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INTRODUCTION 

“For he who has health has hope; and he who has hope, has everything.”   

Owen Arthur 

Background 

Health assessments help us to: 

 examine changes to the health of our community; 

 provide insights as to how residents can lead healthy and happy lives; and 

 identify key health issues facing the community.   

 

The definition of health now includes the quality of the community in which we live, work, and play – not just the lifestyle habits of 

individuals. A comprehensive assessment process must provide a framework that helps communities: 

 prioritize public health issues; 

 identify resources for addressing them; and 

 effectively develop and implement community health improvement plans.  

 

The 2022 Community Health Needs Assessment (CHNA) for Hartford Hospital part of Hartford HealthCare’s (HHC) Hartford Region, leveraged 

numerous sources of local, regional, state and national data along with input from community-based organizations and individuals to provide 

insight into the current health status, health-related behaviors and community health needs for the Hospital service area (HAS). 

 

In addition to assessing traditional health status indicators, the 2022 CHNA took a close look at social determinants of health (SDOH) such as 

poverty, housing, transportation, education, fresh food availability, and neighborhood safety, and contains an Equity Profile. These two 

enhancements are in response to the lessons of COVID and in recognition of an emerging national priority to identify and address health 

disparities and inequities.  HHC and Harford Hospital are committed to addressing these disparities and inequities through its Community 

Health Improvement Plan (CHIP).   
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Our CHIP intends to: 

 Be responsive to community needs and expectations.  

 Create a plan that effectively leverages the best of HHC system resources, regional hospital and network resources, and community 

partners.  

 Support HHC’s mission “to improve the health and healing of the people and communities we serve.”  

 Help realize HHC’s vision to be “most trusted for personalized coordinated care.”   

 Intentionally embed our shared value of Equity into this work, which reminds us all to do the just thing. 

While a CHIP addresses multiple needs, health systems and hospitals must narrow the focus to the key areas they are best positioned to 

address. A CHIP is a dynamic plan that requires modification and adjustment in response to external environmental factors, including market 

conditions, availability of community resources, public health emergencies, and engagement from community partners. Furthermore, a CHIP 

should build on and leverage prior success while simultaneously adjusting strategies and actions in response to obstacles. 

Focus Areas 

This CHIP is organized across three focus areas that are intended to address root causes of community health issues, while recognizing where 

the Hartford Region - in partnership with the community – can most effectively effect change. The plan for each of these areas is outlined on 

the following pages, while the rationales for action are summarized below.  

1.  Expand Awareness and Access to Mental Health and SUD services 

Mental health issues like depression and anxiety can be linked to social influencers like income, employment, and environment, and can pose 

risks of physical health problems as well, including by complicating a person’s ability to keep up with other aspects of their health care. People 

of color are slightly more likely to report feeling mostly or completely anxious and being bothered by feeling depressed or hopeless. 

Mental health and substance abuse were also consistently identified as a top issue by the community and a root cause impacting all aspects of 

health.  These services and interventions include screening that is more accessible, improved, and timelier referrals, expanded programming 

and public awareness and empowerment. 

Rationale for Action 

 14% of Hartford Hospital HSA adults report experiencing anxiety regularly and 10% report being bothered by depression 

 21.4% of adults in the Hartford HSA have self-reported any mental illness in the past year 

 In 2020, Connecticut saw an average of 113 overdose deaths per month, up from 60 in 2015. 

 In 2015 and 2016, 59% of the drug overdose deaths in the Hartford Hospital HSA involved fentanyl; in 2019 and 2020, this share 

was 88%. 
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2. Strengthen Diversity and Inclusion in Staff Recruitment and Retention 

As noted in the Executive Summary of Hartford Hospital’s CHNA, this issue is particularly urgent among disadvantaged communities, people of color, and others 

who have historically lacked adequate access to services provided by people of similar racial and ethnic background. 

 

Rationale for Action 

 Approximately 52% of the Hartford Hospital HSAʼs residents are people of color, compared to 37% of the residents statewide. 

 As Connecticut’s predominantly White Baby Boomers age, younger generations are driving the state’s increased racial and 

ethnic diversity. 

 

 

3. Improve Access to Care in underserved communities and high need patients 

Coordination of care is consistently identified as a key obstacle to achieving better access to care and services, as awareness of available 

resources, depth of patient and provider knowledge of community services, and tracking and follow-up of patients as they move from and 

between different provider organizations or points of care are challenged.  

 

Rationale for Action 

 The average life expectancy in the Hartford Hospital HSA is 79.5 years, compared to 77.1 years in Hartford and 80.3 years 

statewide. 

 Due to differences in workplace benefits, income, and eligibility factors, Black and especially Latino people are less likely to have 

health insurance than White people. 

 80% of the adults in the Hartford Hospital HSA had an annual checkup as of 2018, and 73% had a dental visit within the 

previous 12 months. 

 Food insecurity in the Hartford HAS (30%) is half of what it is in Hartford (15%). 
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 People of color face greater rates and earlier onset of many chronic diseases and risk factors, particularly those that are linked 

to socioeconomic status and access to resources. 

 parents of color have more complications related to birth and pregnancy than White parents. 

 

 

 

The Call to Action  

As community health leaders, this CHIP is our call to action over the next three years to do our part to assure those we serve live long and 

healthy lives. Community partnerships will continue to be key to achieving success.  This plan aims to further develop our active engagement 

with the community. The good news is that we do not do this work alone.  And, even though this work can be overwhelming at times, with 

important partnerships throughout the communities we serve, success is made possible. The addition of the Community Outreach advisory 

board.
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Priority Area #1: Mental Health Outreach 

Goal: Expand Awareness and access to Mental Health and Substance Use Disorder services 

OBJECTIVE STRATEGIES LEAD  
METRICS/MILESTONES – 

STATUS 

Partner with Community Groups to 
Foster Training 

 Community Resource Group Collaboration – quarterly 
meetings with community groups on responding to our 
community needs and improving partnerships 

 QPR (Suicide Prevention Training) 
 NARCAN training 
 SMART substance use groups and prosocial activities 

 

 Family Resource 
Center at the 
Institute of Living 

Metrics: 
• # of trainings conducted 
• # of attendees  
Milestones: 

Program Launch:  
 Community Resource Group 
 QPR 

 SMART substance use groups 
and prosocial activities 

 

Leverage community response teams to 
support families in crisis 

 Increase awareness of community agencies that support 
families in crisis  

 Family Resource 
Center at the 
Institute of Living 
 

Metrics: 
• # of trainings conducted 
• # of attendees  

 

Education opportunities to de-
stigmatize mental illness  

 Mental Health First Aid Training 
 Participate in community events 
 Community Webinars on Introduction to: Substance Use 

Disorder, Schizophrenia, Anxiety, Dementia, Depression, 
Bipolar Disorder 

 Community Support groups including substance use and 
survivors of suicide loss groups 

 Family Resource 
Center at the 
Institute of Living 

 

Metrics: 
• # of trainings conducted 
• # of attendees  
Milestones: 
     Program Launch:  

 survivors of suicide loss 
group 
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Priority Area #2: Staff Recruitment 

Goal:  Strengthen Staff Recruitment and Retention 

OBJECTIVE STRATEGIES/TIMELINE LEAD  
METRICS/MILESTONES – 

STATUS 

Talent Acquisition DEIB workgroup  Establish a DEIB council  • Melissa Foisy • 2nd Quarter 

Recruitment  Participate in recruitment events • Melissa Foisy • 10 recruitment events 

 

Priority Area #3: Access to Care 

Goal: Improve Access to Care in underserved communities and high need patients 

OBJECTIVE STRATEGIES/TIMELINE LEAD  
METRICS/MILESTONES - STATUS 

 Food4Health Clinic  Expand to other service lines (Cancer Institute, IOL, etc.) 
current 13 clinics  

 Provide nutritional educational sessions 
 Include staff members in need  
 

• David Juros/ 
Charlotte Meucci 

• expand to 20 total service lines 
• 6 of nutritional classes  
• 50 staff members per year 

 

 Smoking Cessation Program- 
Community Health 

 Activity to raise awareness in the community on the dangers 
of smoking/vaping. 

 Highlight the benefits of quitting and providing resources to 
quit i.e. STOP Smoking & Vaping Cessation Program 

• Ricardo Rico • # of virtual events 
• # of in-person events 

Cancer Community Outreach 
Screening Events 

  

 Expand screening opportunities within HHC service areas -
FY23 

 Training new outreach coordinator, creating criteria for 
Cancer Community Outreach screening events, cross 
training with mobile mammography 

  

• Kim Silcox Metrics: 
Increase outreach events by 10% 
over FY 22 
Status: 
 

Mobile Mammography Screenings  Expand locations where the mobile mammography van goes 
- FY23 

 Provide additional cancer outreach at mobile sites 
 Provide additional in-person cancer outreach at least one 

mobile site per week  
 Training new mobile outreach coordinator, Scheduling for FY 

2023, cross training with Cancer Community Outreach 
coordinator 

 Provide additional health education information at all mobile 
sites by January, 2023 
 

• Kim Silcox Metrics: 
Increase mobile sites for 
uninsured/underinsured by 20% 
over FY22 for the Hartford service 
area 
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Priority Area #3: Access to Care 

Goal: Improve Access to Care in underserved communities and high need patients 

OBJECTIVE STRATEGIES/TIMELINE LEAD  
METRICS/MILESTONES - STATUS 

Improve ambulatory preventative 
care in the primary care settings: 
 
Improve diabetes control and BP 
control   
in vulnerable zip codes  
 

 Upfront go-live to free up MA time and allowing more time 

for outreaching 

 Scheduling at Neighborhood Health clinic South Church the 
2nd and 4th Tuesdays of the month starting January 2023 
(d/t problems with AIC device) 

 Volunteer clinical pharmacy faculty from UConn and St. 

Joseph’s University to assist with care of HTN and DM 

patients 

 Increase scheduled nurse visits to compliment provider HTN 

and DM management 

 Ambulatory block resident to continue outreach for all FY23 

 Outreach to all HH HODs to implement standard work of 

taking second BP if initial BP >140/90 

 Automated home BP dispensing 

 Partner with home care agencies 

 Partner with DLC 

 

• Sara Small  
• Cunegundo Vergara   
• Joel Wilken  

• Demonstrate an overall 
improvement from FY 22 by 30 % 
-   

• BP control target 76% 
• A1C target 25% 

• A1C - Demonstrated 35% 
improvement compared to 

FY 21 
• BP – Demonstrated 30% 

improvement compared to 
FY 21 

 

 


