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Letter from Project Sponsors 

 

!ǎ ǿŜΩǾŜ ŦŀŎŜŘ ǘƘŜ ǇŀƴŘŜƳƛŎ, our community has been traumatized and many have developed behavioral health concerns 

related to stress and anxiety, fear, and uncertainty. As a behavioral health care organization, we must address the 

unforeseen impact of the excessive mental and emotional pressure that the populace may be ill-equipped to manage. 

People need help coping with the ways in which the inability to plan proactively for sustained security may have 

traumatized them. We anticipated that people in the State of Connecticut, and around the world, will emerge from the 

pandemic with behavioral health needs including a need for addiction treatment and/or services; the Community Health 

Needs Assessment (CHNA) conducted over the course of 2022 has shown this to be true. 

When people need intensive, comprehensive treatment for psychiatric and chemical dependency issues but do not need 

inpatient or residential hospital care, Natchaug Hospital has been there for them, offering concentrated, structured clinical 

treatment programs. Group therapy and medications alone do not provide the optimal combination for wellness for people 

living with Substance Use Disorder (SUD) and/or mental illness, and at Natchaug we know that the traditional approach to 

wellness is not always successful. For this reason, we work to find ways to offer more comprehensive programming that 

encompasses the needs of the people in our care. SUD and mental illness are pervasive and blind to race, gender, and 

socioeconomic status; there is no situational indicator, and we are all at risk. One in three Americans is living with SUD and 

one in five is living with a mental illness; Natchaug strives to provide treatment and services to help people get on the road 

to recovery. The events occurring over the past decade have sparked national and statewide dialogues, raising many 

questions about the adequacy of the mental health system. Stigma abounds with regard to mental health and mental 

illness and finding more effective ways to identify and intervene early is a priority not just for Connecticut, but across the 

country. It is our goal, through the information gathered in this CHNA, to implement a Community Health Improvement 

Plan (CHIP) that will address behavioral health, among other concerns, in our communities and to help turn the tide against 

discrimination so that people feel comfortable accessing the treatment and services they need.  

Even before the pandemic, about 60% of people with a treatable mental health condition were not receiving care for it, and 

this problem has grown even worse. This is an extraordinary and challenging time across the nation, within our local 

communities, and here at Natchaug Hospital. COVID-19 continues to impact all of us personally and professionally. In the 

midst of this relentless pandemic, Natchaug colleagues worked at the hospital and inside the community to try to ensure 

access to behavioral health information, services and treatment, as well food security through the Natchaug Food Pantry.  

I am proud of the effort my colleagues here at Natchaug have put forth to meet the needs uncovered in the 2021 CHNA and 

resulting CHIP. Their dedication to the community and to our patients is unparalleled. I know that the resulting effort to 

enact the 2022 CHIP and assist our community in finding the resources they need, receiving education and training that will 

help them help themselves and other community members, and ensure that food security is being addressed, will be as 

strong as it always has been. 

Thomas King, MS, LPC 

Vice President of Operations 

Natchaug Hospital 

 



 

 

 

Dear Reader, 

 

Thank you for reading the 2022 Community Health Needs Assessment for Natchaug Hospital. 

IŀǊǘŦƻǊŘ IŜŀƭǘƘ/ŀǊŜΩǎ нлнн /ƻmmunity Health Needs Assessment process presents us with an historic opportunity to 
align dialogue and action around a common framework for improving health.  An ongoing global pandemic and a 
renewed national racial reckoning bring into sharp focus the imperative of listening with humility and curiosity to the 
voices and realities of the people, families, and organizations that form the fabric of each neighborhood we have the 
privilege to serve.  

We improved our needs assessment process this year to assemblŜ ŀ ƳŜŀƴƛƴƎŦǳƭ ǇƛŎǘǳǊŜ ƻŦ ƻǳǊ ŎƻƳƳǳƴƛǘȅΩǎ ŎǳǊǊŜƴǘ 
health status. Further, our process intentionally developed mechanisms through which we will continually learn, in real 
time, from and about the evolving realities and perspectives of residents and local stakeholders. It is our intention that 
the ensuing report provides an important foundation for community stakeholders to identify and define priorities for 
health improvement, to name and amplify existing community strengths and assets, and to outline areas for further 
collaboration and collective action.   

The community-centered objectives that guided our process included:  

1) Enhance our community engagement and better incorporate on an on-going basis the voices of those we serve in our 
community health work and priority setting, particularly those in historically marginalized and systemically under-
resourced communities. 

2) Focus on growing and sustaining our community-based partnerships with whom we share the responsibility and 
opportunity to improve health and address health disparities and inequities. 

оύ .ŜǘǘŜǊ ŀƭƛƎƴ ŎƻƳƳǳƴƛǘȅ ƘŜŀƭǘƘ ǿƻǊƪ ǿƛǘƘ II/Ωǎ ƻǾŜǊŀƭƭ Ŝǉǳƛǘȅ ǾŀƭǳŜ ŀƴŘ ƧƻǳǊƴŜȅΣ ŀƴŘ ŀǎǎǳǊŜ ŀƴ ŜǉǳƛǘŀōƭŜ ŘƛǎǘǊƛōǳǘƛƻƴ 
of resources and capabilities across its regions to advance this work. 

4) Be more effective, measurable, and reportable with our community health work and interventions, particularly in 
addressing social influencers of health, health disparities and inequities, and social impact investing.  

In pursuing these objectives, we accomplished the several process improvements. We expanded the use of qualitative 
methods of collecting data ς ultimately conducting over 100 interviews, 30 focus groups, and 600 surveys across the 
state. We introduced Equity Champions into our CHNA process. Equity Champions are community-based opinion leaders 
who guided us through outreach and engagement, assisting with analysis and priority setting, and disrupting our 
thinking around long-standing assumptions and processes in health outcome assessments and intervention planning. 

The resulting health needs assessments provide a comprehensive overview of the social, economic, physical, and 
emotional health of the populations residing in each region we serve. We invite you to actively engage with the findings 
offered in these pages, and to partner with us in creating a more equitable future. 

 

In good health, 

 

Sarah S. Lewis 

Vice President,  

Health Equity, Diversity & Inclusion 

Hartford HealthCare  
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Section 1:  Introduction and Executive Summary 
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About the Hartford HealthCare Community Health Needs Assessment 

The Hartford HealthCare (HHC) Community Health Needs Assessment (CHNA) serves as a component in the overall 

efforts to improve community health and health equity in each of the seven-hospital service areas. It is a process that 

provides a means of identifying and collecting community data while engaging community members in both the data 

collection and the prioritization of collaborative efforts for improving the well-being of the area.  

The ultimate purpose of the HHC CHNA is to improve community health and to do so in an effective and efficient way.  

The supporting objectives are to do the following:  

мύ 9ƴƘŀƴŎŜ /ƻƳƳǳƴƛǘȅ 9ƴƎŀƎŜƳŜƴǘ ŀƴŘ .ŜǘǘŜǊ LƴŎƻǊǇƻǊŀǘŜ ǘƘŜ /ƻƴǎǳƳŜǊΩǎ ±ƻƛŎŜ - CHNA/CHIP process leads to 

continuous and trusting feedback loops with diverse populations and enhances our methods for on-going engagement 

with the communities we serve.  

2) Grow and Sustain our Community-based Partnerships - CHNA/CHIP process leads to more formalized partnerships 

with regional and community organizations and collaborations, and more meaningful relationships with key community 

opinion leaders. 

3) Align Community Health with our Equity Value and Across the Regions - CHNA/CHIP process leads to a greater sense 

of team and purpose within HHC, assures each region is equitably resourced, and that collectively we know and 

understand more about identifying community health needs and improving health outcomes.  

4) Bring Greater Clarity and Social Impact to our Community Health Work - CHNA/CHIP process leads to more effective, 

justified, measurable, and reportable interventions across our collective CHIPs and inspires and informs our social 

investment, sponsorship, and donation activities. 
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Goals 

The ultimate purpose of the CHNA is to improve the quality of life of people living in our service area, and to do so in an 

efficient and effective manner.  To do this, the CHNA sought to do the following: 

¶ Learn about the individuals and families who live here 

¶ Explore the health-related impact of the social and physical environment (e.g., housing, access to affordable 

ŦƻƻŘΣ ŜŘǳŎŀǘƛƻƴΣ ŀƴŘ ǎƛƳƛƭŀǊ άōǳƛƭǘ ŜƴǾƛǊƻƴƳŜƴǘέ ƛǎǎǳŜǎύ 

¶ Identify emerging or urgent community health issues 

¶ Discover the impact of health inequities and patterns that can be used as a foundation to drive change 

Approach 

The major pieces of the assessment helped to assemble a large list of needs.  Major assessment activities are listed 

below.  Note that the survey and qualitative research numbers refer to HHC system CHNA activities ς not solely this 

hospital. 

¶ Data analysis ς an extensive set of Hospital Service Area (HSA) data tables reflecting demographics, Social 

Influencers of Health, lifestyle characteristics, disease incidence (morbidity and mortality) and others 

¶ Qualitative research ς an in-depth series of 100 stakeholder interviews and 30 focus group discussions 

¶ Survey research ς a bilingual community survey with approximately 600 responses 

Interestingly, ALL of the needs are important, yet to achieve the ultimate goal of the CHNA, HHC leaders deployed a 

needs prioritization process to identify a granular list of 13 needs.  The prioritization process and other assessment 

activities are described in the body of this CHNA. 

Categories of Needs 

In order to truly affect change and address high-priority needs, needs were identified and categorized into the following 

groups:  

¶ hƴŜǎ ǿƛǘƘ ǘƘŜ ƎǊŜŀǘŜǎǘ ƻǇǇƻǊǘǳƴƛǘȅ ŦƻǊ LƳƳŜŘƛŀǘŜ ƛƳǇŀŎǘ όƛΦŜΦΣ ǘƘŜ άƭƻǿ ƘŀƴƎƛƴƎ ŦǊǳƛǘέ ƛǎǎǳŜǎ ŦƻǊ ǿƘƛŎƘ II/ Ŏŀƴ 
take a leadership role and rapidly deploy activities and resources). 

¶ Issues supported by the data that have the greatest impact on health outcomes 

¶ Needs identified by community as urgent or high-priority concerns 

¶ Issues that present the greatest opportunity for collaboration and policy change 
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Final List of Prioritized Needs 

Based on the results of the assessment research and the prioritization process, the final list of prioritized needs is below. 

Aggregated Needs By Tier For Natchaug Hospital  

Prioritized Need Suggested Category of Need1] 

Healthcare Services For Children With Special Needs and Their 
Families Community-based urgent or high-priority concern 

Suicide Prevention Community-based urgent or high-priority concern 

Recruit And Retain Medical and Mental Health Care Staff With DEI 
Awareness Community-based urgent or high-priority concern 

Adaptive Equipment For People Living With Long-Term Disabilities ά[ƻǿ ƘŀƴƎƛƴƎ ŦǊǳƛǘέ ƛǎǎǳŜ 

Mental Health Services for Adolescents and Their Families ά[ƻǿ ƘŀƴƎƛƴƎ ŦǊǳƛǘέ ƛǎǎǳŜ 

Services For People Living With Disabilities 
Data-based greatest impact on health outcomes; 
and, Community-based urgent or high-priority 
concern 

Co-Locating Case Managers And Behavioral Health Providers With 
Primary Care Opportunity for collaboration and policy change 

Multilingual Medical And Mental Health Services ά[ƻǿ ƘŀƴƎƛƴƎ ŦǊǳƛǘέ ƛǎǎǳŜ 

Additional Programs To Enhance Access to Care For Lower-income 
Families Data-based greatest impact on health outcomes 

Broad-based, integrated services --- Medical, Mental Health, 
Substance Use Disorder, SDoH ς for People and Families 
Experiencing Homelessness Community-based urgent or high-priority concern 

Care Coordination and Support to Help Manage Care for Patients 
With Complex Health Conditions  Community-based urgent or high-priority concern 

Enhanced Collaboration with Community Partners Opportunity for collaboration and policy change 

 

  

                                                           

1 Note that many needs apply to overlapping categories.  Those noted in table reflect the most prominent. 

Note that many of the issues shown above are 

particularly urgent among disadvantaged 

communities, people of color, and others who 

have historically lacked adequate access to 

services 

file:///C:/Users/scottg/AppData/Local/Microsoft/Windows/INetCache/Content.MSO/8DD1BB96.xlsx%23RANGE!C47
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Taking Action and Next Steps 
The CHNA is formulated in a way to ultimately impact individuals and families in the service area.  To accomplish this, 

HHC leaders will take CHNA results and deploy a systematic approach to developing the Community Health 

Improvement Plan (CHIP) ς an activity critical to achieving this ultimate goal.  Some of the initial, well-defined steps to 

develop and deploy the CHIP include the following:   

STEP 1 - Culling the Findings ς Brainstorming with your local collaboratives by answering the following questions: 

CHNA Immediate Impact findings ς where is the low hanging fruit? 

CHNA Greatest Impact findings -- what will most influence health outcomes?  

CHNA Most Desired Change findings - what change does the community most want? 

CHNA Forging Opportunities findings - where are the greatest opportunities for partnership? 

STEP 2 - Organizing the focus areas and assembling your rationale for action 

STEP 3 - Selecting your Strategies and Interventions 

Step 4 ς Executing and Evaluation 

Section 2: Body of the CHNA provides additional insight to the actions and next steps, as well as the background, 

approach, and results of the CHNA. 
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Section 2:  Body of the CHNA 
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Regions, Participating Hospitals & Health Equity Champions  

The collaborative regional approach has been decades in the making across Connecticut. The HHC regional approach 

improves the efficiency of the CHNA process and utilizes essential components of collaborative partnerships including:  

ω Creating a vision that is broadly understood 

ω Working across organizational boundaries 

ω Including those most affected by health challenges in solution-creation 

ω Utilizing ongoing planning and joint accountability to measure change 

Throughout the process and this report, there is evidence of each of these key elements. The resulting document 

creates a frame of reference for community members to discuss the health status of a population. The purpose of this 

CHNA process and report has been to identify health issues, identify and engage local collaborators and assets, and 

prioritize the implementation activities needed to address the identified issues. 

The regional approach 2includes partners within and across regions, hospital services areas (HSA), and health equity 

community-based health equity champions. Recognizing the need to reduce and eliminate health disparities and to 

increase diversity at the leadership and governance levels of health care and other local organizations is a central and 

necessary first step in community health improvement. 

The second step to improving health equity is to collect and use data about race, ethnicity, and language preference to 

develop a shared understanding of the challenges in the community. Education about cultural sensitivity is also required. 

The HHC regional teams engaged a ǘŜŀƳ ƻŦ ƘŜŀƭǘƘ ά9ǉǳƛǘȅ /ƘŀƳǇƛƻƴǎέ ǊŜǇǊŜǎŜƴǘing multiracial or other marginalized 

communities to help ensure the research is reflective of the community perspectives.  

  

                                                           

2 bƻǘŜ ǘƘŀǘ ǘƘŜ άwŜƎƛƻƴŀƭ !ǇǇǊƻŀŎƘέ ǊŜŦŜǊǎ ǘƻ ǘƘŜ ǎŜǾŜǊŀƭ IŀǊǘŦƻǊŘ IŜŀƭǘƘ/ŀǊŜ όII/ύ ǎŜǊǾƛŎŜ ŀǊŜŀǎ ŀŎǊƻǎǎ ǘƘŜ ǎǘŀǘŜ ǘƘŀǘ ǿƻǊƪŜŘ together to complete the CHNA. The 

regional approach identified hospital service area (HSA) unique needs while also helping to inform broader issues impacting the wider HHC service area. 
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The following table describes this regional approach and leaders. 

HHC Hospital Region Regional Leaders Health Equity Champions 

Backus Hospital East 

Joseph Zuzel 
Regional Director Community Health 

East Region 
 

Michele Brezniak, BSN, RN 
Community Health RN-East Region 

Adela Cruz 
Dina Dufort 

Melanie Roberts 
Ryan K. Aubin 
Shiela Hayes 

Charlotte Hungerford 

Hospital 
Northwest 

Carla Angevine, Manager of Community Health 
and Health Promotion 

 
Tasha La Viera, Community Health  

Outreach Case Manager 
 

Pamela Tino, Community Health  

Development Specialist 

Effie Lucas 
Judy Kobylarz-Dillard 

Thalia Castro 

Hartford Hospital Hartford 

Greg Jones, Vice President 
Community Health and Engagement 

Hartford HealthCare 
 

Dorely Roldan, Community Outreach Specialist 
Community Health, Hartford Region 

Angela Harris 
Beverly Redd 

Donna Trowers-Morrison 
Pastor Roberto Calcano 

Suzanne Thomas 

Hospital of Central 

Connecticut 
Central 

Lynn Faria, Community Relations Director, 
Central Region 

 
Rhea Highsmith 

Community Relations Specialist 
Central Region 

Tracey Madden Hennessey 
Mary McCallister 

Paulette Fox 

MidState Medical 

Center 
Central 

Lynn Faria, Community Relations Director, 
Central Region 

 

Rhea Highsmith 
Community Relations Specialist 

Central Region 

Adriana Rodriguez 

Marissa Cardona 

Dona Ditrio 

 

Natchaug Hospital East 

Katherine M. McNulty, MA, CHC, CHRC 

Regional Director of Development 
 

Sherry Smardon, Manager of Philanthropy and 

Community Benefits 

Dr. Maryann Brescia 
Erin Joudrey 

Windham Hospital East 

Joseph Zuzel 
Regional Director Community Health 

East Region 
 

Michele Brezniak, BSN, RN 
Community Health RN-East Region 

Adela Cruz 
Dina Dufort 

Melanie Roberts 
Ryan K. Aubin 
Shiela Hayes 

 

Note that the survey and qualitative research numbers refer to HHC system CHNA activities ς not solely this hospital. 

In addition, separate community groups were convened as part of the CHNA prioritization process.  
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Goals of the Assessment & Next Steps 

To meet the objective of improving community health and health equity, the CHNA process has included meeting the 

following goals: 

¶ Identifying resources, strengths, and barriers to improving health outcomes  

¶ Developing a deeper understanding of community access to care challenges, including those faced by 

marginalized communities 

¶ Enabling community partners to coalesce around the opportunities for population health improvement 

On an ongoing basis, the CHNA data can be updated with information gathered at community meetings, forums, focus 

groups and surveys. Dissemination of the information in this document in different forms is a critical step in 

communications that inform partners, stakeholders, community agencies, associations, and the public about the 

availability of the community health needs assessment and what community members can do to make a difference.  

Assessment Approach & Methodology  

HHC worked with its assessment partners Crescendo Consulting Group and DataHaven to formalize and deploy a highly 

inclusive assessment framework. The framework was structured to be welcoming to priority communities and others, 

steeped in best practices, and designed to triangulate insights. At the conclusion of the process, the local stakeholders 

developed a succinct, prioritized list of community needs. To do this, the methodology included a mixed modality 

approach ς quantitative, qualitative, and technology-based techniques ς to learn about the human stories and voices 

while weaving them with the best available data.  

Crescendo engaged community partners, used data analytics, and invited others to join the discovery process to help 

describe a positive cycle of change. The assessment activities meet the following goals: 

¶ Identify community resources, strengths, and barriers 

¶ Develop a deeper understanding of community health equity and inequalities 

¶ Enable the community to coalesce around, and act upon, the opportunities for population health improvement 
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The following illustrates the three-stage methodology used to achieve the project goals.  

 

Below is a graphic illustrating how the mixed modality research methodology used stakeholder interviews, focus group 

discussions, a large sample community survey, and an access audit to ensure community voices were combined and fed 

into the prioritization process.  

Based on the results of the mixed-

modality approach, an extensive list of 

over 50 needs in each area was 

developed. Crescendo deployed a 

άaƻŘƛŦƛŜŘ 5ŜƭǇƘƛ ¢ŜŎƘƴƛǉǳŜέ ǘƻ 

prioritize the needs. Individual hospital 

facilities further refined their priorities. 

Each technique deployed in the CHNA 

was part of the longer-term 

Assessment as Action Cycle which 

jump-starts the continuous process of 

assessing community needs, 

addressing high-priority needs, 

evaluating impact, adjusting strategies, 

and assessing community needs. 
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The CHNA provided an important opportunity for all the 

stakeholders in this complex landscape to work together to build a 

positive cycle of change. The ongoing cycle of assessment, strategy 

development, program development, program implementation, data 

collection, and program evaluation is a way to continually improve 

community health. 

The approach endeavored to engage voices that are often hard to 

hear ς young people, gender minorities, isolated seniors, Black, 

Indigenous & People of Color (BIPOC3) households, households 

where English is rarely spoken, single-parent households, LGBTQ+ 

community members, and others.  

Focus Group Discussions 

HHC conducted 30 focus group discussions during the CHNA.  The group embraced an inclusive set of community 

partners such as those listed in the table below: 

HHC Region Host / Partner Community Group 

Northwest  Northwestern Connecticut Community College Students & Faculty  

Central  Meriden Commission on Aging and Disabilities 
Older Adults, People Living With Disabilities & 

Caregivers 

Central  Meriden Senior Center Older Adults  

Central  North End Senior Center Older Adults  

Northwest  Winchester Senior Center Older Adults  

Northwest  New Opportunities  Hispanic & Latino, Low Socioeconomic Status 

East Southeastern Mental Health Network Mental Health Professionals  

Central  Meriden Council on Aging Older Adults  

Central  YWCA New Britain Arabic Community 

Northwest  Our Culture is Beautiful Equality and Diversity 

Northwest  The Be Ready Project  
Parents and Caregivers of Children Living With 

Disabilities 

East Norwich Free Academy Students & Faculty  

Northwest  
Regional Early Childhood Alliance Steering Committee & 

Northwest Regional Parent Advisory Committee 

 

Parents     

All General Community  All 

  

                                                           
3 Black, Indigenous & People of Color. BIPOC is person-ŦƛǊǎǘ ƭŀƴƎǳŀƎŜΦ Lǘ ŜƴŀōƭŜǎ ŀ ǎƘƛŦǘ ŀǿŀȅ ŦǊƻƳ ǘŜǊƳǎ ƭƛƪŜ άƳŀǊƎƛƴŀƭƛȊŜŘέ ŀƴŘ άƳƛƴƻǊƛǘȅΦέ !ǾŀƛƭŀōƭŜ ŀǘΥ 
www.healthline.com/health/bipoc-meaning#meaning  

Assessment as Action Cycle© 

http://www.healthline.com/health/bipoc-meaning#meaning
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Data Notes & Limitations 

Health disparities indicate differences in health linked with social, economic, and/or environmental disadvantages. 

Health disparities adversely affect communities who have systematically experienced greater barriers to health based on 

their racial or ethnic group; religion; socioeconomic status; gender; age; mental health; cognitive, sensory, or physical 

disability; sexual orientation or gender identity; geographic location; or other characteristics historically linked to 

discrimination or exclusion.4 

The secondary data collection portion of the CHNA report utilizes text and tables from Version 1.0 of the DataHaven 

town equity profiles which DataHaven has published for all 169 towns and several regions of Connecticut. The health 

equity data was augmented with information from the United States Census Bureau American Community Survey (ACS) 

which covers a broad range of topics about the social, economic, demographic, and housing characteristics of the U.S. 

population.  

The primary advantage of using multiyear estimates is the increased statistical reliability of the data for less populated 

areas and small population subgroups. By collecting and analyzing data from a great breadth of publicly available data 

sources, proprietary databases, and other sources, the team developed a detailed view of each of the seven hospital 

service areas (HSAs) represented in this report.  

It is important to note that some health equity data can have percentage changes that look dramatic simply because the 

raw counts of some populations are so small. In addition, cross-tabulations by county or HSA may result in slight 

differences in totals. As DataHaven notes in each HSA report found in the appendix, άǘhroughout most of the measures 

in this report, there are important differences by race and ethnicity as well as neighborhood that reflect differences in 

access to resources and other health-related social needs. Wherever possible, data will be presented with racial and 

ethnic breakdowns. Data for white, Black, Asian and other populations represent non-Hispanic/Latino members of each 

racial group.έ  

                                                           
4 Health.gov. How does Healthy People 2030 define health disparities and health equity? Available at: https://health.gov/our-work/national-health-initiatives/healthy-
people/healthy-people-2030/questions-answers#q9  

https://health.gov/our-work/national-health-initiatives/healthy-people/healthy-people-2030/questions-answers#q9
https://health.gov/our-work/national-health-initiatives/healthy-people/healthy-people-2030/questions-answers#q9


 

13 | Page 

 

Community & HSA Definition ς Description of the People Who Live 

Here 

Note that much of the following secondary research section was contributed by DataHaven of New Haven, Connecticut.  

Our thanks to them!  Their entire report is contained in the appendices. 

Founded in 1954, Natchaug Hospital is Eastern Connecticut's primary provider of psychiatric treatment for children, 

adolescents, and adults. The hospital admits approximately 4,000 people each year for treatment in one or more of its 

programs. In addition to the 57-bed inpatient psychiatric treatment program for children, adolescents, and adults, 

Natchaug operates a 10-site network of partial hospitalization and after-school treatment programs, as well as a 13-bed 

residential treatment program for girls and a multisite kindergarten through 12th grade special education program. 

Natchaug Hospital also has an Older Adult Program at the HHC Center for Healthy Aging located in Windham Hospital. 

The hospital operates locations throughout Eastern Connecticut serving children, adolescents, and adults with quality, 

compassionate care. For more information, please visit www.natchaug.org.  

Natchaug Hospital is a member of HHC which operates seven acute-care hospitals, air-ambulance services, behavioral 

health and rehabilitation services, a physician group and clinical integration organization, skilled-nursing and home 

health services, and a comprehensive range of services for seniors, including senior-living facilities. For more 

information, please visit https://hartfordhealthcare.org/ 

TABLE 1: STUDY AREA 
 

    

 

Indicator 

 

Connecticut 
Natchaug 

Hosp. HSA 

 

Windham 

Total population 3,605,944 80,421 24,425 

Total households 1,370,746 26,339 8,590 

Homeownership rate 66% 68% 47% 

Housing cost burden rate 36% 36% 44% 

Adults with less than a high sch. diploma 9% 9% 19% 

Median household income $78,444 $76,359 $47,481 

Poverty rate 10% 15% 25% 

Life expectancy (years) 80.3 79.8 77.5 

Ages 18ς64 w/o  health insurance 11% 12% 17% 

bƻǘŜΥ  ά²ƛƴŘƘŀƳέ 

refers to the Town of 

Windham in the table 

below. 

http://www.natchaug.org/
https://hartfordhealthcare.org/
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Health Equity Data Results 

Social Influencers of Health (SIoH) 

SIoH (also known as Social Determinants of Health) describe the 

conditions that affect a wide range of health, functioning, and 

quality-of-life outcomes and risks.5 They are the conditions in 

which people are born, grow, work, live, and age - and often the 

wider set of forces and systems shaping the conditions of daily life. 

These forces and systems include economic policies and systems, 

development agendas, social norms, social policies, and political 

systems. SDoH have an important influence on health inequities - 

the unfair and avoidable differences in health status seen within 

and between HSAs. Across the globe in countries where levels of 

income, health, and illness follow a social gradient, the lower the 

socioeconomic position, the worse the health.6 

Community Overview Description  

As of 2020, the population of the Natchaug Hospital HSA is 80,421, including 12,885 children and 67,536 adults. 

Approximately 30% of the residents in the Natchaug Hospital service area are people of color, compared to 37% of the 

residents statewide. The composite snapshot indicates: 

¶ hŦ ǘƘŜ ǊŜƎƛƻƴ ǎ нсΣооф ƘƻǳǎŜƘƻƭŘǎΣ су% are homeowner households. Approximately 36% of the Natchaug 
IƻǎǇƛǘŀƭ I{! ǎ ƘƻǳǎŜƘƻƭŘǎ ŀǊŜ Ŏƻǎǘ-burdened, meaning they spend at least 30% of their total income on housing 
costs. 

¶ !ƳƻƴƎ ǘƘŜ ǊŜƎƛƻƴ ǎ ŀŘǳƭǘǎ ŀƎŜǎ нр ŀƴŘ ǳǇΣ ор% have earned a bachelors degree or higher. 

¶ The Natchaug Hospital service area is home to 26,317 jobs, with the largest share in the Health Care and Social 
Assistance sector. 

¶ The median household income in the Natchaug Hospital service area is $76,359. The average life expectancy in 
the Natchaug HSA is 79.8 years. 

¶ More than half (57%) of adults in the Natchaug Hospital service area say they are in excellent or very good 
health. In 2020, 27 people in the Natchaug Hospital HSA died of drug overdoses. 

¶ Approximately 86% of adults in the Natchaug Hospital HSA are satisfied with their area, and 56% say their local 
ƎƻǾŜǊƴƳŜƴǘ ƛǎ ǊŜǎǇƻƴǎƛǾŜ ǘƻ ǊŜǎƛŘŜƴǘǎ  ƴŜŜŘǎΦ  

¶ In the 2020 presidential election, 78% of registered voters in the Natchaug Hospital HSA voted. 

¶ Approximately 40% of adults in the Natchaug Hospital HSA report having stores, banks, and other locations in 
walking distance of their home, and 40% say there are safe sidewalks and crosswalks in their neighborhood. 

                                                           
5 Healthy People 2030, Social Determinants of Health. Available at: www.health.gov/healthypeople/objectives-and-data/social-determinants-health  
6 World Health Organization, Social Determinants of Health. Available at: www.who.int/health-topics/social-determinants-of-health#tab=tab_1  

https://health.gov/healthypeople/objectives-and-data/social-determinants-health
http://www.health.gov/healthypeople/objectives-and-data/social-determinants-health
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
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Demographics & Health Equity Profile 

Throughout most of the measures in this report, there are important differences by race/ethnicity and neighborhood 

that reflect differences in access to resources and other health-related social needs. Wherever possible, data will be 

presented with racial/ethnic breakdowns. Data for white, Black, Asian and other populations represent non-

Hispanic/Latino members of each racial group 

As of 2020, the population of the Natchaug Hospital HSA is 80,421, including 12,885 children and 67,536 adults. Thirty 

ǇŜǊŎŜƴǘ ƻŦ ǘƘŜ bŀǘŎƘŀǳƎ IƻǎǇƛǘŀƭ I{! ǎ ǊŜǎƛŘŜƴǘǎ ŀǊŜ ǇŜƻǇƭŜ ƻŦ ŎƻƭƻǊΣ ŎƻƳǇŀǊŜŘ ǘƻ от ǇŜǊŎŜƴǘ ƻŦ ǘƘŜ ǊŜǎƛŘŜnts 

statewide. 

 
TABLE 2: POPULATION BY RACE & ETHNICITY, 2020 

Native   
White Black Latinx Asian American  

Area Count Share Count Share Count Share Count Share Count Share 

Other 

race/ethnicity 

Count Share 

Connecticut 2,279,232 63% 360,937 10% 623,293 17% 170,459 5% 6,404 <1% 165,619 5% 

Natchaug 
Hosp. HSA 

55,989 70% 2,360 3% 13,699 17% 4,842 6% 189 <1% 3,342 4% 

Windham 11,536 47% 897 4% 10,199 42% 799 3% 50 <1% 944 4% 

¶ As /ƻƴƴŜŎǘƛŎǳǘΩǎ predominantly White Baby Boomers age, younger generations are driving the ǎǘŀǘŜΩǎ increased 

racial and ethnic diversity.  

¶ Black and Latino populations in particular skew much younger than White populations. 
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Income, Jobs & Wages  

Economic stability is a known social determinant of health as people living in poverty are less likely to have access to 

health care, healthy food, stable housing, and opportunities for physical activity. These disparities mean people living in 

poverty are more likely to die from preventable diseases.  

TABLE 3: MEDIAN HOUSEHOLD INCOME BY RACE7  

County  

Median 

Household 

Income 

White  

Black or 

African 

American 

Native 

American 
Asian Latinx 

Connecticut $77,696 $89,527 $49,000 $43,350 $96,689 $47,753 

Fairfield County $95,645 $116,337 $53,679 $43,482 $125,033 $53,413 

Hartford County $75,148 $87,104 $51,323 $34,435 $94,656 $42,002 

Litchfield County $79,906 $81,230 $59,167 ND $83,958 $66,103 

New Haven County $69,905 $82,388 $44,566 $39,178 $89,427 $44,618 

New London $73,490 $78,151 $42,190 $58,333 $78,125 $50,613 

Tolland County $87,069 $90,921 $29,071 ND $88,517 $73,420 

Windham County $66,550 $70,843 $27,344 ND $53,258 $40,998 

Source: U.S. Census Bureau American Community Survey 5-Year Estimates, 2015-2019 

 

There are a total of 26,317 jobs based in towns in the Natchaug Hospital HSA, with 10,117 jobs based in Windham. 

Jobs in the Health Care and Social Assistance sector make up the largest share in the region. While these numbers are 

from 2019 and do not include economic outcomes related to the COVID-19 pandemic, they describe general labor 

market strengths and average wages for the area. 

TABLE 4: JOBS & WAGES IN NATCHAUG HOSPITAL I{! { 5 LARGEST SECTORS, 2019 
 

Sector 

Connecticut Natchaug Hosp. HSA 

Total jobs Avg annual pay Total jobs Avg annual pay 

All Sectors 1,670,354 $69,806 26,317 $51,029 

Health Care and Social Assistance 271,014 $54,858 4,088 $49,724 

Retail Trade 175,532 $35,833 2,615 $30,585 

Accommodation and Food Services 129,012 $23,183 2,288 $22,282 

Administrative and Support and Waste 
Management and Remediation Services 

89,852 $47,443 799 $39,219 

Manufacturing 161,893 $85,031 784 $66,646 

  

                                                           
7 Ψ²ƘƛǘŜΩ ƛƴŘƛŎŀǘƻǊ ƛƳǇƭƛŜǎ ǘƘŜ ǇŜǊŎŜƴǘŀƎŜ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ǘƘŀǘ ƛŘŜƴǘƛŦƛŜǎ ŀǎΣ Ψ²ƘƛǘŜ ŀƭƻƴŜΣ ƴƻǘ IƛǎǇŀƴƛŎ ƻr Latino. ΩbŀǘƛǾŜ !ƳŜǊƛŎŀƴΩ indicator implies the percentage of 
ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ǘƘŀǘ ƛŘŜƴǘƛŦƛŜǎ ŀǎΣ Ψ!ƳŜǊƛŎŀƴ LƴŘƛŀƴ ŀƴŘ !ƭŀǎƪŀƴ bŀǘƛǾŜΩΦ Ψ[ŀǘƛƴȄΩ indicator implies the percentage of the population that iŘŜƴǘƛŦƛŜǎ ŀǎ ΨIƛǎǇŀƴƛŎ ƻǊ [ŀǘƛƴȄ 
ƻǊƛƎƛƴ όƻŦ ŀƴȅ ǊŀŎŜύΩ ŀŎŎƻǊŘƛƴƎ ǘƻ ǘƘŜ ¦Φ{Φ /Ŝƴǎǳǎ .ǳǊŜŀǳΦ 
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Education 

Public school students in the Natchaug Hospital HSA are served by 10 school districts for pre-kindergarten through 

grade 12, including two regional districts. During the 2019ς2020 school year, there were a total of 9,202 students 

enrolled in these districts, with 3,345 enrolled in the Windham School District. Tracking student success measures 

is important since disparate academic and disciplinary outcomes are observed as early as preschool and can 

ǳƭǘƛƳŀǘŜƭȅ ŀŦŦŜŎǘ ŀ ǇŜǊǎƻƴ ǎ ƭƻƴƎ- term educational attainment and economic potential. 

FIGURE 1: EDUCATIONAL ATTAINMENT BY RACE/ETHNICITY, SHARE OF ADULTS AGES 25 AND UP, 2019 
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Social & Physical Environment 

Housing  

The Natchaug Hospital service area has 26,339 households, of which 67% ŀǊŜ ƘƻƳŜƻǿƴŜǊ ƘƻǳǎŜƘƻƭŘǎΦ hŦ ǘƘŜ ǊŜƎƛƻƴ ǎ 

28,858 housing units, 70% are single-family units. Housing costs have risen while wages have not increased at the same 

rate. Hence, lower-income workers are more likely to rent. 

TABLE 5: HOMEOWNERSHIP RATE BY RACE & ETHNICITY OF HEAD OF HOUSEHOLD, 2019 
 

Area 

 

Total 

 

White 

 

Black 

 

Latinx 

 

Asian 

Native 

American 

Connecticut 66% 76% 39% 34% 58% 40% 

Natchaug Hospital HSA 68% 77% 30% 27% 44% 36% 

Windham 47% 63% 27% 24% ND 29% 

¶ Homeownership rates vary by race/ethnicity. Younger adults are less likely than older adults to own their homes 

across several race/ethnicity groups. However, in most towns, younger White adults own their homes at rates 

comparable to or higher than older Black and Latinx adults. 

¶ Cost burden generally affects renters more than homeowners and has a greater impact on Black and Latinx 

householders. Among renter households in the Natchaug Hospital HSA, 54% are cost-burdened, compared to 

26% of owner households. 

Transportation 

Within the HSA, the mean travel time to get to work are 23.5 minutes in Windham County, 31.3 minutes in 26.3 minutes 

in Tolland County, and 23.7 minutes in New London County. 

TABLE 6: POPULATION COMMUTING TO WORK  

 Connecticut 
Fairfield 
County 

Hartford 
County 

Litchfiel
d 

County 

New 
Haven 
County 

New 
London 

Tolland 
County 

Windham 
County 

Workers Aged 16 & 
Older 

1,786,592 468,064 443,046 95,123 422,610 137,099 76,781 57,149 

Mean travel time to 
work (minutes) 

26.6 31.3 25.5 26.5 28.7 23.7 26.3 23.5 

Car, truck, or van -- 
drove alone 

78.2% 72.2% 81.1% 83.2% 78.3% 80.4% 80.3% 83.3% 

Car, truck, or van -- 
carpooled 

7.9% 8.1% 8.1% 6.0% 8.4% 8.6% 6.1% 8.0% 

Public 
transportation 
(excluding taxicab) 

4.7% 10.1% 3.2% 1.4% 3.8% 1.4% 1.9% 0.6% 

Walked 2.7% 2.5% 2.0% 2.4% 3.3% 3.0% 4.2% 2.5% 

Other means 1.2% 1.1% 1.0% 1.3% 1.5% 1.2% 0.9% 0.8% 

Worked from home 5.3% 6.0% 4.6% 5.6% 4.7% 5.3% 6.6% 4.8% 
Source: U.S. Census Bureau American Community Survey 5-Year Estimates, 2015-2019  
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Environment & Sustainability 

High-quality built environment resources, such as recreational facilities and safe sidewalks, help keep residents active 

and bring communities together. Walkable neighborhoods may also encourage decreased reliance on cars. Throughout 

Connecticut, Black and Latinx residents are largely concentrated in denser urban areas which tend to offer greater 

walkability. Of adults in the Natchaug Hospital HSA, 40% report having stores, banks, and other locations they need in 

walking distance, lower than the share of adults statewide. 

FIGURE 2: w9{L59b¢{Ω RATINGS OF LOCAL WALKABILITY MEASURES BY RACE & ETHNICITY, SHARE OF 
ADULTS, 2015-2021 
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Food Insecure Communities  

The Food Access Research Atlas indicates low-

income census tracts where a significant 

number or share of residents is more than one 

mile (urban) or 10 miles (rural) from the 

nearest supermarket. 

The green shaded areas within Figure 3 

indicate areas of potential food deserts within 

the HSA.  

 

Food Insecurity  

CƻƻŘ ƛƴǎŜŎǳǊƛǘȅ ǊŜŦŜǊǎ ǘƻ ¦{5!Ωǎ measure of lack of access, at times, to enough food for an active, healthy life for all 

household members and limited or uncertain availability of nutritionally adequate foods. It is important to note that the 

COVID-19 pandemic impacted access to nutritious foods for vulnerable populations and communities that had not 

experienced food insecurity prior to 2020. Research indicates that the pandemic ultimately ended years of declining 

rates of food insecurity ς the lack of access to sufficient food because of limited financial resources.8 

In 2019, food insecurity rates for the whole population were predominantly lower compared to the statewide figure of 

12%. New London County experienced the largest increase in child food insecurity from 11.7% in 2019 to 14.8% in two 

years.  

TABLE 7: FOOD INSECURITY  

 Connecticut 
Fairfield 
County 

Hartford 
County 

Litchfield 
County 

New 
Haven 
County 

New 
London 

Tolland 
County 

Windham 
County 

2019  

Food Insecure 
Population 

12.0% 9.7% 11.3% 10.4% 11.9% 11.7% 9.8% 12.6% 

Food Insecure 
Children 

15.1% 11.1% 14.1% 11.8% 15.4% 14.9% 9.8% 15.3% 

2021  

Food Insecure 
Population 

ND 12.3% 13.9% 12.3% 14.5% 14.8% 11.6% 14.9% 

Food Insecure 
Children 

ND 15.5% 18.6% 15.6% 19.8% 20.2% 13.2% 19.4% 

Source: USDA Food Environment Atlas, Map the Meal Gap from Feeding America 

 

FIGURE 3: FOOD ACCESS RESEARCH ATLAS 

 

 

 

 

 

 

 

 

 

Source: U.S. Department Of Agriculture. Economic Research Service, Food Access Research Atlas 

                                                           
8 Feeding America. The Impact of the Coronavirus on Food Insecurity in 2020 & 2021, March 2021. Available at: www.feedingamerica.org/sites/default/files/2021-
03/National%20Projections%20Brief_3.9.2021_0.pdf  

https://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
http://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
http://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
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Crime Rates 

Crime rates per 100,000 residents are based on reports to law enforcement of violent force against persons, as well as 

offenses involving property. Not all crimes involve residents of the areas where the crimes occur, which is important to 

consider when evaluating crime rates in areas or towns with more commercial activity. Crime patterns can also vary 

dramatically by neighborhood. Crime can impact the social and economic well-being of communities, including through 

negative health effects. 

 FIGURE 4: CRIME RATES PER 100,000 RESIDENTS BY TOWN/JURISDICTION, 2019 
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Neighborhood Disinvestment 

Neighborhood disinvestment and gentrification present significant risks or threats to lower income communities while 

simultaneously offering some economic opportunities (e.g., through Economic Opportunity Zones and similar programs).  

Disinvestment is the withdrawal of investment from communities by business owners, investors, and others.  They no 

longer work to improve schools, neighborhoods, businesses, or the general community. Eventually, a lack of investment 

degrades the infrastructure needed to support the community.  

As neighborhood disinvestment occurs, businesses vital to the fabric of the community leave, as well.  This often leaves 

community members with reduced services and puts them at an even greater risk of experiencing barriers to health care 

services, reduced access to affordable, nutritious food, and other basic services.  The ultimate impact may be a 

continuing (or accelerating) cycle of poverty for many lower-income residents. 

From the Open Science Education organization some examples of how communities are impacted by disinvestment 

follow:9 

¶ It is more challenging for members of these communities to secure a home loan to buy a new house.  If a family 

member cannot get a loan for a home of their own, this leads to more family members sharing a single home 

together. 

¶ DǊƻŎŜǊȅ ǎǘƻǊŜ ŎƻƳǇŀƴƛŜǎ ōǳƛƭŘ ƴŜǿ ƎǊƻŎŜǊȅ ǎǘƻǊŜǎ ƛƴ άƳƻǊŜ-ŘŜǎƛǊŀōƭŜέ ƴŜƛƎƘōƻǊƘƻƻŘǎΦ ¢ƘŜƛǊ ŘƛǎƛƴǾŜǎǘƳŜƴǘ ƛƴ 

Black and Hispanic/Latinx communities means that these communities have very few grocery options. Fresh 

groceries, such as vegetables, fruits, fresh meats, and bakeries, can be hard to find in these communities. 

¶ IƻƳŜǎ ƛƴ άŘŜǎƛǊŀōƭŜέ ŎƻƳƳǳƴƛǘƛŜǎ ŀǊŜ ǿƻǊǘƘ ƳƻǊŜ ƳƻƴŜȅΦ IƛƎƘŜǊ ƘƻƳŜ ǾŀƭǳŜǎ ƎŜƴŜǊŀǘŜ ƳƻǊŜ ǇǊƻǇŜǊǘȅ ǘŀȄ 

money for schools in the community. Disinvestment in communities keeps home values low, which generates 

less money for schools. Schools with less money to spend cannot upgrade their buildings, purchase new 

materials and technologies for classrooms, or pay teachers the same wage that other schools can pay. 

¶ There are few job opportunities within a community experiencing disinvestment because there are not as many 

businesses hiring workers. People in these communities must seek jobs in other communities. Many will need to 

ride public transportation to and from their jobs in other communities. 

¶ These communities can experience higher unemployment because of a low number of job opportunities, which 

creates a lack of access to health care. Individuals in these communities may not have health insurance, which 

could prevent them from seeing a doctor when they are sick. These communities also have few clinics and 

medical providers within the community, so they have to travel to other communities to see a doctor. 

¶ These communities also have fewer green spaces or spaces for sports and outdoor recreation than the majority-

White neighborhoods, making exercise and recreation much harder for people who live there. 

The National Community Reinvestment Coalition conducted a recent study10 that analyzed the impact of Opportunity 

Zones on neighborhood disinvestment and gentrification.  Generally, areas that are eligible for gentrification are at-risk 

of neighborhood disinvestment.  In addition, when (or if) economic expansion is attracted via some form of 

                                                           

9 Open Science Education, 2020.  Available at https://www.openscied.org/wp-content/uploads/2020/09/L6.Reading_-Systemic-Racism-and-Disinvestment-in-

Communities.pdf  
10 bŀǘƛƻƴŀƭ /ƻƳƳǳƴƛǘȅ wŜƛƴǾŜǎǘƳŜƴǘ /ƻŀƭƛǘƛƻƴΣ άDŜƴǘǊƛŦƛŎŀǘƛƻƴ ŀƴŘ 5ƛǎƛƴǾŜǎǘƳŜƴǘ нлнлέΣ !ǾŀƛƭŀōƭŜ ŀǘ https://ncrc.org/gentrification20/  

https://www.openscied.org/wp-content/uploads/2020/09/L6.Reading_-Systemic-Racism-and-Disinvestment-in-Communities.pdf
https://www.openscied.org/wp-content/uploads/2020/09/L6.Reading_-Systemic-Racism-and-Disinvestment-in-Communities.pdf
https://ncrc.org/gentrification20/
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gentrification, existing residents are often faced with accelerating apartment rental fees, higher property taxes, and 

similar, related issues.  

The results of the national study identified 11 Connecticut cities in which gentrification had taken place (2012 to 2017) 

or was eligible to do so based on the following criteria: 

 

 

 

 

Opportunity Zones (OZs) ς created under the Tax Cuts and Jobs Act of 2017 ς are a U.S. Federal Government economic 

tool that incentivizes people to invest in economically challenged areas. Their purpose is to raise local income and 

accelerate economic growth and job creation in low-

income neighborhoods while providing tax benefits to 

investors.  

¶ In Connecticut, most (i.e., seven of 11) 

targeted cities had experienced 

gentrification through 2017. 

¶ Gentrification implies that individuals and 

families not benefiting from increased or 

modestly rising incomes can be priced out of 

their neighborhoods. Additionally, they may 

be compelled to sacrifice other basic needs 

(e.g., health care, food, education) in order 

to remain housed. 

¶ Most neighborhoods in which gentrification 

is taking place in Connecticut are 

predominantly populated by racial or ethnic 

minorities. 

The appendices contain maps showing each of 

the 11 Connecticut cities referenced above. 
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Community Health Status & Patterns 

 

A mix of factors contributes to individual and 

community health status and range from the very 

personal health behaviors to programs and 

policies, but fundamental contributors are 

programs and policies designed to limit social 

inequality. In a seminal article two decades ago, 

Christopher Jencks after years of studying social 

ƛƴŜǉǳŀƭƛǘȅ ƴƻǘŜŘΥ άaȅ ōƻǘǘƻƳ ƭƛƴŜ ƛǎ ǘƘŀǘ ǘƘŜ ǎƻŎƛŀƭ 

consequences of economic inequality are 

sometimes negative, sometimes neutral, but 

seldom as far as I can discover - ǇƻǎƛǘƛǾŜΦέ11 The 

graphic to the right illustrates how the various 

factors contribute to and drive health outcomes. 12 

The socioeconomic disparities described in this 

report tend to correlate with health outcomes. 

Factors such as stable housing, employment, 

literacy, and linguistic fluency, environmental 

hazards, and transportation all impact access to 

care, physical and mental health outcomes, and 

overall quality of life.   

Income and employment status often drive 

differences in access to health care, the likelihood of getting preventive screenings as recommended, the affordability of 

life-saving medicines, and the ability to purchase other goods and services, including high-quality housing and nutritious 

food. 

 

Life Expectancy 

Life expectancy is a good proxy for overall health and well-being since it is the culmination of so many other social and 

health factors. The average life expectancy in the Natchaug Hospital HSA is 79.8 

years, compared to 77.5 years in Windham and 80.3 years statewide. 

FIGURE 5: LIFE EXPECTANCY, NATCHAUG HSA BY CENSUS 
TRACT, 2015 

 

 

                                                           
11 WŜƴŎƪǎΣ /Φ нллнΦ ά5ƻŜǎ LƴŜǉǳŀƭƛǘȅ aŀǘǘŜǊΚ 5ŀŜŘŀƭǳǎ момΣ ό²ƛƴǘŜǊύΥ пф-65. 
12 County Health Rankings and Roadmaps. Available at https://www.countyhealthrankings.org/explore-health-rankings/measures-data-sources/county-health-rankings-
model  



 

25 | Page 

 

Preventive Care Measures 

Preventive care can help counteract economic disadvantages, as a ǇŜǊǎƻƴΩǎ health can be improved by addressing risk 

factors like hypertension and chronic stress early. Lack of affordable, accessible, and consistent medical care can lead to 

residents relying on expensive emergency room visits later on. Overall, 75% of the adults in the Natchaug Hospital HSA 

had an annual checkup as of 2018, and 72% had a dental visit within the previous 12 months. 

FIGURE 6: PREVENTIVE CARE MEASURES, SHARE OF ADULTS BY CENSUS TRACT, NATCHAUG HOSPITAL 
HSA 

Throughout the state, 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. For example, diabetes is much 

more common among older adults than younger ones, yet middle-aged Black adults in Connecticut have higher 

diabetes rates than white adults aged 65 and older. 

FIGURE 7: SELECTED HEALTH RISK FACTORS, SHARE OF ADULTS, 2015-2021 
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FIGURE 8: CHRONIC DISEASE PREVALENCE, SHARE OF ADULTS BY CENSUS TRACT, NATCHAUG HOSPITAL 
HSA 

 
 

 

 

  


























































































































































































