violence, and
family violence in Connecticut and nationally. Although rates of
homicide in Connecticut are 30% that of suicide, assault-related
non-fatal injury rates are high and rising over time.
Prevention efforts need to be focused on all at-risk individuals
in Connecticut, but vulnerable and high burden populations
need targeted attention. These are young Hispanic females who
have a higher than average rate of suicide attempts, and high
school seniors and young adult males who disproportionately are
excessive drinkers, who use illicit drugs or misuse prescription
narcotics, or engage in unsafe driving practices. High-risk groups
for intimate partner violence (IPV) or family violence (FV) are
females or young children (less than five-years old). IPV or FV
injuries are more frequent among Hispanic or Black residents
compared to Whites. Sexual violence within a dating relationship
is also more prevalent among females or Black residents
in Connecticut. Males and Blacks are more likely to die from
firearms, although firearm deaths among Blacks are observed
to be on the downward trend.
Regarding health disparities in unintentional injury, fall injuries
are most prevalent in the very old and very young, while fall
deaths occur most often in the elderly. Youth and young adults
are more apt to be injured in a motor vehicle crash. Although
the non-fatal MVT injury rate is on the downward trend for
15 to 19 year-olds, MVT-related injuries, such as traumatic brain
injury and concussion, are the highest in Black residents.
Nearly all injuries and related disability and death are preventable.
With the right preventive strategies and policies in place
for people across the lifespan, as well as robust evaluation of
prevention initiatives and policies, Connecticut can turn the
tide on preventable injury and death.
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B E H AV I O R A L H E A LT H S C R E E N I N G, R E F E R R A L ,
A N D T R E AT M E N T
Alcohol and drug use are leading causes of morbidity and mortality that frequently go
unidentified in medical settings. Screening, Brief Intervention, and Referral to Treatment (SBIRT)
is an evidence-based service that targets adults of all ages with nondependent substance
use and provides effective strategies for intervention prior to the need for more extensive or
specialized treatment. SBIRT strengthens the primary care infrastructure by addressing
substance use and ensuring that appropriate care is given at the right time.

In 2011, the Connecticut Department of Mental Health and
Addiction Services (DMHAS) received a 5-year grant from the
Substance Abuse and Mental Health Services Administration
(SAMHSA) to establish the Connecticut SBIRT program,
which has now become the Connecticut SBIRT Training Academy.
Through this grant, free SBIRT training and technical assistance
was given to all staff in Connecticut’s Federally Qualified Health
Centers (FQHCs) and nine other partners.
The Connecticut SBIRT Training Academy website continues
to provide health care or human service practitioners with
background information on SBIRT evidence-based practice as
well as the critical skills for performing screening, brief
intervention and referral to treatment services. The Academy
additionally provides coaching and consultation services to
agencies engaging in SBIRT implementation efforts. Academy
faculty have worked in a variety of settings including primary
and dental care, community health centers, hospitals, military
support services, and within community settings serving older
adults and individuals with disabilities.1

Substance Use Screening
Despite the high prevalence of substance use and misuse in
Connecticut, too many adults go without treatment — in part
because their disorders go undiagnosed. Regular screenings
in primary care and other healthcare settings enable earlier
identification of substance use disorders, which translate into
earlier care.
Because of the aforementioned efforts of Connecticut’s SBIRT
Training Academy, both Medicaid and FQHC data show marked
increases in screening for substance use disorders, especially

SBIRT. Medicaid data indicate that from 2015 to 2018, billing for
substance use screening and brief intervention increased 479%
(Figure 6.1) 276 people 2015 to 1,598 people in 2018. The
use of SBIRT in FQHCs has led to a dramatic increase in the
number of individuals who have undergone screening and brief
intervention in Connecticut, from just over 15,000 in 2015 to
32,334 in 2017, a more than twofold increase.
Among the number of people by age group who were screened
for alcohol and other drug use and who received a brief
intervention, we see that Connecticut residents ages 25–44
participated in SBIRT most frequently, 427 had brief intervention
in 2018. However, between 2015 and 2018, older residents
(ages 55 and over) had the greatest increase in billing for
screening and brief intervention. Specifically, between 2015 and
2018, SBIRT utilization by Connecticut residents ages 55 to
64 increased by 591%, from 35 people in 2015 to 242 people
in 2018.
Data analyses indicated that non-Hispanic White residents
utilized SBIRT most frequently (Figure 6.2), while non-Hispanic
Black and Hispanic residents utilized SBIRT at almost the same
frequency year after year (Data sources handle race/ethnicity
in a variety of ways. Throughout the SHA, categories around
race/ethnicity are presented in a way that is consistent with the
original data source). Of note, people who identify as being
multiracial are referred to as being of two or more races; this
is abbreviated as TOM.
Patients of FQHCs are more likely to have access to SBIRT than
patients of independent health care providers. Primary care
providers cite barriers such as the lack of clinical knowledge,
time, and resources for SBIRT, a lack of space to conduct SBIRT,
and difficulty responding to the need for treatment.
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FIGURE 6.1: Number of people screened annually for alcohol and other drug use who received a brief intervention, CT, 2015–2018
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Source: Connecticut Department of Mental Health and Addiction Services (CT DMHAS) CT Screening, Brief Intervention and Referral to Treatment
(SBIRT) Program. Data analyzed April 25, 2019.

FIGURE 6.2: Number of people screened for alcohol and other drug use who received a brief intervention by race/ethnicity,
CT, 2015–2018
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In addition, patients may be reluctant to undergo SBIRT because
of the stigma associated with substance use disorders, which are
frequently not handled like other medical conditions.1 Therefore,
social norms and attitudes regarding substance use disorders
need to be addressed both among primary care providers and
patients and families.

Alcohol Screening
In 2015, of the 15,000 individuals who have undergone SBIRT
screening at Connecticut’s FQHCs, just over half receiving a
diagnosis of Alcohol Use Disorder (Figure 6.3). By 2017, there
was a dramatic increase in the number of individuals undergoing
SBIRT screening and receiving brief intervention, while the
difference in the proportion of individuals diagnosed compared
to those screened became less over time, approximately a third
of those screened.

FIGURE 6.3: Number of people who received SBIRT service vs people who received a diagnosis of alcohol related disorder,
CT, 2015–2017
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Source: Connecticut Department of Mental Health and Addiction Services (CT DMHAS) CT Screening, Brief Intervention and Referral to Treatment
(SBIRT) Program. Data analyzed April 25, 2019.
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S U B S TA N C E U S E
Alcohol Use and Abuse
Nationally, approximately 88,000 people die each year due to
alcohol-related events, including chronic health problems
attributed to excessive alcohol consumption such as liver
cirrhosis, breast cancer and heart disease.4,5,6 Excessive alcohol
consumption, defined as either heavy drinking or binge drinking,
is associated with numerous health problems, including
diseases such as liver diseases, cancer, and fetal alcohol spectrum
disorder, unintentional injuries, neurological impairments,
violence, and social problems.7 Heavy drinking is defined as
consuming an average of more than two drinks per day for men,
and more than one drink per day for women.5 A person is binge
drinking when they drink enough within a two-hour period
that their blood alcohol concentration reaches 0.08 grams/
deciliter. For men, this usually means consuming more than five
drinks during one occasion; and for women, it is more than
four drinks.8

Alcohol use disorder (AUD) refers to a chronic relapsing brain
disease characterized by compulsive alcohol use, loss of control
over alcohol intake, and a negative emotional state when
not using.9 AUD requires a Diagnostic and Statistical Manual
(DSM)-5 diagnosis, and AUD severity is based on the number
of DSM criteria met.
Youth alcohol prevention is critical, as young people who start
drinking alcohol before age 15 are five times more likely
to develop alcohol misuse or dependence than people who
first used alcohol at age 21 or older.10 Compared with adults,
adolescent drinkers tend to consume higher quantities of alcohol
per occasion but drink less frequently.11 Underage drinkers
ages 12 to 20 typically consume four to five drinks per drinking
occasion, which is nearly double the average two to three drinks
usually consumed by adults (older than age 25). Prevalence

PROGRAM SPOTLIGHT: CONNECTICUT ALCOHOL AND
DRUG POLICY COUNCIL
The Connecticut Alcohol and Drug Policy Council (ADPC) is a legislatively mandated body
composed of representatives from all three branches of State government, consumer and
advocacy groups, private service providers, individuals in recovery from addictions, and other
stakeholders in a coordinated statewide response to alcohol, tobacco and other drug (ATOD)
use and abuse in Connecticut.

PROGRAM SPOTLIGHT: LOCAL PREVENTION COUNCILS
This initiative supports 150-plus local, municipal-based alcohol, tobacco and other drug (ATOD)
abuse prevention councils. The intent of this grant program is to facilitate the development of
ATOD abuse prevention initiatives at the local level with the support of Chief Elected Officials.
The specific goals of Local Prevention Councils (LPCs) are to increase public awareness of ATOD
prevention and stimulate the development and implementation of local prevention activities
primarily focused on youth.
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FIGURE 6.4: Percentage of adults who were either binge drinkers or heavy drinkers by sex, CT, 2013–2017
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Source: CT DPH Health Statistics and Surveillance Section, Connecticut Behavioral Risk Factor Survey Prevalence Estimates for Risk Factors and Health
Indicators: Selected Summary Tables 2013–2017. Retrieved from www.ct.gov/dph/BRFSS.

FIGURE 6.5: Percentage of adults who were either binge drinkers or heavy drinkers by age and race/ethnicity, CT, 2017
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rates for a variety of drinking-related outcomes peak in the early
20s age group. Following this peak, reliable age-related reductions
in a variety of drinking-related outcomes occur beginning in
the mid-20s and continue throughout the remainder of the life
span.12 Social supports, such as close relationships with parents
and positive peer influence, can help decrease the risk of alcohol
misuse. Parents and older siblings who drink can set the stage
for the drinking habits of children. Also, early-childhood trauma
is strongly associated with developing mental health problems,
including alcohol dependence, later in life. People with early-life
trauma may use alcohol to help cope with trauma-related
symptoms.12

E XC E S S I V E D R I N K I N G
Approximately one in six Connecticut adults (ages 18 and over)
engaged in excessive alcohol consumption in 2017, slightly down
from one in five in 2013 (Figure 6.4). The prevalence of excessive
alcohol consumption was consistently higher for male adults
than their female counterparts; however, the difference between
males and females narrowed over a five-year period due to a
decrease in excessive drinking prevalence among males.

One in four young adults, ages 18–34 years, reported excessive
drinking, with the proportion decreasing in the older age groups
(Figure 6.5). Non-Hispanic White adults were the mostly likely to
report excessive drinking, when compared to non-Hispanic Black
and Hispanic Latinocounterparts.

A L C O H O L U S E D I S O R D E R (AU D)
In 2016–2017, the percent of people, ages 12 and over, who
were diagnosed with AUD in the past year in Connecticut, 6.1%,
was slightly higher than the national level of 5.5%.13,14
From 2009–2010 to 2016–2017, the percent of people, aged
12 and over, who were diagnosed with AUD in the past year
decreased 22.2% from 7.9% to 6.1% (Figure 6.6). On average,
adults ages 18 to 25 years had the highest prevalence of past
year diagnosis of AUD, but has been on a downward trend since
at least 2009. Youth aged 12 to 17 decreased in AUD by 43.8%
between 2009 and 2017.

FIGURE 6.6: Percentage of people age 12 and over who were diagnosed with Alcohol Use Disorder in the past year by age group,
CT, 2009–2016
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Marijuana Use

YO U T H

In recent years, social attitudes toward personal marijuana use
have changed considerably. Specifically, as of June 25, 2019:

Increased marijuana use among youth can be indicative of mental
health stressors that are common at the intersection of youth and
adulthood and indicate an increased likelihood of risky behaviors.
Also, family, social networks, and peer pressure are key influencers
of substance misuse among adolescents.

•	11 states and the District of Columbia have legalized
recreational use for adults;15
•	15 other states, including Connecticut, have decriminalized
its possession for personal use;16 and
•	33 states, the District of Columbia (DC), Guam, Puerto
Rico and US Virgin Islands have legalized marijuana use for
medical purposes.15
While there is increased acceptance for marijuana use, there are
also scant data available on the effects of long-term use. Initial
research indicates that marijuana use at an early age can have
long-lasting health and well-being effects, such as difficulties
with problem solving, memory and coordination, as well as an
increased risk for mental health issues.17 In addition, marijuana
use among youth can be a surrogate for a propensity toward risky
behaviors, or self-medicating to alleviate stress or trauma. States
are taking measures to prevent use among youth since brain
development continues through one’s mid-20s. For example,
current marijuana legalization forums favor recreational marijuana
legalization for only those 21 years and older to protect youth
who are at most risk for negative long-term effects.
It should also be noted that while marijuana is gaining acceptance,
the overall concentration of THC in marijuana is at the highest
level since legalization efforts began in the late 1960s.

A D U LT S
The increase in recreational marijuana use by adults sets the stage
for an increase in episodic mental health incidents among regular
users; increased regular use among adults aged 18 to 25 can
have an impact on the still developing brain and result in negative
long-term physical and mental health effects.
From 2009–2010 to 2016–2017, the estimated percentage
of adults 18 and older who used marijuana in the past month
increased by nearly 44%, from 7.6% to 10.9%. In 2016–2017, the
percentage of adults who used marijuana in the past month was
slightly above the national level of 9.5%.14 On average, adults
aged 18 to 25 years had a marijuana use prevalence that was
nearly four times higher than adults aged 26 and older. For
example, 2016–2017 estimates were 26.3% of 18 to 25 year-olds
used marijuana in the last month, compared to 7.7 % of people
26 years of age and older.

Overall, marijuana use among Connecticut high school youth
has dropped from a high of 26% in 2013 to 20% in 2017, a 21.5%
decrease in a 5 year period.
Data analyses indicated that in 2017, past month marijuana use
was slightly more prevalent among females (21.6%), Hispanic/
Latino residents (22.1%) and non-Hispanic White residents (21.4%)
(Figure 6.7). Also, marijuana use increased with grade level, ranging from 11% of 9th graders to 30% of 12th graders, a difference
of almost threefold.

Illicit Drug Use
Substance use and misuse exerts a significant toll on health, safety,
quality of life, families, and communities, and contributes to crime,
incarceration, family violence, and unintentional injuries. Illicit
(i.e. illegal) drug use costs the U.S. $161 billion annually.18 Illicit
drug use other than marijuana use includes the misuse of
prescription psychotherapeutics and the use of cocaine (including
crack), heroin, hallucinogens, inhalants, or methamphetamine.2
Early aggressive behavior, lack of parental supervision, academic
problems, undiagnosed mental health problems, peer substance
use, drug availability, poverty, peer rejection, and child abuse or
neglect are risk factors associated with increased likelihood of
youth substance use and misuse. Risk factors that occur during
early childhood further increase the risk of youth substance
misuse. Risk factors of prolonged duration (e.g., those that continue
on from childhood through adolescence), are also associated
with increased likelihood of youth substance misuse. Risk factors
frequently associated with substance misuse are common across
multiple disorders.19

A D U LT S
In recent years, the percentage of people who used illicit drugs,
other than marijuana, in the past month remained relatively
unchanged (Figure 6.8). Our state’s overall prevalence of 3.7% is
slightly higher than that of the national level, which is 3.4%.14,20
Overall, adults 18–25 years of age had the highest prevalence of
past month illicit drug use, other than marijuana. Their rate of
9.3% also exceeded the national level for the same age range,
which was at 7.1%.
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FIGURE 6.7: Percentage of youth in grades 9–12 who used marijuana in the last month by sex, race/ethnicity, and grade; CT, 2017
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Source: CT DPH, Connecticut School Health Survey, Summary Tables, 2017. Retrieved from www.ct.gov/dph/CSHS.

FIGURE 6.8: Percentage of people age 12 and over who used illicit drugs other than marijuana in the last month by age group,
CT, 2015–2017
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YO U T H
Illicit drug use among Connecticut high school youth has
declined in recent years, from just under one in ten youth in 2013
to just under one in 15 youth in 2017 (Figure 6.9). Note: The
youth estimates of illicit drug use based on the CT School Health
Survey: Youth Behavior Component (CSHS), include marijuana
whereas the NSDUH survey of people ages 12 and older describes
illicit drug use, other than marijuana. Illicit drug use for Center

for Health Care Strategies (CHCS) survey includes marijuana,
cocaine (including crack), heroin, hallucinogens, inhalants, and
methamphetamine, as well as the misuse of prescription pain
relievers, tranquilizers, stimulants, and sedatives.
In 2017, high school age males (11.2%) and 12th grade students
(11.8%) were more likely than high school age females and
students in lower grades to have ever used an illicit drug in their
lifetime (Figure 6.10).

FIGURE 6.9: Percentage of youth in grades 9–12 who ever used illicit drugs, CT, 2013–2017
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Source: CT DPH, Connecticut School Health Survey, Summary Tables, 2013–2017. Retrieved from www.ct.gov/dph/CSHS.

FIGURE 6.10: Percentage of youth in grades 9–12 who ever used illicit drugs by sex and grade level, CT, 2017
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PROGRAM SPOTLIGHT: SEARCH INSTITUTE’S 40 DEVELOPMENTAL
ASSETS INITIATIVE
• T
 he Development Assets® Framework
identifies 40 positive supports and strengths
that young people need to succeed. These
assets focus on the relationships and
opportunities youth need in their families,
schools, and communities (external assets)
and the social-emotional strengths, values,
and commitments that are nurtured within
young people (internal assets).
• L
 ocated in Guilford, Southington, and
Middletown, Connecticut

Examples of Approaches:
• D
 evelopmental Assets for Youth (DAY) of
Guilford — A community coalition composed
of volunteers from the Guilford community
(e.g., parents, youth, community leaders,
law enforcement, and other sectors). DAY
works to reduce high-risk behaviors such
as underage drinking and other illicit youth
substance use, and provides youth with
the opportunities, skills, and values they
need to grow into healthy, caring, and
responsible adults.
• S
 outhington’s Town-wide Effort to Promote
Success (STEPS) — Focuses on underage
drinking, tobacco, marijuana, and
prescription drug use prevention. Also, the
organization follows the Search Institute’s
40 Developmental Asset Model for youth.
For more information, see: www.search-institute.
org/our-research/development-assets/
developmental-assets-framework/
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Prescription Drug Misuse
Drug overdose deaths in the United States have more than
quadrupled from 1999 to 2017.21 The current epidemic of drug
overdoses began in the 1990s, driven by increasing deaths from
prescription opioids that paralleled a dramatic increase in the
prescribing of such drugs for chronic pain. In 2008, the number
of deaths involving prescription opioids exceeded the number
of deaths from heroin and cocaine combined. Since 2010,
however, the U.S. has also seen sharp increases in deaths from
heroin, synthetic opioids such as fentanyl, cocaine, and
methamphetamine. In addition to deaths, overdoses from
drugs, both prescription and illicit, are responsible for parallel
increasing trends in non-fatal emergency department and
hospital admissions.
Connecticut is among the top ten states with the highest rates
of opioid-related overdose deaths. From 1999 through 2012, the
death rate in Connecticut hovered near the national average.
Through 2016, a more than fourfold increase was seen — from

5.7 deaths per 100,000 persons to 24.5 deaths per 100,000
persons. The national average in 2016 was 13.3 deaths per
100,000 persons.22
Figure 6.11 is a town map of Connecticut showing rates of
unintentional drug overdose deaths per 10,000 town population
during 2016 through 2018. In towns with no data (grey shading),
there was less than an average of two unintentional drug overdose
deaths per year, thus rates were not calculated for these towns.
Regardless of density of population by town or city, the highest
rates seen in the most current three year period are six towns or
cities across the state, with death rates of greater than 5 deaths
per 10,000 town residents per year. These were: Griswold, Norwich
and New London in the eastern part of the state; Plymouth and
Torrington in the western part of the state; and New Britain
in the central part. Twelve towns had no (zero) unintentional drug
overdose deaths among residents during 2016 through 2018.

FIGURE 6.11: Unintentional drug overdose death rates by town, CT, 2016–2018

Source: Connecticut Office of the Chief Medical Examiner, 2015–2018 (town/city) Accidental Drug Intoxication. Data analyzed June 11, 2019.
Retrieved from https://portal.ct.gov/OCME/Statistics.
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TREATMENT CENTER SPOTLIGHT: PROGRAMS AND LOCATIONS
Connecticut has 223 treatment centers
that provide addiction services such as
medication assisted treatment and counseling
located across the state. These include:
• P
 rivate, nonprofit centers — 194
• P
 rivate, for-profit centers — 16
• L
 ocal, county, or community
government-run centers — 2

• F
 ederally run centers — 3 (2 Veterans
Administration and 1 Department
of Defense)
The state-run facilities include four statefunded inpatient treatment centers for persons
with severe addiction and/or psychiatric
problems, as well as mental health authorities
across the state that are available to provide
information and resources.

• S
 tate-run centers — 6

PROGRAM SPOTLIGHT: REDUCING PRESCRIPTION MISUSE
Connecticut Prescription Monitoring and
Reporting System (CPMRS)
• T
 he Prescription Monitoring Program
collects prescription data for controlled
substances (Schedule II through Schedule
V drugs) into a centralized database,
the CPMRS, which can then be used by
healthcare providers and pharmacists in
the active treatment of their patients.
• The CPMRS provides a complete picture
of a patient’s controlled substance use,
including prescriptions from other providers.
As a healthcare tool, the CPMRS is used to
improve the quality of patient care and to
reduce prescription misuse, addiction,

and overdose. This allows providers the
opportunity to properly manage the patient’s
treatment, including the referral of a patient
to services offering treatment for drug
misuse or addiction, when appropriate.
CT Opioid Response (CORE) Team
A group of Yale-affiliated physicians and health
insurance providers tasked with finding
evidence-based practices that would curb the
number of opioid overdose deaths in the
short term and change the culture of stigma
around addiction.
CT’s VA Healthcare
Implemented initiatives to care for more than
1,000 veterans addicted to opioids.
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Over the last three years, CT Department of Consumer Protection
Drug Control Division, using data analyzed from the Connecituct
Prescription Monitoring and Reporting System (CPMRS), has
observed a decrease in the number of opioid pain relievers being
prescribed by heath care providers. In 2017, Connecticut
prescribers wrote 2.2 million prescriptions for opioid pain
relievers, or 48 prescriptions for every 100 persons. There was
a 20 percent decline in opioid prescription numbers in 2017
compared to the year 2014.23

A D U LT S
Just over 2% of adults, ages 18 and over, reported non-medical
use of a prescribed pain medication within the last year
(Figure 6.12). Young adults (18–34 years of age) and males
had the highest prevalence of non-medical use of opioid pain
relievers: 4.3% among people ages 18 to 34 (more than twice
the percentage of the total population) and 2.8% among males.
Women ages 40–59 were prescribed more opioids than any
other age group and received twice as many opioid prescriptions
as their male counterparts (data not shown). This population
is also particularly vulnerable when prescribed opioids after
surgery, with about 13% of middle age women becoming newly
persistent opioid users who continued to use opioids three
to six months after surgery. This puts them at high risk for
dependence and addiction. Compared to women of any age,
middle age women have been shown to have the highest
death rates from opioids.24

YO U T H
Nationally, while use of opioids among children is far less
common, youth ages 10–19 who are prescribed opioids received,
on average, a 60-day supply. In 2016, there were enough opioid
prescriptions written for that age group such that every one in
five children would have their own prescription.25
In our state, just over 10% of high school students reported ever
taking a prescription pain medicine without a doctor’s prescription
or taking it differently than how a doctor told them to use it
(Figure 6.13). Prevalence for inappropriate use of a prescription
pain medicine was highest for non-Hispanic Black youth (11.3%
compared to 10.1% for the total youth population surveyed),
and among students in 12th grade (15.1%), followed by students
in 11th grade (11.1%).

Driving Under the Influence
Drunk driving laws make it illegal nationwide to drive with a
blood alcohol concentration (BAC) at or above 0.08%. For people
under 21, “zero tolerance” laws make it illegal to drive with
any measurable amount of alcohol in their system. Across the
country, motor vehicle traffic crashes were the leading cause of
death for teens, and about a quarter of those crashes involved
an underage drinking driver. In 2017, young drivers, 16 to
24 years old, made up 42 percent of drivers involved in fatal

PERCENTAGE OF POPULATION

FIGURE 6.12: Percentage of adults ages 18 and over with non-medical use of prescribed pain medicine in the last year by
age and sex, CT, 2015–2017
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FIGURE 6.13: Percentage of youth in grades 9–12 who ever took prescription pain medicine without a doctor’s prescription or
differently than how a doctor told them to use it by sex, race/ethnicity and grade level; CT, 2017
CT

10.1

Male

10.1

Female

10.1

NH White

9.5

Hispanic

10.3

NH Black

11.3

Grade 9

7.1

Grade 10

6.9
11.1

Grade 11

15.1

Grade 12
PERCENTAGE OF POPULATION
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FIGURE 6.14: Percentage of drivers ages 16 and over who were involved in a crash while under the influence of medications,
drugs, or alcohol; CT, 2015–2018
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drunk-driving crashes. In 2017, more than two in five fatal
automobile crashes in Connecticut involved at least one driver
with a blood alcohol level of 0.08% or more, the highest rate
of any state except for the District of Columbia.3 Interactions
between alcohol and other substances in the body, such as
certain medications or illegal drugs increase impairment and
make driving riskier.26 Thanks to dedicated efforts, rates of drunk
driving and alcohol-involved fatal crashes have gone down in
recent years; however, about one in three traffic deaths in the
U.S. still involve a drunk driver.26

Figure 6.16 is a town map of Connecticut indicating percentages
of residents, by town, who were under the influence of
medications, illict drugs, and/or alcohol at the time of a motor
vehicle crash. The highest percentages were in three towns/cities
in Connecticut, primarily in the central to south-eastern parts
of the state. They were East Haddam, Lebanon and Plainfield.
Although the higher risk (3 to 5+ percent) towns are spread
throughout the state, there were not as many higher risk towns
in Fairfield and New Haven Counties, compared with the other
Connecticut counties.

OV E R A L L

YO U T H

Overall, the percent of drivers, ages 16 and over, who were
involved in a crash while under the influence of medications,
drugs, or alcohol increased from 2015 to 2016, and then
decreased steadily through 2018 (Figure 6.14).

Approximately 6% of Connecticut’s young drivers through grade
12 reported driving a motor vehicle in the past 30 days when
they had been drinking alcohol.27 One in three of our state’s high
school-aged young drivers reported texting on a cell phone while
driving in the past 30 days.27 Just over one in five young drivers
up through 12th grade engaged in unsafe driving in the past 30
days (including drunk driving or using a cell phone while driving)
(Figure 6.17). The prevalence was slightly higher for males and
non-Hispanic White youth. Prevalence increased with each grade
level as well, up to 49% of 12th graders. As a note, caution should
be exercised when interpreting the estimates in Figure 6.17 due
to low statistical validity.

Drivers ages 25 to 34 had the highest prevalence of being under
the influence of medications, drugs, or alcohol at the time of
a crash, 2.25% in 2017, and drivers 65 years of age and older
were least likely to be under the influence of alcohol and drugs
at the time of a crash (0.53% in 2017). Male drivers had a higher
prevalence of being under the influence at the time of a crash,
compared to females (Figure 6.15).

FIGURE 6.15: Percentage of drivers ages 16 and over who were involved in a crash while under the influence of medications,
drugs, or alcohol by sex; CT, 2015–2018
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Source: UCONN, Connecticut Crash Data Repository. Data analyzed April 22, 2019. Retrieved from www.ctcrash.uconn.edu/QueryTool2.action.
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FIGURE 6.16: Percentage of drivers ages 16 and over who were involved in a crash while under the influence of medications,
drugs, or alcohol by town of crash; CT, 2015–2018

Source: UCONN, Connecticut Crash Data Repository. Data analyzed April 22, 2019. Retrieved from www.ctcrash.uconn.edu/QueryTool2.action.

FIGURE 6.17: Prevalence of young drivers through grade 12 who engaged in unsafe driving in the past 30 days, including drunk
driving or using a cellphone while driving, by sex, race/ethnicity, grade; CT, 2017
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M E N TA L H E A LT H D I S O R D E R S
Mental health is an essential part of overall health and well-being. Mental health disorders
are usually associated with significant distress or disability in social, occupational, or other
important activities. A few mental health disorders manifest in behaviors that violate
the rights of others or bring the individual into significant conflict with societal norms or
authority figures.28

“…when I look at my health and I look at what are
the things that I do to make me healthy…it’s not
just what I eat and drink. It’s not whether I go to
the doctor or not. It’s the relationships that I have,
it’s my mental health.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
VETERANS AND THEIR FAMILIES

Depression is one of the most common mental health disorders
in the U.S. and can greatly impact one’s health and quality
of life. Specifically, depression can exacerbate other serious
medical illnesses, such as diabetes, cancer, heart disease, and
Parkinson’s disease. Conversely, sometimes medications
taken for these chronic illnesses may cause side effects that
contribute to depression.
Anxiety disorders cost the U.S. more than $42 billion a year,
almost one third of the $148 billion total mental health bill for
the U.S. Over half of these costs (approximately $23 billion)
are associated with the repeated use of healthcare services, as
those with anxiety disorders often seek relief for symptoms
that mimic physical illnesses.29
Symptoms of Attention-Deficit Hyperactivity (ADHD) and
Disruptive Behavior disorders range from inattentiveness and
disorganization to anti-social behavior and substance abuse
that can disrupt school and work.30 A woman’s lifestyle choices
and behavior during pregnancy, including use of alcohol, tobacco
or other drugs, or early exposure to environmental toxins during
pregnancy or exposure to toxins like lead at a young age are
thought to be risk factors for ADHD in children.

Adverse childhood experiences and trauma are risk factors
for depression, anxiety, and post-traumatic stress disorder. To
mitigate these risks, as a state, we are engaged in several
public health and policy initiatives. These include the following:
•	State Health Improvement Plan (SHIP) Action Teams are
coordinating upstream interventions to reduce the risk of
adverse childhood events and ongoing trauma.
•	The state’s Multi-System Trauma-Informed Collaborative to
Improve Outcomes for Children Exposed to Violence (MSTIC)
aimed to develop, coordinate, and enhance policies and
practiced among state systems that serve youth to improve
outcomes for children exposed to violence and trauma.
•	Department of Mental Health and Addiction Services
provides both service delivery and statewide education.
Even with these efforts, challenges remain to diagnose,
support, and treat individuals with mental health disorders,
which often carry stigma that prevent people from seeking
diagnosis and treatment.
In Connecticut, we can see that the percentage of the population
diagnosed with depression, anxiety, ADHD, and other mental
disorders, excluding drug or alcohol dependence, has increased
overall since 2012 (Figure 6.18). Between 2012–2017, the
prevalence of depression, anxiety disorder, ADHD, and other
mental disorders increased by 19%, 70%, 35%, and 34%,
respectively. Notably, our state’s prevalence rates for each of
these mental disorder categories exceeded the prevalence
for the nation, overall. In addition, it is likely that these data
are underestimated, because they do not reflect undiagnosed
individuals.
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“We are losing our youth to mental health issues.
The schools, the city, the mental health facilities
need a better link to help with this issue. They
need to develop more things for our youth.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
HISPANIC COMMUNITY

FIGURE 6.18: Percentage of people diagnosed with mental health disorders by diagnoses, CT, 2012–2017
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I N T E N T I O N A L I N J U R I E S A N D T R AU M A
Violence-related injuries and deaths, resulting from acts such as child abuse and neglect,
domestic violence, assaults, homicides, and sexual violence are described as intentional.
Self-directed violence such as suicides are also described as intentional violence. These forms
of violence can result in a range of conditions related to physical, mental, and reproductive
health, social support, and financial independence and stability. These conditions can produce
costs both in the immediate aftermath of violence and over the lifespan.

Adverse Childhood Experiences
Adverse Childhood Experiences (ACEs) are stressful or traumatic
events, including abuse, neglect and household dysfunction that
occur during childhood. These events can affect people of all
backgrounds and are strongly related to the development and
prevalence of a wide range of health problems throughout
a person’s lifespan.31 There is a strong association with ACEs and
other risk factors for diseases, disability, and early mortality.

“I think that instead of now identifying children’s
behavior as like more behavioral, we’re linking it
back to the trauma and the developmental stages
of the brain. Why are children behaving this
way? Well, because the trauma started at this age.
And we know there is a shift in the brain when
there’s trauma.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
BLACK/AFRICAN AMERICAN WOMEN

In the United States, the total lifetime economic burden
associated with child abuse and neglect and other ACEs was
approximately $124 billion in 2008.32 This economic burden rivals
the cost of other high-profile public health problems, such as
stroke and type 2 diabetes. Children in low-income households
or those belonging to racial and ethnic minority groups have
a disproportionally greater exposure to ACEs compared to
white children or children from more affluent households; also,
these children experience significant disparities in both early
brain development and healthcare access because of increased
exposure.33

Research has demonstrated that ACEs are common, they
cluster (meaning many people experience more than one ACE
and therefore cumulative effects of ACEs must be considered),
and ACEs have a dose-response relationship with many health
problems (i.e., an individual’s cumulative ACEs score is strongly
correlated with health, social, and behavioral problems
throughout their lifespan, including substance use disorders).34
Connecticut’s State Innovation Models Health Enhancement
Community Initiative recognizes the health and economic
burden incurred by ACEs; thus, ACEs are listed as one of the
main health priorities to improve child well-being among
children pre-birth to age eight. In addition, CT’s Health
Improvement Coalition’s Mental Health and Substance Abuse
team addresses ACEs through trauma screening.
In our state, 13% of adults have experienced four or more
ACEs (Figure 6.19). The prevalence of four or more ACEs was
greater in adults ages 18–34 and among female adults. Hispanic
or Latino adults were the most likely to report experiencing
four or more ACEs, followed by non-Hispanic Black and then
non-Hispanic White residents. Finally, the prevalence of four
or more ACEs was found to be inversely related to household
income. The higher the number of ACEs (4 or more), the lower
the household income.
The prevalence of four or more ACEs was higher for adults
enrolled in Medicaid (26%) versus those who were not (12%;
Figure 6.20) in CT. Additionally, the prevalence of four or more
ACEs was higher among uninsured adults (19%) than among
insured adults (13%; Figure 6.21).
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FIGURE 6.19: Percentage of adults ages 18 and over with four or more adverse childhood experiences by demographic
characteristics, CT, 2017
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FIGURE 6.20: Percentage of adverse childhood experiences by
Medicaid enrollment status, CT, 2017
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FIGURE 6.21: Percentage of adverse childhood experiences by
health insurance status, CT, 2017
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Intimate Partner and Family Violence

spousal revenge, and disputes. Noticing and acknowledging signs
of an abusive relationship and mental illness are the first steps to
ending it. By monitoring deaths from intimate partner and family
violence, policy makers and stakeholders can amend services
and policy to better serve the well-being of victims and prevent
future occurrences.

The CDC defines intimate partner violence (also described as
domestic violence or DV) as “physical, sexual, or psychological
harm by a current or former partner or spouse. This type of
violence can occur among heterosexual or same-sex couples and
does not require sexual intimacy.”35 Intimate partner violence
(IPV) is an important indicator that speaks to the well-being
of both women and men. One in six women and one in 19 men
in the U.S. report having been stalked by an intimate partner,
and nearly half of all women (47 percent) and men (47 percent)
have experienced psychological aggression, such as humiliating
or controlling behaviors.35 Intimate partner homicides, in
most instances, follow a predictable pattern of stages and are
preventable. Implementing services and laws to protect the
victims of intimate partner violence can disrupt the predictable
patterns of violent behavior, reducing the number of intimate
partner deaths. In addition, deaths resulting from intrafamily
violence are important indicators that speak to children’s and
families’ well-being and safety, and the extent of elder abuse
that takes place within a specific locale. Intrafamily violence can
result from prior or ongoing maltreatment/abuse, mental illness
that includes acute psychotic episodes, mental deficiencies,

Gender, social environment (e.g., cultural norms and values),
income and social status, and education and literacy are most
directly related to IPV and family violence. Addressing and
improving these social determinants of health can be protective
against power differentials and status inconsistency,36 and prevent
potential perpetrators from committing acts of violence.37

I N T I M AT E PA R T N E R V I O L E N C E A N D
FA M I LY V I O L E N C E I N J U R I E S
The rate of intimate partner or family violence-related emergency
department (ED) visits and hospitalizations per 100,000
Connecticut population trended upwards overall from 2008 to
2017. These data indicated that the ED visit and hospital
admittance rates almost doubled among females between 2008
and 2014 and continued to increase.

FIGURE 6.22: Rate of people who were hospitalized or seen at the emergency department as a result of intimate partner violence
or family violence by sex, CT, 2008–2017
Male

37.7

RATE PER 100,000 POPULATION

40

30
22.6

0

22.8

30.5

19.7

20

10

Female

11.5

12.6

4.2

2008

14.4
11.1

11.2

11.3

3.6

3.2

3.3

3.5

2009

2010

2011

2012

5.0

2013

13.5
6.4

2014

9.0

2015*

* The vertical line is the break line where the diagnosis codes were converted from ICD9 to ICD10 (as of Oct. 1, 2015).
Source: CT DPH Injury and Violence Surveillance Unit, CHIME data. Data analyzed March 19, 2019.

The Health of Connecticut | Behavioral Health, Trauma and Injury

2016

2017

269

Females consistently had a higher rate of intimate partner or
family-related ED visits and hospitalizations than males, and the
gap between males and females increased between 2013 and
2015 and decreased between 2015 to 2017 (Figure 6.22). The
decrease could be attributed to a change in diagnostic codes
from ICD-9 to ICD-10; however, we will need few more years of
data to confirm if this decreased trend is truly due to the changes
in diagnostic codes.
Over the last decade, Hispanic and non-Hispanic Black residents
had higher rates of intimate partner or family violence-related
EDs and hospitalizations than non-Hispanic Whites. Non-Hispanic
Blacks had the highest rate in 2017 (data not shown).
Over the last decade, all age groups experienced an increase
in rates per 100,000 population of intimate partner or family
violence-related ED visits and hospitalizations, with rates highest
among children ages 0 to 4 from 2016–2017 (Figure 6.23).
Family violence-related injuries in children under 5 years of age
were three times higher than the state average; in adults age 25
to 34 they were double the state average.

I N T I M AT E PA R T N E R V I O L E N C E D E AT H S
Women accounted for 84% of the deaths due to IPV and were
five times more likely to die from IPV when compared to men. In
Connecticut from 2015–2018, an average of 34% of homicides
of women were attributable to intimate partner violence,
compared to 1.2% of male homicides (Figure 6.24). The largest
proportion of women who died by intimate partner homicide
comprised non-Hispanic Black women, followed by Hispanic
women, and then non-Hispanic White women (Figure 6.25).
Intimate partner violence-related homicides were predominant
in women when compared to men.
The greatest number of deaths due to IPV occurred among
residents ages 25 to 44 years, where women experienced 12
deaths and men experienced 5. The number of IPV deaths
among women was more than double the number of IPV deaths
among men. Among women, the second highest proportion of
IPV-related deaths occurred among those 45–64 years of age
(n=8), followed by those aged 18–24 (n=5) and those 65 years of
age and older (n=5).

RATE PER 100,000 POPULATION

FIGURE 6.23: Rate of people who were seen at the emergency department as a result of family violence by age group, CT,
2016–2017
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FIGURE 6.24: Percentage of intimate partner violence-related homicides by sex, CT, 2015–2018
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Source: CT DPH Injury and Violence Surveillance Unit, Connecticut Violent Death Reporting System. Data analyzed March 29, 2019.

FA M I LY V I O L E N C E D E AT H S
In recent years, 434 deaths from homicide occurred in Connecticut;
49 (11.3%) of those homicides were due to domestic or family
violence. Each year, males consistently account for slightly more
family violence-related deaths than females.
Over two out of five deaths due to family violence occurred
among our youngest residents between 0–17 years of
age (Figure 6.26). For infants to children 9 years of age, 100%
of deaths due to family violence were perpetrated by parents.
Among residents 65+ years of age, 100% of the deaths were
perpetrated by children of the victims.

FIGURE 6.25: Percentage of homicides in women due to
intimate partner violence by race/ethnicity, CT, 2015–2018
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RESOURCE SPOTLIGHT: INTIMATE PARTNER VIOLENCE SPECIALISTS
CT’s Department of Children and Families
assigned regional Intimate Partner Violence
(IPV) Specialists to provide consultation,
support, leadership, and coordination to
improve outcomes for children and families
impacted by domestic violence. The IPV
Specialists:
• U
 tilize a family, strength-based approach
that integrates non-clinical and clinical
approaches to support child protection
practice and service provision and
coordination. This approach focuses heavily
on supporting frontline workers with
specific cases and in some instances,
includes direct consultation with families.

• O
 ffer guidance to social workers, especially
as it pertains to information and resources
that can help the entire family system.
• P
 romote systems change. The positions
focus heavily on education and training both
within the agency and in the community.
Please see the link for more details which are
available in CT.gov portal: https://portal.ct.gov/
DCF/Intimate-Partner-Violence/Home
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FIGURE 6.26: Percentage of deaths due to family violence by age group, CT, 2015–2018
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FIGURE 6.27: Number and percentage of family violence
deaths by race/ethnicity, CT, 2015-2018
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The largest proportion of deaths related to family violence
comprised non-Hispanic White residents, followed by nonHispanic Black and Hispanic residents, respectively (Figure 6.27).
Based on population rates, non-Hispanic Black residents had
proportionately higher rates than other race/ethnicity groups.
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Sexual violence is defined as someone forcing another person
he or she is dating or going out with to do sexual things they did
not want to do (e.g., kissing, touching, or being physically forced
to have sexual intercourse). Sexual violence has far-reaching
effects on society and is a significant public health problem in
Connecticut. Sexual violence causes immediate and long-term
physical, social, and psychological consequences as well as
additional negative health risk behaviors.38 Nationally, compared
to adult men and women who had not experienced sexual
violence, those who had were:
• More likely to experience poor physical health, and
• Over two times more likely to experience poor mental health
in their lifetimes.39
In addition, rape is one of the costliest crimes; it is estimated
that each rape costs the victim an average of $122,461, including
medical, mental health, loss of productivity, and pain and
suffering costs.40
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Sexual violence disproportionately affects youth, and those who
experience sexual violence as a youth are more likely to become
victims again in adulthood. Nationally, more than 40% of female
victims of rape experienced it first when they were 17 years old
or younger, and nearly one in three of all victims experienced it
first when they were between the ages of 11 and 17. Nearly one
in four male victims of sexual violence also first experienced it
when they were 17 years of age or younger.39 In CT, compared
to high school students who had not experienced sexual
violence, students who had experienced sexual violence in a
dating relationship (i.e. “sexual dating violence”) were:
• Three times more likely to use prescription drugs to get high,
• Three times more likely to miss school, and
• Two times more likely to seriously consider suicide.41
Among CT high school students, 7.5% report being forced to
have sexual intercourse in their lifetimes, and one in ten reported
experiencing sexual dating violence in the past 12 months
(Figure 6.28). Notably, when we look at the percentage of high
school students who experienced sexual dating violence in
CT versus the US overall, we see that CT’s percentages exceeded
the national percentages overall, as well as across all gender,

race/ethnicity, and high school grade level categories. When
looking at high school students in our state specifically, we see
that females, non-Hispanic Black and Hispanic/Latino students,
and those in the 9th and 10th grades had the highest percentages
of students who experienced sexual dating violence, when
compared to males, non-Hispanic White students, and those in
upper grade levels.
To address sexual violence among young people in our state, CT
DPH, the CT Alliance to End Sexual Violence (The Alliance), and
The Alliance’s nine rape crisis centers developed a State Action
Plan that prioritized the following strategies:
•	
Sexual violence training in K-12 schools: Connecticut passed
legislation (Public Act 14-196) requiring schools to implement
sexual violence awareness and prevention training in K-12
schools statewide beginning in October 2016. Through this
legislation, the State Department of Education collaborated
with The Alliance, the CT DPH, and other stakeholders to
develop a framework for sexual violence awareness and
prevention in K-12 schools. The group is currently working on
a strengths and needs assessment of these awareness and
prevention efforts in CT schools, and will be developing
a toolkit accordingly.

FIGURE 6.28: Percentage of sexual dating violence in youth within the past 12 months, by sex, race/ethnicity, and grade;
CT and U.S., 2017
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•	
Addressing sexual violence in athletic environments: CT
DPH and The Alliance collaborate with the CT Interscholastic
Athletic Conference (CIAC) to create protective environments
for student athletes through a pro-social media campaign and
trainings for athletes, coaches and administrative staff. The
collaboration helps athletic clubs to develop best practices
and policies for sexual violence response and prevention.
The collaboration also focuses efforts on empowering girls
through sports and leadership activities.
•	
Sexual violence Youth Participatory Action Research (YPAR):
CT DPH and The Alliance selected sexual assault crisis services
centers and community-based organizations that work with
underserved youth (i.e., youth with intellectual disabilities
or LGBTQ youth) to complete community-based Youth
Participatory Action Research (YPAR) around the topic of sexual
violence in CT in March 2019. YPAR has four major tenets
that include shared authority, inclusion, knowledge legitimacy,
and being a vehicle for social change. These principles make
YPAR a unique opportunity for engaging youth in sexual
violence prevention that is both led by youth and that can
create sustainable organizational changes.

Bullying and Fighting
Bullying is considered a traumatic event, and fighting may be
considered either a traumatizing experience or a consequence/
outcome of having repeated exposure to trauma.
Bullying also indicates disruption in the school setting that
impacts school connectedness, which is an important protective
factor for substance use, sexual behavior, mental health, and
academic success. Aside from the immediate effects from the
bullying event itself, young people who are bullied are more likely
to experience negative physical, academic, and mental health
issues such as:
• Depression and anxiety;
• Health complaints; and
• Decreased academic achievement and school participation.
In addition, young people who were bullied, either at school
or electronically, may engage in risky behaviors into adulthood,
including:
• Having multiple sexual partners;
• Having sex without a condom; and
• Using substances in a harmful way.

Young people who bully others can also engage in violent and
other risky behaviors into adulthood. Specifically, they are more
likely to:
•	Use and misuse alcohol and other drugs in adolescence
and as adults;
• Get into fights, vandalize property, and drop out of school;
• Engage in early sexual activity;
• Have criminal convictions and traffic citations as adults; and
•	Be abusive toward their romantic partners, spouses, or
children as adults.42
Students who are both targets of bullying and engage in bullying
behavior are at greater risk for both mental health and behavior
problems than students who only bully or are only bullied.43
The percentage of students in CT and the US overall who were in
a physical fight once or more during the 12 months prior trended
down in the last decade (Figure 6.29). CT’s rate is consistently
below that of the nation overall.
In recent years, CT females were more likely than CT males to
be bullied on school property. The percentage of females who
were bullied on school property has decreased in recent years,
from 26.1% in 2013 to 20.8% in 2017, whereas the percentage of
males who were bullied on school property remained relatively
stable between 2013 and 2017.
Black and Hispanic youth who are bullied are more likely to
suffer academically than their white peers.44 In our state, the
percentage of Hispanic students who were bullied on school
property steadily decreased in recent years, from 22.4% in 2013
to 14.5% in 2017. The percentage for White students decreased
slightly but still remained high compared to the other two groups
(21.8% in 2017). The percentage of bullying for Black students
slightly increased between 2011 and 2017 to 16.2%.
When it comes to electronic or cyberbullying, the percentage
of females being cyberbullied is consistently higher than the
percentage of males in recent years, and almost double the
percentage of males being cyberbullied in 2017 (Figure 6.30).
For both males and females, the rates have remained relatively
stable in recent years.
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SEXUAL VIOLENCE DISPROPORTIONATELY AFFECTS
PRIORITY POPULATIONS
While sexual violence does not discriminate, it
does disproportionately affect populations
that face additional challenges, such as lack
of financial resources, those in marginalized
communities, and racial and ethnic minorities.
Specifically, those disproportionately
affected include:
• R
 acial and ethnic minorities: Nationally,
nearly half of non-Hispanic women of two or
more races (TOM), over one third of Black
women, and more than 1 in every 4 Hispanic
women have experienced some form of
contact sexual violence during their lifetime.
• Those from low-income households:
Nationally, approximately 44% of victims
of sexual violence report that their annual
household income is less than $25,000
(while only 22% of US citizens identify their
household income is below $25,000).
• Those identifying as lesbian, gay, and
bisexual: Nationally, approximately 44% of
lesbian women, and over 60% of bisexual
women experienced rape, physical violence,
and/or stalking by an intimate partner in
their lifetime. Similarly, gay and bisexual
men experience increased levels of sexual
violence, with 1 in 4 gay men and more
than 1 in 4 bisexual men having experienced
rape, physical violence, and/or stalking
by an intimate partner in their lifetime. Of
transgender individuals, nearly 35% reported
lifetime physical abuse by a partner and
64% reported experiencing sexual assault.

• Youth: As mentioned, sexual violence is
common in youth, and those who experience
it as a youth are more likely to become
victims again in adulthood.
For these reasons, sexual violence prevention
activities in CT are focused around youth,
unserved or underserved communities,
and those at increased risk such as LGBTQ
individuals. The CT Department of Public
Health will also continue to monitor data
around sexual violence and health disparities in
CT to inform program activities and delivery.
Sources:
National Intimate Partner And Sexual Violence Survey: 2010
summary report. Retrieved from the Centers for Disease Control
and Prevention, National Center for Injury Prevention and Control.
Justice Department, National Crime Victimization Survey
(NCVS): (2016).
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FIGURE 6.29: Percentage of youth who were in a physical fight during the previous 12 months, US and CT, 2007–2017
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Source: CT DPH, Connecticut School Health Survey, Summary Tables, 2007–2017. Retrieved from www.ct.gov/dph/CSHS.

FIGURE 6.30: Percentage of youth who were bullied electronically in the previous 12 months, by sex, CT, 2011-2017
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Youth who identify as lesbian, gay, bisexual, transgender, or queer
(LGBTQ) are more likely to be bullied, both on school property
and electronically, when compared to students who identify
as heterosexual (Figure 6.31). The percentage of LGBTQ youth
who reported cyberbullying was almost double the percentage
of heterosexual youth who reported cyberbullying, 26.9%
versus 14.2%.

FIGURE 6.31: Percentage of youth who were bullied on school
property or electronically by sexual identity, CT, 2017
Bullied on school property
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Cyberbullying, broken out by race/ethnicity, indicated that there
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has remained relatively stable, but comparatively higher than the
other two groups. In 2017, the percentage of youth who were
cyberbullied was 18.3% among non-Hispanic Whites, 13.4%
among non-Hispanic Blacks, and 12% among Hispanic residents.
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APPROACH SPOTLIGHT: STATE AND LOCAL EFFORTS TO
ADDRESS BULLYING
The Sandy Hook Elementary School mass
shooting in Newtown, CT, has prompted
a galvanized legislature and community
focusing on prevention and precipitants to
school shootings which include bullying.
Initiatives include:
• S
 tate legislation that provides statutory
requirements for:
+ T
 eacher preparation around bullying
prevention, identification, and response; and
+ D
 evelopment of school climate
assessments and safe school climate plans.
• CT State Department of Education —
Character Education: The Academic Office
Bureau offers workshops, training and
technical assistance to schools and other
agencies working to prevent bullying. Also,
parents with concerns and/or complaints
about bullying in their child’s school

can contact the Bureau for information
and guidance.
• Eyes on Bullying website, which provides:
+ I nformation, insights, strategies, activities,
and resources that address bullying.
+ I nformation designed for caregivers and
parents of preschool and school-age
children and youth, and well suited for use
in child care programs, after school and
youth programs, and camps.
+ Website: http://eyesonbullying.org/
• N
 ational Conference for Community and
Justice Bridges/Anti-Bullying/Prejudice
Reduction Program: A two-day antibullying and prejudice reduction program
for middle and high school age youth where
students begin to understand the origins
of prejudice and recognize the harmful
effects of stereotypes.
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Firearm Injuries and Deaths
The United States is currently positioned uniquely regarding
firearms globally — it is the only country in the world that
includes a constitutional right to bear arms and does not
explicitly include any restrictive conditions. This translates to a
burden of gun violence that outpaces other populous, highincome countries. Although Connecticut fares better than the
Nation, preventing firearm injury has been a priority for the
state since the Sandy Hook Elementary School shooting in
December 2012. In April 2013, the Connecticut General
Assembly passed a major legislative package requiring universal
background checks, banning the sale of high capacity magazines
and certain assault weapons, preventing firearm injury,
promoting firearm safety and ensuring mental health are
priorities, and creating a registry for dangerous weapon offenders.
Guns are the most commonly used weapons in suicides (about
half of all suicides in the U.S. involve a firearm). Societal costs
to firearm injuries include work loss, medical and mental health
care, employer costs and decreased quality of life, calculated to
be about $229 billion in 2015.45
A reduction in firearm incidents would directly impact the
trauma experienced by families of the victims. People who live in
communities with high incidence of firearm violence experience
an overburden of stress as they live with the uncertainty that
firearm violence could take their life or that of a loved one or
that they might witness a shooting. Overall, a safer community
would offer residents greater opportunities to pursue healthy
lifestyles and improve community vitality and cohesion.

Although the rates of death and injury vary over the reporting
period, the overall firearm death rate has declined 19.3%
between 2008 and 2016, from 5.7 per 100,000 CT population to
4.6 (Figure 6.32). A spike in firearm death rate (6.2 per 100,000
population) in 2012 is attributable to the shooting at Sandy Hook
Elementary School.
In the last decade, the rate of non-fatal firearm injuries experienced
mostly a decline, from 8.9 per 100,000 CT population to 4.8 in
2014. It has increased 9.6%, however, since 2016. It should be
noted that an increase occurred at the transition from the ICD-9
to ICD-10 reporting systems in 2015, so trends depicted here
should be interpreted with caution.
Compared to females, males are much more likely to be victims
of both firearm deaths and non-fatal injuries. Specifically, the
male firearm-related death rate is approximately 9–10 times the
rate of females (Figure 6.33). The rate of non-fatal firearm-related
ED visits and hospitalizations remained relatively stable over
time for CT females (data not shown). For males, who also had
much higher non-fatal firearm injury rates compared to females,
the rate trended downwards (48.8%) during 2008 through 2014.
This decrease was not sustained, however, because the rate
increased 11.6% from 2016 through 2017. Again, due to the
change from ICD-9 to ICD-10 coding in 2015, trends should be
interpreted with caution.
When examining the race/ethnicity of firearm victims, nonHispanic Black residents have consistently experienced greater
rates of both injury and death than any other racial/ethnic group.
However, there has been a downward trend of firearm death
rates in non-Hispanic Black residents from a high of 18.8 in 2011
to 10.0 in 2016 (Figure 6.34). This was a substantial decrease by
48.6% over a 6-year period.

RATE PER 100,000 POPULATION

FIGURE 6.32: Rate of firearm-related deaths, CT, 2008–2016
7
6

5.7

5.8

5.8

6.2
5.2

4.9

5

5.2
4.6

4.4

4
3
2008

2009

2010

2011

2012

2013

2014

Source: CT DPH Surveillance Analysis and Reporting, CT Death Registry, 2008–2016. Data analyzed March 18, 2019.

The Health of Connecticut | Behavioral Health, Trauma and Injury

2015

2016

279

FIGURE 6.33: Rate of firearm-related deaths per year by sex, CT, 2008–2016
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FIGURE 6.34: Rate of firearm-related deaths by race/ethnicity, CT, 2008–2016
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Nonfatal and fatal firearm injury rates were the highest in 15 to
29 year-olds between 2008 and 2017, but fortunately trending
down over time. In 2016 through 2017, the number of non-fatal
firearm-related EDs and hospitalizations was the highest in 15
to 19 year-olds with 396 (Figure 6.35), 30 to 44 year-olds were
next highest with 162, followed by 45 to 59 year-olds with 80.
These counts translate to crude population rates of 80.3, 37.0
and 15.7 per 100,000 CT population, respectively.
Generally speaking, community- and school-level initiatives that
influence the social determinants of health such as housing,
economic development, and education show promise in reducing
rates of crime and violence. It should be noted, however, that
the mere presence of violence undermines these determinants.
In addition, expanded access to mental health services and
putting routine mental health assessments into place are critical
to prevent and address firearm injuries and deaths, as they can
reduce the lingering stigma associated with seeking care and
reframe mental health as a part of an individual’s whole health.46

FIGURE 6.35: Number of non-fatal firearm-related emergency
department visits and hospitalizations by age group, CT,
2016–2017
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Data analyzed March 19, 2019.
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UNINTENTIONAL INJURIES
In the US, unintentional injury is the leading cause of non-fatal injury for all age groups, as well
as the leading cause of death for individuals ages 1 to 44.47 Unintentional injuries are defined
as injuries that occur without intent of harm or death, and often occur via unplanned events
that include falls, motor vehicle crashes, concussions or traumatic brain injury, drug overdose,
and poisoning.

Falls
Falls are the leading cause of injury and injury death among
adults 65 years of age and older. In CT alone, falls account for
$1.37 billion a year in lifetime costs related to medical expenses
and other expenditures.48 In addition, even the fear of falling by
older adults can limit their activities and social life, thereby
resulting in further physical decline, depression, social isolation,
and feelings of helplessness.

“…fall prevention, that’s a big thing. I think everybody as you get older, that’s probably the number
one fear is falling.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,

Yet, falls are also preventable across all populations, regardless
of health status, socioeconomic factors, or demographic
characteristics. Preventing falls can be promoted by:
•	Developing and implementing a public education campaign
about the potential risks of using multiple medications
(polypharmacy).
•	Promoting implementation of evidence-based multi-faceted
programs for community-dwelling older adults that integrate
fall risk reduction strategies.
•	Educating healthcare, childcare, and other care providers on
fall prevention.

AGING ADULTS

•	Partnering with athletic, sports, and recreation stakeholders
to develop strategies, policies, and training on use of
appropriate protective equipment.

Falls occur for many reasons, including biological, behavioral,
and environmental factors. Risk factors include:

•	Collaborating with regulators and other partners to promote
development and maintenance of playgrounds that meet
guidelines for Public Playground Safety.

• Previous falls;
• Chronic health conditions (e.g., arthritis, stroke);
•	Conditions in the home (e.g., slippery floors, loose rugs,
cords on the floor, poor lighting);
• Fear of falling;
• Medicines (including interaction effects);
• Mobility problems (e.g., muscle weakness, balance);
• Poor nutrition (leading to weakness, dizziness, fainting); and
• Poor vision or hearing.

•	Developing comprehensive home safety program for families
and caregivers, focusing on injury risks for children.
•	Identifying, accessing, and analyzing potential alternative
sources of data on causes and locations of falls for
specific age groups, including home, recreational, and
sports-related falls.
•	Developing procedures for improving the coding of data on
causes and locations of falls.
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PARTNER SPOTLIGHT: REDUCING FALL RISK
Connecticut Healthy Living Collective
(CHLC): A partnership of state, regional,
philanthropic and community organizations
focused on healthy aging.

For a listing of the highest tier evidence-based
programs rated by the National Council on
Aging, please see the link (www.ncoa.org/
resources/ebpchart/).

A key initiative of the CHLC is to raise
awareness and enhance access to evidencebased prevention and health promotion
programs in Connecticut.

A recent survey conducted by CHLC, and
funded by CT DPH, has identified at least 16
organizations offering A Matter of Balance and
12 offering Tai Ji Quan. Local health agencies,
senior centers, trauma centers and visiting
nurse associations have participated in
delivering and hosting these programs in
Connecticut communities.

Two evidence-based fall prevention programs
offered in Connecticut that are shown to reduce
fall risk and fear of falling, and improve balance
and strength are:
• A Matter of Balance
• Tai Ji Quan: Moving for Better Balance
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As our state’s older adult population grows, a growing number of
residents prefer to age in place. Thus, to promote the health of
older adults especially, and our residents overall, falls prevention
is critical to address.

FA L L-R E L AT E D D E AT H S
The Healthy Connecticut 2020 objective is to reduce the number
of deaths due to falls by 10% by the year 2020. The rate of fallrelated deaths has trended upwards in the last decade, peaking in
2015. Males had higher rates of fall-related deaths than females
for most of the past decade; however, the gap between males
and females decreased in recent years.
When looking at the rate of fall-related deaths by age, we see
that our oldest residents, aged 75 and over, carry the highest
burden (Figure 6.36). While the rate for seniors 85 years of
age and older increased overall in the last decade, the rate for
seniors between the ages of 75 to 84 decreased overall.

Non-Hispanic White residents had the highest rates of fall-related
deaths, compared to all other races/ethnicities over the past
decade (Figure 6.37). Residents who identify as non-Hispanic
Other had the highest increase in fall-related death rates, from
1.5 deaths per 100,000 residents in 2008 to 8.8 deaths per
100,000 residents in 2016, an increase by almost five times. The
non-Hispanic Other race/ethnicity category includes Asian or
Pacific Islander, American Indian or Native Alaskan.

FA L L-R E L AT E D E M E R G E N C Y D E PA R T M E N T
V I S I T S A N D H O S P I TA L I Z AT I O N S
Overall, the rate of an unintentional-fall-related emergency
department (ED) visits and hospitalizations per 100,000
population had an overall downward trend over the last decade
(Figure 6.38). Females consistently had higher rates of such ED
visits and hospitalizations compared to males, and both trended
downward as well. As a note, rates prior to 2015 cannot be
directly compared to rates from 2016 onwards due to the
change from ICD-9 to ICD-10 coding.

FIGURE 6.36: Rate of fall-related deaths by age group, CT, 2008–2016
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FIGURE 6.37: Rate of fall-related deaths by race/ethnicity, CT, 2008–2016
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FIGURE 6.38: Rate of people who were seen at the emergency department or admitted to the hospital as a result of an
unintentional fall by sex, CT, 2008–2017
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Like fall-related deaths, fall-related ED visit and hospitalization
rates disproportionately burden our eldest residents (Figure
6.39). People ages 85 and older had the highest rate, which was
double the rate of people ages 75 to 84, who had the second
highest rate. The age group with the third highest rate are
children ages 0 to 4. Overall, rates across all groups declined
over the last decade.
Over the last decade, the rate for unintentional fall-related ED
visits and hospitalizations decreased for all races/ethnicities,
except non-Hispanic Black residents. Non-Hispanic Black
residents had the lowest rate in 2008 (2,356.8 per 100,000
population) among all races/ethnicities, but by 2014, they had
the highest rate (3,027.9) (graph not shown). This was a 28.5%
increase in six years. Conversely, over a similar time period,
Hispanic residents went from having the highest rate for
unintentional fall-related ED visits and hospitalizations in 2008
(3,447.4 per 100,000 population) to having the second lowest
by 2015 (2,701.6) which was a 21.6% decrease.

FA L L-R E L AT E D C O N C U S S I O N S
In contrast to other fall-related injuries, the rate of ED visits
and hospitalizations due to fall-related concussions (and other
traumatic brain injuries) per 100,000 population trended
upwards over the last decade. Female residents consistently
had higher rates than male residents, with the gap widening
in recent years (trend data not shown).

Motor Vehicle Crashes
Motor vehicle crashes are currently the third leading cause of
death due to unintentional injury after falls and unintentional
drug overdose. One in three crash deaths in the US involves
drunk driving, and almost one in three involves speeding. Motor
vehicle traffic-related non-fatal emergency department (ED)
visits and hospitalizations have incurred millions of dollars in
healthcare and related costs.49
Yet, many of these deaths and non-fatal injuries can be prevented.
Reducing motor vehicle crash deaths was one of the great public
health achievements of the 20th century for the US with the
introduction of safety belts. Today, the CT DPH recommends the
following steps to prevent motor vehicle-related injuries:
• Strict seat belt laws;
•	Mandates for all vehicles, except buses, to be fitted with a
safety belt in designated seating positions;
• To wear a seat belt on every trip;
•	To make sure children ride in properly installed car seats or
booster seats appropriate for their weight and age;
• To wear bicycle and motorcycle helmets while riding;

FIGURE 6.39: Rate of unintentional fall-related emergency department visits and hospitalizations by age group, CT, 2016–2017
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•	To avoid using electronic devices or doing other activities
in the car that distract you from driving;
• Do not drink and drive or let others drive after drinking;
•	To walk facing oncoming traffic and wear highly visible
reflective clothing if walking at night;
• To obey the speed limits;
•	Encouragement for parents to discuss motor vehicle safety
with their teenage drivers and passengers, such as following
the rules of the road, creating a parent-teen safe driving
contract, monitoring their teen’s driving, and learning and
enforcing Connecticut’s teen driving laws, which include
restrictions on two of the most risky situations for young drivers
— driving at night and driving with other teen passengers.

FATA L M OTO R V E H I C L E C R A S H E S
Though motor vehicle crash-related death rates which included
drivers and passengers per 100,000 population were variable
over the last decade, overall rates trended towards a decline in
2016 compared to 2008 (Figure 6.40). Males had about three
times higher rates of motor vehicle traffic crash deaths per
100,000 population than females.
The highest risk groups for death in a motor vehicle crash are the
15 to 29 year olds and persons age 75 years and older. Although
they are the highest risk groups, the trend line is decreasing over
the years for both age groups (death data not shown).
Rates of motor vehicle traffic crash deaths per 100,000
population were similar among non-Hispanic Whites,
non-Hispanic Blacks, and Hispanics over time.

PROGRAM SPOTLIGHT: CLICK IT OR TICKET — CONNECTICUT
Goal
Maintain safety belt use rates at a level that
is consistently above the national average.

This CT Department of Transportation
enforcement campaign was implemented in
partnership with CT’s law enforcement and
supported by the Departments’ Statewide
Health Improvement Coalition.

PROGRAM SPOTLIGHT: PREVENTIVE HEALTH AND HEALTH SERVICES
BLOCK GRANT FUNDING
This funding is provided to local health
departments to address motor vehicle injury
through activities designed to increase
the correct use of safety belts and child safety
seats and promote pedestrian safety.
Strategies utilized include:
• Safety seat checkup events;

• Training programs for parents, caregivers
and health professionals
• Community awareness campaigns; and
• Development of community coalitions to
identify local problems and implement
environmental or policy changes to address
these problems.
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Non-Hispanic Blacks had higher rates of non-fatal motor vehicle
traffic-related ED visits and hospitalizations per 100,000
population than any other race/ethnicity group throughout the
last decade (Figure 6.42). Non-Hispanic Whites had the lowest
rates, relative to all other racial/ethnic groups.

N O N FATA L M OTO R V E H I C L E-R E L AT E D
E M E R G E N C Y D E PA R T M E N T (E D) V I S I T S
A N D H O S P I TA L I Z AT I O N S
The number and rates of non-fatal motor vehicle traffic-related
ED visits and hospitalizations has trended downward, about
21.2%, between 2008 and 2017. Females had slightly higher
rates of non-fatal motor vehicle traffic-related ED visits and
hospitalizations per 100,000 population than males over the
last decade as well (data not shown).

M OTO R V E H I C L E T R A F F I C (M V T)-R E L AT E D
T R AU M AT I C B R A I N I N J U R I E S

People aged 15 to 29 years had the highest rates of non-fatal
motor vehicle traffic-related ED visits and hospitalizations per
100,000 population, followed by residents aged 30 to 44 years
and 45 to 59 years (Figure 6.41). Adults aged 75 years and older,
children aged 0 to 14 years, and adults aged 60 to 74 years
had similarly lower rates. No health disparities were seen by sex
and the trends were that they follow the similar trend over
time (data not shown).

Between 2008 and 2013, MVT-related traumatic brain injuries
(TBI), including concussions, were on an upward trend and since
2013, the numbers and rates have decreased overall and by sex.
Males had higher numbers and rates of MVT-related TBI and
concussions than females throughout the last decade as well.
Persons aged 15 to 34 years had the highest numbers and rates
of motor vehicle traffic-related traumatic brain injuries and
concussions per 100,000 population (data not shown).

FIGURE 6.40: Rate of motor vehicle traffic crash deaths by sex, CT, 2008–2016
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FIGURE 6.41: Rate of non-fatal motor vehicle traffic-related emergency department visits and hospitalizations by age group,
CT, 2008–2017
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FIGURE 6.42: Rate of non-fatal motor vehicle traffic-related emergency department visits and hospitalizations by race/ethnicity,
CT, 2008–2017
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Non-Hispanic Black residents had higher rates of MVT-related
TBI and concussions per 100,000 population than any other
race/ethnicity group over the last decade, whereas non-Hispanic
White residents had the lowest rates (Figure 6.43). Though
trends need to be interpreted with caution due to the transition
from ICD9 coding to ICD10 coding, across all racial/ethnic groups,
we see that TBI increased for non-Hispanic Black and non-Hispanic Whites until about 2013 where it then started to decline.

M OTO R V E H I C L E T R A F F I C (M V T) A N D
B I C YC L E C R A S H E S
Over the last decade, the rate of non-fatal motor vehicle traffic
(MVT)-bicycle crash-related emergency department visits and
hospitalizations per 100,000 population trended downwards
overall (Figure 6.44). The rate for males was consistently higher
than that of females throughout the entire time period from
2008 to 2017, but notably the overall trend has declined over
time, especially among males.

FIGURE 6.43: Rate of motor vehicle traffic-related traumatic brain injuries and concussions by race/ethnicity, CT, 2008–2017
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FIGURE 6.44: Rate of non-fatal motor vehicle traffic-bicycle crash-related emergency department visits and hospitalizations by sex,
CT, 2008–2017
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FIGURE 6.45: Rate of non-fatal motor vehicle traffic-bicycle crash-related emergency department visits and hospitalizations by age
group, CT, 2008–2017
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FIGURE 6.46: Rate of non-fatal motor vehicle traffic-bicycle crash-related emergency department visits and hospitalizations by
race/ethnicity, CT, 2008–2017
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Residents aged 15 to 29 years had the highest motor vehicle
traffic — bicycle crash-related ED visits and hospitalizations
(Figure 6.45). Overall, rates for all age groups decreased over the
past decade as well, especially among the under-thirty year-olds
and children.
Non-Hispanic White residents consistently had the lowest
rates of non-fatal MVT-bicycle crash-related ED visits and
hospitalizations from 2008 to 2017 (Figure 6.46). Non-Hispanic
Black residents and Hispanic residents alternated as the racial/
ethnic group with the highest rates over the last decade. The
injury rates among non-Hispanic Black residents spiked in 2012,
but since then have been declining over time, although they
remain the group with the highest rates overall. Nonfatal injury
rates among Hispanics were on a continuous downward trend
between 2008 and 2017.

M OTO R V E H I C L E T R A F F I C (M V T) A N D
PEDESTRIAN CRASHES
Similar to the downward trend in non-fatal motor vehicle traffic
(MVT)-bicycle crash-related injury rates, the rate of non-fatal
MVT-pedestrian crash-related emergency department (ED)
visits and hospitalizations per 100,000 population has trended
downwards since 2008. Males consistently have a higher rate of
such ED visits and hospitalizations, when compared to females
(Figure 6.47).
Residents aged 15 to 29 years had the highest rates of non-fatal
MVT-pedestrian crash-related hospitalizations per 100,000
population, with individuals 75 years of age and older having the
lowest rates (Figure 6.48). Though trends need to be interpreted
with caution due to the conversion from ICD9 to ICD10 coding,
overall rates declined across all age groups.
Among all racial/ethnic groups, non-Hispanic Black residents had
the highest rates of non-fatal MVT-pedestrian crash-related ED
visits and hospitalizations per 100,000 population over the past
decade (Figure 6.49). Non-Hispanic White residents consistently
had the lowest rates and rates among Hispanics were on a
continuous downward trend between 2008 and 2017.

FIGURE 6.47: Rate of non-fatal motor vehicle traffic-pedestrian crash-related emergency department visits and hospitalizations by
sex, CT, 2008–2017
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FIGURE 6.48: Rate of non-fatal motor vehicle traffic-pedestrian crash-related emergency department visits and hospitalizations by
age group, CT, 2008–2017
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FIGURE 6.49: Rate of non-fatal motor vehicle traffic-pedestrian crash-related emergency department visits and hospitalizations by
race/ethnicity, CT, 2008–2017
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Drug Overdose
Drug overdose deaths continue to increase in the United States
and among the more than 70,200 people who died of drug
overdoses in 2017, 47,600 (67.8%) were due to causes related
to prescription opioids, heroin, and synthetic opioids.50 In our
state, Hartford, New Haven, and Fairfield Counties have high
drug overdose mortality numbers. Hartford, Bridgeport, and New
Haven cities also have widespread problems with prescription
opioid/illicit drug overdose-related emergency department visits,
hospitalizations, and mortality rates. These same cities also
have the lowest income levels, highest poverty rates, greatest
population densities and the highest concentration of racial
and ethnic minorities in CT. Poverty is exacerbated by racial and
economic segregation, which correlates with increased heroin
and prescription drug misuse.
Opioid overdoses are of particular concern; on average, 130
Americans die every day from an opioid overdose.51 In 2017, the
US Department of Health and Human Services (HSS) declared the
opioid epidemic as a public health crisis/emergency. Devastating
consequences of the opioid epidemic include increased opioid

overdose-related deaths and increased emergency department
visits and hospitalizations. Also, more newborns are experiencing
withdrawal syndrome due to opioid use and misuse by mothers
during their pregnancy.50
It is important to collaborate and coordinate with local health
departments and other community-based partners to conduct
outreach and education programs and continue drug overdose
prevention activities in all of CT’s communities. Through Centers
for Disease Control and Prevention grants, the CT DPH funded
six local health departments and districts to address the issue
of drug overdose in their locales. DPH will continue to extend
its reach to engage other local health agencies and other local
organizations over time.

D R U G OV E R D O S E D E AT H S
The Connecticut age-adjusted drug overdose death rate per
100,000 population in year 2017 was 30.9 compared to
the national rate of 21.7.52; 53 In recent years, the rates of drug
overdose-related mortality increased steadily overall and for
both males and females. From 2017–2018, rates decreased
slightly overall and for females (Figure 6.50).

FIGURE 6.50: Rate of drug overdose-related deaths by sex, CT, 2013–2018
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Mortality rates steadily increased between 2013 and 2017 across
all age groups 18 years of age and older, a range of 14.9–26.4 in
2013 to a range of 19.4–62.2 in 2018 (data not shown). The
highest rate in 2018 was in the 35–44 year-olds. In year 2018,
there was a small decrease in mortality rates among 18–34 year
olds and 55–64 year olds, whereas an increase was seen in
35–54 year olds and 65 and older.
By race/ethnicity, non-Hispanic White residents have the highest
burden of drug overdose-related mortality, with a high of 33.2
per 100,000 CT population in 2017 (Figure 6.51). However, from
2017–2018 their rates slightly decreased while rates for all
other racial/ethnic groups continued to increase during the same
time period.

D R U G OV E R D O S E-R E L AT E D E M E R G E N C YD E PA R T M E N T (E D) V I S I T S A N D
H O S P I TA L I Z AT I O N S
Similar to drug overdose deaths, non-fatal drug overdose-related
ED visits and hospitalizations in our state have increased in
recent years when compared to 2013 (Figure 6.52). Between 2013
and 2017, the rates for males and females remained relatively
higher. The drug overdose-related emergency department (ED)

visits and hospitalization rate dramatically increased for males
during the period 2013–2017. For the same time period, the rate
for females increased more gradually, but with a slight decrease
in 2017.
When looking across all age groups, overdose related ED and
hospitalization rates have increased overall in recent years.
Among residents under 5 and between 5–14 years of age, most
overdose-related hospitalizations were due to unintentional use
of drugs involving prescription medicines whereas for residents
ages 15–64, overdoses involved prescription drugs and other illicit
drugs. In addition, residents between the ages of 25 to 34 had
the highest drug overdose-related ED visits and hospitalizations,
with a rate of 482.2 per 100,000 CT population (data not shown).
The three largest race/ethnicity groups had very similar rates
over a period of years between 2013 and 2017, whereas the
non-Hispanic Other race group rates were consistently less year
to year. Overall trend showed that drug overdose-related rates
for all races/ethnicities decreased in 2017 compared to the
previous years (Figure 6.53).

FIGURE 6.51: Rate of drug overdose-related deaths by race/ethnicity, CT, 2013–2018
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FIGURE 6.52: Rate of drug overdose-related emergency department visits and hospitalizations by sex, CT, 2013–2017
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FIGURE 6.53: Rate of drug overdose-related emergency department visits and hospitalizations by race/ethnicity, CT, 2013–2017
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Poisoning
While most unintentional poisoning deaths in the US are
attributable to the misuse and abuse of drugs, environmental
substances (e.g., carbon monoxide and pesticides) also contribute
to illnesses related to poisoning each year. Household products,
such as cleaning agents, personal care and topical products,
and pesticides are among the top ten substances responsible for
poisoning exposures annually. Occupational poisonings occur
from exposures to a variety of chemicals.
Social determinants that are associated with poisoning injury
or death include:
•	Poverty — Poor access to heating sources can necessitate the
use of unsafe heating options.
•	Population density — Cars parked in unventilated areas
adjacent to living quarters can increase the likelihood of
carbon monoxide exposure.
•	Poverty and paucity of child care — Absent supervision of
children leads to ingestion of poisonous substances.
• Illiteracy — Inability to read warnings on household materials.
Across all ages, 77% of poison exposures reported to US poison
centers in 2017 were unintentional. Nationally, carbon monoxide
causes the most nondrug poisoning deaths, especially among
people over 65 years old and males.54 In addition, the majority
of pesticide poisoning exposures are unintentional and occur in
children under 6 years old or in adults over 20 years old.
Though poisoning affects all ages, children under six years of
age comprise a disproportionate percentage of the cases and
peak poisoning frequency occurs in children ages one and two.
Childhood exposures often occur as a result of exploratory
behavior. In these cases, the amounts ingested are usually small
and the health effects minimal. However, exposures to some
medicines and household chemicals even in small amounts
can result in serious illness or death. In contrast, poisoning
(including drug poisoning) in teens and adults is more serious.55
The rate of non-fatal poisoning-related emergency department
(ED) visits and hospitalizations per 100,000 population trended
downwards from 2008–2014, from 173.1 per 100,000 population
in 2008 to 136.6 in 2014 (data not shown), and then increased
dramatically from that point onwards. Rates for males and
females also decreased to the same extent within the same

time period, but the gap between the two sexes has widened
in the last two years (2016 and 2017). It should be noted that
trends should be interpreted with caution since ICD-9 codes
transitioned to ICD-10 codes in 2015.
High incidence rates were observed in the 0 to 4 year-old age
group between years 2008 to 2016 and trended downward in
year 2017. The 25 to 34 year-old age group had the highest rate
in year 2017 which was due to prescription opioids and illicit
drug misuse (data not shown).
Hispanic and non-Hispanic Black residents had higher rates of
non-fatal poisoning-related ED visits and hospitalizations than
non-Hispanic White residents, although the rates in both groups
decreased over time between 2008 and 2014. The rate for
Hispanic residents decreased most dramatically during this time
period, from 257.5 per 100,000 population in 2008 to 156.0 in
2014. Recently however, in the last two years, the rates have
climbed (in 2016 and 2017). Other race, non-Hispanic residents
had the lowest rates among all racial/ethnic groups in the last
decade (data not shown).

Suicide
In 2016, suicide was the tenth leading cause of death overall in
the US, claiming the lives of nearly 47,000 people.56 There were
twice as many suicides nationally as there were homicides.56
In our state, suicides are a major cause of intentional injury
death, with an average of 392 suicides per year. Between 2015
and 2017, among all violent deaths, 78% were due to suicide
and 22% were due to homicides.57 In 2016, 3.6% of adults age
18 and over actually attempted suicide in their lifetime.58
A history of depression and other mental illnesses, hopelessness,
substance abuse, certain health conditions, previous suicide
attempts, violence victimization and perpetration, and genetic
and biological determinants are some of the individual level
determinants related to suicide ideation, attempt, and mortality.58
Focusing prevention efforts on suicide ideation and attempts
may assist in reducing the burden of suicide mortality.

S U I C I DA L I D E AT I O N
Suicidal ideation, or thinking about, considering, or planning a
suicide, is a precursor for suicide attempts and mortality.56
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HIGH SCHOOL STUDENTS

A D U LT S

Nationally, suicide contemplation by high school students in the
last 12 months was 17.2%. By comparison, our state is below the
national average. Yet, about one in eight Connecticut high school
students seriously considered attempting suicide in the last
12 months (Figure 6.54). High school students who contemplate
suicide are more likely to be female, Hispanic or Latino, and in
ninth grade, compared to other high school students.

One in eight Connecticut adults (18 years and over) have
contemplated suicide (Figure 6.55). Those between the ages of
18–34 were the most likely to report suicidal ideation. Adults
aged 35–54 years had the second highest proportion of suicide
ideation, and adults aged 55 and over had the lowest proportion.
As was seen in adolescents, female adults were slightly more
likely to report suicidal ideation when compared to males.

Suicide contemplation among high school students fluctuated
over the last decade from as high as 15.1% in 2005 to as low as
13.1% in 2007, without any notable trends in either direction
between 2005 and 2017.

While the vast majority of adults, aged 18 and over, have never
thought of suicide, almost one in ten have thought of suicide and
almost one in 25 have attempted suicide (Figure 6.56).

FIGURE 6.54: Percentage of high school students who seriously considered attempting suicide in the last 12 months by sex, race/
ethnicity and grade; CT, 2017
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FIGURE 6.55: Percentage of adults aged 18 and over who had thoughts of suicide in the last year by age and sex, CT, 2016
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FIGURE 6.56: Percentage of adults aged 18 and over who had thoughts of suicide and who actually attempted suicide in their
lifetime, CT, 2016
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S U I C I D E AT T E M P T S
A non-fatal, self-directed, potentially injurious behavior with
an intent to die because of the behavior is known as a suicide
attempt.56

OV E R A L L P O P U L AT I O N
Nonfatal injuries related to self-directed violence (self-harm)
and suicide emergency department (ED) visit or hospitalization
rates show a decrease between 2012 and 2014, from 117.5 per
100,000 population in 2012 to 106.9 in 2014 (data not shown).
Rates before 2015 cannot be directly compared to rates from
2016 onwards due to a change in diagnostic data classification
that started in October 2015. While we do not have multiple
years of trend data following this data classification transition,
we do see a decrease in the rate of self-harm and suicide
attempts from 2016 to 2017 (88.0 per 100,000). As additional
years of data are collected moving forward, we can observe if
this downward starting trend remains consistent.

Females consistently have higher rates of suicide attempts and
self-harm-related ED and hospital visits per 100,000 people
when compared to males (Figure 6.57). Again, while trends
cannot be seen across the full period of time due to changes in
diagnostic data classification, we do see a decrease in suicide
attempt and self-harm-related ED and hospitalization rates
among both males and females from 2016 to 2017.
When broken out by race/ethnicity, we see that Hispanic
residents had higher rates of suicide attempts and self-harmrelated ED and hospital visits per 100,000 population than any
other race/ethnicity group through 2014 (Figure 6.58). However,
their rates steadily decreased over time while the rates of
non-Hispanic Black, non-Hispanic White, and non-Hispanic
residents of other race remained relatively stable. From 2015
onwards, Hispanic rates were similar to or fell below the rates
of non-Hispanic Black residents.

FIGURE 6.57: Rates of suicide attempts and self-harm-related emergency department and hospitalization visits by sex,
CT, 2008–2017
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FIGURE 6.58: Rate of suicide attempts and self-harm-related emergency department visits and hospitalizations by race/ethnicity,
CT, 2008–2017
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FIGURE 6.59: Rate of suicide attempts and self-harm-related emergency department visits and hospitalization by age group,
CT, 2008–2017
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Residents aged 15 to 19 years, followed by residents aged
20–24 consistently have the highest rates of suicide attempts and
self-harm-related ED and hospital visits per 100,000 population
(Figure 6.59). While trends need to be interpreted with caution
due to the diagnostic data classification change, we see that
rates generally trended downward for both age groups, with
rates for residents ages 20–24 in 2017 decreasing to be on par
with rates for adolescents ages 10–14 years of age. Among older
age groups, as age increases, the rates of suicide attempts
decrease for age groups of 25–34, 35–44, 45–54, and 55–64.
Among adults, residents aged 75 years and older had the lowest
rate of suicide attempts and self-harm-related ED and hospital
visits per 100,000 people.

shown). Approximately 90% of suicides occurred in people 25
years of age or older, with an average age of 49 years old.59

YO U T H

Among both males and females, residents aged 45–64 had the
highest age-specific suicide rate of any age group, and youth
ages 0–17 years of age had the lowest rates (Figure 6.63). While
not pictured, the age-specific suicide rates for men ages 65 and
over have steadily increased in recent years, from 18.8 people
per 100,000 in 2015 to 22.9 people per 100,000 in 2018.

Almost one in ten Connecticut high school students attempted
suicide. While the prevalence of suicide attempts decreased
from 2005 to 2011, since then there has been a slight increase
(Figure 6.60).
The prevalence of students who attempted suicide did not vary
significantly by sex, race/ethnicity, or grade level, though female
youth, non-Hispanic Black youth, and youth in tenth grade had
slightly higher proportions of suicide attempts (data not shown).

S U I C I D E D E AT H R AT E S
A suicide is a death caused by a self-directed injurious behavior
with intent to die as a result of the behavior.56 Since DPH
began collecting suicide data, age-adjusted rates have steadily
increased to just over ten suicides per 100,000 people (data not

While females had a higher age-adjusted rate of suicide
attempts when compared to males, the age-adjusted rate of
males who died by suicide was three times higher than that
of females (Figure 6.61). Across all age groups, men account for
88% of all suicides.
Non-Hispanic White, Connecticut residents had the highest
age-adjusted suicide rate among all races/ethnicities,
accounting for approximately 78% of all suicides and averaging
approximately 12 deaths per 100,000 each year (Figure 6.62).

Figure 6.64 is a town map of Connecticut showing rates of
suicides per 10,000 town population during 2015 through 2018.
In towns with no data (grey shading), there was less than an
average of two suicides per year, thus rates were not calculated
for these towns. Regardless of density of population by town or
city, the highest rates seen in the most current four year period
are four towns or cities across the state, with death rates of
greater than 2 deaths per 10,000 town residents per year. These
were: Winchester, Bristol and Burlington in the northwestern
area, Stafford in the northern part of the state and Stonington in
the southeastern part.

FIGURE 6.60: Percentage of high school students who actually attempted suicide in the last 12 months, CT, 2005–2017
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FIGURE 6.61: Age-adjusted suicide rate by sex, CT, 2015–2018
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Source: CT DPH Injury and Violence Surveillance Unit, Connecticut Violent Death Reporting System. Data analyzed March 25, 2019.

FIGURE 6.62: Age-adjusted suicide rates by race, CT, 2015–2018
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FIGURE 6.63: Age-adjusted suicide rate by sex and age, CT, 2018
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FIGURE 6.64: Suicide rate by town, CT, 2015–2018

Source: CT DPH Injury and Violence Surveillance Unit, Connecticut Violent Death Reporting System. Data analyzed March 25, 2019.
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INTRODUCTION

Connecticut’s health systems encompass the work of healthcare, public
health, and human and social services agencies, including large and small
stakeholders in the public and private sectors. Connecticut seeks to strengthen
the coordination between these sectors and promote the synergies among the
economic, environmental, and social factors that contribute to better health.
The health of individuals and communities is a product of factors beyond
healthcare and even beyond the scope of the public health field. A central goal
of the health system is to promote and maintain healthy habits, minimize
environmental exposures, and reduce the risk of illness and injury. Such aims
can only be attained by both addressing known social, behavioral and medical
determinants of health, and by building an integrated system of quality care
with emphasis on prevention and equity in health resource distribution.

The United States spends more money as a share of its
gross domestic product per capita on health care than
any other “Organization for Economic Co-Operation and
Development” country.t Such imbalance is a result of a
multi-layered health care system that generally focuses
more on addressing health problems as they arise rather
than looking at ways to prevent poor health outcomes.
Although current health systems are for the most part
incentivized to treat people as patients or clients and not
as participants, some states have begun taking the lead in
addressing such a model of care within their jurisdictions.
Connecticut recognizes that in order to better assist
our residents attain their highest health status, it is vital
to collaborate and share available resources to improve
the scope and quality of our public health and health
care services, reduce disparities at the community level,
produce efficiencies in service delivery to lower health
care costs to consumers and the State, and address
social and environmental determinants that negatively
impact health.

The Health of Connecticut | Health Systems

As part of the State Health Assessment, the CT Department
of Public Health reviewed Community Health Needs
Assessments (CHNAs) filed by hospital health systems
across the State and developed in partnership with
local health directors and human service agencies from
each jurisdiction. Those reports serve as a long term
strategic reference for institutional decision making and
local coordination between stakeholder entities. They
also document priority health issues identified through
qualitative and quantitative data gathering from local
partners and other State and federal sources. As a result,
a broad overview of community-based activity to address
health concerns and solve barriers to access medical and
preventive care is available.
As our residents progress through life, their health is
influenced by environmental exposures, individual
behaviors, and personal genetic makeup. While not all
health outcomes are avoidable, Connecticut can identify
strategic areas in our health systems to eliminate
health inequities, reduce health care costs, and improve
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quality of life. We are already seeing this as municipalities have
banded together to provide better coverage of essential public
health service and the number of part-time health departments
have been reduced by half since 2013. To improve the health
outcomes of our Medicaid consumers, the PCMH+ program
improves the process of through added care coordination,
behavioral health integration, and shared savings. More than
85% of our State’s primary care community of providers is
organized as an Accountable Care Organization to facilitate
integrated and cost saving services to reduce the disease burden
to our vulnerable populations and reduce the State’s health
care costs. The Connecticut Prescription Monitoring Reporting
System, a centralized database to collect prescription information
of Schedule II through V from Connecticut’s medical providers in
possession of a Connecticut Controlled Substance Registration,
was established in 2014 to reduce the disturbing number
of opioid-related injury and death; the data indicates from
2013 through 2017, the opioid prescribing rate has reduced
about 45%.
Even with these accomplishments that improve how our health
systems are addressing, we must not lose sight that there is still
work to be done to reduce the disparities that exist. The utilization
of a person-centered Medical Home, a model developed by the
American Academy of Pediatrics to provide multidisciplinary
high-quality integrated care from birth through adulthood, is
about 30% less by children of color than it is for non-Hispanic
White children.2 With an aging and diverse population, our nursing
healthcare workforce remains 85% non-Hispanic White even
though a racially and ethnically diverse healthcare workforce is
essential for the provision of culturally competent care. Medicaid
coverage is about 2.5 times higher for persons of color than for
non-Hispanic Whites, indicative that these populations are more
dependent of social resources and have less social mobility.
To understand the extent to which our healthcare systems are
serving all residents, this chapter highlights gaps in coverage
through data about local health infrastructure, health insurance
coverage, access to primary care and other health services, the
quality of healthcare services, and our healthcare workforce
needs. Connecticut has a robust health system that could better
serve all people through further collaboration and increased
communication. With a solid multi-sectored commitment to
aligning efforts, Connecticut would be equipped to reach optimal
healthcare coverage, ensure essential public health services,
improve data sharing, reduce costs, and ultimately remove all
obstacles that keep the public from fully engaging in their health
and health care decisions.
Throughout this chapter data provided by the Connecticut Office
of Health Strategy (CT OHS) is presented by Fiscal Year (FY).
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H E A LT H C A R E S Y S T E M S
Local Health
There are currently 65 local public health departments and
districts serving our residents (Table 7.1). Though the overall total
number of Local Health Departments and Districts (LHDs) has
decreased since 2013, the percentage of residents covered by
full-time local health services has increased; these 53 full-time
LHDs serve 3,464,206 people, or 96.5% of our State’s population.
As a result of part-time local health departments joining a health
district or moving to full-time status, the number of part-time
Local Health Departments decreased by half, from 24 in 2013
to 13 in 2019 (Table 7.1). These changes align with trends in
other decentralized states across the US that are pursuing crossjurisdictional sharing of resources, including regionalization
or districting.
Resource sharing like the formation of health districts can be
an intensive process that requires financial and political
strategic planning, funding, state legislative action, and change
management. To facilitate this, DPH provides grant funding to
support the joining or formation of health districts. DPH also
conducts local health assessments to review the delivery of the
10 Essential Public Health Services and compliance with
statutory and regulatory requirements via its annual local
health survey (CGS Section 19a-200).

G EO G R A P H I C A L D I S T R I B U T I O N O F
LO C A L P U B L I C H E A LT H I N F R A S T R U C T U R E
The majority of the 12 part-time health departments are mostly
in the western half of the State (Figure 7.1). Since health districts
and full-time municipal Local Health Departments (LHD) provide
more of the 10 Essential Public Health Services compared
to part-time municipal LHDs, the geographical concentration
of part-time health departments may indicate potential gaps in
services for some Connecticut residents. In these jurisdictions,
assessments are an important approach to help identify
community health and wellbeing issues and the capacity of
local systems to conduct these essential services.
In addition to the 65 local public health departments, Connecticut
is home to two sovereign nations — Mashantucket Pequot Tribal
Nation and the Mohegan Tribe — that provide public health
services to their communities through the federal Indian Health
Services and a self-organized LHD, respectively. Both nations are
in Southeastern Connecticut.

TABLE 7.1: Number and type of Local Public Health Departments and Districts (LHDs), CT, 2013 and 2019
F U L L-T I M E L H Ds

PA R T-T I M E L H Ds

TOTA L L H Ds

2013

50 Agencies
• 29 independent municipal health departments
• 21 districts covering 2–18 towns

24 Agencies

74 Agencies

2019

53 Agencies
• 33 independent municipal health departments
• 20 health districts covering 2–20 towns

12 Agencies

65 Agencies

Source: CT DPH Local Health Administration.
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FIGURE 7.1: Geographic distribution of LHDs, CT, 2019

Source: CT DPH Local Health Administration.

A C C R E D I TAT I O N
Like state departments of health, LHDs can pursue voluntary
accreditation through the Public Health Accreditation Board
(PHAB). Accredited agencies have demonstrated and proven that
they provide the 10 Essential Public Health Services in alignment
with evidence-based practice standards.
In 2013, none of Connecticut’s LHDs were accredited or met
National PHAB standards. As of 2018, three of the 65 LHDs
received accreditation and 27 have indicated that they have or
plan to apply for accreditation (Figure 7.2). Because preparing
an accreditation application requires dedicated staff and
long-term resources, there are financial incentives through
funding agencies, grants, and training and technical assistance
through national associations and public health training centers.
Additionally, staff support through student internships can
better enable LHDs to pursue accreditation. Continued efforts
to support and encourage LHD accreditation will lead to
a reduction in geographic inequities in accessing to the 10
Essential Public Health Services.

N AT I O N A L C U LT U R A L LY A N D
L I N G U I S T I C A L LY A P P R O P R I AT E S E R V I C E S
(C L A S) S TA N DA R D S
To promote health equity, public health and healthcare entities
must provide culturally and linguistically appropriate services to:
• Respond
	
to current and projected demographic changes in
the US;
• Eliminate
	
long-standing disparities in the health status of
people of diverse racial, ethnic, and cultural backgrounds;
• Improve the quality of services and primary care outcomes;
• Meet legislative, regulatory, and accreditation mandates;
• Gain a competitive edge in the market place;
• Decrease the likelihood of liability/malpractice claims.3
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FIGURE 7.2: Number of LHDs participating in accreditation by LHD type, CT, 2018
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Source: CT DPH Local Health Administration, Local Health Annual Report.

FIGURE 7.3: Percentage of LHDs satisfying Enhanced National Culturally and Linguistically Appropriate Services (CLAS) Standards
by theme and by LHD type, CT, 2018
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NATIONAL CLAS STANDARDS
Principal Standard
• Provide effective, equitable, understandable
and respectful quality care and services that are
responsive to diverse cultural health beliefs
and practices, preferred languages, health literacy
and other communication needs.
Governance, Leadership and Workforce
• Advance and sustain organizational governance
and leadership that promotes CLAS and health
equity through policy, practices and allocated
resources.
• R
 ecruit, promote and support a culturally and
linguistically diverse governance, leadership and
workforce that are responsive to the population in
the service area.
• E
 ducate and train governance, leadership and
workforce in culturally and linguistically appropriate
policies and practices on an ongoing basis.
Communication and Language Assistance
• Offer language assistance to individuals who
have limited English proficiency and/or other
communication needs, at no cost to them,
to facilitate timely access to all health care
and services.

• P
 rovide easy-to-understand print and multimedia
materials and signage in the languages commonly
used by the populations in the service area.
Engagement, Continuous Improvement
and Accountability
• E
 stablish culturally and linguistically appropriate
goals, policies and management accountability,
and infuse them throughout the organizations’
planning and operations.
• C
 onduct ongoing assessments of the organization’s
CLAS-related activities and integrate CLAS-related
measures into assessment measurement and
continuous quality improvement activities.
• C
 ollect and maintain accurate and reliable
demographic data to monitor and evaluate the
impact of CLAS on health equity and outcomes
and to inform service delivery.
• C
 onduct regular assessments of community
health assets and needs and use the results
to plan and implement services that respond to
the cultural and linguistic diversity of populations
in the service area.
• P
 artner with the community to design, implement
and evaluate policies, practices and services to
ensure cultural and linguistic appropriateness.

• I nform all individuals of the availability of
language assistance services clearly and in their
preferred language, verbally and in writing.

 reate conflict- and grievance-resolution
• C
processes that are culturally and linguistically
appropriate to identify, prevent and resolve
conflicts or complaints.

 nsure the competence of individuals providing
• E
language assistance, recognizing that the
use of untrained individuals and/or minors as
interpreters should be avoided.

• C
 ommunicate the organization’s progress in
implementing and sustaining CLAS to all
stakeholders, constituents and the general public.
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The National Culturally and Linguistically Appropriate Services
(CLAS) Standards outline 15 action steps, organized under three
enhanced themes, to advance health equity, improve quality,
and help eliminate healthcare disparities through the provision
of culturally and linguistically appropriate services (Figure 7.3).
Satisfying the CLAS Standards indicate that LHDs are actively
considering the cultural and linguistic barriers of all residents
served by our community public health entities. As they are
typically on the front lines of public health, they are better poised
to assist non-English speaking service seekers and serve as a
resource to guide community-based organizations and other local
partners, when needed.
Our State Health Improvement Plan (Healthy Connecticut 2020
and the upcoming Healthy Connecticut 2025) has identified
health equity as a public health priority; removing cultural and
linguistic barriers is a part of achieving health equity. As such,
Connecticut’s State Department of Public Health strives to
support all LHDs to achieve 100% satisfaction of all 15 CLAS
Standards. Currently, while more than half of all LHDs are meeting
National CLAS Standards for each of the enhanced themes of
“Governance, Leadership, and Workforce,” and “Communication
and Language Assistance,” only one in four meet standards for
the enhanced theme of “Engagement, Continuous Improvement,
and Accountability,” regardless of LHD type.
Interestingly, while part-time health departments did not
report the same level of success in satisfying the standards
within the first two enhanced themes, a greater percentage of
part-time LHDs reported satisfying the standards within the
third theme of “Engagement, Continuous Improvement, and
Accountability” than full-time LHDs. Identifying those LHDs that
satisfactorily meet National CLAS Standards is useful, as they
can provide leadership in transforming change for LHDs that
have not. The cost of professionally translated documents and
interpretation is a large financial burden to LHDs. Therefore,
prioritizing funding for LHHDs to meet the cultural and linguistic
needs of their communities is critical. Assessment of the CLAS
Standards began in 2018 and will be conducted biannually via
the local health survey.

“Medical language is very tough to understand
even in Arabic. Also, we have different diseases
in Sudan. We have malaria there but we don’t
have it here. So when you come here and look
for a treatment, it’s very tough to find it because
they don’t understand malaria we have there in
our country.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
IMMIGRANTS AND REFUGEES

Community Health Collaboratives
In a non-randomized inquiry of nearly 170 representatives of
several community organizations networks throughout Connecticut,
most respondents indicated that their agency/organization is
currently part of an existing community health collaborative.
While collaboratives are generally formed to address a variety of
topics, common components of a community health collaborative
include developing partnerships, identifying health priorities,
developing a vision and scope to address health issues, identifying
common community assets, implementing intervention and
evaluation plans, and planning for sustainability.
According to our analysis, community health collaboratives in
Connecticut were formed to address a wide range of issues,
including access to healthcare, priority areas in community health
needs assessments, and social determinants of health (SDOH).
Other areas that respondents specified include substance use,
promotion of healthy behaviors, and the coordination of care.
While the health collaboratives have representation from several
different sectors in the communities they serve, healthcare
providers, governmental agencies, and community, human and
social service providers were the most frequently present. Other
sectors included academic institutions, private and community
foundations, and advocacy groups.
About half of respondents to the inquiry indicated that their
organization was an active member of the health collaborative,
and almost a quarter of respondents defined the role of their
organization as a lead or backbone entity. Furthermore, most of
the collaboratives represented in the analysis had at least 11–20
agencies participating, and more than half of the respondents
indicated that their organization is “very engaged” in the
collaborative. More than half of the health collaboratives meet
regularly, either monthly or quarterly. Most collaboratives
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participate in committees, subcommittees, or task forces and
have written strategic or action plans, including a written
vision or mission statement.

C O M M U N I T Y H E A LT H N E E D S A S S E S S M E N T S
Overall, CHNAs provide a comprehensive perspective of how
communities uniquely perceive their priorities and provide
the State an opportunity to validate statewide findings. This
important effort to identify local health needs creates a platform
for community residents and cross-sector leaders to participate
in the design of local solutions and policy making. To the extent
that SDOH are different from one community to another, the
CHNAs and CHIPs provide valuable specificity for the design of
policy of the implementation of programs.

High Burden Conditions
The highest burden conditions identified in the analysis were
related to chronic disease including diabetes, cancer, obesity,
asthma, and mental health. Other conditions commonly
mentioned included heart disease, high blood pressure,
cardiovascular disease, substance abuse, addiction, aging,
anxiety, depression, hypertension, stroke, and cancer.

Efforts to address Social Determinants of Health
As a general rule, CHIPs are providing specific yet aspirational
opportunities to meaningfully address the SDOH that drive the
highest burden of disease. Typically, efforts to intervene on
structural or normative conditions require long term commitment
and community investments not requiring immediate return
or change in outcomes. Examples of efforts to address lacking
access to care include modifying the insurance redetermination
process to decrease the number of individuals negatively impacted
by a gap in coverage and seek solutions for patients limited by
the absence of non-emergency transportation. Another example
is the change driven by local advocates for improved access to
healthy food through farmer markets, school nutrition programs,
meals on wheels, and cooking programs. In a few communities,
nonprofits help navigate uninsured patients and arranges
pro-bono specialty care. Commonly, partnerships would work
to increase affordable housing, address issues related to
employment for youth, address cultural and logistical barriers to
healthcare access and provide care for those who do not qualify
for health insurance assistance. Other efforts include to increase
the number of bilingual providers and increase the number of
after school programs and education classes.

Frequency of Priorities
Many priority health issues identified in the CHNAs were similar
across local reports. Some of the most frequently identified
priorities were to improve access to mental health, medical
care and substance abuse. Because the concerns raised by the
prevalence of obesity and other chronic disease, the need
to promote healthy lifestyles (exercising, smoking, etc.) was
clearly mentioned as an important priority. Various communities
focused on opportunities to support the elderly and put
a stop to the conditions that cause violence and injury in
their communities.

Identified Community Assets
The types of assets identified varied between the various
communities. Hospital systems have strong institutional presence
along local municipal agencies and many non-profit groups.
Several assessments utilized input from directly from providers,
health departments, community-based organizations, advocacy
groups and coalitions, schools, social services, state agencies,
payers and businesses within their communities. Many local
assessments recognized DataHaven, a nonprofit organization
with expertise in data collection and analysis, as an important
asset to analyze their data while developing their improvement
plans. Some other notable community assets include community
coalitions, first responders, municipal leaders, and social
service agencies. Communities are now frequently relying on
their community gardens, farm to school programs, school food
programs, public parks, and mobile markets.

CONNECTICUT TO DEVELOP
A STATEWIDE HEALTH
INFORMATION EXCHANGE
In September 2018, Governor Daniel
Malloy announced a $12.2 million
award by the Centers for Medicare and
Medicaid Services to our State.
This award would be used to streamline
our health data exchange across facilities,
hospitals, and health systems.
The State obtained the articles of
incorporation of the Health Information
Alliance, Inc., a non-profit, nongovernmental entity to house the Health
Information Exchange services.
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Health Insurance Coverage
Due to the passage of the Patient Protection and Affordable Care
Act (PPACA) in 2010, health insurance providers must ensure that
their health insurance plan options provide more comprehensive
preventive medical coverage to include pre-existing conditions,
chronic diseases, and preventive services. These services, known
as the essential health benefits, are critical to maintaining health
and protecting individuals from the unexpected, high medical
costs that result from illness or accidents. When compared to
uninsured residents, those with health insurance coverage are
better able to access timely, appropriate, and financially accessible
health care — including clinical preventive services and screenings,
treatment for illness and injury, and supports to manage chronic
conditions. As a result, residents with health care coverage are
likely to have better health outcomes overall since people who
lack access to health insurance are more likely to postpone or
forego health care altogether, face difficulty obtaining care when
they ultimately seek it, and are more likely to experience financial
hardship due to healthcare costs. Connecticut was the first
state to expand Medicaid through PPACA and further expanded
eligibility criteria in 2014 to include nearly all residents with
household incomes up to 133% of the Federal Poverty Level.
Additional information on insurance for children can be found
in the Maternal, Infant and Child Health Chapter.

T Y P E S O F H E A LT H I N S U R A N C E
Health insurance coverage includes insurance purchased from
a private, commercial company either as an individual or
through group plans such as Health Maintenance Organizations
(HMOs), and government plans such as Medicaid and Medicare.
Medicaid is a public health insurance program administered by
the State with partial federal funding for low-income Americans,
children up to age 21, pregnant women and disabled persons.
In 2018, Medicaid covered over 800,000 Connecticut residents,
or 22% of the State’s population.4 Figure 7.4 provides the latest
data available for insurance coverage by the primary payer and
by our most populous racial/ ethnic groups among Connecticut
adults 18–64 years old. Non-Hispanic White adults in CT have
the greatest percentage of commercial insurance coverage
(74.6%) and the least percentage of people with no insurance
(4.1%); the prevalence of commercial insurance coverage among
non-Hispanic White adults are 65% and 116% higher than NH
Black and Hispanic adults, respectively. As most commercial
insurance in the U.S. is obtained via employment, this measure is
also indicative of poverty, one of the most impactful determinants
of health.5 Since Medicaid is the option available to low-income
adults then it should be no surprise that NH Black and Hispanic
adults have high percentage of Medicaid coverage at 20.3% and
16.4% of their respective population-rates that are respectively
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2.2 and 1.8 times higher than for non-Hispanic Whites who
receive Medicaid coverage. Additionally, this is highly alarming
to see what over 1 in 4 of our Hispanic residents live entirely
without health insurance. In order to better capture populations
without insurance coverage, the term primary payer is used
when analyzing insurance data to account for the lack of insurance.
As previously mentioned, this disparity in health insurance
coverage translates to poor health outcomes and can adversely
impact a person’s ability to attain or maintain resources related
to the other determinants of health.

“There’s a lot of things not covered by insurance,
music therapy isn’t, neuro feedback isn’t, and
then like behavioral therapy, PTSD so trauma
therapy, the 3,000 psych evaluation unless you
get the school to pay for it.”

“…for me personally dealing with insurance
companies is the biggest issue and not being
able to find people because they don’t take
your insurance, or they do one day and the next
they don’t so you have to find a new place
and go through the loops again so that’s the
biggest thing.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES AFFECTED BY AUTISM

Figure 7.5 also examines coverage rates by primary payer but by
municipality. The highest proportion of uninsured people reside
in Fairfield County (specifically in Danbury, Norwalk, Bridgeport,
and Stamford) and the city of Hartford, the State’s capital.
Unsurprisingly, these are also some our most racial and ethnically
diverse communities and areas where people experience
a greater burden of poor health. It is imperative that we not
forget that our urban environments are hubs for employment,
entertainment, and resources advancing the health of our
urban neighbors is a boost for the entire State.
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FIGURE 7.4: Percentage of health insurance coverage among adults by race/ethnicity and primary payer, CT, 2018
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Source: CT DPH Health Statistics & Surveillance Section, Behavioral Risk Factor Surveillance System. Data analyzed February 26, 2019.

FIGURE 7.5: Percentage of adults without health insurance coverage by town, CT, 2017

Source: US Census Bureau/American FactFinder. “S2701: Selected Characteristics of Health Insurance Coverage in the United States.” 2013–2017
American Community Survey. US Census Bureau’s American Community Survey Office, 2019.
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Access to Primary Care
Health insurance coverage does not necessarily guarantee
quality care, as provider shortages, long appointment wait times,
inadequate transportation options, the lack of availability of
services or culturally competent care, and high healthcare costs
can also limit one’s access. People with “limited” healthcare
coverage include adults who do not have a primary care provider
(i.e., a personal doctor or health care provider), or who needed
to see a doctor in the past year but could not because of cost.

“There’s a lot of discrimination in many of the
places that we go to. Sometimes, workers at these
places we go to speak Spanish but will not speak
to us in Spanish. They’re prohibited to speak
to us in Spanish even though they know how
to speak it. Sometimes they know it and they
just choose not to. Sometimes I even get
discriminated against based on how I’m dressed.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
HISPANIC COMMUNITY

Having limited healthcare coverage can lead to unmet health
needs, delays in receiving appropriate care, the inability
to get preventive services, financial burdens, and preventable
hospitalizations. This leads to increased healthcare costs
overall statewide as emergency room care costs overall as
emergency room care costs at least four times as much as
other outpatient care.6
Healthy People 2020 set a national goal to increase the
proportion of individuals with a usual primary care provider to
83.9%. In Connecticut, we have surpassed this benchmark, as
85.2% of adults overall have at least one primary care provider
(Figure 7.6) but disparities exist among the Hispanic population.
While the percentages of non-Hispanic White and non-Hispanic
Black adults exceed the Healthy People 2020 benchmark, only
two out of three Hispanic adults report having at least one
primary care provider. Overall, the high number of uninsured and
those with “limited” healthcare coverage among Connecticut’s
Hispanic population indicate that they are disproportionately
affected when it comes to healthcare access.

Healthcare Quality
Our State is attentive to ensuring healthcare access to our
residents through expanding insurance coverage, reducing
access barriers, implementing innovative models for payment
and service delivery reform, increasing the availability of
facilities, and building the healthcare provider workforce. In
support of monitoring the health of the State and informing

FIGURE 7.6: Percentage of adults with at least one primary healthcare provider by race/ethnicity, CT, 2016
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PROGRAM SPOTLIGHT: THE DR. KATHERINE A. KELLEY STATE
PUBLIC HEALTH LABORATORY
The State Public Health Laboratory (SPHL)
serves all communities in the state through
the analysis of clinical specimens and
environmental samples submitted by federal
and state agencies, local health departments,
clinical laboratories, health care providers,
and water utilities. Analytical data are used to
monitor for agents harmful to the public health,
identify the cause of outbreaks, and assure that
control measures (e.g., vaccines, antibiotics,
environmental remediation) are effective. The
SPHL is composed of the following sections:
• A
 dministrative and Scientific Support
Services: provides essential support for the
pre-analytical and post-analytical testing
for the SPHL. This section also manages
the maintenance of all of the supportive lab
equipment such as refrigerators, freezers,
and biological safety cabinets. The section
provides daily deliveries between the SPHL
in Rocky Hill to the DPH headquarters in
Hartford, as well as other Hartford locations.
• N
 ewborn Screening: screening of all
Connecticut newborns for the presence of
64 genetic, endocrine, and metabolic
inherited disorders that cause severe mental
and/or physical illness or death. Through
early detection and treatment, the adverse
effects of these disorders can be mitigated.
• I nfectious Diseases: tests for infectious
agents in humans, animals, food and water,
and provides reference testing in support of

epidemiological surveillance and outbreak
investigations. Services provided include
testing for infectious diseases (e.g., flu,
tuberculosis, and hepatitis); emerging
infectious diseases (e.g., Zika and drugresistant pathogens); surveillance and
outbreak investigations; rabies in animals
when there is potential human exposure;
DNA fingerprinting of foodborne and
healthcare associated pathogens; and the
identification of BioResponse agents.
• E
 nvironmental Chemistry: tests for over
100 toxic chemical agents in public drinking
water supplies, private wells, rivers, lakes and
streams, wastewater, spills, and soils. Other
analytical testing services include testing
consumer products and other materials
where there is a potential for exposure to
hazardous materials such as lead-based paint,
monitoring of the nuclear power industry,
serving on the state’s nuclear response
team, and maintaining preparedness and
capabilities to respond to chemical and
radiological events. The SPHL is designated
as the State’s Chemical Emergency
Preparedness and Response Laboratory in
the event of an accidental or intentional
hazardous chemical exposure. This section
also provides testing services for Connecticut’s
uninsured for the presence of elevated lead
from exposure to lead-based paint, folk
remedies, or other sources.
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Adults

better healthcare, CT DPH also has the State Public Health
Laboratory to identify agents that could negatively impact the
public’s health and assure that control measures are effective.
Many of our residents, however, still experience unmet health
care needs and delays in receiving care, resulting in preventable
hospitalizations and hospital readmissions and healthcareassociated infections.

In 2017, the top five health conditions for Connecticut adults
whose hospital stay may have been prevented with timely
outpatient care were:
• Heart failure,
•	Chronic obstructive pulmonary disease (COPD)/asthma in
older persons,

P R E V E N TA B L E H O S P I TA L I Z AT I O N S
Preventable hospitalizations are hospital stays that may
have been prevented with timely, appropriate primary or
preventive care.

• Urinary tract infection,
• Dehydration, and

Health conditions with high rates of preventable hospitalizations
signal areas for improvement in the healthcare system.7
Reducing preventable hospitalizations both reflects improvement
in access to primary care and is an indicator for increased
healthcare quality and hospital cost containment.8;9 In 2017,
preventable hospitalizations were one of ten hospital stays and
generated about $1.5 billion in charges in Connecticut.10

• Community acquired pneumonia.
Heart failure had the highest hospitalization rate at 421 per
100,000 adults and dehydration had the lowest rate, at 131 per
100,000 adults (Figure 7.7).

FIGURE 7.7: Adult preventable hospitalization rates of the top five health conditions by race/ethnicity, CT, FY 2017
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Non-Hispanic Black adults were more likely than any racial
or ethnic group in the State to experience a preventable
hospitalization for heart failure, COPD/asthma in older adults
and dehydration non-Hispanic White adults were most likely
to experience a preventable hospitalization for pneumonia and
urinary tract infection. With the exception for COPD/asthma in
older persons, non-Hispanic Asian adults and Hispanic adults
were least likely to experience a preventable hospitalization for
any of the five conditions.

Children

Insurance status is often a barrier to accessing primary care.
Therefore, it is notable that at least 80% of the preventable
hospitalizations for each of the top five conditions for adults
were covered by public payers (i.e., Medicare and Medicaid)
(Figure 7.8).

Asthma had the highest hospitalization rate at 89 per 100,000
children and diabetes with short-term complications had
the lowest rate, at 10 per 100,000 children (Figure 7.9). When
compared to all other racial/ethnic groups, a non-Hispanic
Black child was the most likely to experience a preventable
hospitalization for asthma, a condition that is known to
be exacerbated by insufficient quality housing and other
environmental factors. A Hispanic child was more likely than a
child of any other racial/ethnic group to experience a preventable
hospitalization for gastroenteritis, perforated appendix, urinary
tract infection, or diabetes with short-term complications.

Still, even for the insured, high copayment and high deductibles
may reduce or delay access to primary care. These reasons
may explain why commercial payers covered 8% to 16% of
preventable hospital stays depending on the condition.

In 2017, the top five conditions leading to a preventable hospital
stay for Connecticut youth under age 18 were:
•
•
•
•
•

Asthma,
Gastroenteritis,
Perforated appendicitis,
Urinary tract infection, and
Diabetes with short-term complications.

FIGURE 7.8: Percentage of adult preventable hospitalization of the top five health conditions by primary payer, CT, FY 2017
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For more data regarding asthma in Connecticut, see the Asthma
section within the Chronic Disease chapter of this State
Health Assessment.
As with adults, insurance status is often a barrier to children to
access primary care. Therefore, it is notable that 55% to 72% of
preventable hospitalizations for each of the top five conditions
for children were covered by Medicaid (Figure 7.10). Still, even
for children covered by commercial insurance, high copayment
and high deductibles may reduce or delay access to primary
care. These reasons may explain why commercial payers covered
26% to 43% of preventable hospital stays for children depending
on the condition.

P R E V E N TA B L E H O S P I TA L R E A D M I S S I O N S
Unplanned hospital readmissions are an indicator of the quality
of a healthcare system. Many unplanned readmissions are
preventable and attributable to differences in hospital discharge
planning, coordination between post-acute care providers and
primary care physicians, as well as patients’ access to primary care.9
In recent years, an average of 16% of adult discharges were
readmitted to inpatient care within 30 days of the initial
discharge (Figure 7.11).
While 70% of readmissions are of non-Hispanic White residents,
non-Hispanic Black adults are more likely than their peers in
other racial/ethnic groups to experience readmission within 30
days of a discharge (Figure 7.12).10 Non-Hispanic Asian adults
are least likely to be readmitted within 30 days for discharge for
any health condition.

FIGURE 7.9: Pediatric preventable hospitalization rates of the top five health conditions by race/ethnicity, CT, FY 2017
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FIGURE 7.10: Percentage of pediatric preventable hospitalizations of the top five health conditions by primary payer, CT, FY 2017
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FIGURE 7.11: 30-day hospital readmission rates, CT, FY 2013–2017
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DATA ARE NEEDED TO DESIGN INTERVENTIONS TO REDUCE
PREVENTABLE HOSPITALIZATIONS AND READMISSIONS
•	Most preventable hospitalizations or
hospital readmissions are experienced by
Medicaid or Medicare recipients. Availability
of Medicaid and Medicare claims data will
facilitate designing targeted interventions
to reduce these hospitalizations.

Insurance Co. (577 US 14–181), self-insured
health plans covered by federal ERISA
statute cannot be required to report claims
data to State’s APCD database. This
has resulted in information gaps in the
Connecticut APCD database.

•	More than one-half of private employers
in Connecticut offer health insurance and
two-thirds of their employees are enrolled in
a self-insured health plan. Based on the 2016
US Supreme Court decision affirming the
decision of the US Second Circuit Court
of Appeals in Gobeille v. Liberty Mutual

•	Availability of patient socioeconomic data,
such as employment, housing, and English
language proficiency will further assist
with designing and implementing effective
interventions.
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FIGURE 7.12: 30-day hospital adult readmission rate by race/ethnicity, CT, FY 2017
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As with preventable hospitalizations, over three-quarters
of hospital stays for adults readmitted to inpatient care were
covered by a public payer (i.e., Medicare or Medicaid)
(Figure 7.13). One in five readmission related hospital stays
were covered by commercial insurance.

Hospitalization and
Emergency Room Visits
In recent years, inpatient discharges not related to pregnancy
or birth have remained relatively steady, decreasing by 3.5%
from 2013 through 2017 (Figure 7.14). Emergency room visits
also remained steady in recent years as well; however, from
2016 to 2017, visits dropped by over 2%. When analyzed by sex,
females comprise just over half of the inpatient discharges and
emergency room visits.10; 11

FIGURE 7.13: Percentage of 30-day hospital adult readmission
by race/ethnicity, CT, FY 2017
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FIGURE 7.14: Number of hospitalizations and emergency room visits for all services other than pregnancy and birth,
CT, FY 2013–2017
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FIGURE 7.15: Number of hospitalizations and emergency room visits for all services other than pregnancy and birth,
CT, FY 2013–2017
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Source: CT OHS Hospital Inpatient Discharge Database. Data analyzed March 21, 2019.

TABLE 7.2: Top five causes of inpatient hospitalization for all services and discharges by age group, CT, FY 2017
RANK

A G E S 45–64

A G E S 65+

1

Sepsis (Unspecified Organism)

Sepsis, Unspecified Organism

2

Alcohol Dependence with Withdrawal

Hypertensive Heart and Chronic Kidney Disease With Heart
Failure and Stage 1–4 Chronic Kidney Disease, or Unspecified
Chronic Kidney Disease

3

Chronic Obstructive Pulmonary Disease With
Acute Exacerbation

Acute Kidney Failure, Unspecified

4

Unilateral Primary Osteoarthritis, Right Knee

Hypertensive Heart Disease With Heart Failure

5

Myocardial Infarction

Urinary Tract Infection, Site Not Specified

Source: CT OHS, Hospital Inpatient Discharge Database. Data analyzed March 21, 2019.
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The likelihood of hospitalization increases with age, with
residents ages 45 and over comprising almost four out of five
hospitalizations (Figure 7.15). Residents 65+ comprise almost
half of all inpatient hospitalizations, overall. Table 7.2 lists
the top five causes of inpatient hospitalization for these high
utilization age groups.

By contrast, residents ages 18–44 make up almost 40% of
emergency room visits. Residents aged 18–64 comprise three
out of five emergency room visits, with residents ages 0–17
and ages 65 and older each comprising one out of five visits
(Figure 7.16). Table 7.3 lists the top five causes of emergency
room visits for these high utilization age groups.

FIGURE 7.16: Emergency room visits for all services other than pregnancy and birth by age group, CT, FY 2013–2017
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TABLE 7.3: Top five leading causes of emergency room visits by age group, CT, FY 2017
RANK

A G E S 45–64

A G E S 65+

1

Headache

Other Chest Pain

2

Other Chest Pain

Low Back Pain

3

Low Back Pain

Chest Pain, Unspecified

4

Acute Upper Respiratory Infection, Unspecified

Headache

5

Unspecified Abdominal Pain

Alcohol Abuse With Intoxication, Unspecified

Source: CT OHS; Hospital Inpatient Discharge Database System, Emergency Department Database. Data analyzed March 21, 2019.
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Medicare recipients comprised of just over half of inpatient
hospitalizations not related to pregnancy or birth (Figure 7.17).
Residents covered by commercial insurance comprised
about one quarter of all inpatient hospitalizations. Uninsured
residents were the least likely to be hospitalized, comprising
approximately 2% of the inpatient hospitalizations. Table 7.4

lists the top five causes of inpatient hospitalization for these
high utilization age groups. The top five causes for Medicare
recipients nearly mirror the top five causes among residents
ages 65 and over (Table 7.2), while the top five causes for
residents with commercial insurance mainly focused around
birth-related hospitalizations.

FIGURE 7.17: Hospitalizations for all services other than pregnancy and birth by primary payer, CT, FY 2013–2017
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TABLE 7.4: Top five leading causes of inpatient hospitalizations by primary payer, CT, FY 2013–2017
RANK

M E D I C A R E PAY E R

C O M M E R C I A L PAY E R

1

Sepsis, Unspecified Organism

Single Liveborn Infant, Delivered Vaginally

2

Hypertensive Heart And Chronic Kidney Disease With Heart
Failure And Stage 1–4 Chronic Kidney Disease, Or Unspecified
Chronic Kidney Disease

Single Liveborn Infant, Delivered By Cesarean

3

Acute Kidney Failure

Sepsis, Unspecified Organism

4

Hypertensive Heart Disease With Heart Failure

Post-Term Pregnancy

5

Chronic Obstructive Pulmonary Disease With
(Acute) Exacerbation

Maternal Care For Low Transverse Scar From Previous
Cesarean Delivery

Source: CT OHS, Hospital Inpatient Discharge Database. Data analyzed March 21, 2019.
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In contrast to inpatient hospitalizations, Medicaid patients
comprise approximately one in two emergency room visits
(Figure 7.18). Medicare recipients comprise about one in
four visits followed by residents with commercial insurance who
comprise almost 20% of visits. Uninsured residents are again
the least likely group to utilize the emergency room; however,

in comparison to inpatient hospitalizations, uninsured residents
utilize the emergency room more frequently, accounting for
about 10% of visits. Table 7.5 lists the top five causes of inpatient
hospitalization for these high utilization payer groups. Within the
top five causes, residents with Medicaid and Medicare coverage
had other chest pain in common.

FIGURE 7.18: Emergency room visits for all services other than pregnancy and birth by primary payer, Connecticut, FY 2013–2017
Medicare

Medicaid

Commercial

Uninsured

800K

NUMBER OF VISITS

600K

400K

750K

772K

362K

366K

285K

282K

763K

759K

375K

377K

282K

282K

733K

382K

300K

200K

139K

106K

100K

271K

95K

93K

2016

2017

0K
2013

2014

2015

Source: CT OHS; Hospital Inpatient Discharge Database System, Emergency Department Database. Data analyzed March 21, 2019.

TABLE 7.5: Top five leading causes of emergency room visits by primary payer, CT, FY 2017
RANK

M E D I C A I D PAY E R

M E D I C A R E PAY E R

1

Acute Upper Respiratory Infection, Unspecified

Sepsis, Unspecified Organism

2

Headache

Urinary Tract Infection, Unspecified Site

3

Other Chest Pain

Chronic Obstructive Pulmonary Disease with Acute Exacerbation

4

Low Back Pain

Other Chest Pain

5

Acute Pharyngitis, Unspecified

Acute Kidney Failure, Unspecified

Source: CT OHS; Hospital Inpatient Discharge Database System, Emergency Department Database. Data analyzed March 21, 2019.
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PROGRAM SPOTLIGHT: EMERGENCY MEDICAL SERVICES
Emergency Medical Services (EMS) is a system that
provides medical care when dispatched through
the 911 system when an individual believes that an
incident of injury or illness constitutes a medical
emergency. EMS is an integral component of the
healthcare system and is comprised of multiple
components that support public health and safety.
Successful delivery of EMS is predicated in part,
on relationships with both public and private
organizations that provide services, communication
and transportation systems, pre-established
connections with acute health care systems to

provide specialty care for trauma, stroke, heart
attack and other potentially life-threating and time
sensitive medical concerns. Connecticut’s acute
care hospitals, known as sponsor hospitals within
the EMS system, provide medical oversight for
the highly trained professionals and community
members who respond in emergency situations.
The following figure demonstrates the distribution
of EMS response times in 2016. Response times are
variable and based on what the local municipality
has approved through their EMS plan.

FIGURE 7.19: Percent distribution of EMS response times, CT, 2016
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INTELLECTUAL DISABILITIES AND THE HEALTHCARE SYSTEM
 hile historically not the population of focus
W
for the person-centered medical home under
Healthy People 2020, adults with intellectual
disabilities could potentially benefit from
such a model, since:
•	52% of medical school deans and students
report that graduates are “not competent”
to treat people with intellectual disabilities.
•	People with intellectual disabilities are
2x more likely to die before 50 than the
general population.
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•	People with intellectual disabilities have
lower rates of preventative health practices,
such as dental hygiene, physical activity,
preventive screening, and management of
chronic conditions. Moreover, people with
intellectual disabilities often struggle to find
a doctor that knows how and is willing to
treat them, and once they get to a doctor’s
office, challenges with communication and
provider knowledge about intellectual
disabilities can create additional barriers.
Source: Special Olympics International Research and Evaluation
Department. Health & Intellectual Disability. https://media.special
olympics.org/resources/health/healthy-communities/HealthyCommunities-One-Pager-Health-and-Intellectual-Disability.pdf
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Healthcare Payment and Service
Delivery Reforms
Connecticut’s Office of Health Strategy (OHS) was established
in 2018 with the mission to “implement comprehensive, data
driven strategies that promote equal access to high quality
health care, control costs, and ensure better health outcomes
for the people of Connecticut.” As a part of this mission, OHS
is leading health systems planning for healthcare payment
and service delivery reforms. These initiatives promote health
insurance and coverage innovations that introduce rewards for
healthy behavior and remove financial barriers to preventive
care, medication adherence, chronic disease management, and
use of high-value services and providers.

MEDICAL HOMES
The medical home model for children and adults is a proven
approach to provide comprehensive and high-quality primary
care. The Patient Protection and Affordable Care Act (PPACA)
emphasized the implementation and promotion of the medical
home model for children and adults to improve the experience

of care, improve population health, and reduce per capita costs
of healthcare. Coordinated standards of care
for children and youth are associated with increased access
and utilization of pediatric medical homes; as a result, health
outcomes are improved, patient satisfaction is increased,
and the overall cost of care is decreased over time.
According to the most recent data, Connecticut has a poignantly
higher percentage of children without special healthcare needs
receiving medical care within a medical home when compared
to the national rate and is only slightly higher than all 6 New
England states in aggregate (Figure 7.20). Connecticut also exhibits
disparities across race and ethnicity for children receiving care
within a medical home. Non-Hispanic White children receive
care within a medical home 32% more than non-Hispanic Black
children, 30% more than Hispanic children, and 14% more
than non-Hispanic children of any race.* Strategies to ensure
equitable access to medical homes are important to identify
because without interventions, children of color (i.e., Hispanic
and any non-Hispanic race except White) will bear the burden
of long-term negative health outcomes.

FIGURE 7.20: Percentage of children under 18 years old without special healthcare needs receiving care within a medical home by
race/ethnicity; US, New England States (HRSA Region 1) and CT; 2017–2018
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There is also evidence that these racial/ethnic disparities in
medical home care may be even worse for children with special
healthcare needs (CSHCN); while 39.8% of Connecticut’s CSHCN
population receives care in a medical home, a medical home
has been identified for 42.7% and 44.9% of CSHCN population
nationally and in New England, respectively. It should be noted
that before 2016, this medical home indicator was produced for
all children regardless of special healthcare needs. See the
Maternal Infant and Child Health chapter for more information.
To address the underutilization of medical homes by children of
color, it is important to consider whether services provided are
culturally and linguistically appropriate. Connecticut households
that are comprised of non-English speakers are less likely to have
children that receive care within a medical home (43.2% versus
62.8% of children in English-speaking households). In addition,
the proportion of Hispanic children from non-English speaking
households receiving care within a medical home is lower than
Hispanic children from English-speaking households (approximately
32.9% and 62.3%, respectively); considering that the rate
for Hispanic children where English is the primary household
language is basically the same as for non-Hispanic children,
there is a case that language services are being underutilized.

Other than English, Spanish is one of the top three most
spoken languages in Connecticut, which follows that ensuring
adequate Spanish-speaking outreach is an important service
improvement to address these disparities in attaining a medical
home for children.

A C C O U N TA B L E C A R E O R G A N I Z AT I O N S
Accountable Care Organizations (ACOs) are voluntary networks
of health care provider organizations coordinating care for
patients attributed by public or commercial payers. These
networks manage the full range of health services and acquire
responsibility for the overall costs and quality of care of specific
populations. This form of service delivery increases coordination
and quality of care, and reduces healthcare costs. ACOs exist
in many forms, including large integrated delivery systems,
physician-hospital organizations, primary care groups, multispecialty practice groups, independent practice associations, and
interdependent virtual networks of physician practices. ACOs
use a shared savings contract arrangement that help better
manage the increased burden of chronic conditions through the
integration of health services. The increased utilization of ACOs
reduces costs to patients and health systems by monetizing
prevention efforts and increasing coordination.

FIGURE 7.21: Accountable Care Organization (ACO) beneficiaries by age group, CT, 2014–2017
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PROGRAM SPOTLIGHT:
MEDICAL HOME INITIATIVES
There are currently 3 Medical Home
initiatives partnering with CT DPH
throughout the State to improve health
outcomes of our most vulnerable
children — those who live with physical,
developmental or behavioral conditions.
•	Connecticut Medical Home Initiative
for Children & Youth with Special
Health Care Needs
•	Connecticut Medical Home Initiative
at FAVOR, Inc.
•	Connecticut Collaborative to Improve
Autism Services

ACOs are a promising approach to advance health equity in
Connecticut to the extent that they serve low-income and older
populations. The continued use of integrated and cost saving
services can reduce the disease burden to these populations and
reduce our State’s health care costs. Adoption of the ACO model
has extended from Medicare to Medicaid and Commercial health
plans, expanding the opportunity to better serve beneficiaries
across payers and regions of the State.
Based on the Medical Home Model, the Connecticut Department
of Social Services (DSS) began implementing the PCMH+ program
in January 2017. PCMH+ aims to improve Medicaid members
overall health experience through added care coordination,
behavioral health integration, and shared savings. Examples of
program activities include assisting with access to healthy
food, transportation to appointments, and assistance in finding
community agencies that support housing or employment.12
More than 85% of our State’s primary care community of
providers is organized as an ACO. With the increase of
Connecticut-based ACOs from four to six between 2015 and
2016, the healthcare utilization by ACO beneficiaries nearly
doubled (Figure 7.21) and dropped only by 6% in 2017.
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PROGRAM SPOTLIGHT: STATE INNOVATION MODEL
• V
 ision: Establish a whole-person-centered
healthcare system that improves community
health and eliminates health inequities; ensures
superior access, quality, and care experience;
empowers individuals to actively participate
in their health and health care; and improves
affordability by reducing healthcare costs.

• The State Innovation Model (SIM) program
supports the development and implementation
of a state-led, multi-payer healthcare payment
and service delivery model to promote healthier
people, better care, and smarter spending.
• SIM is advanced through Connecticut’s Office
of Health Strategy.

PROGRAM SPOTLIGHT: PRIMARY CARE MODERNIZATION INITIATIVE
• Vision: Combine new practice capabilities
with flexible payment methods and build
on a strong foundation of patient-centered,
relationships-based medicine.

• T
 he Primary Care Modernization Initiative
(PCMI) convenes multiple payers,
increases primary care spending to enable
sustainable change, and maximizes flexibility
to support innovation.
• P
 CMI is advanced through Connecticut’s
Office of Health Strategy.

PROGRAM SPOTLIGHT: HEALTH ENHANCEMENT COMMUNITIES (HECS)
• Vision: HECs will be collaborative entities that
include community members and partners
from multiple sectors, such as community-based
organizations, health care providers, Local Health
Departments, local government, social services
agencies, schools, housing agencies, and others.
• The HEC Initiative has four ambitious but
achievable goals: a) make Connecticut the
healthiest state in the country, b) achieve health
equity for all, c) make Connecticut the best
state for children to grow up, d) slow the growth
of Connecticut’s health care spending
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• A
 ll HECs will focus on the following two health
priorities; a) To improve child well-being in
Connecticut pre-birth to age eight years and b)
to improve healthy weight and physical fitness
for all Connecticut residents.
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Data on attributed population to individual ACOs is not readily
available from across the spectrum of health plans. And because
ACOs service areas may go beyond state boundaries, it is also
difficult to determine in which states beneficiaries reside, as well
to discern the number of Connecticut beneficiaries served by the
various ACOs. Recognizing these limitations can inform future
data systems improvements.

Health Professional Shortage Areas
Despite our State’s strong healthcare system, there are also
federally designated geographic areas that meet the criteria for
a primary care health professional shortage area (HPSA). HPSAs
indicate a lack of access in specific geographic areas. HPSAs
include urban and rural geographic areas, population groups,
and facilities with shortages of health professionals. Every three
years, HPSAs are reviewed and re-designated. The degree of
shortage in a community is determined by a scoring system
that utilizes data such as the patient to provider ratio, average
distance to a primary care provider, low birth weight, and other
socioeconomic determinants of health.

“There’s the lack of competency that medical
providers have and you can’t be surprised
by it. I have like a heterosexual primary care
physician who did not know what PrEP was
[…] It makes me less likely to want to seek out
another provider that isn’t LGBT because
otherwise they won’t know what I’m talking
about or what I’m going through.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
LGBTQ YOUNGER ADULTS

FIGURE 7.22: Health Professional Shortage Areas by medical discipline, CT, FY 2013–2018
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H P S A S I N C O N N EC T I C U T
Over the past five years, HPSA designations have increased for
primary care and mental health professionals and remained
stable for dental health professionals (Figure 7.22).

R E S O U R C E S TO A D D R E S S H E A LT H
P R O F E S S I O N A L S H O R TA G E A R E A S
It is critical to identify HPSAs to advance health equity; by doing
so, funding and resources can be better allocated based on the
need for services (e.g., prioritizing populations experiencing
acute healthcare shortages, addressing cultural and linguistic
barriers, transportation barriers, etc.). Over 30 federal programs
use the HPSA designation to identify areas, populations, or
facilities eligible to receive federal aid and assistance related to
medical underservice. Categories of aid and assistance include:
• Grants to support primary care services;
•	Support for the training and recruitment of health
professionals;
• Enhanced payment through Medicare and Medicaid; and
• Immigration policies for health professionals.
Many entities are working to reduce primary care shortages,
including Connecticut’s Primary Care Association, Connecticut
Hospital Association, and the Office of Rural Health.
As resources are allocated to address the needs of HSPAs, it
will be important to monitor and evaluate the impact to these
areas to identify which health initiatives effectively reduce
barriers to care.

N AT I O N A L H E A LT H S E R V I C E C O R P S (N H S C)
The National Health Service Corps (NHSC), founded in 1972, is
designed to bring primary care, dental, and mental health
workers to HPSAs. This program is managed by the Bureau of
Health Workforce, Health Resources and Services Administration
at the Department of Health and Human Services. In exchange
for their medical expertise, the Corps helps these professionals
alleviate the financial burden accumulated during their education.
The NHSC effectively addresses the needs of HPSAs by ensuring
access to health care for everyone, regardless of their ability
to pay, and caring for the most vulnerable people who may
otherwise go without care. Therefore, ensuring the strength of
the NHSC is an important strategy to advance health equity.
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In our State, the Connecticut Primary Care Office at DPH
directly oversees the designation of HPSAs and ensures their
accurate and timely designation to inform the placement of
NHSC participants to locations and communities of highest
need. Currently, there are 217 NHSC participants across 101
sites in our State (Figure 7.23).
Of these participants:
•	204 are enrolled in its Service Loan Repayment Program,
where licensed primary care clinicians can receive loan
repayment assistance in exchange for serving at least 2 years
of service at a designated HPSA;
•	Eight are enrolled in its Scholarship Program, which supports
students pursuing eligible primary care health profession
training in return for committing at least two years of fulltime service at a designated HPSA; and
•	Five are enrolled in its Students to Service Program, which
provides loan repayment assistance for students in their last
year of medical or dental school in return for at least three
years of service at a designated HPSA.
To combat the nation’s opioid crisis, the Health Resources and
Services Administration (HRSA) launched the NHSC Substance
Use Disorder Workforce Loan Repayment Program (SUD
Workforce LRP) to support the recruitment and retention of
health professionals needed in underserved areas to expand
access to substance use disorder treatment and prevent
overdose deaths. Finally, NHSC also invests in providing rural
areas with telehealth access.
Market forces often drive salary incentives for clinicians to
work in non-HPSA settings. Yet, over the last decade, the overall
number of NHSC clinicians increased by 5.5-fold, which translates
to increased care options for the populations served (Figure 7.24).
Connecticut’s increase in NHSC participants exceeded that
of the US, where NHSC clinicians tripled over the same period.
In Connecticut, NHSC and Nurses Corps members also serve
areas designated as Mental Health HPSAs to provide critical
supports to address the opioid epidemic. Overall, total Nurse
Corps participants in Connecticut has increased steadily over
the past three years (Table 7.6).
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FIGURE 7.23: National Health Service Corps (NHSC) participant sites, CT, 2018

Source: HRSA Bureau of Health Workforce Portal, NHSC Field Strength Report. Data retrieved on March 11, 2019.

FIGURE 7.24: Number of clinicians in NHSC, CT, FY 2008–2018
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WORKFORCE SPOTLIGHT: CONNECTICUT’S NURSING
WORKFORCE AND PIPELINE
Our State’s nursing pipeline, by the numbers:

Our State’s nursing workforce:

•	In 2017, 1,038 nursing faculty educated
10,962 students.

•	57% of our registered nurses (RNs) are
ages 50+ and 86% are White.

•	In 2016, 3,120 total nursing graduates
across all educational levels in 2016.

•	The majority of nursing students and
faculty are female.

•	In 2016, 90% of 250 Nurse Practitioner
(NP) Graduates were prepared to provide
primary care across the State.

Key Takeaway:
It is important to diversify and fill our
nursing pipeline.

+
+
+
+
+

128 Family NPs
46 Adult Gerontology: Primary Care NPs
22 Adult Gerontology: Acute Care NPs
21 Pediatric Primary Care NPs
27 Psychiatric Mental Health Across
Lifespan NPs

GENDER OF STUDENTS & FACULTY

Source: Connecticut Nursing Collaborative-Action Coalition.
Educating Connecticut Nurses — Pipeline to Practice 2017.
www.ctleaguefornursing.org/upload/
1827099517597a379f28e06.pdf
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Male

57% OF CT RNS ARE AGES 50+
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All CT
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TABLE 7.6: Number of Nurse Corps participants and award amounts, CT, FY 2016–2018
FISCAL YEAR

NUMBER OF NURSE CORPS STUDENTS
I N C O N N EC T I C U T

TOTA L AWA R D A M O U N T F O R S T U D E N T S

2016

8

$ 745,594.89

2017

15

$ 1,408,572.56

2018

21

$ 1,536,879.39

Source: US Department of Health and Human Services, and HRSA. (2016–2018) Report to Congress: Nurse Corps Loan Repayment and Scholarship
Programs Annual Report. www.hrsa.gov/sites/default/files/hrsa/about/organization/bureaus/bhw/reportstocongress/2016-nurse-corps-rtc.pdf

D I S T R I B U T I O N O F H E A LT H C A R E FA C I L I T I E S
Our State has a robust system of health care facilities with
distinct structures to meet the varied needs of the population.
•	A Hospital or Medical Center is an institution that is built,
staffed, and equipped to provide a broad range of services:
the diagnosis of disease; for the treatment, both medical
and surgical of the sick and injured and for the housing of
patients during this process. Some hospitals also provide
maternity and newborn care, behavioral health and
rehabilitation services. Hospitals may serve as centers of
research, biotechnology and teaching of medical staff.
•	A Hospital Outpatient Center (or Clinic) provides clinicallyintegrated observation, diagnostic and treatment services
for patients who do not need to be admitted to the hospital.
Surgical Outpatient Clinics provide minor surgical procedures.
•	Urgent Care Centers provide access to care for an urgent
illness or injury that requires care within 24 hours but is
not life-threatening and does not require an emergency
department visit. These centers are open for extended hours
such as evenings, weekends and some holidays.
•	School-based Health Centers (SBHC) provide an interdisciplinary
model of co-located medical and behavioral health services to
students in elementary, middle and high schools.
•	Community Health Centers (CHC), also known as Federally
Qualified Health Centers (FQHCs) provide coordinated
medical, dental, behavioral health and lab services to people
of all ages regardless of ability to pay. All Connecticut CHCs
have multiple sites.

In terms of geographic distribution, Northwest Connecticut —
and its mostly rural communities — has the least number and
smallest concentration of healthcare facilities, as highlighted in
Figure 7.25.

“Appropriate mental health care is a big issue,
especially [in places] [where you] can drive
an hour to see a therapist for 45 minutes so that’s
an issue.”
— STATE HEALTH ASSESSMENT FOCUS GROUP,
FAMILIES AFFECTED BY AUTISM

Pharmacy Workforce and Systems
People are living longer with multiple co-morbidities that
require increased access to and use of medicines both nationally
and in Connecticut. As the primary dispensers of medications,
pharmacists serve an important role in our healthcare system.
Pharmacists dispense medication, counsel patients on the use
of prescription and over-the-counter medication, advise patients
about general health topics, and often complete third-party
insurance forms and other paperwork, serving as an important
liaison between the patient and a complex insurance regulatory
system. The pharmacy workforce directly impacts individual
behavior (medication adherence), medical literacy (drug effects
and interactions), access to health care (increased role in
vaccination and clinical duties), and the built environment
(pharmacy staff operating in a variety of settings).
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FIGURE 7.25: Geographic distribution of healthcare facilities, CT, 2017

Source: CT OHS, Health Systems Planning. Data analyzed March 5, 2019.
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W O R K F O R C E D E M A N D A N D C A PA C I T Y
The need to expand the pharmacy workforce is increasing.
Retailers are expanding their pharmaceutical services, scientific
advancements continue to develop new medications and
therapies, and as more people in the US are insured, prescription
requests will likely also increase.
In addition, both pharmacy technicians and aides (e.g., clerks
or cashiers) are also needed for direct patient care and support.
While pharmacy aides typically answer telephones, handle
money, stock shelves, and perform clerical duties, they increasingly
work and collaborate with technicians to refer questions
related to prescriptions, drug information, or health matters
to a pharmacist.13
In our State, there is a relative workforce capacity shortage of
the pharmacy workforce. For pharmacists, reasons for this
include the cost of schooling, training, and accreditation, and
high education requirements for non-US pharmacists. For
pharmacy technicians and aides, non-standardized training
and schooling limits their ability to be confidently delegated
complex duties.
Currently, Connecticut has approximately 2,810 full-time
equivalent (FTE) pharmacists, comprising less than 1% of the

national pharmacist workforce. For all pharmacy occupations
(i.e., pharmacists, pharmacy technicians, and pharmacy aides),
Connecticut has a smaller percentage of employment when
compared to the rest of the US. Connecticut has approximately
1.7 pharmacists for 1,000 residents, compared to the national
average of 2.21 (Figure 7.26). Connecticut’s pharmacy workforce
has remained relatively steady across the last decade, despite
our steadily increasing population and changes in total number
within our workforce.
Increasing and strengthening this workforce, specifically
for pharmacists and pharmacy technicians, could provide
opportunities to advance health equity. Nationally, the estimated
annual cost of drug-related morbidity and mortality resulting
from non-optimized medication therapy was $528.4 billion,
equivalent to 16% of total US healthcare expenditures in 2016.14
In addition, the national opioid epidemic and other drug-related
adverse health outcomes underscore the necessity of the
pharmacy workforce, as they control access to medicines and
medical expertise. It is also important to consider where the
pharmacy workforce is concentrated in order to ensure equity
in access to medications as residents who live in the more rural
parts of our State are more dependent on transportation and
local public transportation options in Connecticut are primarily
designed for use within and around our urban centers.15

FIGURE 7.26: Active pharmacy workforce-to-population ratio, CT, 2010-2017
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344

C O N N EC T I C U T P R E S C R I P T I O N
M O N I TO R I N G R E P O R T I N G SYS T E M
The national opioid epidemic highlights the importance of
our pharmacy workforce and the systems that support them.
Beginning in the 1990s, increased opioid prescriptions have
led to the misuse of prescription and non-prescriptive opioids
among Americans. This trend accelerated in 2013 with the
surge of fentanyl (a powerful synthetic opioid) use, culminating
in the declaration of a national public health emergency in
October 2017. In response to the opioid crisis, Connecticut’s
Department of Consumer Protection (CT DCP) established the
Connecticut Prescription Monitoring Reporting System (CPMRS),
a centralized database to collect prescription information for
schedules II, III, IV, and V controlled substances that are legally
dispensed. The CPMRS aims to provide a complete picture of a
patient’s controlled substance use, allowing prescribers to review
drug histories and prescriptions by other providers. The CPMRS
ultimately intends to improve patient care, reduce prescription
abuse, addiction, and overdose, and allow providers to properly
manage a patient’s treatment, including the referral of a patient
to drug abuse or addiction services, when appropriate.

Prescriber Registration and Utilization
Prescriber registration into and utilization of the CPMRS system
provides a gauge for how well our State is responding to the
opioid crisis. Increased prescriber utilization of the CPMRS would
reduce overprescribing of opioids and other habit-forming
prescription medications, and therefore, reduce conditions that
lead to addiction and death, as well as the resultant social and
economic stresses that many of our communities endure.
Prescribers in possession of a Connecticut Controlled Substance
Registration are required to register in the CPMRS. Since the
system’s inception in 2014, registration and utilization by
prescribing practitioners have increased more than 3- and
6-fold, respectively (Figure 7.27). It should be noted that not all
prescribers with a Controlled Substance Registration prescribe
controlled substances. Also, prescribers may have multiple
Controlled Substances Registrations, but only one log-in to the
system is required. As such, the proportion of registered CPMRS
users will never reach 100%.

THE PHARMACY WORKFORCE PROVIDES CRITICAL SERVICES
TO PROMOTE HEALTH
•	Medication adherence can have a more
direct impact on patient outcomes than
the specific treatment itself; it is estimated
that adherence to chronic medications is
about 50%.

•	Effective interventions include face-to-face
counseling, mobile text messaging, simplifying
medication regimens, using adherence
packaging, minimizing adverse effects, helping
with access, and engaging team members.

•	Pharmacists can build trust with patients
by maintaining a blame-free environment
and providing patients with praise for
goal achievement.

•	Improving adherence can ultimately generate
substantial clinical and financial rewards.
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Source: Kim, J. (January 19, 2018). Medication Adherence:
The Elephant in the Room. Pain Management, 43(1), 30–34.
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FIGURE 7.27: Percentage of prescribers registered and utilizing the Connecticut Prescription Monitoring and Reporting System
(CPMRS), CT, 2014–2017
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Source: CT DCP Prescription Monitoring Program, CPRMS Data. Data analyzed September 9, 2019. Retrieved from
https://portal.ct.gov/DCP/Prescription-Monitoring-Program/CTPMP-Statistics.

FIGURE 7.28: Percentage of licensed pharmacists registered in
the CPMRS, CT, 2015–2017
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Legal Controlled Substance Prescription Usage throughout Connecticut.
Retrieved from https://portal.ct.gov/-/media/DCP/drug_control/PMP/
Statistics/2016-CPMRS-Statistics.pdf?la=en. 2017 data obtained
by request.

Pharmacist Registration
As with prescribers, pharmacists registering in the CPMRS
increase the likelihood that a patient’s prescription dispensing
history is reviewed, therefore averting systemic conditions that
enable opioid misuse and abuse. From 2015 to 2017, pharmacist
registration has increased marginally; ultimately, the goal is to
have all of Connecticut’s licensed pharmacists registered in the
system (Figure 7.28).
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PROGRAM SPOTLIGHT: CHANGE THE SCRIPT AND CHANGE
THE SCRxIPT
Change the Script is a statewide public
awareness campaign to help communities
deal with the opioid epidemic and change
cultural norms.
•	The campaign connects town leaders,
healthcare professionals, treatment
professionals, and community members
with resources to face prescription
opioid misuses.
•	
Types of resources include:
+ P
 revention: To raise awareness of the risks
of addiction to prescription opioids.
+ T
 reatment: To highlight the proven ways
of treating prescription opioid problems.

The Health of Connecticut | Health Systems

+ R
 ecovery: To highlight resources in the
community to help people establish and
sustain lifelong recovery.
Change the SCRxIPT aims to raise awareness
among prescribers of the CPRMS and increase
registration and usage.
•	Information provided includes: new CPMRS
tools and features, information on legislative
mandates, and resources to inform and
guide clinical practices to prescribe and
dispense controlled substances.
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CHAPTER 8:

Climate & Health
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INTRODUCTION

The climate of Connecticut is changing and these changes pose risks to the
health of our populations. Rates of Emergency Department (ED) utilization for
heat-related illness are associated with annual rates of extreme heat days and
differences in ED visit rates for heat-related illness are evident between race/
ethnicity groups in our state. Another outcome associated with increasing
temperatures globally is rates of infection with the pathogen Vibrio, and these
rates have been on the rise in our state since the mid-1990s.
National assessments recognize populations most
vulnerable to the impacts of climate change to include
those with low income, some communities of color, as
well as numerous other distinct vulnerable populations.
National standards identify a vulnerability assessment
as a necessary first step for state health departments to
address the health impacts of climate change. Currently,
those state health departments that undertake such
assessments have dedicated programmatic support from
CDC to address the health impacts of climate change in
their populations.
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Although DPH did a preliminary assessment of the health
impacts of climate change in Connecticut at the beginning
of this decade, our agency has not yet conducted a more
detailed assessment to identify populations most vulnerable
to climate change, nor does DPH have a dedicated
program focused on climate and health. Coordination with
other state agencies, local health directors, Connecticut
universities, and non-governmental stakeholders will be
important for addressing the impacts of climate change
in Connecticut.
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C H A N G E S TO O U R C L I M AT E
Regional and local climates and weather patterns throughout the world are changing.1;2;3
Connecticut’s climate is no exception to this trend, with average annual temperatures and
precipitation totals that have been increasing in the state since the late 1800s, as well as
temperature and precipitation extremes that are becoming more frequent (Figure 8.1).4 Our
state’s climate is predicted to continue to change through at least the end of this century,
and consequences include increased risk of extreme weather and associated events, such
as severe heat and heat waves, floods, and droughts.4;5
The rates of temperature increase occurring in our state are not
the same across all seasons, geographic areas, nor time of day.
Connecticut’s winter temperatures have increased the most
rapidly in recent decades compared to other seasons. Projections
for the future include increases in average annual temperatures
by 5°F by mid-century compared to the last three decades
of the 20th century, with rates of increase being highest in the
summer months for the future. In general, Connecticut’s
patterns of temperature increase are similar to those of other
states in the Northeast, which, as a region, is warming more
rapidly than the rest of the U.S.4

Annual average precipitation totals have also increased in
Connecticut in recent decades, with most of the increases
occurring during the summer and fall. As temperatures increase,
rainfall becomes less frequent, yet more intense, due to the
capacity of warmer air in the atmosphere to hold more moisture.4
Extreme precipitation events, such as increases in the number
of days with more than one inch of precipitation, and increases
in the number of days with heavy precipitation, are projected
for the future in Connecticut. As a region, the Northeast has
experienced greater increases in rates of extreme precipitation

UNDERSTANDING WEATHER AND CLIMATE
•	Weather and climate are two closely related
concepts that are often confused with one
another. The term weather is typically defined
as the state of the atmosphere with respect
to precipitation, temperature, humidity, wind,
visibility, and cloudiness on a daily or hourly
basis in a specific location. Climate on the
other hand, refers to average weather patterns
observed for a location over a long period of
time, usually longer than 30 years.1
•	Knowledge of the climate is important to
predict the probability of certain types of
weather occurring in a specific region, but

cannot be used to predict a specific weather
event. An easy way to remember the
difference is that climate is what we expect
and weather is what we get.1
•	A consensus of scientists agree that changes
to climate worldwide are caused by human
activities, such as extracting and burning
coal, oil, and gasoline and cutting down and
burning forests, which have dramatically
increased the amount of heat-trapping gases,
also known as “greenhouse gases,” released
into the atmosphere.2;3
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events, as well as sea level rise, compared to any other region in
the US.5 As such, increasing extreme precipitation and flood
risk (both inland and coastal) help to characterize the experience
of our populations with climate change relative to people that
live in other parts of the country (Figure 8.2).6

While extreme precipitation is projected to increase in the future
for Connecticut, the majority of that intensity is expected for
future winters and springs. By contrast, during the summer,
higher temperatures are expected to increase the risk of drought
in Connecticut through at least mid-century. The length of
the growing season in Connecticut is expected to increase by
approximately 30 days by mid-century relative to the last three
decades of the 20th century.4

FIGURE 8.1: Average number of days annually with maximum temperatures > 90 °F, by county and five-year time period,
CT, 1982–2016
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Source: Centers for Disease Control and Prevention, National Environmental Public Health Tracking Network. Data analyzed September 30, 2019.
Retrieved from www.cdc.gov/ephtracking
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FIGURE 8.2: Major US national and regional climate trends.
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Sea Level
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and parts of the Gulf Coast have
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Hurricanes
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duration of North Atlantic
hurricanes, as well as the
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Source: Balbus, J., Crimmins, A., Gamble, J. L., Easterling, D. R., Kunkel, K. E., Saha, S., & Saroﬁm, M. C. (2016). Ch. 1: Introduction: Climate Change and
Human Health. In The Impacts of Climate Change on Human Health in the United States: A Scientiﬁc Assessment. (pp. 25–42). Washington, D.C.: U.S.
Global Change Research Program.
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F O U N DAT I O N A L W O R K O N C L I M AT E A N D H E A LT H
It is now recognized by a broad range of international and national organizations that changes to
the climate are negatively impacting human health and will continue to do so in the future.6;7;8
Health outcomes in Connecticut’s populations are sensitive to many of the environmental
hazards posed by our changing climate, as detailed throughout this chapter. DPH expects
negative impacts of climate change on the health of our residents in the future, in the absence
of aggressive global mitigation of greenhouse gases and development and deployment of
strategies to develop adaptive capacity in our communities, a concept also described later in
this chapter. This conclusion is based on a variety of assessments, both for the region and for
neighboring states, which have dedicated state health programmatic support from CDC to
address the health impacts of climate change.5;9;10;11

Support for the prediction of negative health outcomes in our
populations due to climate change also comes directly from the
work that DPH did in collaboration with state partners at the
beginning of this decade. Specifically, our agency contributed
to both an impacts assessment and preparedness plan released
in 2010–2011 by the Adaptation Subcommittee of a statewide
government committee dedicated to addressing the impacts of
climate change on our state.12;13 The result of this work was a
series of statements about potential impacts of climate change
on health in Connecticut, as well as recommendations for
Connecticut to prepare for these impacts (see call-out box
below). As described in the first report, the work of this
subcommittee was limited due to the pressing priority of
addressing the H1N1 influenza pandemic. A more comprehensive
assessment was recommended. According to national standards,
a climate and health assessment focused on population
vulnerabilities is an essential first step for state and local health
departments to evaluate and prepare for the negative health
impacts of climate change.14 Currently, it is primarily only those
states with programmatic funding from the CDC to address
climate and health that have released such reports.15
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The rest of this chapter revisits points raised in the initial impacts
report developed by the Adaptation Subcommittee. Although
it is limited in detail and scope, due to the absence of a more
detailed assessment report and limited research of Connecticutspecific health impacts of climate change, it provides data
on climate and health indicators as a move towards a more
comprehensive understanding and assessment of climate and
health in our state. These indicators were selected primarily on
recommended sets from the peer-reviewed literature and data
availability. Therefore, the health outcomes associated with
these indicators are not necessarily those that will contribute the
most disease burden resulting from future climate change in
our state. Rather, the indictors are those that our agency is in
a position to report at the time of this assessment. Further, for
those health outcomes detailed in this chapter, any changes
in recent years observed may be caused by changing climactic
variables but such a conclusion cannot be reached without
further analysis. That is because patterns in climate-sensitive
conditions and risk factors can also by driven by non-climateassociated changes to our environment, such as pollution, as well
as changes in the vulnerability statuses within our populations.
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PUBLIC HEALTH WORKING GROUP RECOMMENDATIONS TO THE
CONNECTICUT CLIMATE CHANGE PREPAREDNESS PLAN
In 2011, DPH coordinated with four other state
agencies as part of the Governor’s Steering
Committee on Climate Change to develop a
preparedness plan for the state culminating in
eighteen recommendations specific to three
action areas for public health:

3. D
 evelop educational materials concerning poor
air quality.
4. C
 ontinue to monitor health ailments caused by
ozone non-attainment.

Best Management Practices

5. A
 ssist local health departments with climate
change adaptation.

1. Consider the needs of vulnerable populations
in climate change adaptation planning.

6. I ncorporate climate change preparedness
strategies into public health education.

2. Evaluate ozone non-attainment alert systems.

7. Develop a database of morbidity and mortality
caused by climate change.

3. Evaluate current early extreme weather events
warning system and emergency response plans.
4. Continue to develop and update all municipal
emergency preparedness plans for extreme
weather events.
5. Develop cooling station best management
practices.
6. Develop criteria for school closings and outdoor
play during extreme heat events.
Research, Monitoring and Education
1. Educate other sectors of state government
about public health climate change impacts
and adaptation.
2. E
 ducate local health department staff on climate
change impacts.

8. Intensify vector associated disease monitoring.
9. Increase airborne pollen monitoring.

Policy, Regulation, and Funding
1. D
 evelop legislation to allow regulatory agencies
to respond to extreme heat conditions in
occupational settings.
2. C
 ontinue to support funding to provide
for adequate updates to municipal sewage
infrastructure.
3. Support funding to provide for adequate updates
to municipal water infrastructure.
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W E AT H E R-R E L AT E D M O R B I D I T Y A N D M O R TA L I T Y
Weather1 is associated with morbidity and mortality in our populations, and these impacts
on our health are easily monitored by classifying them by associated weather type, including
heat-related (includes hyperthermia), cold-related (includes hypothermia), or flood-, stormand lightning-related.16 When instances of illness and death are recorded in DPH datasets, for
example, the deaths registry or the hospitalization datasets, it is possible to analyze whether
the weather exposure was listed as the primary cause of death or complaint, or an associated
cause. Unless otherwise specified here, weather-related deaths or ED visits refer to those for
which weather-exposure was the primary or an associated condition. As part of the growing
emphasis on analyzing weather-related morbidity and mortality due to concerns about climate
change globally, it has been recognized that health outcomes associated with weather may be
underreported in datasets that rely on medical coding.16

Heat-related Illness
Humans need to maintain internal body temperatures within a
safe range to avoid consequences such as damage to the brain
and other vital organs and, in severe, untreated cases, death. We
naturally do this through a process known as thermoregulation,
which allows us to remain cool when exposed to excessive heat.
Thermoregulation includes sweating and changes to the surface
of our skin to allow for heat exchange between our bodies and
the surrounding air. The set of conditions that can occur when a
person stops being able to thermoregulate to overcome a rising
body temperature due to exposure to excessive natural heat are
collectively referred to as heat-related illness, often called heat
stress. Heat-related illness can manifest in a number of clinical
outcomes, ranging from mild heat edema and rash, fainting, and
heat cramps to heat exhaustion.
Connecticut’s populations are susceptible to heat-related illness.
Between 2014 and 2018, there was an average of 410.6 ED visits
for heat-related illness each year and the average age-adjusted
rate was 11.4 per 100,000. Between 2000 and 2018, the annual
age-adjusted rate of ED visits for heat-related illness did not
change statistically for the entire population. Rates for the entire
population are strongly associated with the number of days
each year for which the heat index was over 95°F, a threshold
used by the National Weather Service for issuing a heat advisory
(Figure 8.3).17
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Populations most vulnerable to heat-related illness generally
include people with chronic health problems (cardiovascular
disease, diabetes, and obesity), infants and young children,
outside workers, and older people. Adults, teens, and children
that exercise in heat are also vulnerable.18 In Connecticut,
men are at an increased risk for ED visits for heat-related illness
compared to women (Figure 8.4).
Non-Hispanic Black populations are at higher risks for heat-related
illness compared to both non-Hispanic White and Hispanic
populations, based on age-adjusted rates of both ED visits for
the period 2014–2018 (14.5 visits per 100,000 versus 11.8 and 10.2
visits per 100,00, respectively). Non-Hispanic Asian populations
have the lowest rates of ED visits for heat-related illness over
this same period, with an age-adjusted ED visit rate of 2.1 visits
per 100,000.

Weather-related Mortality
Exposure to weather can result in death, either as a primary or
associated cause, in Connecticut’s populations, with an average
of 16.4 weather-related deaths each year between 2014 and
2018. The age-adjusted mortality rate over this period was 3.5
deaths per 100,000. The vast majority (89%) of the weatherrelated deaths for 2014–2018 were cold-related (Figure 8.5).
Among the 73 cold-related deaths, exposure to excessive natural
cold or hypothermia was listed as the primary cause of death in
47% of deaths. By contrast, weather exposure was the primary
cause of death for seven of the nine heat-related and flood,
storm, and lightning-related deaths between from 2014 to 2018.
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FIGURE 8.3: Annual age-adjusted rates for total population of emergency department visits for heat-related illness by year, CT,
2000–2018; number of days with heat Index > 95 ° F, averaged over counties, CT, 2000–2016
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FIGURE 8.4: Rate of emergency department visits for heat-related illness by age group and gender, CT, 2014-2018

Men

ED VISIT RATE PER 100,000

20

19.9

17.9

17.9

17.1
14.0

15
8.6

10
6.1
5
0

10.8
7.8

Women

14.0

13.0

9.9
7.5

7.9

7.3

7.4

8.8

5.3

0–4

5–14

15–24

25–34

35–44

45–54

55–64

65–74

75+

AGE GROUP

Source: Connecticut Environmental Public Health Tracking Network, Connecticut Emergency Department Visit Dataset. Data analyzed October 11, 2019.

358

BEST & PROMISING PRACTICES: PREVENTION OF
HEAT-RELATED ILLNESS
Important precautions during periods of
extreme heat can help prevent heat-related
illness:

•	Drink fluids regularly, not waiting until you
are thirsty to drink. Water and sports drinks
are best — avoid sugary drinks and alcohol.

•	Air conditioning is the strongest protective
factor against heat-related illness. Seek air
conditioned buildings if you do not have
access to an air conditioner in your home.

•	Protect your body from sunburn by wearing
UVA/UVB-labeled sunscreen, sunglasses
and a hat. Sunburn increases the body’s
temperature and can lead to dehydration.

•	Limit or avoid outdoor activities during
heat advisories and heat warnings.

•	Become familiar with the differences in
the warning signs of heat stroke and heat
exhaustion and understand the ways
to treat them (www.cdc.gov/disasters/
extremeheat/warning.html).

•	Contact relatives age 65 and older twice a
day during heat waves.
•	Do not leave children or pets in parked
cars, even with open windows.
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FIGURE 8.5: Percentage of weather-related mortality by type,
CT, 2014–2018
Heat-related
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As a region, the Northeast has a higher rate of weather-related
deaths than most other parts of the country.19 Rates of
cold-related mortality in Connecticut closely follow those for
all weather-related mortality over the period 1999–2008
(Figure 8.6); counts are aggregated to allow for age-adjustment.
Rates of all weather-related mortality do not exhibit a statistical
annual trend over the period 1999–2018. Projections of
weather-related mortality rates indicate that rates of cold-related
deaths in our region will decrease in the future due to warmer
winters, but rates of heat-related deaths will increase. Overall,
the premature mortality rate for deaths due to weather are
expected to increase in the absence of aggressive greenhouse
gas reduction and adaptation to increasing temperatures in
our populations by mid-century.19 Long-term predictions for
weather-attributable mortality rates, i.e. for the end of this
century, depend on assumptions of mathematical models used
to project future temperatures.19;20
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Source: CT DPH Surveillance Analysis and Reporting, CT Death Registry,
2014–2017, 2018 (provisional). Data analyzed October 2, 2019.

FIGURE 8.6: Age-adjusted rate of weather- and cold-related mortality by year and cause, CT, 1999–2018
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A I R A N D WAT E R Q UA L I T Y
Recent decades have been witness to significant improvements in air and water quality in our
state, as detailed in the Environmental Health chapter of this State Health Assessment. Climate
change, however, is expected to pose a growing challenge to such improvements on a number
of fronts.

When it comes to outdoor air quality, three main types of
pollution sensitive to climate change are of most concern.5;21
The first of these is ground-level ozone, a pollutant described
in the Environmental Health chapter. Ground-level ozone is
sensitive to increasing temperatures because it forms when
ozone precursors react with sunlight and heat. Ground-level
ozone rates in Connecticut are currently declining. However, the
effects of increasing temperatures may reverse this trend in the
future.13;22 The second concern for outdoor air quality associated
with Connecticut’s changing climate is pollen, in particular,
ragweed pollen. Ragweed pollen is the cause of the most common
type of seasonal allergy, hay fever. Throughout the Northeast,
ragweed pollen seasons are expected to increase both in length
and intensity, due to both rising temperatures, as well as greater
available of carbon dioxide in the atmosphere due to greenhouse
gas emissions. Finally, wildfires are predicted to increase in
intensity and frequency due to climate change, and their emissions
are expected to contribute significantly to PM2.5, also described
in the Environmental Health chapter. Although increasing risk
of wildfire is primarily a concern for the western United States,
emissions from wildfires can travel hundreds of miles.5;22
Indoor air quality is also predicted to be impacted by climate
change.5;22;23 Increased rates of extreme precipitation and other
types of extreme events, including flooding and winter storms,
can damage buildings and allow for entry of moisture. Increasing
humidity outdoors can also increase condensation and dampness
indoors. Indoor moisture and humidity can then foster the
growth of mold, among other indoor air pollutants. Additionally,
storms and floods, and their associated power outages, can
reduce ventilation in buildings and reduce indoor air quality.
Power outages during storms and floods also put our residents
at risk for carbon monoxide poisoning due to improper use of
backup power generators, as well as improper indoor use of
wood-burning and other appliances intended for outdoor use.21
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Intense rainfall events can also overwhelm the older sewer
systems found in our more urban towns in Connecticut and the
quality of water in surrounding areas.5;24 These older sewer
systems, known as combined sewer systems, were designed and
built during the early- to mid-19th century. They allow for flow of
sewage from homes, commercial, and industrial sites and storm
water from separate points of entry into a single set of pipes to
wastewater treatment plants (Figure 8.7). When these systems
were built, intense rainfall events were less frequent and pipe
capacity could could accommodate both types of waste without
the system causing an overflow events most of the time. In cases
where volumes were too large, overflows built into the system
allow for dumping of sewage system contents to nearby water
bodies and rivers. Contaminants include raw and partially treated
sewage (screened for solids), industrial wastewater, and storm
water.25 These overflows are a public health concern, primarily
because of potential exposure to viruses and bacteria, and risk
of diarrheal illness to anyone exposed to contaminated waters.
Currently, six towns within Connecticut have combined sewer
systems, and information about locations and timing of events
when discharge is released from overflow locations is available
from CT DEEP.26 Since 1970, towns in Connecticut with combined
sewer systems have been working to update sewer systems to
eliminate the existence of such overflows.26
Climate change also poses challenges for our drinking water,
as described in the Environmental Health chapter. Access to
potable drinking water is a concern during floods and storms
because water systems, both public and private, can fail during
these types of events due to power outages.24 Public water
systems supply drinking water to residential areas, but also
critical community facilities that become particularly important
during emergency and natural disaster response. These critical
facilities include care facilities, city and town halls, community
centers, emergency medical services, schools, and shelters.
Nearly 80% of the 1,617 priority critical facilities in Connecticut’s
four coastal counties (Fairfield, New Haven, Middlesex, and New
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FIGURE 8.7: Combined sewer overflows

Source: U.S. Environmental Protection Agency (2004). Report to Congress: Impacts and Control of CSOs and SSOs. Document No. EPA 833-R-04-001.
Retrieved from www.epa.gov/sites/production/files/2015-10/documents/csossortc2004_full.pdf

London Counties) have been associated with a public water
system potentially vulnerable to a flood event due to their
proximity to a Federal Emergency Management Agency (FEMA)
flood zone and improved flooding infrastructure resilience is
recommended for many of those systems. Additionally, an
estimated 72% of Connecticut public water systems either lost
power or relied on a generator during extreme weather events
over the past decade.27

Bacterial Sampling at Marine Beaches
As described in the Environmental Health chapter, beach closures
occur when local health officials suspect that water quality is
adversely impacted by storm water runoff. One of the ways that
public health officials monitor this potential is by measuring the
amount of enterococci, a common bacteria found in human and
animal waste, in water samples taken on a weekly basis at beaches
along our coast. Enterococci are typically not harmful to humans,
but rather, their presence indicates possible presence of other
microbes from fecal contamination that can make us sick in
our water supply. Sources of enterococci in recreational waters
typically include sewage from combined sewer overflow events,

agricultural and urban runoff, as well as direct input by animal
defecation, bather shedding, and boats, among other sources.28
Sources can vary greatly based on beach formation and distance
from rivers, canals, and marshes.29
Levels of enterococci that exceed threshold set by the US
Environmental Protection Agency (EPA) indicate possible
contamination of beach water with disease-causing microbes
due to fecal contamination. A sample for which this threshold is
exceeded is known as a bacterial exceedance sample, and the
percentage of all samples taken on a weekly basis that exceed
this threshold provides a measure of changes in the water
quality at our beaches from year to year. Because some of the
possible sources of enterococci in beach waters in Connecticut
are sensitive to heavy rainfall, rainfall may be one of the drivers
of high bacterial exceedance rates and one may expect these
events to be increasing.30;31 Analysis of the trend of the bacterial
exceedance rate by year for Connecticut beaches does not show
a trend of increasing or decreasing over the period 2003–2018
(Figure 8.8). Continued bacterial monitoring at Connecticut
beaches and determination of sources of enterococci to inform
beach closures is important to limit exposures in our residents to
fecal contaminants at our beaches.
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PERCENTAGE OF BATERIAL EXCEEDANCE SAMPLES

FIGURE 8.8: Percentage of bacterial exceedance samples from marine beaches by year, CT, 2003-2018
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V E C TO R-B O R N E D I S E A S E A N D F O O D S A F E T Y
The potential challenges to water quality in our state as described above may put our residents
at a greater risk of diarrheal disease due to exposure of viruses, bacteria, and parasites in our
water systems. Other types of disease caused by these organisms are likely to be impacted by
our changing climate, including vector-borne diseases and food-borne illnesses.

Vector-borne diseases are defined as diseases spread by
mosquitoes, ticks, and fleas. The most common vector-borne
diseases in Connecticut are spread by ticks, including Lyme
disease, anaplasmosis, and babesiosis. In addition, diseases
spread by mosquitoes such as West Nile and Eastern equine
encephalitis virus are a concern in some years. The incidence
of vector-borne disease peaks in the summer months when
ticks and mosquitoes are most active. However, the tick
that transmits Lyme and other diseases, the blacklegged or
‘deer’ tick, can be active on warmer days during the winter.

when consumed. Many pathogens prefer warm and moist
conditions, which is a concern with an increase in temperature.
Refrigeration units must be able to maintain foods at safe
temperatures amid the rise in the temperature outside, and
power outages due to storms and floods can pose risk for
food-borne illness.35 One type of food-borne illness that has
gained much attention due to association of the change in
abundance and geographic range of the pathogen that causes
it and rising global temperatures associated with climate
change is the Vibrio infection.24;36

The numbers and activity of ticks and mosquitoes in the
environment are influenced by winter and summer temperatures,
humidity, and rainfall. Research suggests changes in these
climatic factors could impact the abundance and geographic
distribution of vector species and extend the period during the
year when vectors are active.32;33 Nationally, the incidence
of vector-borne diseases has increased over the last 15 years and
new viruses and bacteria which can infect humans have been
identified.34 In Connecticut, increases in certain vector-borne
diseases, such as anaplasmosis, and emergence of other diseases,
such as Powassan virus, have been identified in recent years.
These increases might be due to increases in recognition and
diagnosis or reporting. Continued surveillance for vector-borne
diseases is necessary to monitor the incidence and distribution
of these diseases in coming years.

Vibrio Infections

Food safety and the incidence of foodborne disease have the
potential to be greatly affected by some of the environmental
variations associated with climate change.5;35 As was mentioned
in previous sections, changes in weather patterns can lead to
severe events, such as flooding, drought conditions, and an
increase in ambient air temperature and humidity. Keeping the
foods we eat safe can become more difficult with these added
factors. Flooding waters may contain raw sewage and can affect
the quality of water used to irrigate the growing fields as well as
water used to rinse produce. Flooding can also contaminate the
soil in which crops are grown and animal feed. Maintaining
certain foods at safe temperatures is also an important step in
preventing the growth of some bacteria that can cause illness

Vibrio infections are caused by the bacteria Vibrio, which
naturally live in certain coastal waters. Most people become
infected by eating raw or undercooked shellfish, particularly
oysters. Typical symptoms include watery diarrhea, abdominal
cramping, nausea, vomiting, fever, and chills. Symptoms
usually occur within 24 hours of ingesting the bacteria. Severe
illness is rare but can occur, particularly in people with weakened
immune systems. Vibrio bacteria can also cause skin infections
when open wounds are exposed to salt or brackish water.
Active laboratory-based surveillance for Vibrio was started
in Connecticut in 1996 through the Foodborne Disease Active
Surveillance Network, a collaborative program between
DPH and CDC. The number of reported Vibrio cases is highest
during July through September. This seasonal peak in human
infections coincides with higher concentrations of the Vibrio
bacteria being present in the water between Mayand October
when water temperatures are warmer (Figure 8.9). Overall,
the annual incidence of confirmed Vibrio infections has been
increasing since 1996 (Figure 8.10). Warming of coastal
waters, which contributes to growth and persistence of Vibrio
bacteria, has been proposed as a factor. The increase in
infections in more recent years might also be due, in part, to
more infections being diagnosed. Newer testing methods that
do not require confirmation by culture have become more
widely used and has contributed to the increase in incidence
of all Vibrio infections.
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FIGURE 8.9: Average annual number of cases of Vibrio infections by month, CT, 2014–2018
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FIGURE 8.10: Crude incidence rate of Vibrio infections by year, Connecticut, 1996–2018
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VULNERABILITY
The three factors that comprise vulnerability — exposure, sensitivity, and adaptive capacity
— intersect with the social determinants of health. Therefore, reducing health disparities and
achieving health equity in Connecticut requires also addressing the impacts of climate change,
particularly on vulnerable populations.
Climate change will not affect everyone equally, as some
people are more vulnerable to the impact of climate change
than others.37Vulnerability is determined by three main
factors. First, some people have more exposure to the climate
hazards detrimental to human health. Exposure is influenced
by circumstances including occupation, socioeconomic
status, community infrastructure condition, and compromised
mobility or cognitive function. For instance, during a hurricane,
a person’s ability to get out of harm’s way may be limited by
physical mobility, access to a vehicle, and the condition of the
local emergency evacuation routes. As another example, outdoor
workers have more exposure to temperature extremes than
those who work indoors. Second, some people have higher
sensitivity to climate hazards. Sensitivity is influenced by
biological traits including health status and age, as well as by
socioeconomic factors. For instance, the elderly are generally
more physically susceptible to heat-related illness, as are those
with certain chronic medical conditions like heart disease or
mental illness. Third, vulnerability is influenced by an individual
or community’s adaptive capacity, that is, the ability to adapt

to or cope with change. Therefore, supporting strategies
for Connecticut residents and communities to build adaptive
capacity will help to reduce the possible health effects of climate
change. Building social cohesion, providing emergency
preparedness resources, and adapting infrastructure to new
climate conditions are all examples of actions that would
contribute toward greater adaptive capacity.37
These three factors — exposure, sensitivity, and adaptive
capacity — intersect with the social determinants of health
(Figure 8.11). Therefore, reducing health disparities and achieving
health equity in Connecticut requires also addressing the impacts
of climate change, particularly on vulnerable populations. Across
the United States, populations of most concern for vulnerability
to the negative health impacts of climate change are indigenous
peoples, children and pregnant women, older adults, outdoor
workers, persons with disabilities, persons with chronic medical
conditions, and communities of color, low income, immigrants,
and limited English proficiency groups.37
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FIGURE 8.11: The intersection of social determinants of health and vulnerability
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O U R O P I N I O N S A B O U T C L I M AT E C H A N G E
Researchers that specialize in communicating about climate change recognize that knowledge of
how climate systems work and the causes, consequences, and solutions associated with climate
change is associated with how interested and engaged an individual is in taking personal or
collective action to address it.38;39
Comparison of absolute percentage values for three key
beliefs and risk perceptions that are positively associated with
support for public action to address climate change suggest
slightly higher values for Connecticut versus the U.S. (Figure
8.12).40 Nonetheless, from an absolute perspective, only 57%
believe that climate change is caused by human activity.
Moreover, only approximately 70% of Connecticut residents
believe that climate change is happening (Figure 8.12).

Opinions about climate change vary strongly among subgroups
of Americans, and individuals among these subgroups tend
to be different in how they receive and react to messages about
climate change.41 Thus use of effective yet varied climate
change communication strategies that resonate with different
populations is necessary to improve knowledge and understanding
of climate change.42 Communication about climate change
and health risks posed by it to local populations is part of the
work currently being undertaken by state health departments
with programmatic support from federal sources.15

FIGURE 8.12: Attitudes and beliefs of Connecticut adult residents about climate change, CT, 2019
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CHAPTER 9:

Navigating Towards
Health Equity

372

I N C O N C LU S I O N
There is much uncovered from this assessment. For one thing, Connecticut is
aging. The data reveals that there has been a 28% increase between 2000 and 2017
in the number of people over the age of 65 living in Connecticut. Connecticut has
also grown more diverse; over the past two decades persons of color have grown
from 21% of our residents to 32%. We also learned that poverty affects many of
our Connecticut residents. One in ten people in Connecticut live below 100% of
the Federal Poverty Guidelines (FPG) and 23% of our state population lives
below 200% of the FPG. With Connecticut’s high cost of living, residents earning
below 200% of the FPG are at risk for the same poor health outcomes associated
with poverty.
In Connecticut, 29% of homeowners and 49% of renters are
cost burdened, meaning they spend more than 30% of
their gross income on housing. Being cost burdened indicates
that people are less able to afford fresh foods and healthcare,
and are at high risk for housing instability, which has been
associated with poor physical health among children.
While Connecticut compares favorably to the entire United
States regarding many health indicators, the data in this
State Health Assessment illustrates that persons of color
(anyone other than Non-Hispanic White) experience a
greater share of adverse health events. For example, the
data show a disproportionate number of children of color
were found to have a blood lead level that meets the
definition for lead poisoning; Hispanic and non-Hispanic
Black workers are at a higher risk of work-related injuries;
and the low birthweight rate for non-Hispanic Black mothers
was double that of non-Hispanic White mothers. While
there has been some progress, disparities still clearly exist.
DPH has committed to emphasize health equity in the work
we do through our mission statement, established values
and our reaffirmed strategic priorities, which can be found
in our Strategic Plan. We recognize that achieving health
equity is dependent on the Social Determinants of Health
1

(SDOH), or as defined by the Centers for Disease Control
and Prevention, the “conditions in the places where
people live, learn, work, and play [that] affect a wide
range of health risks and outcomes.” This place-based
framework for health outcomes reflects five key areas
that include economic stability; health and healthcare;
education; social and community context; and
neighborhood and built environment.1
As we move from assessment to planning, we will build
on the previous efforts and input from partners who have
been contributing to the work of the Healthy Connecticut
2020: State Health Improvement Plan (SHIP). Together, we
will look at the common upstream factors of SDOH as
cross-cutting themes to identify systemic inequities that
impact prioritized health issues. By focusing on these
determinants of health, engaging cross-sector partners,
identifying alignment of efforts and collaboratively
exploring strategic opportunities, we will create the
Healthy Connecticut 2025: State Health Improvement Plan.
This plan will serve as a roadmap for collaborative health
improvement activities over the next five years and will
prioritize the equal enjoyment of the highest attainable
standard of health for all our residents, which is a human
right and a priority.

Centers for Disease Control and Prevention. (2017, December 14). CDC Research on SDOH. Retrieved from www.cdc.gov/socialdeterminants/
research/index.htm.
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SHIP Partner Organizations
AIDS Connecticut

Connecticut Association of Zoning Enforcement Officers

All About You Collaborative Health Care Services LLC

Connecticut Autism Action Coalition

All Our Kin

Connecticut Camping Association

Alzheimer’s Association, Connecticut Chapter

Connecticut Center for Patient Safety

American Academy of Pediatrics (AAP), Connecticut Chapter

Connecticut Childcare Association

American College of Emergency Physicians, Connecticut Chapter

Connecticut Children’s Medical Center

American Federation of Teachers Healthcare Division

Connecticut Coalition Against Domestic Violence

American Heart Association | American Stroke Association

Connecticut Coalition for Environmental Justice

American Lung Association of the Northeast
Anthem, Inc.

Connecticut Commission on Women, Children, Seniors, Equity
& Opportunity

Aquarion Water Company

Connecticut Community for Addiction Recovery

Billian Stern Consulting, LLC

Connecticut Council on Safety and Health, Inc.

Brain Injury Alliance of Connecticut

Connecticut Dietetic Association

Bridgeport Health Department

Connecticut Division of Criminal Justice

Bristol Hospital

Connecticut Emergency Medical Services Advisory Board

Bristol-Burlington Health District

Connecticut Fair Housing Center

Brookfield Health Department

Connecticut Family Support Network

Capital Region Council of Governments

Connecticut Food Bank

Capitol Child Development Center

Connecticut Health Foundation

Carey Consulting

Connecticut Health Policy Project

Center for Public Health and Health Policy

Connecticut Hospital Association

Central Connecticut Health District

Connecticut Housing Investment Fund (CHIF)

Chesprocott Health District

Connecticut Institute for Communities, Inc.

Child Health and Development Institute

Connecticut Legal Rights Project

Children’s Fund of Connecticut

Connecticut Legal Services

Citizens for Quality Sickle Cell Care, Inc.

Connecticut Nurses Association

Clifford Beers Clinic

Connecticut Office of Early Childhood

Community Foundation for Greater New Haven

Connecticut Office of Healthcare Advocate

Community Health and Wellness Center of Greater Torrington

Connecticut Office of Rural Health

Community Health Center Association of Connecticut

Connecticut Office of the Child Advocate

Community Health Center, Inc.

Connecticut Oral Health Initiative

Community Health Network of Connecticut, Inc.

Connecticut Parent Teacher Association

Community Health Services, Inc.

Connecticut Physical Therapy Association

Community Renewal Team, Inc.

Connecticut Post

Conference of Churches

Connecticut Public Health Association

Connecticut Academy of Family Physicians

Connecticut Realtors

Connecticut Academy of Nutrition & Dietetics

Connecticut River Area Health District

Connecticut Agricultural Experiment Station

Connecticut Specialty Food Association

Connecticut Area Health Education Center Network (AHEC)

Connecticut State Conference of National Association for the
Advancement of Colored People (NAACP)

Connecticut Association of Housing Code Enforcement
Officials (CAHCEO)
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Connecticut State Dental Association

Ethnic Marketing Solutions

Connecticut State Dental Health Partnership

Eversource

Connecticut State Department of Administrative Services

Fair Haven Community Health Center

Connecticut State Department of Agriculture

Fairfield Health Department

Connecticut State Department of Children and Families

Family Centered Services of Connecticut

Connecticut State Department of Consumer Protection

Family Strides, Inc.

Connecticut State Department of Correction

Farmington Valley Health District

Connecticut State Department of Economic and
Community Development

FOCUS Center for Autism

Connecticut State Department of Education

Foundation for Community Health

Connecticut State Department of Education

Glastonbury Health Department

Connecticut State Department of Emergency Services and
Public Protection

Global Health Systems Consultants, LLC

Connecticut State Department of Energy &
Environmental Protection

Grainger Industrial Supply

Connecticut State Department of Housing
Connecticut State Department of Insurance
Connecticut State Department of Labor
Connecticut State Department of Mental Health &
Addiction Service
Connecticut State Department of Motor Vehicles
Connecticut State Department of Public Health
Connecticut State Department of Social Services
Connecticut State Department of Transportation
Connecticut State Department of Veterans’ Affairs
Connecticut State Medical Society
Connecticut Suicide Advisory Board
Connecticut TransAdvocacy Coalition
Connecticut Voices for Children
Consumer & Family Advisory Council
Cornell Scott Hill Health
Danbury Hospital
DataHaven
Day Kimball Hospital
Dixwell Avenue Congregational United Church of Christ
Donaghue Foundation
Early Childhood Alliance
East Shore District Health Department
Eastern Connecticut Health Network
Eastern Highlands Health District
Education Connection
End Hunger Connecticut
End Sexual Violence Connecticut
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Foodshare

Governor’s Prevention Partnership
Greater Danbury Community Health Center
Griffin Hospital
Groton Senior Center
Hartford Foundation for Public Giving
Hartford Gay and Lesbian Health Collaborative
Hartford Health Department
Hartford Health Initiative
Hartford HealthCare
Hartford Regional Lead Treatment Center
Health Resources in Action, Inc. (HRiA)
Hispanic Health Council
Hospital of Central Connecticut
Housatonic Valley Coalition Against Substance Abuse
Prevention Network
Housing and Urban Development (HUD)
iCAN KIDS, Connecticut Chapter
Imagineers, LLC
Institute for Sustainable Energy
International Code Council
John D’Amelia and Associates
Lawrence Memorial Hospital
Leading Age Connecticut
Ledge Light Health District
Legacy Foundation of Hartford, Inc.
Linda Arpino & Associates, Inc.
Madonna Place
March of Dimes
MATCH, Inc.
Mi Casa Family Services and Education Center

379

Middlesex Hospital

Stamford Hospital

MidState Medical Center

State Adolescent Health Resource Center

Milford Hospital

State Legal Services of Connecticut

Mohegan Tribal Health & Human Services Department

Statewide Hoarding Working Group

Monroe Health Department

Statewide Legal Services of CT, Inc.

National Alliance on Mental Illness Connecticut

Stratford Health Department

National Fire Protection Association

Subway World Headquarters

Naugatuck Valley Health District

Sudanese-American House

Neighborhood House Services of New Haven

The Connection, Inc.

New England Conservation Services

The Mom Source

New England Dairy and Food Council

Torrington Area Health District

New Haven Health Department

Triangle Community Center

New Haven Legal Assistance Association

UCONN — Department of Extension

New Opportunities, Inc.

UCONN — School of Dental Medicine

Newington Human Services

UCONN — School of Law

Newington Senior Center LGBT Aging Group

UCONN — School of Medicine

Newtown Health District

UCONN — School of Nursing

North Central Connecticut’s Area Agency on Aging

UCONN — School of Social Work

Northeast District Department of Health

UCONN Health

Northern Connecticut Black Nurses Association

UCONN Master of Public Health Program

Northwest Chamber of Commerce

Uncas Health District

Norwalk Health Department

United Community & Family Services

Optimus Health

United Technologies

Partnership for Strong Communities

United Way of Connecticut

Pediatric Dentistry Associates

Universal Health Care Foundation of Connecticut, Inc.

Planned Parenthood of Southern New England, Inc.

Urban League of Greater Hartford

Pomperaug Health District

Visiting Nurse Association of Southern Connecticut

Qualidigm

Wallingford Health Department

Quinnipiac University

Waterbury Development Corporation

Quinnipiack Valley Health District

Waterbury Health Department

Resilience Grows Here

Waterbury Hospital

Robinson & Cole

West Hartford-Bloomfield Health District

Rudd Center for Food Policy & Obesity

West Haven Fire Department

Sacred Heart University

Western Connecticut Health Network

Saint Francis Hospital and Medical Center

Wheeler Clinic

Sickle Cell Disease Association of America, Southern
Connecticut Chapter

Windham Regional Community Council

Simsbury Fire Department

Yale New Haven Health

Southern Connecticut Black Nurses Association

Yale Occupational & Environmental Medicine Clinic

Southern Connecticut State University

Yale University — School of Medicine

Spanish American Merchants Association

Yale University — School of Nursing

Special Olympics Connecticut

Yale University — School of Public Health

Stamford Health Department

Women’s Consortium
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A P P E N D I X B. A S S E T M A P
This State Health Assessment demonstrates that there is much work to be done to address
health inequities in our communities. The Connecticut Department of Public Health (CT DPH)
and the Connecticut State Health Improvement Coalition recognize that no one organization, or
community, can address these issues alone. Throughout the implementation phase of Healthy
Connecticut 2020: State Health Improvement Plan (SHIP), coalition partners have continually
identified existing assets to contribute to the collaborative efforts. The diagram below is a high
level view of assets that have been identified and engaged to support the work of the Coalition.
A more comprehensive database is maintained as a separate document and will continue to be
updated as new assets are identified. The most recent copy of this document can be found on
the SHIP Coalition webpage.
PARTNERSHIPS

DATA & INFORMATION

• Statewide Coalitions and Existing Networks
• National & State Associations and Advisory Councils
• Local Community Health Improvement Coalitions
• Governor Prevention Partnership
• Hospitals and Health Systems
• Higher Education

• National & State Level Surveillance Data
• Community Health Needs Assessment
• Hospital & Health System Data CHIME
• Health Information Exchange
• DataHaven Wellbeing Survey
• HCT2020 Performance Dashboard

State Assets
to improve
Health
EXISTING
INFRASTRUCTURE
• SHIP Coalition
• SHIP Advisory Council and Action Teams
• SHIP Communication Committee and Website
• Faith-based Communities
• Health Enhancement Communities
• Community Health Centers
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FUNDING SCORES
• Federal Grants and Funding Streams
• National, State and Local Philanthropies
• Tobacco Master Settlement Agreement
• Select Tax Revenue
• Select Fees on Insurance and Utilities
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Partnerships

Funding Sources

As with any collaborative effort, the foundation of our state
health improvement efforts is the strength of our partnerships.
Connecticut benefits from several well established population
focused coalitions which have come together through the
existing infrastructure of the SHIP Coalition and Action Teams
to leverage resources and build collective impact in multiple
communities.

Over the last five years reduction in financial resources has
created the platform for innovative approaches to addressing
and funding the work of the agency. This includes utilization
of non-traditional funding sources such as philanthropies, select
tax revenue and rate payer fees. Additionally, various state
agencies and partners have leveraged their shared mission and
work focus by sharing resources via unfunded memoranda of
understanding (MOUs).

Existing Infrastructure
Connecticut also has a strong local health department infrastructure
which assures the reach of efforts to the neighborhood level.
Existing networks of hospitals, health systems, and community
health centers have facilitated effective collaboration with
municipalities in their catchment areas to ensure that every town
in the state is covered by a Community Health Needs Assessment
(CHNA) and included in local health improvement efforts.

Data and Information
Several advances have also been made over the last five years
to improve data and information exchange across the state.
Partners have worked together to identify data needs and
provide transparent access to state and local level data as
appropriate. Some examples of these advancement include the
Health Information Exchange, DataHaven Wellbeing Survey,
and the Healthy Connecticut 2020 Performance Dashboard.

In Conclusion
Connecticut has made great progress in leveraging existing assets
of partnerships, infrastructure and data exchange, as well as
utilizing existing funding streams to address the health of the
state’s population. Asset identification will continue to be
integral to the planning and implementation processes of Healthy
Connecticut 2025: State Health Improvement Plan, and to
realignment of resources to better serve Connecticut residents.
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AAIR

Age-Adjusted Incidence Rates

AAMR

Age-Adjusted Mortality Rates

AAP

American Academy of Pediatrics

ACA

Affordable Care Act (see PPACA)

ACBM

Asbestos Containing Building Materials

ACEs

Adverse Childhood Experiences

ACIP

Advisory Committee on Immunization Practices

ACO

Accountable Care Organization

ACS

American Community Survey

ADHD

Attention-Deficit and Hyperactivity Disorder

ADPC

Connecticut Alcohol and Drug Policy Council

AIDS

Acquired Immunodeficiency Syndrome

AMP

Asbestos Management Plan

APCD

Connecticut All-Payer Claims Database

AQI

Air Quality Index

ASD

Autism Spectrum Disorder

ATOD

Alcohol, Tobacco and Other Drug

AUD

Alcohol Use Disorder

BAC

Blood Alcohol Concentration

BMI

Body Mass Index

BRFSS

Behavioral Risk Factor Surveillance System

CDC

Centers for Disease Control and Prevention

CEDSS

Connecticut Electronic Disease Surveillance System

CGS

Connecticut General Statutes

CIAC

Connecticut Interscholastic Athletic Conference

CPMRS	Connecticut Prescription Monitoring
Reporting System
CPQC

Connecticut Perinatal Quality Collaborative

CSHCN

Children and Youth with Special Health Care Needs

CT DPH

Connecticut Department of Public Health

CVP

Connecticut Vaccine Program

DAC

Data Advisory Committee

DAS

Connecticut Department of Administrative Services

DAY

Developmental Assets for Youth

DCF

Connecticut Department of Children and Families

DDS

Connecticut Department of Developmental Services

DEEP	Connecticut Department of Energy and
Environmental Protection
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DMHAS	Connecticut Department of Mental Health and
Substance Abuse Services
DORS	Connecticut Department on Rehabilitation
Services (now Connecticut Department of Aging
and Disability Services)
DOT

Connecticut Department of Transportation

DSM

Diagnostic and Statistical Manual

DSMES

Diabetes self-management education and support

DV

Domestic Violence

ED

Emergency Department

EPA

Environmental Protection Agency

ERISA

Employee Retirement Income Security Act

FPG	Federal Poverty Guideline (the official term for
Federal Poverty Level)
FPL

Federal Poverty Level

FPT

Federal Poverty Threshold

FQHC

Federally Qualified Health Center

FY

Fiscal Year

GIS

Geographic Information System

GWR

Ground Water Rule

HAB

Harmful Algal Bloom

HAI

Healthcare-Associated Infections

HBP

High Blood Pressure

HCV

Hepatitis C

HEC

Health Enhancement Community

HIDD

Hospital Inpatient Discharge Database

HIV

Human Immunodeficiency Virus

HMO

Health Maintenance Organization

HPSA

Health Professional Shortage Area

HPV

Human Papillomavirus

IHS

Indian Health Service

IMR

Infant Mortality Rate

IPV

Intimate Partner Violence

LD

Legionnaire’s Disease

LEA

Local Education Agency

LGBTQ	Lesbian, Gay, Bisexual, Transgender, and
Questioning/Queer
LHD

Local Public Health Department
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MCH

Maternal Child Health

MMR

Measles. Mumps, Rubella Vaccine

SEI-FASD	Connecticut Substance Exposed Infants-Fetal
Alcohol Syndrome Disorder

MSA

Metropolitan Statistical Area

SHA

State Health Assessment

MSM

Men who have Sex with Men

SHIP

State Health Improvement Plan

MSTIC	Multi-System Trauma-Informed Collaborative to
Improve Outcomes for Children Exposed to Violence

SIM

State Innovation Model

SMBP

Self-Measured Blood Pressure

MTM

Medication Therapy Management

SNAP

Supplemental Nutrition Assistance Program

MVT

Motor Vehicle Traffic

SNAP-Ed Supplemental Nutrition Assistance Education Program

NAS

Neonatal Abstinence Syndrome

SSB

Sugar-Sweetened Beverage

NASCENT	Neonatal Abstinence Syndrome: Comprehensive
Education and Needs Training Project

STATE

State Tobacco Activities Tracking and Evaluation

STD

Sexually Transmitted Disease

NHSC

National Health Service Corps

STEPS

Southington’s Town-wide Effort to Promote Success

NIS

National Immunization Survey

SWOT

Strengths-Weaknesses-Opportunities-Threats

NP

Nurse Practitioner

TB

Tuberculosis

OEC

Connecticut Office of Early Childhood

USDA

United States Department of Agriculture

OHS

Connecticut Office of Health Strategy

UTI

Urinary Tract Infection

OSHA

Occupational Safety and Health Administration

UV

Ultraviolet

PCMH

Patient-Centered Medical Home

WIC

Women, Infants, and Children

PCMI

Primary Care Modernization Initiative

WSPIC

Women’s Services Practice Improvement Collaborative

PCP

Primary Care Provider

YPAR

Youth Participatory Action Research

PDSA

Plan, Do, Study, Act

YPLL

Years of Potential Life Lost

PFAS

Per-and Polyfluoroalkyl substances

YRBS

Youth Risk Behavior Survey

PHAB

Public Health Accreditation Board

PHSI

Public Health Systems Improvement

POA

Putting on AIRS Asthma Program

PPACA

Patient Protection and Affordable Care Act

PRAMS

Pregnancy Risk Assessment Monitoring System

PEP

Post-exposure Prophylaxis

PrEP

Pre-exposure Prophylaxis

PSA

Prostate-Specific Antigen

PWS

Public Water System

RN

Registered Nurse

RRNC

Radon Resistant New Construction

SAMHSA	Substance Abuse and Mental Health Services
Administration
SBIRT	Screening, Brief Intervention and Referral
to Treatment
SDWA

Safe Drinking Water Act
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A P P E N D I X D. F I G U R E S A N D TA B L E S L I S T
D E S C R I B I N G C O N N EC T I C U T
FIGURE 1: Percentage of children enrolled in early childhood
and Pre-K programs by age group, CT, 2002–2018

FIGURE 17: Educational attainment rate by sex and race/
ethnicity, CT, 2017

FIGURE 2: Percentage of population 25 years and older with a
bachelor’s degree or higher, CT and US, 2010–2017

FIGURE 18: Percentage of residents living in poverty by race
and ethnicity, CT; 2007, 2012 and 2017

FIGURE 3: Percent distribution of educational attainment of
population age 25 and older by race/ethnicity, CT, 2017

FIGURE 19: Distribution of race and ethnicity among those
living in poverty, CT, 2017

FIGURE 4: Food insecurity rate overall and among children, CT
and US, 2015–2017

FIGURE 20: Proportion of residents living in poverty and 200%
of FPT by town, 2013–2017

FIGURE 5: Percentage of households receiving SNAP; US, CT,
and CT county; 2013–2017

FIGURE 21: Unemployment rate (seasonally adjusted); US,
New England and CT; 2009–2018

FIGURE 6: Percentage of households receiving SNAP by race/
ethnicity, CT, 2013–2017

FIGURE 22: Unemployment rate by educational attainment,
CT, 2010–2017

FIGURE 7: Percentage of children eligible for free or reducedprice lunch by town, CT, 2016–2017

FIGURE 23: Percentage unemployed by race/ethnicity, CT, 2017

FIGURE 8: Percentage of occupied housing units with no
vehicles by housing tenure, CT, 2013–2017

FIGURE 24: Percentage of cost-burdened by housing tenure,
CT, 2007, 2012, and 2017

FIGURE 9: Crime Index rate, US and CT, 2008–2017

FIGURE 25: Percentage of renters with housing costs that are
30% or more of household income by town, CT, 2013–2017

FIGURE 10: Percentage of citizens who voted in the November
2018 election by race/ethnicity, CT and US, 2018

FIGURE 26: Eviction rate (per 100 renter homes) for CT’s five
largest towns, CT, 2016

FIGURE 11: Percentage of disconnected youth, US and
CT, 2008–2016

FIGURE 27. Population size by age group, CT, 2000–2018

FIGURE 12: Residential Dissimilarity Index by race/ethnicity,
CT and CT County, 2013–2017
FIGURE 13: Median household income in the past 12 months
by town, CT, 2013–2017
FIGURE 14: Median household income in US dollars in the past
12 months by race/ethnicity, CT, 2013–2017
FIGURE 15: Median earnings in US dollars of full-time,
year-round workers 25 years and older by sex and education,
CT, 2017
FIGURE 16: Median earnings in US dollars of full-time,
year-round workers by sex and race/ethnicity, CT, 2017
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FIGURE 28: Population change for states (and Puerto Rico) from
April 1, 2010 to July 1, 2018
FIGURE 29: General fertility rates by age group, CT, 2000–2017
FIGURE 30: General fertility rates by race/ethnicity, CT,
2000–2017
FIGURE 31: Median age by town, CT, 2013–2017
FIGURE 32: Population pyramids by age and sex, CT, 2000
and 2017
FIGURE 33: Age dependency ratio by town, CT, 2013–2017
FIGURE 34: Population by race/ethnicity, CT, 2000–2017
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FIGURE 35: Selected age groups by race/ethnicity, CT, 2017
FIGURE 36: Percent of the population who are persons of
color by town, CT, 2013–2017
FIGURE 37: Marital status by race/ethnicity, CT, 2017
FIGURE 38: Place of birth for foreign-born population, CT, 2017
FIGURE 39: Disability type by age group, CT, 2017
FIGURE 40: Incarcerated rate in Federal or State prisons, CT
and US, 2007–2017
FIGURE 41: Employment/population ratio by disability status,
CT, 2009–2017
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H E A LT H
FIGURE 1.1: Percentage of unintended pregnancies among women having a live birth by maternal race/ethnicity, CT, 2016
FIGURE 1.2: Birth rate among teens ages 15–19 by race/ethnicity,
CT, 2000–2017
FIGURE 1.3: Percentage of live births with short interpregnancy
interval by maternal age group and race/ethnicity, CT, 2016–2018
FIGURE 1.4: Percentage of pregnant women who received early
prenatal care by maternal age group, CT, 2000–2018

FIGURE 42: Incarceration rate by race/ethnicity, CT, 2015–2017

FIGURE 1.5: Percentage of pregnant women who received early
prenatal care by race/ethnicity and delivery payer, CT, 2016–2018

FIGURE 43: Trends in life expectancy by sex, CT and US,
2005–2018

FIGURE 1.6: Percentage of women who had a dental cleaning during
their most recent pregnancy by maternal race/ethnicity, CT, 2017

FIGURE 44: Trends in life expectancy by sex and race/ethnicity,
CT, 2005–2018

FIGURE 1.7: Trends in preterm birth (all pluralities) by race/
ethnicity, CT, 2007–2018

FIGURE 45: Trends in age-adjusted mortality rates by sex, CT,
2013–2017

FIGURE 1.8: Singleton preterm birth rate by race/ethnicity and
delivery payer, CT, 2014–2018

FIGURE 46: Five-year age-adjusted mortality rates by race/
ethnicity, CT, 2013–2017

FIGURE 1.9: Trends in low birthweight (all pluralities) by race/
ethnicity, CT, 2000–2018

FIGURE 47: Age-adjusted mortality rate for top five leading
causes of death, CT and US, 2017

FIGURE 1.10: Singleton low birthweight by race/ethnicity and
delivery payer, CT, 2014–2018

FIGURE 48: Age-adjusted mortality rate for top five leading
causes of death by sex, CT, 2017

FIGURE 1.11: Singleton low birthweight by maternal age group,
CT, 2014–2018

FIGURE 49: Five-year age-adjusted mortality rate for top five
leading causes of death by race/ethnicity, CT, 2013–2017

FIGURE 1.12: Singleton low birthweight by maternal age group,
CT, 2000–2018

TABLE 1: Poverty thresholds by family size, CT, 2017

FIGURE 1.13: Infant mortality rate by race/ethnicity, CT, 2005–2017
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FIGURE 1.14: Infant mortality rate by delivery payer, CT, 2005–2017
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FIGURE 1.16: Number of hospital discharges for infants born
with Neonatal Abstinence Syndrome (NAS), CT, 2003–2017
FIGURE 1.17: Rate of infants born with Neonatal Abstinence
Syndrome (NAS), CT, 2003–2017
FIGURE 1.18: Systems of Care for Children with Special Health
Care Needs
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FIGURE 1.19: Percentage of children ages 0–17 who are
continuously and adequately insured by race/ethnicity, CT,
2016–2017
FIGURE 1.20: Percentage of Children ages 0–17 who are
continuously and adequately insured by Federal Poverty Level
(FPL), US and CT, 2016–2017
FIGURE 1.21: Percentage of children with Special Health Care
Needs (CSHCN) ages 0–17 by quality of care, CT, 2017–2018
FIGURE 1.22: Percentage of children with Special Health Care
Needs (CSHCN) ages 0–17 by insurance type, CT, 2016–2017
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FIGURE 1.28: Percentage of women who reported postpartum
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FIGURE 2.1: Percentage of severe housing code violations that
were corrected upon reassessment, CT, 2011–2017
FIGURE 2.2: Percentage of lead poisoned children under 6 years
of age by race/ethnicity, CT, 2012–2017
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FIGURE 2.4: Percentage of homes tested with radon levels
≥ 4.0 pCI/L, CT, 2013–2018
FIGURE 2.5: Number of asbestos abatement and demolition
notifications received, CT, 2014–2018
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FIGURE 2.6: Number of schools with radon levels ≥ 4.0 pCi/L by
town and county, CT, 2000–2018
FIGURE 2.7: Number of asbestos management plans in schools
reviewed, CT, 2014–2018
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FIGURE 2.9: Incidence rate of non-fatal work-related injuries by
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FIGURE 3.1: Public water sources, CT, 2018
FIGURE 3.2: Large community Public Water System service
areas, CT, 2018
FIGURE 3.3: Large community public water supply by margin of
safety, CT, 2018
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that did not have a maximum contaminant level violation by
contaminant, CT, 2001–2018

FIGURE 4.10: Percentage of high school students who currently
used some form of tobacco by sex, race/ethnicity and grade,
CT, 2017
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CT, 2017
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FIGURE 4.13: Percentage of adults who were exposed to
secondhand tobacco smoke in a public place in the past 7 days
by age, CT, 2016
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FIGURE 4.20: Percentage of adults (18+) ever told by a doctor,
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FIGURE 4.22: Percentage of adults tested for high blood sugar
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CT, 2017
FIGURE 4.23: Age-adjusted asthma emergency department (ED)
visit rate by year, CT, 2012–2018
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FIGURE 4.24: Asthma emergency department (ED) visit rate by
age, CT, 2018

FIGURE 4.40: Female breast cancer age-adjusted mortality rates
(AAMR) by year of death, CT, 1992–2016

FIGURE 4.25: Age-adjusted asthma emergency department (ED)
visit rate by gender and race/ethnicity, CT, 2018

Figure 4.41: Female breast cancer age-adjusted mortality rates
(AAMR) by race/ethnicity, CT, 2012–2016

FIGURE 4.26: Age-adjusted asthma emergency department (ED)
visit rate by town, CT, 2013–2017

FIGURE 4.42: Cervical cancer age-adjusted incidence rates
(AAIR) by year of diagnosis, CT, 1992–2016

FIGURE 4.27: Percentage of children (kindergarten and third
grade) who had dental decay experience in their primary or
permanent teeth by grade level, race/ethnicity, and percentage
of children in school eligible for free and reduced lunch (FRL),
CT, 2017

FIGURE 4.43: Cervical cancer age-adjusted incidence rates
(AAIR) by race/ethnicity, CT, 2012–2016

FIGURE 4.28: Percentage of adults (65+) who have had all their
natural teeth extracted by year, CT, 2012–2018

FIGURE 4.45: Cervical cancer age-adjusted mortality rates
(AAMR) by race/ethnicity, CT, 2012–2016

FIGURE 4.29: Percentage of adults (65+) who have had all
their natural teeth extracted by educational attainment and
household income, CT, 2018

FIGURE 4.46: Lung and bronchus cancer age-adjusted incidence
rates (AAIR) by sex and year of diagnosis, CT, 1992–2016

FIGURE 4.30: Map of fluoridated public water systems, CT, 2019
FIGURE 4.31: Percentage of adults (18+) who have visited a dentist or dental clinic in the past year by gender, age, race/ethnicity,
educational attainment and household income, CT, 2018
FIGURE 4.32: Percentage of children, ages 1 through 17, who
received a preventative dental visit during the past 12 months
by household income, CT and US, 2016–2017
FIGURE 4.33: Age-adjusted mortality rate with cardiovascular
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2003–2018 (five-year rolling averages)
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FIGURE 4.35: Percentage of cancers due to preventable causes,
CT, 2016
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FIGURE 4.38: Female breast cancer age-adjusted incidence rates
(AAIR) by year of diagnosis, CT, 1992–2016
FIGURE 4.39: Female breast cancer age-adjusted incidence rates
(AAIR) by race/ethnicity, CT, 2012–2016
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FIGURE 4.44: Cervical cancer age-adjusted mortality rates
(AAMR) by year of death, CT, 1992–2016

FIGURE 4.47: Lung and bronchus cancer age-adjusted incidence
rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
FIGURE 4.48: Lung and bronchus cancer age-adjusted mortality
rates (AAMR) by year of death, CT, 1992–2016
FIGURE 4.49: Lung and bronchus cancer age-adjusted mortality
rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
FIGURE 4.50: Colon and rectum cancer age-adjusted incidence
rates (AAIR) by sex and year of diagnosis, CT, 1992–2016
FIGURE 4.51: Colon & rectum cancer age-adjusted incidence
rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
FIGURE 4.52: Colon and rectum cancer age-adjusted mortality
rates (AAMR) by sex and year of death, CT, 1992–2016
FIGURE 4.53: Colon and rectum cancer age-adjusted mortality
rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
FIGURE 4.54: Liver and intrahepatic bile duct cancer age-adjusted
incidence rates (AAIR) by sex and year of diagnosis, CT, 1992–2016
FIGURE 4.55: Liver and intrahepatic bile duct cancer age-adjusted
incidence rates (AAIR) by sex and race/ethnicity, CT, 2012–2016
FIGURE 4.56: Liver and intrahepatic bile duct cancer age-adjusted
mortality rates (AAMR) by sex and year of death, CT, 1992–2016
FIGURE 4.57: Liver and intrahepatic bile duct cancer age-adjusted
mortality rates (AAMR) by sex and race/ethnicity, CT, 2012–2016
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FIGURE 4.58: Oropharynx cancer age-adjusted incidence rates
(AAIR) by sex and year of diagnosis, CT, 1992–2016

FIGURE 5.14: Number of male syphilis cases per year by sex of
sex partner, CT, 2013–2017

FIGURE 4.59: Oropharynx cancer age-adjusted incidence rates
(AAIR) by sex and race/ethnicity, CT, 2012–2016

FIGURE 5.15: Active tuberculosis (TB) disease incidence per
100,000; CT and US, 2000–2018

FIGURE 4.60: Oropharynx cancer age-adjusted mortality rates
(AAMR) by sex and year of death, CT, 1992–2016

FIGURE 5.16: Percentage of active tuberculosis (TB) disease patients
who completed treatment within 12 months, CT, 2013–2017

FIGURE 4.61: Oropharynx cancer age-adjusted mortality rates
(AAMR) by sex and race/ethnicity, CT, 2012–2016

FIGURE 5.17: Percentage of children vaccinated with a first dose
of measles, mumps & rubella (MMR) vaccine by 2 years of age by
birth cohort, CT, 2013–2014 and 2015–2016
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FIGURE 5.18: Vaccine coverage among adolescents 13 to 17
years old, CT, 2015–2018

FIGURE 5.1: Number of newly diagnosed residents with HIV, CT,
2009–2018
FIGURE 5.2: Rate of newly diagnosed HIV infections by race, sex
and age; CT, 2014–2018

FIGURE 5.19: Cumulative incidence rate of Lyme disease per
100,000 population by county, CT, 2013–2017
FIGURE 5.20: Incidence rate of Legionellosis per 100,000 by age
group, CT, 2014–2018

FIGURE 5.3: Number of people on pre-exposure prophylaxis
(PrEP), CT, 2012–2017; and estimated number at high risk of
HIV in CT
FIGURE 5.4: Number of people taking PrEP and number of
people newly diagnosed with HIV, CT, 2013–2017

B E H AV I O R A L H E A LT H, T R AU M A
A N D I N J U RY

FIGURE 5.5: PrEP-to-need ratio (PnR) and baseline, CT, 2012–2017

FIGURE 6.1: Number of people screened annually for alcohol and
other drug use who received a brief intervention, CT, 2015–2018

FIGURE 5.6: Newly diagnosed cases of hepatitis C infection, past
or present, in males by age, CT, 2013–2017
FIGURE 5.7: Newly diagnosed cases of hepatitis C infection, past
or present, in females by age, CT, 2013–2017
FIGURE 5.8: Incidence rate of chlamydia per 100,000 by year,
CT and US, 2000–2016
FIGURE 5.9: Number of chlamydia cases by sex, CT, 2014–2016
FIGURE 5.10: Incidence rate of gonorrhea per 100,000; CT and
US, 2000–2016
FIGURE 5.11: Number of gonorrhea cases per year by sex, CT,
2014–2016
FIGURE 5.12: Number of gonorrhea cases by race/ethnicity, CT,
2014–2016
FIGURE 5.13: Incidence rate of primary and secondary syphilis
per 100,000; CT and US, 2000–2017

FIGURE 6.2: Number of people screened for alcohol and other
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2015–2018
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people who received a diagnosis of alcohol related disorder, CT,
2015–2017
FIGURE 6.4: Percentage of adults who were either binge
drinkers or heavy drinkers by sex, CT, 2013–2017
FIGURE 6.5: Percentage of adults who were either binge
drinkers or heavy drinkers by age and race/ethnicity, CT, 2017
FIGURE 6.6: Percentage of people age 12 and over who were
diagnosed with Alcohol Use Disorder in the past year by age
group, CT, 2009–2016
FIGURE 6.7: Percentage of youth in grades 9–12 who used
marijuana in the last month by sex, race/ethnicity, and grade;
CT, 2017
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FIGURE 6.8: Percentage of people age 12 and over who used
illicit drugs other than marijuana in the last month by age group,
CT, 2015–2017

FIGURE 6.22: Rate of people who were hospitalized or seen
at the emergency department as a result of intimate partner
violence or family violence by sex, CT, 2008–2017

FIGURE 6.9: Percentage of youth in grades 9–12 who ever used
illicit drugs, CT, 2013–2017

FIGURE 6.23: Rate of people who were seen at the emergency
department as a result of family violence by age group, CT,
2016–2017

FIGURE 6.10: Percentage of youth in grades 9–12 who ever used
illicit drugs by sex and grade level, CT, 2017
FIGURE 6.11: Unintentional drug overdose death numbers and
rates by town, CT, 2016–2018
FIGURE 6.12: Percentage of adults ages 18 and over with
non-medical use of prescribed pain medicine in the last year
by age and sex, CT, 2015–2017
FIGURE 6.13: Percentage of youth in grades 9–12 who ever took
prescription pain medicine without a doctor’s prescription or
differently than how a doctor told them to use it by sex, race/
ethnicity and grade level; CT, 2017
Figure 6.14: Percentage of drivers ages 16 and over who were
involved in a crash while under the influence of medications,
drugs, or alcohol; CT, 2015–2018
FIGURE 6.15: Percentage of drivers ages 16 and over who were
involved in a crash while under the influence of medications,
drugs, or alcohol by sex; CT, 2015–2018
FIGURE 16: Percentage of drivers ages 16 and over who were
involved in a crash while under the influence of medications,
drugs, or alcohol by town of crash; CT, 2015–2018
FIGURE 6.17: Prevalence of young drivers through grade 12 who
engaged in unsafe driving in the past 30 days, including drunk
driving or using a cellphone while driving, by sex, race/ethnicity,
grade; CT, 2017
FIGURE 6.18: Percentage of people diagnosed with mental
health disorders by diagnoses, CT, 2012–2017
FIGURE 6.19: Percentage of adults ages 18 and over with four
or more adverse childhood experiences by demographic
characteristics, CT, 2017
FIGURE 6.20: Percentage of adverse childhood experiences by
Medicaid enrollment status, CT, 2017
FIGURE 6.21: Percentage of adverse childhood experiences by
health insurance status, CT, 2017
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FIGURE 6.24: Percentage of intimate partner violence-related
homicides by sex, CT, 2015–2018
FIGURE 6.25: Percentage of homicides due to intimate partner
violence by race/ethnicity, CT, 2015–2018
FIGURE 6.26: Percentage of deaths due to family violence by
age group, CT, 2015–2018
FIGURE 6.27: Number and percentages of family violence
deaths by race/ethnicity, CT, 2015–2018
FIGURE 6.28: Percentage of high school students who experienced
sexual violence within a dating relationship in the last year by
sex, race/ethnicity and grade; US and CT, 2011–2017
FIGURE 6.29: Percentage of youth who were in a physical fight
during the previous 12 months, US and CT, 2007–2017
FIGURE 6.30: Percentage of youth who were bullied electronically by sex, CT, 2011–2017
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FIGURE 6.32: Rate of firearm-related deaths, CT, 2008–2016
FIGURE 6.33: Rate of firearm-related deaths per year by sex, CT,
2008–2016
FIGURE 6.34: Rate of firearm-related deaths by race/ethnicity,
CT, 2008–2016
FIGURE 6.35: Number of non-fatal firearm-related emergency
department visits and hospitalizations by age group, CT, 2016–2017
FIGURE 6.36: Rate of fall-related deaths by age group, CT,
2008–2016
FIGURE 6.37: Rate of fall-related deaths by race/ethnicity, CT,
2008–2016
FIGURE 6.38: Rate of people who were seen at the emergency
department or admitted to the hospital as a result of an
unintentional fall by sex, CT, 2008–2017
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FIGURE 6.39: Rate of unintentional fall-related emergency
department visits and hospitalizations by age group, CT, 2016–2017
FIGURE 6.40: Rate of motor vehicle traffic crash deaths by sex,
CT, 2008–2016
FIGURE 6.41: Rate of non-fatal motor vehicle traffic-related
emergency department visits and hospitalizations by age group,
CT, 2008–2017
FIGURE 6.42: Rate of non-fatal motor vehicle traffic-related
emergency department visits and hospitalizations by race/
ethnicity, CT, 2008–2017
FIGURE 6.43: Rate of motor vehicle traffic-related traumatic
brain injuries and concussions by race/ethnicity, CT, 2008–2017
FIGURE 6.44: Rate of non-fatal motor vehicle traffic-bicycle
crash-related emergency department visits and hospitalizations
by sex, CT, 2008–2017
FIGURE 6.45: Rate of non-fatal motor vehicle traffic-bicycle
crash-related emergency department visits and hospitalizations
by age group, CT, 2008–2017
FIGURE 6.46: Rate of non-fatal motor vehicle traffic-bicycle
crash-related emergency department visits and hospitalizations
by race/ethnicity, CT, 2008–2017
FIGURE 6.47: Rate of non-fatal motor vehicle traffic-pedestrian
crash-related emergency department visits and hospitalizations
by sex, CT, 2008–2017
FIGURE 6.48: Rate of non-fatal motor vehicle traffic-pedestrian
crash-related emergency department visits and hospitalizations
by age group, CT, 2008–2017
FIGURE 6.49: Rate of non-fatal motor vehicle traffic-pedestrian
crash-related emergency department visits and hospitalizations
by race/ethnicity, CT, 2008–2017
FIGURE 6.50: Rate of drug overdose-related deaths by sex, CT,
2013–2018
FIGURE 6.51: Rate of drug overdose-related deaths by race/
ethnicity, CT, 2013–2018
FIGURE 6.52: Rate of drug overdose-related emergency
department visits and hospitalizations by sex, CT, 2013–2017
FIGURE 6.53: Rate of drug overdose-related emergency department
visits and hospitalizations by race/ethnicity, CT, 2013–2017

FIGURE 6.54: Percentage of high school students who seriously
considered attempting suicide in the last 12 months by sex,
race/ethnicity and grade; CT, 2017
FIGURE 6.55: Percentage of adults aged 18 and over who had
thoughts of suicide in the last year by age and sex, CT, 2016
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FIGURE 6.57: Rates of suicide attempts and self-harm-related
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FIGURE 6.63: Age-adjusted suicide rate by sex and age, CT, 2018
FIGURE 6.64: Suicide rate by town, CT, 2015–2018

H E A LT H SYS T E M S
FIGURE 7.1: Geographic distribution of LHDs, Connecticut, 2019
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FIGURE 7.3: Percentage of LHDs satisfying Enhanced National
Culturally and Linguistically Appropriate Services Standards by
LHD type, CT, 2018
FIGURE 7.4: Percentage of health insurance coverage among
Connecticut adults by race/ethnicity and primary payer, CT, 2018
FIGURE 7.5: Percentage of adults without health insurance
coverage by town, CT, 2017
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FIGURE 7.6: Percentage of adults with at least one primary
healthcare provider by race/ethnicity, CT, 2016

FIGURE 7.23: National Health Service Corps (NHSC) participant
sites, CT, 2018

FIGURE 7.7: Adult preventable hospitalization rates of the top
five health conditions by race/ethnicity, CT, FY 2017
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the top five health conditions by primary payer, CT, FY 2017
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FIGURE 7.12: 30-day hospital adult readmission rate by race/
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FIGURE 7.13: Percentage of 30-day hospital adult readmission
by race/ethnicity, CT, FY 2017
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FIGURE 7.27: Percentage of prescribers registered and utilizing
the Connecticut Prescription Monitoring and Reporting System
(CPMRS), CT, 2014–2017
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FIGURE 7.15: Number of hospitalizations for all services other
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FIGURE 7.16: Emergency room visits for all services other than
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primary payer, CT, FY 2017

FIGURE 7.17: Hospitalizations for all services other than pregnancy
and birth by primary payer, CT, FY 2013–2017

TABLE 7.6: Number of Nurse Corps participants and award
amounts, CT, FY 2016–2018

FIGURE 7.18: Emergency room visits for all services other than
pregnancy and birth by primary payer, Connecticut, FY 2013–2017
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FIGURE 7.19: Percent distribution of EMS response times, CT, 2016
FIGURE 7.20: Percentage of children under 18 years old without
Special Healthcare Needs Receiving Care within a medical home
by race/ethnicity; US, New England States (HRSA Region 1) and
CT; 2017–2018
FIGURE 7.21: Accountable Care Organization (ACO) beneficiaries
by age group, CT, 2014–2017
FIGURE 7.22: Health Professional Shortage Areas by medical
discipline, CT, FY 2013–2018
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FIGURE 8.1: Average number of days annually with maximum
temperatures > 90 °F, by county and five-year time period, CT,
1982–2016
FIGURE 8.2: Major US national and regional climate trends.
FIGURE 8.3: Annual age-adjusted rates for total population of
emergency department visits for heat-related illness by year, CT,
2000–2018; number of days with heat Index > 95 ° F, averaged
over counties, CT, 2000–2016
FIGURE 8.4: Rate of emergency department visits for heat-related illness by age group and sex, CT, 2014–2018
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FIGURE 8.5: Percentage of weather-related mortality by type,
CT, 2014–2018
FIGURE 8.6: Age-adjusted rate of weather- and cold-related
mortality by year and cause, CT, 1999–2018
FIGURE 8.7: Combined sewer overflows
FIGURE 8.8: Percentage of bacterial exceedance samples from
marine beaches by year, CT, 2003–2018
FIGURE 8.9: Average annual number of cases of Vibrio infections
by month, CT, 2014–2018
FIGURE 8.10: Crude incidence rate of Vibrio infections by year,
Connecticut, 1996–2018
FIGURE 8.11: The intersection of social determinants of health
and vulnerability
FIGURE 8.12: Attitudes and beliefs of Connecticut adult residents about climate change, CT, 2019
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