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ACRONYMS 
 
ACA  Affordable Care Act  
ACS  American Community Survey  
BRFSS  Behavioral Risk Factor Surveillance Survey  
CHIME  Connecticut Hospital Information Management Exchange 
CHNA  Community Health Needs Assessment  
CHW  Community Health Worker  
CT  Connecticut  
CAPE  Council on Addiction and Prevention Education  
DARE  Drug Abuse Resistance Education 
EBT  Electronic Benefit Transfer 
EMS  Emergency Medical Services  
EMT  Emergency Medical Technician  
ESL  English as a Second Language 
FCH  Foundation for Community Health 
HHS  Health and Human Services  
HPSA  Health Professional Shortage Area 
HRSA  Health Resources and Services Administration  
HP2020 Healthy People 2020  
ICA  Integrated County Assessment 
NAMI  National Alliance on Mental Illness  
NECC  North East Community Center 
ND  No date 
NY  New York  
NYC  New York City  
NYS  New York State 
NYSDOH New York State Department of Health 
OASAS  Office of Alcoholism and Substance Abuse Services  
PCS  Patient Characteristics Survey  
SPARCS Statewide Planning and Research Cooperative System 
STI  Sexually Transmitted Infection 
SWSCR  Student Weight Status Reporting System 
US  United States  
USDA  United States Department of Agriculture 
VNA  Visiting Nurse Association  
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INTRODUCTION 
 
The Foundation for Community Health (FCH), founded in 20031, is a private, not-for-profit 
foundation dedicated to maintaining and improving the physical and mental health of the 
residents of the greater Harlem Valley in New York and the northern Litchfield Hills of 
Connecticut, with an emphasis on serving those most vulnerable.2  

Since its inception, FCH has awarded nearly $8 million in grants to a variety of nonprofit 
organizations in the region. In addition to its direct funding of health projects, the Foundation 
initiates forums, research, conferences, workshops, and other educational programs aimed at 
improving access to healthcare for people living in the FCH community. For the first ten years of 
its work, FCH focused its efforts in three priority areas: oral health, mental health, and access to 
healthcare. These priorities were identified based on a health needs assessment commissioned 
by the Foundation in 2004.  

In 2014, FCH’s Board of Directors was interested in reassessing the Foundation’s strategy to 
determine where it could best serve community needs. This needs assessment was commissioned 
to help inform those decisions. Community health needs assessments (CHNAs) had recently been 
conducted in each of the three counties with towns in FCH’s service area; these assessments 
described social, economic and health conditions in the counties and identified priorities for 
addressing health needs. This needs assessment focuses more specifically on the health conditions 
and health needs of those living in the 17 communities FCH serves. The Foundation’s Board was 
also very interested in learning what community residents and providers serving the community 
see as the key health needs in the region. Thus, in addition to secondary data about health and 
health care needs, the data collected for this needs assessment includes the results of a survey of 
community stakeholders and focus groups with residents and providers.  It is important to note 
that the Foundation takes a population/public health approach to fulfilling its mission; the focus of 
this needs assessment is on exploring broadly the trends and factors affecting the health and well-
being of community residents rather than examining specific health care systems or interventions.  
 
The report has four sections. The first describes the data collection methodology for the study. The 
second section draws on existing secondary data from county, state, and national sources to 
provide an overview of FCH communities and residents’ health status. This is followed by a 
discussion of health and healthcare needs based on information gathered through an online survey 
and focus groups with residents, service providers, and community leaders. The report concludes 
with a summary of findings.  

DATA COLLECTION METHODS 
 
This report presents quantitative and qualitative data that come from the following sources: 
 

 Secondary Data.  This report compiles data from the U.S. Census and state agencies (labor, 
education, and public health) as well as data collected by community-based agencies and 
researchers. In addition, over the past two years, health departments and community 

                                                           
1 FCH was initially funded with assets from the sale and conversion of Sharon Hospital to a for-profit organization. 
2 The communities served are: Amenia, Ancram, Copake, Dover, Northeast, Pine Plains, Stanford, and Washington (NY) 
and Canaan (Falls Village), Cornwall, Goshen, Kent, Norfolk, North Canaan, Salisbury, Sharon, and Warren (CT). 
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organizations in the region have conducted CHNAs and these have also informed this 
report. These assessments include the Columbia County Community Health Assessment and 
Community Health Improvement Plan, 2014-2017, the Dutchess County Community Health 
Assessment 2013-2017, and the 2012 Community Health Needs Assessment. Litchfield County. 
A complete list of data sources is provided at the end of this report. 

 
It is important to note that because the region covered in this assessment includes two 
states, obtaining the same data for some socio-economic and health indicators is difficult. 
Each state has different data collection systems, may not report data for the same years, and 
may use different definitions of measures. In this report, every attempt was made to find 
data that were comparable across the region. In a few cases, equivalent data were not found 
and in this case, different measures or definitions are presented here. These are noted 
where relevant.  
 

 Community Stakeholder Survey. To better understand community-level health concerns and 
challenges, a brief, anonymous survey was conducted for this project. The survey was 
conducted using SurveyMonkey, a web-based survey tool. The survey asked about health 
concerns in and needed health services in the communities. Because recent CHNAs had 
identified priority health needs in the three counties that comprise FCH’s service area, the 
survey questions focused more specifically on gathering deeper feedback about these 
specific issues.  An email link to the anonymous survey was sent to approximately 450 
stakeholders in or serving the 17 communities, including health care providers, social 
service professionals, the faith community, government representatives, business people, 
and community residents.  Respondents were initially identified through FCH’s database of 
key contacts to which additional medical, mental, and oral health providers were added, 
including all medical providers at Sharon Hospital.  In total, 194 individuals responded to 
the survey, yielding an approximate response rate of 43%, a typical response rate for this 
type of survey.  Descriptive statistics were used to analyze survey results. The survey 
instrument is provided in Appendix A.   
 

 Focus Groups. Ten focus groups with 82 community stakeholders were conducted to gather 
a more in-depth perspective on health and health care status and needs in the communities 
served by the Foundation.  Focus groups were held with local business leaders, seniors, 
youth, patients of a local health center, clients of social service organizations, social service 
provider staff, and community leaders. Groups included 15 Spanish speakers and 67 English 
speakers. Because the Foundation’s mission emphasizes meeting the needs of the region’s 
most vulnerable populations, focus groups were specifically organized to include these 
perspectives. The number of focus group participants ranged from five to twelve and each 
group was between 60 and 90 minutes in duration. Parental permission was obtained from 
all youth focus group members. Standard qualitative data analysis techniques of coding and 
characterizing were used to analyze the data collected through focus groups. The focus 
group protocol is provided in Appendix B. 

 
It is important to note that there are several limitations to the data collected for this study.  As 
described above, the sample size for the Community Stakeholder Survey represents a “convenience 
sample;” as such, there is little ability to generalize results to the larger population in FCH 
communities. Focus group members as well were a sample of individuals selected because they 
received services from local agencies and/or played leadership roles in the community. However, 
they shared their own opinions and perceptions and were not asked to speak on behalf of particular 
agencies, constituencies, or the general population. Focus groups are typically utilized in CHNA 
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processes as they provide an in-depth perspective on community issues or experiences and allow 
for insights and discussion that cannot be obtained through quantitative approaches. Although 
these limitations create challenges, the reliability of the results and findings in this report is 
grounded in the Foundation’s intent to gather perceptions of a diverse group of stakeholders and 
then triangulate emergent themes with existing regional, state, and national secondary source data. 
 

COMMUNITY BACKGROUND AND HEALTH STATUS  
 
This section provides an overview of the factors affecting health and the health status of residents 
in the 17 communities served by FCH.  

Factors Affecting Health 
 
One’s health status is affected by more than one’s personal health behaviors or access to health 
care.  As noted by Grantmakers in Health, “decades of research and practical experience in the United 
States and other countries have shown that a number of economic and social factors – education, 
income, occupation, wealth, housing, neighborhood environment, race and ethnicity – have a powerful 
influence on health.”3  Generally referred to as the “social determinants of health” these factors 
positively and negatively affect health in a community.  This section describes the 17 communities 
comprising FCH’s service area from a social determinants of health perspective.   
 
The data shared below come from the American Community Survey (ACS), unless otherwise noted. 
The ACS is an ongoing survey conducted by the U.S. Census to obtain demographic, economic and 
social data that is used to guide decision making at the national, state, and local levels. The FCH data 
are presented for three geographic regions, FCH towns that are located in Columbia County 
(FCH/Columbia), those located in Dutchess County (FCH/Dutchess), and those located in Litchfield 
County (FCH/Litchfield).  The data are reported by the ACS at the 5-digit zip code level and in some 
cases, data for more than one zip code were aggregated to obtain the data for the town.  It is 
important to note that, due to small sample sizes in the towns, results should be interpreted with 
caution. For comparative purposes, data for Connecticut and New York are also included.  

Demographics 
   

According to the most recent ACS population estimates, the population of the 17 communities 
comprising the FCH service region is estimated to be about 51,410.  Data indicate a regional 
population that is older than that in the states of New York and Connecticut. (Figure 1) In total, 
about 19% of the region’s population is over age 65, compared to 14% for both Connecticut and 
New York.  Further, approximately 9% of the region’s population is over age 75, compared to 7% 
for Connecticut and about 7% for New York.  By contrast, 20% of the region’s population is under 
the age of 18, a smaller proportion than the two states (22%).   
 
Data by FCH service region show that, overall, the communities in Litchfield County served by the 
Foundation are older than those served in Dutchess and Columbia although there is some variation 
across towns. In some Litchfield communities (Kent, North Canaan, and Salisbury), over one 
quarter of the population is over age 65. FCH communities in Dutchess, by contrast, have a 
comparatively younger population; notably over one quarter of Amenia’s population and about 
23% of the populations in Dover and Northeast are under age 18. 

                                                           
3 http://www.gih.org/Focus/FocusOnIssues.cfm?MetadataID=24 
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Figure 1: Population by Age, FCH Regions, Connecticut, and New York, 2008-2012 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: 2008-2012 American Community Survey 5-Year Estimates. 
 
The FCH service area is predominantly White. (Figure 2) About 94% of the region’s population is 
White, compared to 81% for the state of Connecticut and 68% for the state of New York. Hispanics 
of any race comprise 6% of the region’s population.  African Americans/Blacks make up 3% of the 
region’s population and those of other races comprise about 4%.4   The growing racial and ethnic 
diversification of the counties in the region has been documented in recent community health 
assessments.  Both the Dutchess County and Litchfield County CHNAs reported a substantial 
increase in Hispanic populations in those counties between the 2000 and 2010 censuses.5 
 
Data by FCH service region show that the most diverse towns in the region (Dover, Northeast, and 
Amenia) are located in Dutchess County.  In Amenia, about 16% of the population is Hispanic while 
Dover’s Hispanic population is nearly 10%.  By contrast, a number of towns in the service area, 
notably Cornwall, Kent, Warren, and Goshen, have far less racial and ethnic diversity.    
 
  

                                                           
4 Other races includes those who reported their race as Asian, American Indian and Alaska Native, Native Hawaiian and 
Other Pacific Islander, or some other race. 
5 Dutchess County Department of Health. (April 2013). Dutchess County Community Health Needs Assessment 2013-2017.  

Litchfield County Community Transformation Grant Coalition. (ND) 2012 Community Health Needs Assessment.  
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Figure 2: Population by Race & Ethnicity, FCH Regions, Connecticut, and New York, 2008-

2012 

 

 

 

 

 

 
 
 
 
 
Source: 2008-2012 American Community Survey 5-Year Estimates. 
 

Income and Poverty 
 
The median household income in the FCH region varies by town, although it is important to note 
that data sources across the two states and timeframes for the data differ.  (Figure 3) All FCH towns 
in New York had a median household income higher than the state of New York overall according to 
2007-2011 ACS estimates.  With the exception of North Canaan, FCH towns in Connecticut had 
higher median household income levels than the state according to the 2010 Census.   
 
Figure 3: Median Household Income, FCH Towns, FCH Counties, Connecticut,  
and New York 

NEW YORK $56,951 CONNECTICUT $64,321 

Dutchess County $71,125 Litchfield County $70,291 
Columbia County $56,185 Canaan $68,150 
Amenia $57,832 Cornwall $77,243 
Ancram $59,550 Goshen $78,571 
Copake $58,692 Kent $71,008 
Dover $67,462 Norfolk $73,426 
Northeast $61,823 North Canaan $44,817 
Pine Plains $65,539 Salisbury $64,758 
Stanford $68,168 Sharon $69,258 
Washington $67,673 Warren $76,122 

Source: NY: 2007-2011 American Community Survey as cited in County Profiles developed by  
Cornell Program on Applied Demographics. CT: 2010 US Census as cited in 2012 Litchfield County CHNA.   
 
According to the 2008-2012 ACS, a smaller proportion of families in FCH regions are in poverty 
than in Connecticut and New York.  (Figure 4) The poverty rate varies across the FCH towns, from a 
low of 1% in Salisbury and Cornwall to a high of 10% in Amenia. School lunch data provide another 
picture on poverty. Between the 2006-2007 and 2010-2011 school years, the proportion of 
students eligible for free or reduced lunch in Litchfield County increased from 15.3% to 23.1%.6 In 

                                                           
6 Connecticut State Department of Education as cited in 2013 Connecticut KIDS COUNT Data Book.  
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Dutchess County, the proportion of children receiving free or reduced price lunches rose from 
25.8% to 31.9% over the same time period; in Columbia, the rate rose from 35.7% to 40.6%.7 
 
Figure 4: Proportion of Families Below the Poverty Line in Prior 12 Months, FCH Regions, 
Connecticut, and New York, 2008-2012 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Source: 2008-2012 American Community Survey 5-Year Estimates. 
 

Education 
 
ACS data show that about 89% of the FCH region’s residents over the age of 25 are high school 
graduates or higher, a rate similar to the state of Connecticut and higher than the state of New York. 
(Figure 5)  About 31% have a Bachelor’s degree or higher.  
 
Educational attainment rates vary substantially across FCH towns, however. Residents of FCH 
towns in Litchfield County have higher rates of education than those in either Dutchess or 
Columbia: 42% of residents in these towns over age 25 have a Bachelor’s degree or higher 
compared to about 30% of those in Columbia and 22% of those in Dutchess. In many FCH 
communities in Dutchess and in Canaan (Falls Village) in Litchfield, over 10% of residents over age 
25 have not completed high school or high school equivalency. By contrast, over half of residents 
over age 25 in Cornwall and Salisbury have a Bachelor’s degree or higher.  
 
  

                                                           
7 Kids Well-Being Indicators Clearinghouse. http://www.nyskwic.org/data_tools/custom_query.cfm   
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Figure 5: Educational Attainment (persons age 25 or older), FCH Regions, Connecticut, and 

New York, 2008-20128 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: 2008-2012 American Community Survey 5-Year Estimates. 
 

Health Status 
 
The following section examines existing quantitative data related to mortality and disease 
prevalence in the region. These data come from sources including vital statistics, the Behavioral 
Risk Factor Surveillance Survey (BRFSS), and hospitals.9 Where available, targets established 
through the Healthy People 2020 (HP2020) Initiative have also been provided.  Healthy People 
2020 is a national initiative led by a variety of federal agencies that each decade sets out a 10-year 
agenda for improving the nation’s health.10  One aspect of this is identifying targeted measurable 
change in key health and health care indicators. These targets can be useful when examining 
community health.  
 
Two limitations to these data should be noted. First, many health data points are either not 
available at the community level or comprise such small numbers that they cannot be meaningfully 
interpreted. Thus, county-level data are largely reported here. Additionally, because data sources, 
definitions of measures, and analysis timeframes sometimes differ between the two states, the 
ability to compare across the counties in the two states is limited. This is noted where relevant.   

Self-Reported Health Status 
 
According to the BRFSS, a lower proportion of Litchfield County residents reported poor or fair 
health than residents of Dutchess or Columbia counties. (Figure 6)  The number of poor physical 
health days reported was similar across FCH counties and similar to Connecticut and New York.  A 
higher number of poor mental health days were reported by residents in Columbia County than in 
Litchfield County, Dutchess County, and the states.  
 

                                                           
8 High school graduate rates include those who have completed equivalency tests.  
9 The Behavioral Risk Factor Surveillance Survey (BRFSS) is a national phone survey conducted by the Centers for Disease 
Control to gather information about population-level health. The survey is conducted annually although some questions 
are rotated over several years.  
10 http://www.healthypeople.gov/2020/about/default.aspx 
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Figure 6: Age-Adjusted Adult Health Status, FCH Counties, Connecticut, and  
New York, 2008-2012 

 Poor or Fair 
Health 

Poor physical health 
days in last 30 days 

Poor mental health days 
in last 30 days 

Columbia 13% 3.5 4.1 

Dutchess 12% 3.0 3.2 

Litchfield 9% 3.1 3.0 

New York 15% 3.5 3.4 

Connecticut 11% 3.0 3.1 

Source: Behavioral Risk Factor Surveillance System, 2008-2012 as cited in 2014 County Health Rankings. 

 
County Health Ranking data also provide a window on health status in counties. According to the 
2014 County Health Rankings, Litchfield County ranked 4th out of eight Connecticut counties for 
health outcomes and for health factors.11  Dutchess County ranked 11th of 62 New York counties for 
health outcomes and 9th for health factors in 2014.  Columbia County ranked 46th of 62 New York 
counties for health outcomes and 13th for health factors in 2014.  

Mortality Rates 
 
Vital records data about age-adjusted mortality rates indicate that mortality rates in the FCH 
counties varies when compared to the two states. Note that due to different years of the data, rates 
cannot be compared across the two states. Rates of death due to heart disease, chronic lower 
respiratory diseases, accidents, and pneumonia and influenza were higher for Litchfield than 
Connecticut. (Figure 7) Rates of death due to diabetes and cancer were lower than for the state. 
 
Figure 7: Age-Adjusted Mortality Rates, per 100,000 population, Litchfield County 
and Connecticut, 2005-2009  

 Connecticut Litchfield  

All causes 687.7 689.8 

Major Cardiovascular Disease 217.4 230.5 

Cancer12 170.1 164.3 

Chronic Lower Respiratory Diseases 34.5 40.3 

Diabetes 16.7 13.6 

Pneumonia and Influenza 17.2 19.7 

Liver Disease/Cirrhosis 7.2 7.0 

Accidents 32.9 35.0 

Alcohol Induced 5.1 5.7 

Drug Induced 11.1 11.8 

Source: Connecticut Department of Public Health Vital Records, Mortality Files, 2005-2009 (five year  
average) as cited in Litchfield County CHNA.

                                                           
11 County Health Rankings are a collaboration of the University of Wisconsin’s Population Health Institute and the Robert 
Wood Johnson Foundation. The Project assigns each county a Health Outcome rank based on mortality and morbidity and 
a Health Factor rank based on health behaviors, clinical care, social-economic factors, and the physical environment. 
http://www.countyhealthrankings.org  Health outcome measures examine mortality and morbidity. Health factors 
measures include those related to health behaviors, clinical care, social and economic factors, and the physical 
environment. 
12 Healthy People 2020 target is 161.4 deaths per 100,000.  

http://www.countyhealthrankings.org/


 

 10 

Data about mortality for New York show that rates of mortality due to all causes, heart disease, 
coronary heart disease, stroke, lung and colorectal cancer, chronic lower respiratory disease, and 
motor vehicle accidents were higher for residents of Columbia County than for Dutchess County 
and for the rest of the state. (Figure 8) Overall, death rates due to most diseases were lower in 
Dutchess County when compared to Columbia County.  Death rates due to congestive heart failure, 
chronic lower respiratory diseases, lung and colorectal cancers, unintentional injuries, and motor 
vehicle accidents were higher for both Columbia and Dutchess counties compared to New York 
state. Diabetes mortality rates in the two counties were lower than for the state during the 
reporting period. 
 
Figure 8: Age-Adjusted Mortality Rates, per 100,000 population, Columbia County, 
Dutchess County, and New York, 2009-2011 

 New York  Columbia Dutchess 

All causes 658.1 735.1 687.7 

Diseases of the Heart 198.6 216.2 185.9 

Coronary Heart Disease 160.4 165.5 131.7 

Congestive Heart Failure 11.2 15.3 16.1 

Stroke13 26.9 32.2 27.1 

Lung Cancer 63.6 73.3 65.2 

Colorectal Cancer 15.4 18.6 16.7 

Female Breast Cancer 21.6 14.9 24.1 

Chronic Lower Respiratory 
Diseases 

31.0 49.9 39.4 

Diabetes 17.0 13.0 12.8 

Unintentional injuries 22.7 26.5 28.9 

Motor Vehicle Accidents 6.0 11.1 7.3 

Source:  New York State Department of Health, Health Indicators, 2009-2011.  
 

Morbidity Rates 
 
Vital records data about age-adjusted morbidity rates indicate that morbidity rates in the FCH 
counties also varied compared to those for Connecticut and New York State. Again, due to different 
years of the data and also due to different rate calculations, rates cannot be compared across the 
two states. 
 
A review of age-adjusted hospitalization rates by County reveals that hospitalization rates in 
Litchfield are lower than for Connecticut for all causes reported with the exception of alcohol and 
drug abuse. (Figure 9)  
 
 
 
 
  

                                                           
13 Healthy People 2020 target is 34.8 deaths per 100,000. 
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Figure 9: Age-Adjusted Hospitalization Rates, per 100,000 population, Litchfield  
County and Connecticut, 2005-2009  

 Connecticut Litchfield  

All causes 10,036.5 8,845.3 

Cancer, all sites 377.1 351.0 

Diabetes 132.9 86.7 

Alcohol & Drug Abuse 139.3 165.5 

Major Cardiovascular Disease 1,401.8 1,177.0 

Coronary Heart Disease 406.5 336.8 

Acute Heart Attack 163.0 146.2 

Congestive Heart Failure 172.8 115.6 

Stroke 183.8 166.0 

Chronic Obstructive Pulmonary Disease 277.8 207.2 

Asthma 136.9 69.5 

Liver Disease & Cirrhosis 27.4 21.1 

Source: Connecticut Department of Public Health Connecticut Hospital Information Management Exchange  
(CHIME) Hospital Discharge Data Set, 2005-2009 (five year average) as cited in Litchfield County CHNA.  

 
In New York, Columbia County had lower rates of hospitalization than both the state and Dutchess 
County for all causes reported. (Figure 10) Dutchess County hospitalization rates were lower than 
the state for many causes with the exception of unintentional injuries and drug-related causes.  
 
Figure 10: Age-Adjusted Hospitalization Rates, per 10,000 population, Columbia  
County, Dutchess County, and New York, 2009-2011  

 New York Columbia Dutchess 

Diabetes (primary diagnosis) 18.8 12.6 13.4 

Diabetes (any diagnosis) 226.0 168.0 194.0 

Disease of the Heart 107.9 79.0 85.8 

Coronary Heart Disease 43.0 27.6 29.3 

Congestive Heart Failure 27.6 19.8 24.9 

Stroke 24.9 20.6 25.2 

Chronic Lower Respiratory Disease 37.0 26.6 29.4 

Asthma (all ages) 19.9 8.5 11.9 

Unintentional injury 64.0 57.7 70.3 

Poisoning 10.4 8.8 9.6 

Drug-related  26.1 21.1 28.3 

Falls (age 65+) 200.1 173.2 198.3 

Source:  New York State Department of Health, Health Indicators, 2009-2011.   

 
Data from the Connecticut Inpatient Discharge Database provide a more specific picture of causes 
for emergency room and inpatient visits to local hospitals. At Sharon Hospital in 2013, there were 
2,841 hospitalizations. (Figure 11) Hospitalization for diseases of the circulatory system comprised 
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the largest number of these hospitalizations, about 13%. This was followed by diseases of the 
respiratory system, diseases of the digestive system, and mental disorders.  Data about 
hospitalization in any Connecticut hospital from residents of the FCH service area show a similar 
pattern. Hospitalization for diseases of the circulatory system comprised the largest proportion of 
hospitalizations (17%) followed by respiratory disease (12%), and digestive disease (11%).  
 
Figure 11: In-Patient Hospitalizations, Sharon Hospital, 2013 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source:  Connecticut Department of Public Health, Office of Health Care Access, Acute Care Hospital Inpatient Discharge 
Database, 2013.  Excludes newborns. 

 
In 2013, there were 13,412 emergency room visits to Sharon Hospital.  The largest proportion of 
visits was due to injury and poisoning (32%) followed by ill-defined conditions (17%). (Figure 12)   
Respiratory diseases accounted for the third highest number of visits to the emergency room at 
Sharon in 2013 (11%).  Data about emergency room visits in any Connecticut hospital from 
residents of the FCH service area show a similar pattern.  
 
Figure 12: Emergency Room Visits, Sharon Hospital, 2013 

 
 
 
 
 
 
 
 
 
 
 
 
Source:  Connecticut Hospital Association CHIME Inc., Emergency Department Data, 2013.  
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HEALTH AND HEALTH CARE NEEDS 
 
The section summarizes health and health care needs in the region FCH serves. It begins with a 
discussion of top health needs identified by survey respondents and focus group members and then 
explores each of these (access to health care, mental health, substance use, obesity and chronic 
disease, and oral health) separately focusing on the nature and extent of the need, existing services 
to meet needs, and service gaps. The section concludes with a presentation of data, primarily from 
secondary sources, related to other community health concerns.  
 
Data come from secondary sources, the community stakeholder survey, and focus groups 
conducted with residents of the FCH service area. Secondary data for this analysis come from 
various sources including the Behavioral Risk Factor Surveillance Survey (BRFSS), other surveys of 
community members, and data collected by state and local data systems as well as local community 
service providers. In addition, where relevant, findings from other recent studies and recent 
community health needs assessments (CHNAs) conducted in the region have been included.  It is 
important to note that many of the data are collected at the county level and these are reported 
here where sub-county data are unavailable.  
 
Community stakeholder survey results are presented for the overall region and for FCH counties. 
Respondents were asked in the survey to identify the counties served by their organizations from 
among the three counties FCH reaches—Columbia, Dutchess, and Litchfield. Respondents in many 
cases identified more than one county.  Survey respondents were asked to specifically think about 
the FCH towns within the counties (rather than the whole county) when answering the questions. 
Respondents were also asked to identify their organizational affiliation and results were analyzed 
between health (including medical, mental, oral and home-based health) and non-health providers. 
It is important to note that survey respondents were asked separately about different community 
health needs and were limited to identifying three top needs and top three needed services in each 
category. This was done in an effort to identify those issues and priorities respondents saw as most 
important.  

Top Health Concerns 
 
Survey respondents were asked to identify the three top health concerns for the region from a list 
of 14 concerns. The concerns identified were similar to those identified in a needs assessment 
conducted for FCH in 2004 as well as those examined in recent CHNAs.  Figure 13 shows that the 
top health concern among those listed was mental health; approximately 53% of respondents 
identified mental health as one of the top three health concerns for the region.14 Over one third of 
respondents identified access to primary care, chronic disease, substance use, and lack of 
awareness of health and social services as top health concerns in the region.  These results are 
similar to the top health issues raised in focus groups; however, focus group members more 
frequently reported obesity and dental care as health concerns for the region than survey 
respondents did.15   
 
  

                                                           
14 Because respondents were asked to identify three top health concerns, the total proportion of responses across the 
health issues is greater than 100%. Mental health issues were identified separately as depression and other mental 
health/mental illness in the survey. The results were consolidated for the report.  
15 Focus group members were not limited to identifying three top health concerns. Substance use issues were identified 
separately as tobacco, alcohol, and other substance use in the survey. The results were consolidated for the report. 
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Figure 13: Top Health Concerns in the Region, 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: FCH Community Stakeholder Survey, 2014. 

 
There were some differences in top health concerns across the three FCH counties. (Figure 14)  In 
Columbia, for example, access to primary care was identified as a top concern by a higher 
proportion of survey respondents (over 50%) than in either Litchfield or Columbia. A higher 
proportion of respondents in Litchfield identified mental health as a top issue than in the other two 
areas. A higher proportion of health providers (45%) identified access to primary care and mental 
health as a top concern than non-health providers (35%). Lack of awareness of health and other 
services was rated as a top concern by a higher proportion of non-health providers (44%) than 
health provider respondents (19%).   
 
Figure 14: Top Health Concerns by FCH County, 2014 
 

 
 

 

 

 

 

 

 
 
Source: FCH Community Stakeholder Survey, 2014. 
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Health Care Access 
 
Due to its multi-faceted nature, access to health care was explored separately from overall health 
care concerns in the community stakeholder survey. Access was a substantial concern for 
respondents: 73% reported that they believed residents faced barriers to accessing health care 
services. Transportation and costs of health care were by far the top barriers to accessing health 
care according to survey respondents. (Figure 15)  These concerns were consistent throughout the 
region and are consistent with other studies of rural health in Connecticut.16  Over three-quarters of 
non-health providers reported that transportation was top barrier to accessing health care; half of 
health providers did so. Health providers were more likely to report lack of providers who accept 
Medicaid to be a barrier than non-health providers. Focus group members also reported the same 
top barriers to health care access. 
 
Figure 15: Top Barriers to Health Care Access, 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: FCH Community Stakeholder Survey, 2014. 

Lack of Transportation 
 
About 60% of survey respondents reported that lack of 
transportation was one of three top barriers to 
health care access.  This issue was also a topic of 
much conversation among focus group members; 
many identified lack of transportation as the most 
significant barriers to accessing health care as well as 
other services in the region.  Focus group members 
from New York were more likely to report 
transportation barriers to accessing health care than 
those from Connecticut where residents appeared to 
have greater access to private cars. Additionally, at 
the time of the focus groups, the Fresh Town 
supermarket in Dover Plains had just closed and transportation was very much a top-of-mind issue 

                                                           
16 Holt, Wexler & Farnum, LLP. (June 2006). Rural Community Health in Connecticut: Challenges and Opportunities.   
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for residents affected by this. They shared concerns about how far they would have to travel to get 
food and how much it would cost in gas.   
 
Several focus group members stated that they or people they knew delayed or went without health 
care due to transportation constraints. Transportation was reported to be a substantial struggle for 
those who have to see many providers or those suffering from diseases such as cancer who have to 
see providers frequently and who do not have private transportation. Non-English speakers also 
face substantial transportation challenges according to focus group members. Hispanic focus group 
members reported that lack of transportation not only affects their ability to access to health care 
and other services but also their ability to find employment. A recent survey examining immigrants’ 
health care found that among the one third of immigrant survey respondents in Eastern Dutchess 
who reported difficulty getting to a doctor, 97% reported that the difficulty was due to lack of 
transportation.17 Finally, senior residents in the region who can no longer drive also face 
transportation challenges.   According to focus group respondents, family members are often too far 
away to drive seniors to appointments. Seniors were also reported to be less aware of other 
transportation services or if they are aware, are more reluctant to use these services because they 
are unfamiliar. As a result, they miss appointments or delay seeking medical care.  
 
Transportation constraints in the area have been documented in recent studies. A 2007 study of 
non-emergency medical transportation in upper Litchfield County found that services are more 
“patchwork” and “opportunistic” rather than more comprehensive constrained by different 
eligibility requirements and funding sources. 18  Additionally, barriers include rising transportation 
costs that are not met with concurrent increases in funding and resident lack of awareness and/or 
willingness to access transportation services.  
 
When asked about transportation options in the region, focus group members most often 
mentioned Dial-A-Ride services which are low-cost rides to destinations including health 
appointments, shopping, and social events.  In the FCH service area, there are several Dial-A-Ride 
services. Both Northwest Transit and Geer Adult Day Care operate Dial-A-Ride programs that cover 
all of the towns in the northwest corner of Connecticut. North East Community Center (NECC), 
supported in part by FCH, provides free transportation to people in Northeast, Millerton, Amenia, 
and Dover through its volunteer-staffed Care Car and works closely with North East Transit to 
advertise and assist the residents of these towns in accessing the regional Dial-A-Ride service.  One 
concern about these services shared by several focus group members is that they require a 2-3 day 
advance notice, which can be difficult for those who have unexpected medical appointments or 
other needs.  
 
In addition to Dial-A-Ride services, the region has ADA Complementary Paratransit Services (for 
those eligible).19 The Dutchess County Department of Social Services and Office for the Aging 
provides Medicaid-funded medical transportation for eligible individuals of all ages; however, until 
recently, Dutchess County vehicles were not able to leave the County.  Hudson River Healthcare also 
provides transportation to patients. There are also a couple of fixed route bus systems: the Loop 
Bus serves every town in Dutchess County; Houstanic Area Regional Transit operates a fixed route 

                                                           
17 Schmidt, H., Waltner, A., Muller, S. (Feb 2011). The Immigrant Health Initiative: A study of health care of recent 
immigrants in Dutchess County, New York. 
18 Holt, Wexler & Farnum, LLP. (June 2007). Assessment of Non-Emergency Medical Transportation in Upper Litchfield 
County.   
19 ADA Complementary Paratransit Services are required as part of the Americans with Disabilities Act of 1990 and is 
available to eligible individuals who live within ¾ mile of a regularly-scheduled bus route and who cannot use the regular 
fixed route service. 
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bus system in New Milford; and the Northwest Transit Authority provides regularly scheduled 
service in Torrington and for some towns.  

High Health Care Costs 
 
Affordability of health care, including health 
insurance, was also a prevalent theme in the survey 
and in focus groups. About half of stakeholder survey 
respondents reported that the cost of healthcare was a 
top three barrier to care. This was a top concern 
among respondents from all three counties. A higher 
proportion of non-health providers (63%) than 
health providers (47%) reported that cost was a 
barrier to accessing healthcare. A 2012 survey of 
residents of Dutchess and Columbia counties found that affordable health care ranked third among 
17 community priorities.20 This same survey found that 10% of Columbia County residents and 
15% of Dutchess County residents reported that they had skipped a doctor’s appointment in the 
year prior to the survey because they could not afford it; this compares to 13% of Columbia County 
residents and 10% of Dutchess County residents reporting this in 2007, when the survey was last 
done.  
 
Focus group members frequently talked about the cost of health care. They spoke about high co-
pays, deductibles, and health insurance premiums as well as high medication costs as a substantial 
barrier to health care access. Several noted that although assistance is provided for medication 
payments (through FCH as well as others), there is no such support to help residents pay for 
doctors and co-pays. Most often, conversations revolved around the struggles families face in 
meeting health care costs as well as other expenses such as food, heating fuel, and gasoline. As one 
survey respondent wrote, “in the Hispanic community, people share medications and use old home 
made remedies since they cannot get to or afford to see a doctor.”  
 
Because this study was conducted in the early months of implementation of the Affordable Care Act 
(ACA), the cost and availability of health insurance was on the top of focus group members’ minds. 
Prior to health reform, the proportion of residents without health insurance in FCH counties was 
similar to that for Connecticut and New York.21 Focus group members reported mixed experiences 
in accessing health insurance through the new Marketplaces.  Several respondents shared that they 
successfully obtained health insurance at reasonable cost through the Marketplace. Others, 
however, were not as positive. Some have found that the health insurance offered through the 
Marketplace is expensive (like Consolidated Omnibus Budget Reconciliation Act/COBRA rates, one 
reported) and that deductibles are high. Others reported paperwork and communication 
frustrations. As one focus group member shared, “as of May 1st, I have no insurance. I gave them 
every piece of information they needed. I keep calling. I have done everything for the paperwork, but 
they have not given me insurance.” 
 
Social service providers also shared their observations of the first ACA enrollment period. They 
reported that some clients they worked with had obtained insurance but like residents, they also 

                                                           
20 Marist College Institute for Public Opinion. Many Voices One Valley 2012. Health Matters. A survey of Mid-Hudson Valley 
residents. The top two were keeping business in the area and creating more jobs.  
21 In Dutchess, 13% of adults were uninsured in 2011-2012 and 14% in Columbia, compared to 16% for the state of New 
York. In Litchfield, 10% of adults were uninsured during that time frame, compared to 13% for Connecticut. Source: HRSA 
Area Resource File, 2011-2012 as cited in 2014 County Health Rankings. 
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observed that some have faced difficulty. Providers also reported confusion among patients about 
new health insurance options, including what is covered and where they can go for care. For 
example, New York Marketplace insurances cannot be used at Sharon Hospital. As one provider 
noted, “people don’t understand that the Marketplace Anthem is different than private.”  
 
Data about the first ACA enrollment period in Connecticut and New York point to overall positive 
trends. Both states exceeded their enrollment targets.  In Connecticut, 256,666 people have been 
enrolled through Access Health CT, 53% of whom were previously uninsured.22 Access Health CT 
has been one of the nation’s most successful Marketplaces. 23  In New York, 960,762 have enrolled 
in the Marketplace, more than 70% of whom were uninsured at the time of application.24  A follow-
up national study by the Commonwealth Fund has found that in particular, uninsurance rates 
among young adults and Latinos dropped significantly between July–September 2013 and April–
June 2014. Uninsurance rates among those below the poverty line declined significantly in those 
states with Medicaid expansion but not in those without.25 Data are not available at the local level. 

Lack of Awareness of Services  
 
About one third of survey respondents reported that 
lack of awareness of existing health services was a 
top three barrier to accessing health care. This 
response was consistent across the three regions.  
Lack of awareness of services has been documented 
in other studies as well.  For example, studies of 
transportation needs in upper Litchfield and 
Dutchess County found that lack of awareness of 
transportation services and how to request these 
services are a barrier to access.26  
 
In focus groups as well members reported that they believed that there is a lack of publicity about 
existing services, both health services and social services, and that this prevented some residents 
from accessing services that they need. As one provider stated, “part of the problem is awareness—
it’s not clear everyone in town is aware that we have services for example.” Indeed, during several 
focus groups, there were participants who reported that they had not heard of services others 
discussed, including Dial-A-Ride, Chore Services, senior fitness programs, and 2-1-1.27 While lists of 
available services (and sometimes events calendars) are provided in several places, such as 2-1-1, 
town websites, and in some newspapers, respondents reported that they did not know of one place 
that provided a comprehensive directory of services and one that was updated regularly to reflect 
changes in programs/services.  

                                                           
22 http://4155l2gg5ga3d1m572z1uo2qov.wpengine.netdna-cdn.com/wp-content/uploads/2013/02/Key-stats-
080614.pdf 
23 Atiga, S., Stephens, J., Rudowitz, R., Perry, M. (July 2014). What Worked and What’s Next? Strategies in Four States 
Leading ACA Enrollment Efforts. The Kaiser Commission on Medicaid and the Uninsured.  
24 http://www.healthbenefitexchange.ny.gov/news/more-960000-new-yorkers-enrolled-ny-state-health 
25 Collins, S., Rasmussen, P., Doty, M. (July 2014). Gaining Ground: American’s Health Insurance Coverage and Access to Care 
After the Affordable Care Act’s First Open Enrollment Period. The Commonwealth Fund.  
26 Holt, Wexler & Farnum, LLP. (June 2007). Assessment of Non-Emergency Medical Transportation in Upper Litchfield 
County.  CGR. (October 2007). CGR. (October 2007)  Senior Transportation Services in Dutchess County. Challenges and 
Opportunities. 
27 Spearheaded and funded by United Way, 2-1-1  is an easy-to-remember telephone number that connects callers to 
information about critical health and human services available in their community. http://211us.org/about.htm 
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Lack of Providers  
 
Lack of providers, both in primary and specialty care, 
was also identified as a barrier to health care access in 
both the survey and in focus groups. About 25% of 
survey respondents reported that lack of primary care 
providers was a top barrier to accessing health care in 
the region. There are two aspects to this: an 
insufficient number of providers overall and the fact 
that a number of providers do not accept Medicare and/or Medicaid patients.  
 
Several focus group members reported that they had difficulty finding providers and obtaining 
appointments, especially for routine care.  Respondents reported that not only are there fewer 
providers than needed in the region, but that those who are available work part time or split their 
time over several locations.  Quantitative data from the Health Resources and Services 
Administration (HRSA) indicate that, overall, the population to provider ratio relative to primary, 
dental, and mental health care in the three counties is higher than for New York or Connecticut 
overall. (Figure 16) The exception is mental health providers in Dutchess County where the ratio of 
population to provider is closer to the state ratio. Furthermore, Columbia County has been 
designated by the HRSA as a dental Health Professional Shortage Area (HPSA) and Litchfield County 
has been designated as a mental health HPSA.28  
 
Figure 16: Ratio of Population to Providers, FCH Counties, Connecticut, and New 
York, 2011-2012   

County/State 
Primary Care 

Physicians 
Dentists 

Mental Health 
Providers29 

Dutchess, NY 1,406:1 1,652:1 519:1 

Litchfield, CT 1,600:1 1,795:1 806:1 

Columbia, NY 2,018:1 2,587:1 840:1 

New York 1,216:1 1,361:1 525:1 

Connecticut 1,215:1 1,368:1 470:1 

Source: Primary Care Physicians & Dentists: HRSA Area Resource File, 2011-2012 as cited in 2014 County  
Health Rankings. Mental Health Providers: CMS, National Provider Identification, 2013 as cited in 2014  
County Health Rankings. 

 
According to some focus group members, lower income residents and seniors face additional 
challenges accessing health care because some providers are not willing to accept Medicaid and 
Medicare. This means that lower income patients must often travel even further to access needed 
health care. As one focus group member noted, “because there are already few physicians in our 
rural area, the fact that some do not accept Medicaid is a big issue.”  The region does have Federally 
Qualified Health Centers (FQHCs)30 which serve lower income residents but focus group members 

                                                           
28 http://hpsafind.hrsa.gov/HPSASearch.aspx  Accessed: 6/15/2014. 
29 Includes psychiatrists, psychologists, licensed clinical social workers, counselors, and advanced practice nurses who 
specialize in mental health care. 
http://www.countyhealthrankings.org/sites/default/files/resources/2014%20new%20measure%20descriptions.pdf 
30 Federally Qualified Health Centers (FQHCs) are organizations receiving grants under Section 330 of the Public Health 
Service Act (PHS). FQHCs qualify for enhanced reimbursement from Medicare and Medicaid, as well as other benefits. 
They must serve an underserved area or population, offer a sliding fee scale, provide comprehensive services, have an 
ongoing quality assurance program, and have a governing board of directors. Those serving the FCH region are Amenia 

“It is hard to find good primary 
care providers. Some don’t take 
different insurances and some 
don’t take new patients.” 

- Senior 

http://hpsafind.hrsa.gov/HPSASearch.aspx
http://www.countyhealthrankings.org/sites/default/files/resources/2014%20new%20measure%20descriptions.pdf


 

 20 

reported that the need for these services is higher than the facilities can meet. In response to 
growing demand, the Community Health and Wellness Center of Greater Torrington has 
undertaken an expansion expected to quadruple its capacity.31  
 
The lack of access to providers has both personal and systems consequences. Focus group members 
reported that because it is difficult to sometimes get appointments, patients will delay seeking care 
which can have negative health consequences. In addition, the lack of primary care and urgent care 
services in the region can lead to increased use of hospital emergency rooms for health services 
that could be more efficiently addressed by other health providers. As one agency client reported, 
“some people use the ER (emergency room) at Sharon for health care.” This creates cost challenges 
for the entire health care system. Some focus group members attributed this to a lack of urgent care 
in the region. Generally seen as providing a lower cost alternative to emergency rooms, residents 
reported that the closest urgent care for the region is 35-40 minutes away in Arlington, New York 
or Torrington, Connecticut. 
 
It is important to note that while focus group members reported challenges to accessing health 
care, few mentioned concerns about the quality of the health care they receive. This is consistent 
with a finding from a 2012 survey of Mid-Hudson Valley residents which found that 68% of 
Dutchess County residents and 62% of Columbia County residents were pleased with the health 
care services in their communities. This is a substantial increase (about 10 percentage points) from 
responses when the survey was last done in 2007.32  

Challenges Navigating the Health Care System  
 
Although not mentioned as frequently as other challenges to accessing health care, some focus 
group members reported that they or people they knew faced challenges in navigating the health 
care system. Several service providers also shared this concern such as one who stated, “people are 
constantly getting in trouble because they cannot navigate the health care system.” One component of 
this is navigating health insurance options—levels of coverage, which physicians accept which 
insurances, and co-pay and deductible requirements.  For example, a couple of focus group 
members reported that they had made appointments with or been referred to physicians only to 
learn that these providers did not accept their insurance.  They faced challenges as well when trying 
to figure this out. As one member of a seniors focus group shared, “every time I try to get 
information about health insurance and what is covered, I only get people who represent the 
companies. I want someone to represent me.”  

Suggestions to Enhance Health Care Access 
 
Survey respondents were asked to identify which three services they believed were most needed in 
the FCH service area to enhance access to care.  Focus group members were also asked this 
question. Among survey respondents and focus group members the same services were identified: 
more primary care providers, resources for pay for healthcare, and transportation. (Figure 17) This 
was consistent across the three counties FCH serves. Additionally, more information about existing 
services, although not identified as prevalently in the survey, was identified as a community need in 
many focus groups.  

                                                                                                                                                                                           
Health Center, Dover Plains Health Center, and Pine Plains Health Center (all of which are operated by Hudson River 
Health Care) and Community Health and Wellness Center of Greater Torrington. 
31 http://www.pcdc.org/news/press-releases/torrington-closing.html 
32 Marist College Institute for Public Opinion. Many Voices One Valley 2012. Health Matters. A survey of Mid-Hudson Valley 
residents. 

http://www.pcdc.org/news/press-releases/torrington-closing.html
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Figure 17: Health Care Access Services Needed, 2014 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: FCH Community Stakeholder Survey, 2014.  
 
Specific suggestions to enhance access included: 
 

 More Providers: While respondents reported that more primary care providers were 
needed, they provided few suggestions about how this might be accomplished. Respondents 
acknowledged that health reform implementation will have a substantial impact on 
provider availability and provider networks—whether this will positively or negatively 
affect access over time is as yet unclear. Several, however, suggested that the recent passage 
of legislation in both New York and Connecticut allowing nurse practitioners to practice 
independent of physicians may help to increase access to primary care in the region. As 
described above, expansion of one of the region’s FQHCs is also expected to increase 
provider capacity. One focus group member also pointed to an emerging model of 
Community Paramedicine as another potential strategy to enhance health care access in 
rural areas.33 
 

 Resources to Pay for Health-Related Costs:  Funding to help lower-income residents to access 
health care services was also identified as a need. There are existing funds to help with 
medication and related costs.  Respondents saw a need for similar financial support to cover 
other health-related costs such as health visit co-pays, deductibles, and uncovered services 
such as eyeglasses and hearing aids.  

 
 Support for Transportation: Existing transportation services are valued and needed by 

community members and demand for these services continues to rise. At the same time, 
respondents acknowledged that transportation in a rural region will always be a challenge. 
Extensive public transportation systems are unrealistic and thus, individualized services are 
needed. Yet these services face challenges. Funding is one of these.  Dial-A-Ride services 

                                                           
33 Community Paramedicine is an emerging model in which Emergency Medical Technicians (EMTs) operate in expanded 
roles that are integrated into local healthcare systems. www.communityparamedic.org 
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charge a small fee to riders but are underwritten in large part by foundations and towns. As 
towns have faced economic challenges in recent years, they have largely been unable to 
significantly increase their support for these services, even as demand among town 
residents has increased.  Another concern is finding volunteer drivers for programs 
especially as current volunteers age. Although not mentioned in focus groups or by survey 
respondents, studies of transportation in the region point to a need for greater coordination 
of existing transportation services and the need to expand hours of services.34 

 
 Greater Outreach and Information about Existing Services: Data also point to a need for more 

marketing of existing services. While respondents reported that 2-1-1 does an excellent job 
in sharing information about services, they observed that many who could benefit from this 
service do not know about it. Additionally, focus group members felt that a more local and 
regularly-updated set of information was needed in FCH communities. Comprehensiveness 
was seen as critical: respondents suggested information about services and programs, 
including when they are offered and information about eligibility requirements and 
financial support to pay for services (for example, local medication programs and local 
scholarships for youth to access camps and sports programs). Additionally, respondents 
saw a need for a complete (and frequently updated) list of local primary care physicians, 
specialists, and mental and dental providers, including what insurance they take. 
Dissemination of this information was seen as critical; respondents suggested that 
information be provided in multiple formats to reach different audiences, including in 
written form and on the web.  To reach Hispanics in the community, dissemination in 
Spanish-speaking media as well as through faith and community-based organizations was 
suggested.  
 

Mental Health35 

Mental Health in the Region 
 
Both quantitative data and focus group information 
collected for this study point to mental health as a 
significant health issue for the region. As discussed 
earlier in this report, mental illness was identified as 
the top health need in the region among respondents to 
the community stakeholder survey; over half identified it 
as one of the top three health concerns in the region.  
Mental health has been documented as a key concern 
nationally and in rural areas.36 
 
In focus groups, respondents expressed concerns about mental health in their families and 
communities. While focus group participants and survey respondents noted that mental health 
concerns exist among all population groups, they saw children and adolescents and Hispanics as 
particularly vulnerable. Respondents attributed mental health concerns among children and youth 

                                                           
34 Holt, Wexler & Farnum, LLP. (June 2007). Assessment of Non-Emergency Medical Transportation in Upper Litchfield 
County.  CGR. (October 2007). Senior Transportation Services in Dutchess County. Challenges and Opportunities. 
35 Although mental health and substance use are often co-occurring and are often discussed together as “behavioral 
health,” for the purposes of this study, the issues were examined separately and are discussed separately. 
36 Holt, Wexler & Farnum, LLP. (June 2006). Rural Community Health in Connecticut: Challenges and Opportunities.   
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to childhood trauma, poor parenting, overmedication, and the challenges of growing up in today’s 
world.  Youth focus group members shared that many students experience anxiety due to school 
pressures.  Untreated mental illness among children and youth were a concern among those 
working in schools and social service organizations. Respondents attributed this in part to a lack of 
mental health screening services for children and youth.  Several also attributed this to a reluctance 
among parents to accept a diagnosis of mental illness and seek treatment for their children. As one 
person shared, “this is a small community and everyone knows your business. If someone is dealing 
with mental illness in their families, they go far away for services, if they go anywhere at all.” 
 
An additional barrier to accessing mental health services, according to survey respondents and 
focus group members, is insurance. According to respondents, many private mental health 
providers in the region do not accept Medicaid. This means that lower income residents must wait 
for appointments at the health center, travel outside the region for lower cost services, or pay for 
services out-of-pocket. Additionally, some health insurance places limits on the number of visits for 
those who are insured thereby further limiting the ability to obtain effective mental health care. As 
a result, respondents reported, patients do not get needed mental health services. Several shared 
that this may change because ACA extends treatment coverage to mental health and substance use; 
however, this expansion of coverage will also likely mean that existing services will face increased 
demand. 
 
Respondents also reported concerns about untreated mental health issues in the Latino community. 
Focus group members shared a variety of reasons for this.  Some reported that a lack of awareness 
of mental health services among minority groups means that fewer seek needed services. For some 
Hispanics, documentation status creates a barrier to seeking care. Cost is also a significant barrier. 
For Hispanic residents, the inability to communicate with mental health providers substantially 
constrains access to these services. While some services provide interpreters and Hudson River 
Healthcare has a bi-lingual mental health provider, many other services do not.  Finally, a significant 
barrier to mental health treatment, according to Hispanic residents and community leaders in focus 
groups, is that stigma associated with mental illness is particularly strong in the Hispanic 
community. As one Latino focus group member explained, “going to see a social worker is a big step 
for [Hispanic] people and it can cost money. So people don’t go and it goes to the back burner.”  
 
Available quantitative data also point to mental health concerns in the region. According to the New 
York State Department of Health, the age-adjusted suicide rate in Dutchess was 8.9 per 100,000 
population and 10.4 per 100,000 in Columbia, higher than the rate of 7.2 per 100,000 for New York 
overall.37 The suicide rate in Litchfield County was 14.3 per 100,000 in 2012 compared to 9.8 per 
100,000 in the state overall.38 As described earlier in this report, a higher number of poor mental 
health days were reported in the BRFSS by residents in Columbia County than in Litchfield County, 
Dutchess County, and the states. 
 
Data collected by New York State through the Patient Characteristics Survey (PCS) indicates that 
the rate of use of public mental health services by adults between 2007 and 2011 was substantially 

                                                           
37 New York State Department of Health, Health Indicators, 2009-2011. 
https://www.health.ny.gov/statistics/community/minority/county/newyorkstate.htm 
38 Presentation to Connecticut Suicide Advisory Board, September 26, 2013, by Robert Aseltine and Sara Wakai, 
University of Connecticut Health Center. 
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCAQFjAA&url=http%3A%2F%2Fwww.
ctclearinghouse.org%2Ffiles%2Fcustomer-files%2F790-CTSAB-Suicide-Data-for-General-Audiences.pptx&ei=xqo-
VI3kNsz5yQTgpICgAg&usg=AFQjCNEYE4I_Ri98JN_4Ks709Gh2Qu2QxA&sig2=o7CHh9HmXUzTCItJ4ons2A&bvm=bv.7741
2846,d.aW 

https://www.health.ny.gov/statistics/community/minority/county/newyorkstate.htm
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCAQFjAA&url=http%3A%2F%2Fwww.ctclearinghouse.org%2Ffiles%2Fcustomer-files%2F790-CTSAB-Suicide-Data-for-General-Audiences.pptx&ei=xqo-VI3kNsz5yQTgpICgAg&usg=AFQjCNEYE4I_Ri98JN_4Ks709Gh2Qu2QxA&sig2=o7CHh9HmXUzTCItJ4ons2A&bvm=bv.77412846,d.aW
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCAQFjAA&url=http%3A%2F%2Fwww.ctclearinghouse.org%2Ffiles%2Fcustomer-files%2F790-CTSAB-Suicide-Data-for-General-Audiences.pptx&ei=xqo-VI3kNsz5yQTgpICgAg&usg=AFQjCNEYE4I_Ri98JN_4Ks709Gh2Qu2QxA&sig2=o7CHh9HmXUzTCItJ4ons2A&bvm=bv.77412846,d.aW
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCAQFjAA&url=http%3A%2F%2Fwww.ctclearinghouse.org%2Ffiles%2Fcustomer-files%2F790-CTSAB-Suicide-Data-for-General-Audiences.pptx&ei=xqo-VI3kNsz5yQTgpICgAg&usg=AFQjCNEYE4I_Ri98JN_4Ks709Gh2Qu2QxA&sig2=o7CHh9HmXUzTCItJ4ons2A&bvm=bv.77412846,d.aW
http://www.google.com/url?sa=t&rct=j&q=&esrc=s&source=web&cd=1&ved=0CCAQFjAA&url=http%3A%2F%2Fwww.ctclearinghouse.org%2Ffiles%2Fcustomer-files%2F790-CTSAB-Suicide-Data-for-General-Audiences.pptx&ei=xqo-VI3kNsz5yQTgpICgAg&usg=AFQjCNEYE4I_Ri98JN_4Ks709Gh2Qu2QxA&sig2=o7CHh9HmXUzTCItJ4ons2A&bvm=bv.77412846,d.aW
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higher for Dutchess County than for Columbia County or the state overall. (Figure 18) Furthermore, 
the rate of use has grown faster for both Dutchess and Columbia counties over this time period than 
for the state overall. 39  Similar data about Litchfield are not available.  
 
Figure 18: Use of Public Mental Health Services by Adults (18-64), per 100,000 residents, 
Dutchess and Columbia Counties, New York, 2007-2011 

 
Source: New York State Office of Mental Health PCS Survey, 2007-2011. 
 
Existing secondary data about unmet need for mental health services support the observations 
shared by community stakeholder survey respondents and focus group members. A 2012 survey 
conducted by the Dutchess County Department of Health of residents of Dutchess County found that 
of those residents of Eastern Dutchess who had an unmet need for mental health services, 25% 
reported that their needs were not met, the highest proportion among the regions studied and 
higher than the County average of 16%.40 In 2013, calls to 2-1-1 about outpatient mental health 
care comprised the third highest number of calls to the service in FCH’s towns in Litchfield—17% 
of total calls over the year.41 
 
Secondary data collected about mental health issues among students also point to concerns. Both 
Dutchess County and the Region One School District in Litchfield have conducted youth surveys 
through the Search Institute to better understand both assets and challenges of youth in the 
region.42 Data for two time periods, 2009 and 2013, were available for Region One while data for 
2009 were available for Dutchess County. Due to different time frames for data collection and 
different grades sampled, results across the two areas cannot be compared; data on similar 
measures and for similar grades are also not available at the state level, thus additionally limiting 

                                                           
39 PCS data compares counts and percentages of adults and children who received public mental health emergency, 
inpatient, outpatient, residential and support services in 2007-2011. 
https://my.omh.ny.gov/webcenter/faces/pcs/home?wc.contextURL=/spaces/pcs&_adf.ctrl-
state=5turffdg8_414&wc.contextURL=/spaces/pcs&wc.contextURL=%2Fspaces%2Fpcs&wc.originURL=%2Fspaces%2Fp
cs&_afrLoop=42855921268782 
40 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education. 
41 Data Source: Data Request to Connecticut United Way, April 2014. The top two requests were for utilities/heat services 
(22%) and public assistance programs (18%). It is important to note, however, that many residents may not be aware of 
2-1-1 services so these numbers are likely to be underrepresented. In the past data about unmet need have been 
available; however, due to a new data system, that information is not available for 2013. 
42 Search Institute. (May 2010). Developmental Assets: A Profile of Your Youth. Prepared for Dutchess County Schools.  
Search Institute. (April 2014). Developmental Assets: A Profile of Your Youth. Prepared for Region One School District. 
Search Institute. (May 2009). Developmental Assets: A Profile of Your Youth. Prepared for Housatonic Valley Region 
Schools.  
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comparison. Similar data were not available for Columbia County schools. It is important to note 
that these surveys are completed by a small sample of students and thus, results should be 
interpreted with caution.  
 
Data related to mental health issues show that in Region One, the proportion of sampled youth 
reporting mental health concerns has remained the same between 2009 and 2013. (Figure 19) In 
2013, 13% of students sampled reported feeling sad or depressed in the month prior to the survey, 
11% reported attempting suicide one or more times, and 19% reported engaging in bulimic or 
anorexic behavior. The proportion of sample students with mental health concerns tended to rise 
with age, with the exception of those who reported feeling sad or depressed.   
 
Figure 19: Risk-Related Behaviors, Region One School District, 2009 and 2013   

 
Total  
2009 

Total 
2013 

Grade 7 
2013 

Grade 9 
2013 

Grade 11 
2013 

Felt sad or depressed most or all of the 
time in the last month 

14% 13% 5% 20% 13% 

Has attempted suicide one or more times 12% 11% 3% 13% 22% 

Has engaged in bulimic or anorexic 
behavior 

18% 19% 12% 23% 26% 

Source: Search Institute, Developmental Assets Survey, 2009 and 2013. 

 
In Dutchess County schools in 2009, 14% of students sampled reported feeling sad or depressed in 
the month prior to the survey, 10% reported attempting suicide one or more times, and 15% 
reported engaging in bulimic or anorexic behavior. (Figure 20)  In general, the proportion of 
students reporting these behaviors rose with age.  
 
Figure 20: Risk-Related Behaviors, Dutchess County Schools, 2009   

 Total Grade 8 Grade 10 Grade 12 

Felt sad or depressed most or 
all of the time in the last 
month 

14% 13% 15% 13% 

Has attempted suicide one or 
more times 

10% 9% 10% 13% 

Has engaged in bulimic or 
anorexic behavior 

15% 13% 16% 17% 

Source: Search Institute, Developmental Assets Survey, 2009. 

 
Data from secondary sources also point to the same concerns about mental illness and mental 
health service access among Hispanics in the region as shared in focus groups. The 2012 survey of 
Dutchess County found that 30% of Hispanic residents of the County who had a need for mental 
health services were not able to obtain those services, higher than the County average of 16%.43 
Additionally, a recent study of immigrants in Dutchess County found that, consistent with national 
trends, there are high rates of depression among newcomers to the U.S.44 
  

                                                           
43 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education. 
44 Schmidt, H., Waltner, A., Muller, S. (Feb 2011). The Immigrant Health Initiative: A study of health care of recent 
immigrants in Dutchess County, New York. 
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Existing Mental Health Services 
 
As described earlier, quantitative data from HRSA indicate that both Columbia and Litchfield 
counties have a larger population to mental health provider ratio than New York or Connecticut. 
Litchfield County has been designated as a mental health provider shortage area. According to focus 
group and survey respondents, the FCH service region lacks mental health services, especially those 
who work with children and who speak other languages.  Respondents report that mental health 
services have become increasingly scarce and mental health providers in the region are closing 
their offices (for example, the Northwest Center is closing its Lakeville office in Fall 2014), although 
the need for these services is growing. As a result, residents must wait for needed services or travel 
long distances to get them.  
 
Mental health services for lower-income residents of the region include Hudson Valley Mental 
Health and Hudson River Healthcare; however lack of sufficient providers constrains the ability of 
these organizations to meet the demand for services. Northwest Center for Family Service (a 
satellite office of Community Mental Health Affiliates, Inc.) also serves lower income residents of 
the region. In Connecticut, Housatonic Youth Services Bureau provides services to children and 
youth and in New York, Astor Services for Children and Families serves those under age 21. NAMI 
(National Alliance on Mental Illness) of Mid-Hudson provides family education on mental illness 
and some support groups locally that are largely staffed by volunteers. Women’s Support Services 
in Sharon provides support and advocacy for those affected by domestic violence and school-based 
programs on bullying prevention and healthy relationships. 
 
The lack of local emergency mental health services was raised in several focus groups. Hospital 
services for mental health are in the area located at Mid-Hudson Valley Regional Hospital 
(previously St. Francis).  For residents of the FCH service region, the lack of emergency mental 
health services at Sharon Hospital for those other than older adults was mentioned as a growing 
concern. While Sharon Hospital provides psychiatric services for those over 55, others must be 
transported a substantial distance, often to Charlotte Hungerford Hospital, to be seen. Focus group 
members shared that this creates substantial challenges not only for EMS services but for patients, 
who must get services a distance from home and in an unfamiliar place.  
 
Focus group members’ perceptions about the role and effectiveness of schools in addressing mental 
health issues among students were mixed. Some reported that schools have not been very 
responsive in meeting students’ needs: school-based services are very limited and those that do 
provide services often have long waiting lists.  Others, however, reported that they believed that 
schools are “stepping up” in response to both mental illness and substance use among students. 
Many acknowledged, however, that schools are also under pressure to enhance test scores, there is 
little funding for these types of interventions, and staff are not trained to address issues such as 
mental illness and substance use. As one school provider stated, “we spend a good part of the day 
making sure kids are taken care of—their social-emotional well-being—but we are not equipped for 
that.” For this reason, several respondents pointed to partnerships such as that between the 
Housatonic Youth Services Bureau and the Region One High School as a promising way to enhance 
mental health and substance use services for youth and their families.  

Suggestions to Address Mental Health Concerns in the Region 
 
Community stakeholder survey results and focus group discussions point to a variety of needed 
mental health services in the region. Over half of survey respondents identified a need for 
outpatient services for children and youth as a top three mental health services need in the region. 
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(Figure 21) Screening and school-based services for children and youth were also identified as 
important needs.  These needs were the same across the three counties.  
 
Figure 21: Mental Health Services Needed, 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: FCH Community Stakeholder Survey, 2014. 
 
Several specific suggestions that emerged in focus groups and surveys include: 
 

 More Mental Health Services/Providers: Residents expressed concern that the availability of 
mental health services is decreasing as needs are increasing and are likely to continue to 
increase as health reform is implemented. As discussed above, local mental health offices 
are closing. Because accessibility to services is of concern in the region and the supply of 
providers is limited, several respondents suggested mobile approaches including traveling 
counselors who could visit community organizations such as a community centers, schools, 
or senior programs.  
 

 Enhanced Screening Services for Children and Youth: National research points to the cost 
savings from prevention approaches to mental health.45  Several respondents suggested that 
more be done to screen and address the need for mental health services early, when 
intervention is most cost-effective. They suggested more screenings in schools and in 
physicians’ offices. Reaching young children (before they begin school) with screening was 
also seen as important. However, several provider respondents noted that the effectiveness 
of screening is limited if there are no providers to whom to refer those identified as needing 
mental health services. As one provider stated, “I think the challenge remains in closing the 
loop between screening and making appropriate referrals for community-based mental health 
counseling.” Additionally, respondents noted that follow up needs to be conducted with 
those referred to ensure that they are actually receiving appropriate services.  
 

 Greater Outreach to Hispanic Residents and More Culturally Appropriate Services: Focus 
group discussions with Spanish-speaking residents highlighted the need for more bi-lingual 

                                                           
45 National Research Council (US) and Institute of Medicine (US) Committee on the Prevention of Mental Disorders and 
Substance Abuse Among Children, Youth, and Young Adults: Research Advances and Promising Interventions; O'Connell 
ME, Boat T, Warner KE, editors. Washington (DC): National Academies Press, 2009. 
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mental health providers and support groups, translated materials, and access to 
interpretation services during mental health visits.  To overcome stigma associated with 
mental health and to encourage help seeking, focus group members suggested additional 
outreach and education to the Hispanic community. Trusted faith and community leaders 
were seen as critical partners in outreach efforts.  
 
 

Substance Use 
 

Substance Use in the Region 
 
Closely related to the issue of mental health is substance 
use. Over one third of respondents identified substance 
use as a top three concern for the region and  community 
challenges related to substance use were discussed in 
every focus group, and often extensively.  Concerns 
about substance use also appear in other documentation. 
A resident survey conducted in Dutchess County in 2012 
found that residents in the Eastern communities of 
Dutchess identified substance use as the top threat to 
safety in the community.46  Additionally, all three CHNAs 
conducted recently have documented growing concerns 
about substance use in the region.47  
 
For focus group members, substance use was of substantial concern and not limited to a single 
demographic group.  Respondents reported substance use concerns among adults, seniors, and 
youth in the region. Residents expressed concerns about heroin/opiates, prescription drugs, and 
marijuana. Heroin was specifically singled out due to recent deaths in the community.  EMS 
providers, for example, reported seeing more drug overdoses. Focus group members shared several 
reasons for the rise in the use of these substances. Some blamed our “medication culture,” in the 
words of one focus group member.  The over-prescribing of medications, in the view of several 
respondents, has led people to become addicted and then seek cheaper alternatives. As one 
respondent explained, “too many providers are prescribing Xanax, Valium, and antidepressants 
without proper evaluation, diagnosis, or counseling services.”  Others reported that rising stress 
levels and increasing mental health issues have contributed to greater use of illegal substances. 
Availability of drugs due to the region’s location off a major transit route was also seen as a factor 
affecting use. Finally, some reported that they perceived that lax enforcement of anti-drug laws is 
also an issue.  
 
Respondents attributed drug use among youth to several factors including a lack of other things for 
youth to do as well as peer pressure. Focus group members shared that many activities for youth 
are far away: bowling and the closest movie theater for youth are in Poughkeepsie, for example. As 
one survey respondent wrote, “a large number of adolescents in Dutchess County towns do not have 

                                                           
46 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education.  
47 Dutchess County Department of Health. (April 2013). Dutchess Community Health Needs and Assessment and Community 
Health Improvement Plan 2013-2017.  Litchfield County Community Transformation Grant Coalition. (ND) 2012 
Community Health Needs Assessment. Columbia County Department of Health. (November 2013). Columbia County 
Community Health Assessment and Community Health Improvement Plan, 2014-2017. 

 
“There has been a rapid 
increase in drug use in the 
community. Drug use comes 
from moving from prescription 
drugs to opiates. Stress and 
other mental health issues 
contribute to substance use. ” 

- Agency Client 
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access to community spaces that provide supervised gathering places….this issue arises consistently in 
all town forums conducted by our agency.”  And like mental illness, some respondents reported, 
many parents are not willing to acknowledge or address substance use issues among their children.  
In some cases, drug use is intergenerational. As one provider shared, “kids know drugs are bad but 
they think it is not going to happen to them or they might have parents who use drugs and they see 
that.” Like mental health, the stigma of addiction also prevents people from seeking care.  
 
Secondary data about substance use in the region corroborate the perspectives of survey 
respondents and focus group members. According to the CDC, in 2010, the drug poisoning deaths 
were 9 per 100,000 population in Dutchess and 7 in Columbia; this compares to 7 per 100,000 
population for the state of New York. In Litchfield County, there were 11 drug poisoning deaths per 
100,000, the same rate as for Connecticut. 48  However, Litchfield has recently been singled out for 
its high rate of heroin overdose deaths.49 
 
Another way to look at substance use issues in the region is to examine admissions to certified 
rehabilitation programs. Data for Dutchess County shows that the county has the third highest rate 
of admissions to certified rehabilitation programs for primary substance of heroin and/or other 
opiates of the seven counties comprising the Hudson Valley Region, 161.0 per 10,000 population. 
This is substantially higher than the state rate (excluding NYC) of 96.9 per 10,000 population.50 
Between 2002 and 2011, the proportion of admissions for treatment in Columbia and Greene 
counties doubled for heroin use and increased from 2% to 12% for other opiate use.51 Similar data 
for Litchfield are not available. 
 
Several recent reports have documented substance use concerns in Dutchess County. The Dutchess 
County CHNA documented a rising trend in accidental drug overdoses in Dutchess County. While 
the rate of ED treatment for substance-related disorders in Dutchess County and the rest of New 
York State grew moderately between 2008-2010, there was a dramatic growth in the rate of 
hospital admissions for substance-related disorders among Dutchess County residents over this 
time that was not observed statewide.52 This trend was predominantly associated with the rising 
use of opioids. A report by the Dutchess County Health and Human Services Cabinet also 
documented rising rates of prescription drug and opiate use .53 The study’s analysis shows that 
deaths from prescription drug overdose are more common among those ages 45 to 64 and those 
over age 65, while deaths due to illegal drugs are higher in the younger adult population. Similar 
data were not available for Columbia or Litchfield counties. 
 
With respect to other substances, BRFSS data show that smoking rates among adults in Columbia, 
Dutchess, and Litchfield counties are the same as for New York and Connecticut overall, although 
still higher than the HP2020 target of 12%.  (Figure 22)  Trend data collected in Dutchess indicate 
that adult smoking rates have declined over time.54 A higher proportion of adults in Columbia 
County reported drinking excessively than in the other two counties or the states. In discussing 

                                                           
48 Source: CDC WONDER Mortality data, 2004-2010 as cited in 2014 County Health Rankings. 
49 http://www.countytimes.com/articles/2013/12/24/opinion/doc52b9eba529c92478018424.txt 
50 New York State Office of Alcoholism and Substance Abuse Services (OASAS), from the Statewide Planning and research 
Cooperative System (SPARCS) Inpatient Database as cited in Dutchess County Department of Health. Community Health 
Status Report. Community Health Indicators.  
51 NYS OASAS Data Warehouse as cited in Columbia County CHNA.  Data were combined for Columbia and Greene 
counties. 
52 New York State Department of Health, Health Commerce System, SPARCS as cited in Dutchess County CHNA. 
53 Dutchess County Health & Human Services Cabinet. (December 2013). Confronting Prescription Drug Abuse in Dutchess 
County, New York: Existing and Proposed Strategies to Address the Public Health Crisis.  
54 BRFSS, years 2009 through 2012 as cited in Dutchess County Community Health Status Report. (April 2013). 

http://www.countytimes.com/articles/2013/12/24/opinion/doc52b9eba529c92478018424.txt
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substance use, focus group members focused on drugs, and fewer reported concerns about alcohol 
or tobacco use. This is consistent with results from the community stakeholder survey in which far 
fewer respondents identified alcohol and tobacco abuse as top health concerns for the region 
compared to other substance use and mental illness.   
 
Figure 22: Adult Substance Use Behaviors, FCH Counties, 2006-2012 

 Excessive Drinking55 Smoking56 
Dutchess, NY 19% 14% 
Litchfield, CT 19% 17% 
Columbia, NY 23% 14% 

New York 17% 17% 
Connecticut 19% 15% 
HP2020 -- 12% 

Source: Behavioral Risk Factor Surveillance System, 2006-2012, as cited in 2014 County Health Rankings. 

 
The Search Institute Developmental Assets survey provides information about substance use 
among youth in the region. Data for two time periods, 2009 and 2013, were available for Region 
One while data for 2009 were available for Dutchess County. Due to different time frames for data 
collection and different grades sampled, results across the two areas cannot be compared; data on 
similar measures and for similar grades are also not available at the state level, thus additionally 
limiting comparison. Similar data were not available for Columbia County schools. It is important to 
note that these surveys are completed by a small sample of students and thus should be interpreted 
with caution.  
 
Data related to substance use in Region One show that the proportion of sampled youth reporting 
substance use has remained largely the same between 2009 and 2013 for most substances; 
reported cigarette use declined over this time period. (Figure 23)  In 2013, 30% of sampled 
students reported using alcohol in the 30 days prior to the survey and 19% reporting getting drunk 
once or more in the two weeks prior to the survey. Among sampled students, 16% reported 
marijuana use in the 30 days prior to the survey. Not surprisingly, use of substances generally 
increases with age. 
 
Figure 23: Risk-Related Behaviors, Region One School District, 2009 and 2013   

 
Total 
2009 

Total 
2013 

Grade 7 
2013 

Grade 9 
2013 

Grade 11 
2013 

Used alcohol once or more in the last 30 
days 

28% 30% 5% 37% 57% 

Got drunk once or more in the last two 
weeks 

17% 19% 3% 20% 44% 

Smoked cigarettes once or more in the 
last 30 days 

13% 7% 1% 7% 19% 

Used marijuana once or more in the last 
30 days 

17% 16% 1% 18% 39% 

Used heroin or other narcotics once or 
more in the last 12 months 57 

 4% 0 9% 4% 

Used other illicit drugs once or more in 
the past 12 months58 

7%     

                                                           
55 Percent of adults reporting binge plus heavy drinking. 
56 Percent of adults that report smoking >= 100 cigarettes and currently smoking. 
57 Question was added in 2013 survey. 
58 Question was dropped after 2009 survey. 
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Total 
2009 

Total 
2013 

Grade 7 
2013 

Grade 9 
2013 

Grade 11 
2013 

Rode (once or more in the last 12 
months) with a driver who had been 
drinking 

33% 28% 19% 35% 34% 

Source: Search Institute, Developmental Assets Survey, 2009 and 2013. 

 
Data related to youth substance use in Dutchess County in 2009 show that over one third of 
students reported using alcohol in the 30 days prior to the survey and almost one quarter reporting 
getting drunk once or more in the two weeks prior to the survey. (Figure 24) Over one quarter of 
students reported using marijuana once or more in the 12 months prior to the survey. Tobacco use 
was comparatively low.  Reported use of substances increased with age. 
 
Figure 24: Risk-Related Behaviors, Dutchess County Schools, 2009   

 Total Grade 8 Grade 10 Grade 12 

Used alcohol once or more in 
the last 30 days 

35% 17% 38% 51% 

Got drunk once or more in the 
last two weeks 

24% 11% 28% 35% 

Smoked cigarettes once or 
more in the last 30 days 

12% 6% 10% 21% 

Used marijuana once or more 
in the last 12 months 

28% 11% 31% 47% 

Used other illicit drugs once or 
more in the last 12 months  

8% 3% 8% 13% 

Rode (once or more in the last 
12 months) with a driver who 
had been drinking 

29% 29% 26% 30% 

Source: Search Institute, Developmental Assets Survey, 2009. 

Existing Substance Use Services 
 
Focus group members and survey respondents reported that, like mental health services, there are 
few programs and services to address substance abuse in the region. Those that do exist are 
economically out of reach for many or located far away according to residents. For example, 
Mountainside Lodge and High Watch were mentioned by many respondents, but these are private 
facilities.  Other facilities mentioned include Trinity Glen, a long-term in-patient care facility which 
accepts Medicaid, and Twin County Recovery Services. Further away, the Mid-Hudson Addiction 
Recovery Center (MARC) operates three centers for recovery in the mid-Hudson region. The cost of 
substance use services and lack of providers, as with mental health, were also seen as concerns. 
Another concern expressed by several respondents is the lack of continuity of care. As one provider 
respondent shared, “there is no prevention—the system gets [people] when there is an issue. And then 
once you start to get better, that is when the help ends—there is no follow up.” 
 
Housatonic Youth Services Bureau and the Council on Addiction and Prevention Education (CAPE) 
were mentioned as the primary prevention and early intervention providers for youth in 
Connecticut and New York, respectively.  Respondents reported little in terms of community 
education efforts around substance use. Youth and those working in schools reported that while 
substance issues are discussed in health classes, they are done so in a broad way and often focused 
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on younger students.  The DARE59 program, for example, is available for younger students but there 
is not a similar program for older youth. 
 
In addition to service providers, there are several community coalitions focused on addressing 
substance use issues. In Dutchess County, CAPE has been working to address substance use issues 
through prevention and has supported community-based coalitions (encompassing Pine Plains, 
Webutuck, Dover, Pawling, Red Hook and Rhinebeck school districts) that are developing local 
strategies to address youth substance use.60 In Litchfield, prevention efforts are led by the 
Northwest Corner Prevention Network that focuses on addressing substance issues among youth. 
Finally, agencies like the Dutchess County Drug Task Force, the Columbia-Greene Controlled 
Substance Task Force, and the Litchfield County Opiate Task Force, are working to address 
substance use at the law enforcement level. 

Suggestions to Address Substance Use Concerns in the Region 
 
Community stakeholder survey results and focus group discussions point to the need for a variety 
of substance use services, in particular those for children and youth. About 40% of survey 
respondents identified a need for school-based services for children/youth and adults as a top 
three need. (Figure 25) These concerns were the same across communities in all three counties. 
Health providers tended to see a greater need for out-patient and day treatment programs than 
non-health providers while non-health providers in greater numbers reported a greater need for 
preventive services such as screening and school-based and community education programs. 
 
Figure 25: Substance Use Services Needed, 2014 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: FCH Community Stakeholder Survey, 2014. 
 
 

                                                           
59 Founded in 1983 by the Los Angeles Police Department, the Drug Abuse Resistance Education (DARE) is a national 
program that teaches students good decision-making skills to help them lead safe and responsible lives. 
http://www.dare.org 
60 Dutchess County Health & Human Services Cabinet. (December 2013). Confronting Prescription Drug Abuse in Dutchess 
County, New York: Existing and Proposed Strategies to Address the Public Health Crisis. 
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Specific suggestions from focus group members and survey respondents included: 
 

 More Substance Use Services/Providers: As with mental health services, residents believed 
that more affordable substance use services were needed in the community. These services 
should address the full spectrum of the disease from prevention to early intervention to 
treatment and include both in- and out-patient services and programs.  As discussed above, 
expansion of health insurance coverage to substance abuse services including screening 
through the ACA will likely place increasing demand on existing services.  
 

 More School-Based Substance Use Treatment and Prevention Services: Focus group members 
and survey respondents alike saw a need for greater substance use intervention in the 
schools. Several mentioned that national research points to the important cost savings that 
come from investment in substance abuse prevention and suggested that funding for these 
services needs to be increased, at multiple levels.61 Focus group members suggested more 
school-based counselors as, according to providers, there are wait lists for school-based 
services. But as with mental health services, treatment programs and services must be 
available to those identified in need of them.  

 
Additional suggestions included the use of evidence-based prevention education in the 
schools. However, as when discussing mental health services in the schools, respondents 
stressed that education mandates and other requirements placed on schools create 
substantial challenges to implementing substance abuse prevention education in the 
schools.  Alternative suggestions included enhancing awareness of substance use and 
mental health through teacher training to help educators identify youth at risk. Those who 
mentioned a need for more prevention education stressed the need for young people—and 
their parents—to hear from youth who have personally struggled with substance use rather 
than substance use “experts” or school authorities.  As one provider shared, “there are kids 
who have turned their lives around. This is what other kids will listen to, not experts. Bring in 
the parents of these kids to talk about this as well.”  

 
Several focus group members reported, however, that education interventions are likely to 
be less effective for those students most at risk for substance use. They argued for deeper 
interventions such as mentoring programs. Finally, although not explicitly asked about in 
the survey, the issue of activities for young people came up in several focus groups. This 
was seen by some as critical to addressing substance use and other behavioral health issues 
among the community’s young people. Suggestions to enhance options for youth included 
offering more community-based recreation programs (with scholarship support) and 
promoting those that do exist as well as opportunities for young people to participate in 
programs like internships and community service.   

 
 Enhanced Outreach and Education: A number of survey respondents and focus group 

members felt that more was needed to educate all community members about the dangers 
of substance use especially the epidemic of opiate use.  Some communities are currently 
working on this through events like prescription drug “take back” days and community 
forums.  Respondents differed somewhat in how they thought this could be accomplished. 
Some suggested that a more intensive media approach was needed as media campaigns 

                                                           
61 National Association of State Mental Health Directors. June 2012. Fact Sheet on Behavioral Health Conditions: Paying the 
Societal Toll—a Tragedy Runs Through It.  
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have been shown to influence opinions and change behavior. Others suggested a more 
general community education approach. 

 
 Improving Provider Prescribing Practices:  Although it did not come up in surveys, several 

focus group members reported that they believed more should be done to educate 
providers about the dangers of overprescribing painkillers. New York has recently passed 
the I-STOP prescription monitoring program to track the dispensing of controlled 
substances. However, respondents also believed that providers should be educated about 
abuse of pain medication to better monitor prescribing as well as follow-up to help ensure 
patients do not become addicted. 

 

Obesity and Chronic Disease 

Obesity and Chronic Disease in the Region 
 
Chronic disease and its contributors—lack of physical 
activity and good nutrition—was also identified as a 
concern for the region among survey respondents and 
focus group members. Over 30% of survey 
respondents identified chronic disease as one of the 
top three health concerns for the region.  
 
Focus group members also identified obesity as a 
concern for residents of the region. They attributed 
rising rates of obesity to a lack of access to healthy 
food and physical activity, a more sedentary lifestyle (the “tech culture” as one person stated), lack 
of time, and a general trend in today’s culture toward highly processed foods and large serving 
sizes. Accessibility of healthy food was very much on the minds of many focus group respondents, 
especially those in Dutchess because of the recent closure of a local supermarket. Many 
respondents reported that healthy food was economically—and increasingly geographically—out 
of reach for many lower income families in the area and the closing of the supermarket exacerbated 
that situation.  
 
While focus group members reported that obesity was a concern across all demographic groups, 
they expressed concern particularly for rising obesity in children, including very young children.  
Members and leaders in the Hispanic community who attended focus groups reported that diabetes 
rates among immigrants are rising as they adopt “American” eating habits, including consumption 
of sugary drinks, and become more sedentary than in their home countries.  Overall, focus group 
members reported that they believed that rising rates of obesity were also the result of lack of 
knowledge about how to eat nutritionally and the importance of engaging in physical activity—
across age and demographic groups. Several attributed this as well to marketing. As one focus 
group member shared, “kids can go to [local convenience store] and if they buy the container they can 
refill their sugary drinks. Parents are not teaching their kids about healthy choices—maybe they don’t 
know themselves.”  
 
Data from the BRFSS show that the adult obesity rate in Columbia County is the same as for New 
York, while the Dutchess County rate is higher. (Figure 26)   Litchfield experienced slightly lower 
rates than the state of Connecticut.  

 
“Diabetes is huge. It is 
epidemic. There is so much pre-
diabetes. The cost of diabetes is 
huge—medication is 
expensive.” 

- Leader in the Latino 
Community 
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Figure 26: Adult Obesity Rates, FCH Counties, 2006-2012 
County Adult obesity rate 

Dutchess 26% 

Litchfield 22% 

Columbia 24% 

New York 24% 

Connecticut 24% 

HP2020 30.5% 

Source: Behavioral Risk Factor Surveillance System, 2006-2012, as cited in  
2014 County Health Rankings. 

 
Data from the BRFSS show that the rate of adult diabetes is rising in the FCH counties as well as in 
New York and Connecticut. (Figure 27)    
 
Figure 27: Proportion of Adults with Diabetes, FCH Counties, Connecticut, and  
New York, 2004-2010 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: Behavioral Risk Factor Surveillance System and U.S. Census Population 
Estimates Program, as cited in Community Commons 

 
According to statistics collected by the New York Statewide School Health Services Center, about 
37% of Columbia County students and 35% of Dutchess County students are overweight or obese. 
(Figure 28) In New York overall (excluding NYC) the rate of overweight or obesity among students 
was about 34%. Overweight and obesity rates vary across FCH towns with some towns 
experiencing very high rates. Among the school districts of Dutchess, the proportion of children 
who were overweight/obese (2010-2012) was highest in Northeast (44%), Dover (40%), Millbrook 
(35%), and Pine Plains (34%).62 Among the school districts of Columbia, the proportion of children 
who were overweight/obese (2010-2012) in Taconic Hills (Copake and Ancram) was 33%, the 
fourth highest of the six school districts in the County.63  
 
 

                                                           
62 Source: NY State Student Weight Status Reporting System, 2010-2012 as cited in Dutchess County CHNA.  
63 Source: NY State Student Weight Status Reporting System, 2010-2012 as cited in Columbia County CHNA. 
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Figure 28: Proportion of Public School Students who are Overweight and Obese, Columbia, 
Dutchess, and New York, 2010-2012 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Source: New York State Department of Health, Student Weight Status Reporting System. 
 
Data about obesity rates among youth in Litchfield County are unavailable. However, information 
about physical fitness among youth in the area indicate that among students in the region, fewer in 
North Canaan and Norfolk and fewer middle/high schoolers than elementary school students are 
able to pass physical fitness tests. (Figure 29) 
 
Figure 29: Percentage of K-12 Students Passing All Four Physical Fitness Components,  
Litchfield School Districts, 2010-201164 

School District % of K-12 Students Passing 
Cornwall School District 80.5% 
Kent School District 67.0% 
Canaan (Falls Village) School District 65.2% 
Salisbury School District 64.6% 
Sharon School District 56.1% 
Regional School District 1 (Canaan, Cornwall, Kent, North 
Canaan, Salisbury, Sharon) 

35.1% 

Norfolk School District 31.9% 
North Canaan School District 28.7% 
STATE 51.0% 

Source: Connecticut Department of Education as cited in 2013 Litchfield County CHNA.  

 

Existing Services to Support Healthy Eating and Physical Activity 
 
Accessibility of healthy food was very much on the minds of many focus group respondents, 
especially those in Dutchess and Columbia. Residents of Dutchess communities reported in focus 
groups that the Fresh Town supermarket in Dover Plains had recently closed, creating challenges to 
food access, especially for those without transportation. The cost of food, including costs associated 
with traveling to purchase it, was a substantial concern to many residents, especially seniors and 
lower income residents.  

                                                           
64 Tests include four areas of fitness: aerobic endurance, flexibility, muscular strength, and endurance.  
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In general, regardless of where they lived, focus group 
members reported that accessing affordable healthy 
food was challenging. As one focus group member 
shared, “many lower income people shop for food at the 
dollar stores because they can get more food—it’s not 
the healthiest but they get more for their money.” 
Additionally, lower income residents rely on food 
pantries which were reported to have limited healthy 
choices.  Although the region does not have many fast 
food outlets, it also does not to have many affordable 
restaurants that serve healthy food options according 
to focus group members.  
 
There was substantial discussion in focus groups about accessibility of fresh and locally-grown 
food. There are several community gardens in the region at local churches and at Webutuck High 
School. Many towns have farmer’s markets but not all do; however efforts are underway to expand 
farmer’s markets to new towns.  Perceptions about the affordability of food sold at farmer’s 
markets varied across focus group members. Some reported that it was too expensive while others 
reported it was not substantially more than supermarket prices.  
 
When asked about options for physical activity in the region, focus group members shared that 
there are many opportunities including parks, playgrounds, and a rail trail. However, access is 
largely limited to those with private transportation. Additionally, the rurality of the region means 
that there is limited infrastructure to support active transportation such as biking or walking 
including lack of sidewalks, streetlights, and bike lanes. New England winters also constrain 
outdoor activities for many.  Focus group respondents reported that there are also community-
based programs for physical activity, although these are limited. Community centers offer exercise 
classes for seniors and others. In addition, the Hotchkiss School makes its pool available for free 
and also offers exercise classes for a fee.  
 
When asked about opportunities for youth, focus group respondents mentioned that youth have 
opportunities to participate in sports through school teams or club-based programs, although some 
programs cost money to participate.  This can be prohibitive for some families.  As one focus group 
member shared, “the town has an active youth sports program—soccer, t-ball. But they all cost 
money. There is scholarship money but many families are not aware of that. And then transportation 
might be an issue.” 
 
Secondary data point to similar themes relative to accessibility of healthy food and places to be 
physically active as shared by focus group members. According to business mapping information, a 
smaller proportion of residents in all three FCH counties have access to exercise opportunities 
compared to other residents in the states, especially those in Litchfield County.  About 85% of 
residents in Dutchess have access to exercise opportunities, compared to 89% of New York 
residents overall.  Only 47% of residents in Columbia have access to exercise opportunities. In 
Connecticut, 91% of residents have access to exercise opportunities, while only 81% of Litchfield 
residents do. 65  
 

                                                           
65 OneSource Global Business Browser, Delorme map data, ESRI, & US Census Tigerline Files, 2010 & 2012, as reported in 
2014 County Health Rankings. 

 
“Healthy food is far away now 
that the supermarket has 
closed. Those who used to walk 
there have it hard – they have 
to find other places to go and it 
won’t be easy.” 

- Agency Client 
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The proportion of the population with limited access to healthy food is 6% in Dutchess and 5% in 
Columbia, a higher rate than for the state of New York (2%), the state of Connecticut (4%) and 
Litchfield County (2%).66 According to the 2012 Dutchess County resident survey, 12% of 
respondents reported that they had difficulty buying healthy foods.67 Among those who reported 
difficulty, cost was the predominant reason (87%) followed by lack of availability in places where 
the respondents shopped (31%) and too far to get to (28%). 

Suggestions to Address Obesity and Chronic Disease Concerns in the Region 
 
Review of survey responses about needed services to address chronic disease shows that aside 
from chronic disease self-management programs, which over 40% of respondents reported as a top 
three need in the region, respondents were more mixed in their views of what services were 
needed to address the complex issue of obesity and lifestyle behaviors. Almost half of stakeholder 
survey respondents reported that there was a need for chronic disease self-management programs. 
(Figure 30) Other suggestions related to enhanced education and programs that increase access to 
healthy foods and physical activity.  
 
Figure 30: Chronic Disease Services Needed, 2014 
 
 
 
 
 

 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
Source: FCH Community Stakeholder Survey, 2014 

 
Specific suggestions from focus group members and survey respondents included: 
 

 Promotion of Chronic Disease Self-Management Programs: Provider survey respondents 
overwhelmingly reported a need to enhance chronic disease self-management programs 
with a particular focus on implementing those that have been proven to work (are 
evidence-based). As one survey respondent stated, “I believe evidence-based interventions 
like the Stanford Chronic Disease Self-Management Program provide the tools needed for 
organizations and individuals to have sustainable and measureable health outcomes.” While 

                                                           
66 Source: USDA Food Environment Atlas, 2012, as reported in 2014 County Health Rankings. 
67 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education. 
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this suggestion was not raised in focus groups, when asked whether such type of support 
would help those with chronic illnesses, many focus group members agreed that it would.  

 
 More Education About Healthy Lifestyles: Both survey respondents and focus group 

members noted that community education was needed to increase healthy behaviors 
among residents and reduce obesity rates. What was especially needed, according to 
residents in focus groups, was nutrition education. Few focus group participants reported 
that they had seen a nutritionist or dietician as part of their health care, although they 
believed this would be helpful in educating patients about proper nutrition. Residents also 
stated that more written materials and in-person education/training was needed especially 
in topics such as what comprises a balanced meal, how to read food labels, how to purchase 
healthy foods on a budget, and how to prepare quick but healthy meals.  They stressed that 
multiple outlets for information are needed because attendance at “classes” or community 
forums is often lower than expected. They suggested that more written materials about 
nutrition for parents be sent home with students and shared through food pantries and 
food programs such as the BackPack Program.68  Spanish-speaking focus group members 
suggested that ESL classes were an ideal place to share such information with non-English 
speaking residents (while simultaneously enhancing English language skills) and several 
mentioned that this has been tried with success in Dutchess County through a partnership 
with Cooperative Extension.  

 
 Greater Access to Affordable and Healthy Food: Focus group participants reported that 

efforts to raise awareness about nutrition among residents, especially those with lower 
incomes, will only be successful if healthy food is affordable. One respondent mentioned 
that the region is currently piloting a Health Bucks program at local farmer’s markets. 
Health Bucks is a program begun in New York City to enhance healthy eating through paper 
vouchers that can be used by electronic benefit transfer (EBT) consumers to purchase fresh 
fruits and vegetables at participating farmers markets. For every $5 a customer spends 
using EBT, s/he receives one $2 Health Buck coupon to be used for additional healthy 
food.69  Several respondents also suggested that more be done to create community gardens 
and to promote farmer’s markets to lower income residents of the region.  

 
 Enhanced Access to Physical Activity Classes: Relative to physical activity, respondents 

suggested that more opportunities for physical activity be offered and that such 
opportunities be affordable. They also suggested that more be done to raise awareness of 
those opportunities that are currently available, including financial support such as 
scholarships for summer camps and youth sports programs. Several senior residents 
believed that parks and trails could be improved through the addition of benches. Finally, a 
couple of focus group members mentioned that community fitness challenges have proven 
successful in the past and could be promoted in the future.  

 

                                                           
68 The BackPack Program, run by the Food Bank of the Hudson Valley addresses childhood hunger, especially on 
weekends when school breakfast and lunch programs are not offered, provides bags filled with food that are discreetly 
distributed to participating children at 11 regional schools on Friday afternoons. 
69 http://www.grownyc.org/greenmarket/ebt/healthbucks 
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Other Health Needs 
 
In the final survey question, community stakeholder survey respondents were asked about other 
health concerns in the region, beyond those already discussed in this report.  Of the top three 
concerns highlighted early childhood services such as home visiting and family support were 
identified by the most respondents (48%) followed by geriatric care services (42%). 

Oral Health 
 
Although oral health was not identified as a top overall health concern in the region by many 
completing the community stakeholder survey, it was identified as a top “other health” concern 
among respondents.70  Additionally, the topic was discussed in several focus groups. As shared 
earlier in this report, the region has a high patient to dental provider ratio.71 In addition, focus 
group members reported that many dentists do not accept Medicaid. Both of these make it difficult 
to access oral health care according to focus group members. Focus group members also reported 
that specialty dentistry, like root canal, was very difficult to obtain and required travel out of the 
region. The 2012 resident survey conducted in Dutchess County found that access to dental care 
was the top unmet need for health care services: 20% of survey respondents reported that they 
needed dental care, and 61% of these respondents reported that they did not receive it. 72  The 
unmet need for dental services was significantly higher among younger adults (ages 18-21) and 
declined with age. According to BRFSS data, however, the proportion of adults with a dental visit in 
the past year was similar for the FCH counties as for the two states. (Figure 31) 
 
Figure 31: Proportion of Adults With Dental Visits in the Past Year,  
FCH Counties, Connecticut, and New York 

County  
Dutchess 72.3% 

Litchfield 83% 

Columbia 69.6% 

New York 71.1% 

Connecticut 81% 

Source: Dutchess and NYS: BRFSS 2008-2009 as cited in Dutchess County CHNA. Columbia:  
BRFSS 2008-2009 as cited in Columbia County CHNA. Litchfield and CT: BRFSS 2007-2010  
as cited in Litchfield County CHNA. 

 

                                                           
70 In the last question of the survey, respondents were asked to identify the top three other health and health-related 
services needed from the following list: dental services, community education programs to prevent vector-borne illness, 
provider education programs to prevent vector-borne illness, end-of-life/hospice services, geriatric care services, early 
childhood services, sexually transmitted disease screening programs, and women’s health services. 42% of respondents 
selected dental services. However, when asked to identify top three overall health concerns in the region, 15% of 
respondents identified dental/oral health as one of these.  
71 The ratio of population to dental providers in New York and Connecticut was about 1,300 to 1 while the ratio in the 
FCH service area ranged from 1,652:1 in Dutchess to 2,587:1 in Columbia. 
72 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education.  Data specific to Eastern Dutchess communities 
not provided. Question was asked as follows: “At any time in the past year, did you or any member of your immediate 
household need but not receive any of the following healthcare services?” 
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Affordability of dental care was also a big concern for residents. Many lower income residents 
reported that they obtained dental care on a sliding fee scale from Hudson River Health Care (FQHC 
located in Amenia) or the Greater Torrington Community Health and Wellness Center but wait 
times were reported to be long. The cost of dental care was found to be a significant barrier to 
accessing dental services for immigrant populations in Eastern Dutchess County.73  
 
Overall, focus group members shared positive views about dental services for children. Several 
reported that their children received preventative oral health services in school and got dental 
services when needed.  Many schools in the region provide school-based oral health services 
including sealants which are seen as a critical intervention for good oral health among children. 
Data collected about this work indicate positive improvement over time.  According to data cited in 
the 2013 CHNA for Dutchess County, the proportion of 3rd grade children with evidence of 
untreated tooth decay declined from 32.1% in the 2002-2004 to 20.5% in 2009-2011.74 In 
Columbia, 21.2% of children had untreated tooth decay in 2009-2011.75  Data from six Connecticut 
schools with sealant programs show that proportion of children with one or more decayed teeth 
declined from 34% in the 2006-2007 school year to 12% in the 2010-2011 school year.76 

Communicable Diseases 
 
Although quantitative data point to high rates of Lyme Disease in FCH counties, this issue was not 
often mentioned in focus groups or surveys. (Figure 32) However, both the Columbia County CHNA 
and the Dutchess County CHNA identified arthropod-borne illness as a key health concern and have 
included prevention efforts in their updated Community Health Improvement Plans.   
 
Figure 32: Lyme Cases per 100,000 population, FCH Counties, Connecticut, and 

New York 

County  

Dutchess, NY 150 

Litchfield, CT 116.9 

Columbia, NY 824.8 

New York 66.2 

Connecticut 122 

Source: NY: 2008-2010 NYSDOH as cited in Columbia and Dutchess County CHNAs.  CT and Litchfield:  
2009, Connecticut Department of Public Health as cited in Litchfield County CHNA.  
 

Rates of sexually-transmitted infections were substantially lower in FCH counties than in the states 
of New York and Connecticut overall. Chlamydia infections are among the most commonly-reported 
notifiable disease in the U.S. and they are among the most prevalent of all sexually transmitted 
infections (STIs).77 The Chlamydia rate in Dutchess was 245 per 100,000 population in 2011 and 
160 in Columbia, much lower than the New York rate of 530 per 100,000. Litchfield’s rate of 137 

                                                           
73 Schmidt, H., Waltner, A., Muller, S. (Feb 2011). The Immigrant Health Initiative: A study of health care of recent 
immigrants in Dutchess County, New York. 
74 Bureau of Dental Health, New York State Department of Health as cited in Dutchess County CHNA. 
75 New York State Department of Health as cited in Columbia County CHNA.  
76 Kwatra, J. (Sept 2013) Evaluation of School Based Oral Health Promotion Program.  Study conducted for the Foundation 
for Community Health.  
77 Dutchess County Department of Health, Community Health Assessment 2014-2017.  
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was far lower than the Connecticut rate of 381 per 100,000 population.78 However, Chlamydia rates 
in Dutchess were reported to be rising, as they are nationwide and in the state.79  

Asthma 
 
Mortality and morbidity statistics shared earlier in this report indicate a higher rate of asthma 
deaths and hospitalizations in FCH counties than the states. However, data about asthma-related ED 
visits, for both young children and those of all ages, indicate that rates are lower in Columbia and 
Dutchess than in New York. (Figure 33) Data for Litchfield are unavailable. 
 
Figure 33: Asthma ED Visits, per 10,000 population, Columbia, Dutchess, New 
Year, 2008-2010   

 
New York 

(excl. NYC) 
Columbia Dutchess 

ED Visits (0-4 yrs) 221.4 112.3 84.3 

ED Visits (all ages) 83.7 41.5 51.7 

Source: New York State Department of Health, Statewide Planning and Research Cooperative System, 
2008-2010. 
 

Maternal and Child Health 
 
Maternal and child health concerns were not prominent themes in most focus groups and 
interviews.  Quantitative data additionally indicate that FCH communities are similar to or better 
than on key measures of maternal and child health and have met key HP2020 targets in this area. 
(Figure 34) 
 
Figure 34: Maternal and Child Health Indicators, FCH Counties, Connecticut, 

and New York, 2005-2011  
County Low Birthweight Infant Mortality80 Teen Birthrate81 

Dutchess, NY 7.2% 5 13 

Litchfield, CT 7.2% 4 12 

Columbia, NY 7.5% 10 24 

New York 8.2% 6 24 

Connecticut 8.0% 6 21 

HP2020 7.8% 6 NA 

Source: Low Birthweight and Teen Birth Rate: National Center for Health Statistics, 2005-2011 as cited in  
2014 County Health Rankings. Infant Mortality: Health Indicators Warehouse as cited in 2014 County  
Health Rankings. 

 
Another measure of maternal and child health is access to adequate prenatal care. According to the 
New York State Department of Health, the percent of pregnant women with adequate prenatal care 

                                                           
78 National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, 2011 as reported in 2014 County Health 
Rankings. 
79 Dutchess County Department of Health, Community Health Assessment 2014-2017. 
80 Rate of all infant deaths (within 1 year), per 1,000 live births 
81 Teen birth rate per 1,000 female population, ages 15-19 
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was 68% in Dutchess County and 63% in Columbia County compared to 68% in New York State 
(excluding NYC).82  

Screening and Prevention 
 
Screening was not a prevalent theme in either survey results or focus groups and quantitative data 
indicate that screening levels in FCH counties are similar to those for the states. (Figure 35) 
Screening rates for diabetes are slightly higher in Dutchess County than in Litchfield, Columbia, and 
the states. Mammogram screening rates are higher in Dutchess and Columbia counties than in New 
York overall.  
 
Figure 35: Screening Rates, FCH Counties, 2005-2011  

County Diabetes Screening Mammogram 

Dutchess 88% 66% 

Litchfield 86% 66% 

Columbia 85% 66% 

New York 85% 63% 

Connecticut 85% 68% 

Source: Medicare/Dartmouth Institute, 2011 as cited in 2014 County Health Rankings.  

 

Health Needs of Sub-Populations 
 
This section discusses more specifically the health needs of two populations in the region that 
respondents identified as facing unique health challenges and needs, Hispanics and seniors. 
Children and youth and those of lower income were also reported to face challenges and these 
groups are discussed throughout this report.  

Hispanics 
 
Hispanics are the largest non-White population group in the FCH service region, comprising 6% of 
the total population. The number of Hispanics in the region is also growing according to recent 
community health needs assessments.  The health disparities experienced by racial and ethnic 
minorities have been extensively documented.83 Due to the small number of Hispanics in the region, 
statistical data about health disparities in FCH communities are unavailable. However, secondary 
data show that:84 
 
 In Columbia and Dutchess counties, a higher proportion of Hispanics experience premature 

death when compared to non-Hispanic Whites.85 It is important to note that premature death 
rates are highest among non-Hispanic Blacks.  

                                                           
82 New York State Department of Health, Health Indicators, 2009-2011, 
https://www.health.ny.gov/statistics/community/minority/county/newyorkstate.htm 
83 Although many sources can be cited, a good recent summary of health disparities experienced by racial and ethnic 
minorities can be found in the U.S. Department of Health and Human Services Plan to Reduce Racial and Ethnic Health 
Disparities:  http://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf 
84 Due to low sample size, some of the data about Hispanics in Columbia are unstable.  
85 Litchfield: Connecticut Department of Public Health, 2012. Vital Records Mortality Files, 2005-2009 cited in Litchfield 
County CHNA. Columbia: NYSDOH County Health Indicators, 2008-2010, as cited in Columbia County CHNA. Premature 
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 While Hispanics in Litchfield, Dutchess, and Columbia experience lower rates of mortality and 
hospitalization due to heart disease, stroke, and cancer compared to non-Hispanic Whites, they 
experience higher rates of mortality and hospitalization due to diabetes.86 It is important to 
note that death and hospitalization rates due to many of these conditions is highest among non-
Hispanic Blacks.  

 Obesity rates are higher for Hispanic populations compared to non-Hispanic Whites nationally. 
Based on data from National Health and Nutrition Examination Survey, the White non-Hispanic 
population had the lowest rate of obesity, 33.4% of adults aged 20 years and over (age 
adjusted) whereas the black non-Hispanic and Hispanic populations had rates of 48.6% and 
40.5% (age adjusted), respectively.87 

 Data available at the state level indicate that Hispanics have lower rates of screening than their 
non-Hispanic White counterparts, including screening for diabetes and cholesterol.88  

 Data for Dutchess and Columbia counties indicate that Hispanic residents are less likely to 
access dental and mental health services than non-Hispanic Whites.89  

 Fewer Hispanic women in Columbia and Dutchess counties receive prenatal care compared to 
non-Hispanic White women.90  

 Hispanic residents of the Mid-Hudson Valley were more likely than their non-Hispanic White 
counterparts to experience a gap in health insurance and skip a doctor’s visit or medication due 
to cost.91  

 
According to focus group members as well as other data, the primary barriers to health care access 
encountered by Hispanic residents in the area include lack of health insurance, language, cost, and 
availability and awareness of services.92  Additionally, undocumented Hispanics are particularly 
vulnerable. Fear of deportation leads to reluctance among illegal immigrants to seek out services 
from agencies and health providers, thus negatively affecting their health. Suggestions by focus 
group members and survey respondents to address these barriers and improve health outcomes 
among Hispanics in the community included:    
 

 Enhanced Language Access: A recurring topic among focus group members who were 
Spanish speakers was the issue of language access. While many shared that communication 
access at community health centers, where many get services, and community-based 
organizations serving Hispanics is very good due to bi-lingual providers and in-person 
interpreters, that is not the case at all provider locations and social service agencies. Results 

                                                                                                                                                                                           
death defined as death before 75 years.  Dutchess: NYSDOH Community Health Indicators, 2008-2010 as cited in Dutchess 
County CHNA. Premature death defined as death before 65 years.  
86 Litchfield: mortality data from Connecticut Department of Public Health, 2012. Vital Records Mortality Files, 2005-
2009, hospitalization data from Connecticut Department of Public Health, 2012. CHIME Hospital Discharge Data Set, 
2005-2009.  Both cited in Litchfield County CHNA. Columbia: NYSDOH County Health Indicators, 2008-2010, as cited in 
Columbia County CHNA. Mortality data for Hispanics in Columbia suppressed due to low numbers. Dutchess: NYSDOH 
Community Health Indicators, 2008-2010 as cited in Dutchess County CHNA.  
87 http://healthypeople.gov/2020/lhi/nutrition.aspx?tab=data#NWS-9 Data from 2009-2012. 
88 Connecticut Department of Public Health. (2011) The Burden of Cardiovascular Disease in Connecticut, 2010 Surveillance 
Report and Connecticut Department of Public Health. (2011) The Burden of Diabetes in Connecticut, 2010 Surveillance 
Report.  
89 Wheeler, K., and Waltner, A. (June 2013) Dutchess County ICA Community Health Survey 2012. Prepared for the Dutchess 
County Department of Health, Division of Health Planning and Education.  Marist College Institute for Public Opinion. 
Many Voices One Valley 2012. Health Matters. A survey of Mid-Hudson Valley residents. 
90 Columbia: NYSDOH Health Indicators Reports, 2008-2010, as cited in Columbia County CHNA. Dutchess: NYSDOH 
Community Health Indicators, 2008-2010 as cited in Dutchess County CHNA.  
91 Schmidt, H., Waltner, A., Muller, S. (Feb 2011). The Immigrant Health Initiative: A study of health care of recent 
immigrants in Dutchess County, New York. 
92 Ibid. 

http://healthypeople.gov/2020/lhi/nutrition.aspx?tab=data#NWS-9
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from a survey of immigrants conducted in Dutchess County found that immigrants from 
eastern Dutchess County were significantly more likely to bring their own interpreters than 
those in Poughkeepsie who were more likely to use medical interpreters.93  Enhancing the 
number of bi-lingual providers and interpretation services especially in services such as 
mental health, dental health, and other specialties, was frequently mentioned as a strategy 
for enhancing access and improving outcomes for Hispanics. Focus group members also 
expressed a need for more translated information including instructions for follow-up care 
and medication. As one Spanish speaking focus group member stated, “results of tests come 
in English and that is hard.” 
 

 More Culturally Appropriate Mental Health Services:  As discussed earlier in this report, lack 
of mental health services, including both prevention and treatment services, is a concern for 
the entire region. Spanish-speaking focus group members reported that they face 
substantial challenges in accessing mental health services due to communication barriers 
and cost.  Focus group members suggested enhancing access to free and language-
appropriate screenings as well as the formation of Spanish-speaking mental health support 
groups in the area.  
 

 Enhanced Health Literacy:  Another challenge mentioned by focus group members was 
health literacy.  They shared that a lack of information about healthy behaviors and 
available health and social services creates a barrier to good health for non-English 
speakers. Focus group respondents saw a need for extended outreach to Hispanic members 
of the community through partnerships with existing programs such as ESL classes. 
Outreach through media such as Spanish TV and radio was also suggested as a strategy for 
reaching Hispanic residents with information. Several respondents also reported that 
support for community health workers (discussed below) is an important strategy to 
enhance health literacy in the community. 
 

 Support the Use of Community Health Workers: Community health workers (CHWs), also 
called Promotoras or peer health educators, are lay community members (volunteers or 
paid staff) who work with health care systems to improve the health and well-being of 
community residents. CHWs often offer interpretation and translation services, provide 
culturally-appropriate health education and information, assist people in receiving the care 
they need, and give informal counseling and guidance on health behaviors.94  CHWs are seen 
as particularly effective because they usually share ethnicity, language, socioeconomic 
status, and life experiences with the community members they serve. Although CHWs were 
not mentioned by many respondents, a couple of providers participating in focus groups 
mentioned that such supports can be effective in meeting the needs of more vulnerable 
populations.  

 
Essential to any successful strategy to reach Hispanic residents, according to focus group members, 
is the engagement of trusted community leaders such as those who are from the church and local 
community providers.  As one Hispanic focus group member explained “building trust is key, 
especially for undocumented people—you need to work through facilitators in the community, key 
leaders in faith and community services.” 

                                                           
93 Ibid. 
94 U.S. Department of Health and Human Services. HRSA Office of Rural Health Policy. (August 2011). Community Health 

Workers Evidence-Based Models Toolbox.  
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Seniors  
 

Given the large senior population in the FCH service 
region, it is not surprising that seniors’ health and 
well-being emerged as a topic of concern among focus 
group members and survey respondents. According to 
population estimates, the proportion of residents over 
the age of 65 is expected to rise in the three counties 
served by FCH. By 2030, about one third of Columbia 
County residents, 20% of Dutchess County residents, 
and 40% of upper Litchfield County residents will be 
over age 65.95  

 

Because of the large number of seniors in the region and in order to gather a more complete picture 
of seniors’ needs (little secondary data exist), two of the focus groups conducted for this study 
involved residents who are seniors.  These conversations focus on several concerns for seniors in 
the region:  

 

 Many seniors are on fixed incomes. Seniors in focus groups reported that they face multiple 
expenses including food, heating, and transportation, and rising costs of each create economic 
hardships for them. While seniors rely on Medicare to cover health expenses and some have 
supplemental insurance, they also face health-related costs such as co-pays and deductibles as 
well as expenses for services such as eyeglasses and dentures that are often not covered. This 
can also result in delays in getting needed healthcare.  

 Transportation is a substantial challenge for seniors who no longer drive. Focus group 
members reported challenges in getting to health appointments as well as shopping and social 
activities.  Several also observed that the loss of the ability to drive can lead to social isolation 
and depression among seniors. Transportation challenges related to meeting seniors’ needs 
were shared by those in other focus groups as well. For example, seniors are more likely to 
need door-to-door transportation services and services that can manage wheelchairs or 
otherwise address seniors’ mobility and health challenges. Seniors who are transitioning from a 
“car culture” face challenges in understanding how public transportation systems work as well 
as a reluctance to use public systems.  Since Medicare does not pay for taxis to medical services, 
seniors who do not drive must rely on friends and family for transportation or use services such 
as Paratransit or Dial-A-Ride which require some advance notice.  

 Seniors reported that social isolation is a concern among seniors in the region. Many focus 
group members reported that they do not have family in the area and thus, must rely on friends 
and area programs to get out.  Lack of transportation adds an additional burden. As one senior 
stated, “in a rural area, getting out is really important.”  Several providers reported that they are 
increasingly concerned about seniors who may need help but are not known to providers.  This 
is compounded, several respondents suggested, by a decline in a “neighbors checking in on 
neighbors” spirit in many communities. As a result, one provider observed, “there are a lot of 
forgotten people.”  

                                                           
95 Columbia: Cornell University Cooperative Extension, Program on Applied Demographics. (2013) Columbia County 

Profile 2013. Dutchess: Cornell University Cooperative Extension, Program on Applied Demographics. (2013) Dutchess 
County Profile 2013. Litchfield: Holt, Wexler & Farnum, LLP. (June 2007). Assessment of Non-Emergency Medical 
Transportation in Upper Litchfield County.   Note that Litchfield rate is only for upper Litchfield County. 

“I’ve seen seniors wait to get 
health care because they are 
afraid of high costs or can’t get 
to care and then by the time 
you get to them, they’ve broken 
a hip.” 

- Service Provider 
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 The ability to maintain their homes was another concern shared by seniors. While several 
seniors reported that they have used Chore Services, others had not heard of this service.96 

 Lack of awareness of services was reported among seniors. This was also apparent in focus 
group discussions in which several members reported that they did not know about services 
such as Dial-A-Ride or Chore Services.  In addition to lack of awareness, however, several 
respondents commented that some seniors may have an “independence” mindset and may not 
be willing to accept help from agencies or those who they do not know well.  

 
There was substantial discussion in focus groups about health care and seniors. Several shared that, 
for a variety of reasons, including cost, transportation barriers, the beginnings of memory loss, and 
pride, seniors may not be effectively connected to health services that can help them to maintain 
their health and help identify serious issues before they happen.  For example, one focus group 
member explained that, “the biggest ‘frequent flyers’ for Emergency Medical Services (EMS) are those 
with congestive heart failure—they don’t need EMS, they need some doctor intervention.”  Several 
focus group members also reported that insufficient follow-up care after a hospital stay was also a 
concern among seniors and providers who work with them. Some felt that many seniors are 
released too soon from the hospital, often without sufficient home supports to maintain and 
improve their health or identify emerging issues. While visiting nurses successfully fill this role, 
according to respondents, they are not able to reach all patients who need support. In part, 
according to respondents, this has been in part a systemic constraint:  until recently, VNAs from 
Connecticut and Massachusetts could not serve patients in New York which created challenges to 
access for the northern rural communities of New York. 
 
Suggested services that focus group members provided included: 
 

 Enhanced home-based health and related services:  Focus group members reported that the 
region needs more in-home services to help seniors maintain their homes and “age in 
place.” They suggested expansion of VNA and home health aide services and support to help 
seniors pay for these services.  One respondent suggested that telehealth approaches such 
as home monitoring devices and videoconferencing have also been shown to be effective in 
promoting good health, particularly in rural settings.97 Community paramedicine, as 
described earlier, can also help to address this need.  

 

 Programs to Reduce Social Isolation.  While a variety of social and physical activity programs 
are offered to seniors in the region (the American Legion Hall and programs offered 
through NECC were most often mentioned), seniors reported that these should be expanded 
because they play an important role in helping seniors to maintain social connections and 
be active.  Closely related this, several seniors suggested that intergenerational programs be 
implemented in the area. Ideas included programs in which seniors read to children and 
programs in which young people help with chores at seniors’ homes for community service 
credit.  
 

                                                           
96 Chore Services provides a variety of services to seniors and handicapped individuals needing support, such as 
housekeeping, shopping, laundry, cooking, yard maintenance and minor home repair. Financial assistance is available and 
client contributions are supplemented by grants and donations. 
97 Telehealth/telemedicine refers to the remote delivery of healthcare services and information using 
telecommunications technology. Such approaches have been shown to be effective in delivering a variety of health 
services including medication management, health monitoring, and treatment.  
http://www.raconline.org/topics/telehealth/faqs#improve-access 

http://www.raconline.org/topics/telehealth/faqs#improve-access
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 Enhance and Raise Awareness About Programs for Seniors: As discussed earlier in this report, 
there is a need to raise awareness of existing services in the region through a more local and 
regularly-updated set of information. Reaching seniors with this information is important. 
Senior focus group members suggested this should be done through both technology (on 
the web) but also in hard copy such as directories, flyers, newsletters, and newspapers. 

SUMMARY OF FINDINGS  
 
Relying on secondary data about the region, a community stakeholder survey, and ten focus group 
discussions with community residents and providers, this report provides an overview of the social 
and economic environment of the towns FCH serves, the health conditions and behaviors that affect 
residents, and perceptions of health and health care needs. Several overarching themes emerge 
from this analysis: 
 
Mental health was identified as an important health concern by focus group and survey 
participants, and current services were largely seen as insufficient to meet the need.  
Consistent with national and state trends, mental health was identified as a top concern in the FCH 
region by both focus group members and survey respondents. The use of mental health services in 
the region has increased over time. Rising and untreated mental illness among children and youth 
and Hispanic residents were of particular concern to community residents.  Challenges to improved 
mental health include lack of mental health screening services, cost of care, few mental health 
providers in the region and few private providers willing to accept Medicaid, and insurance 
constraints that limit mental health visits and services.  Stigma associated with mental illness also 
creates barriers to care. Respondents reported a need for more mental health providers—and those 
who are more accessible, including available in schools and who can serve non-English speakers. 
More screening and prevention services, including those based in schools, physicians’ offices, and 
community organizations are also needed. Finally, education and outreach was seen as needed to 
overcome stigma associated with mental illness and promote help-seeking behaviors.  
 
Access to health care, including primary, behavioral, and oral health, is a substantial concern 
in the region and is constrained by transportation, cost burdens, and lack of providers. As a 
rural region, the FCH service area faces the same challenges as other rural areas do. Lack of 
providers, across all health needs, is a fundamental constraint to health care access in the region. 
The region lacks a sufficient number of providers and lower income residents face additional 
challenges because some providers do not accept Medicaid. The lack of providers and services for 
mental health and substance use issues was reported of particular concern because of the rising 
concern about these issues in the community.   As in many rural areas, transportation barriers were 
identified as a substantial barrier to health care access in the FCH service area as well as a barrier to 
accessing other services. Lack of access to transportation can lead to delayed or unobtainable 
health care, inefficient use of emergency services, and reduced access to social and recreational 
opportunities and healthy food.  Cost of health care was also a common concern in the region. The 
continued implementation of the health insurance marketplaces and Medicaid expansion will have 
implications for the health system in some substantial ways, including costs of health insurance, 
access to services, and the workforce. Currently, however, some of the region’s residents face 
barriers to paying for health care, including premiums, co-pays, devices, and deductibles.  
 
Substance use, especially the use of painkillers and opiates, is a pressing concern for 
community residents.  Rising substance abuse rates in the region were a top-of-mind issue for 
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residents in the FCH service area.  As nationally and in New York and Connecticut, abuse of 
prescription drugs and cheaper opiate substitutes, were of great concern. Existing services to 
identify and treat those with substance use issues were seen as inadequate and underfunded. In 
addition, issues of substance abuse and mental health are intricately intertwined, creating further 
challenges for the health system.  Additional barriers to addressing substance use issues in the 
community include lack of screening services, cost of treatment, and stigma. Respondents reported 
a need for more affordable substance use services, enhanced school-based services including 
deeper intervention with those youth considered most at risk of substance abuse, enhanced 
community education, and improved provider prescribing practices. 
 
Obesity, especially among children and youth, is a concern for the region and is seen as 
linked to a lack of opportunities for physical activity and healthy eating. While obesity rates 
for adults and children/youth in the FCH service area are similar to those of surrounding 
communities and the state of New York and Connecticut, there are some communities that 
experience higher rates. Additionally, residents expressed concern about affordable healthy food 
and fitness opportunities, where secondary data show lower levels of access for FCH communities 
than others. Lack of knowledge about healthy food and lack of access to healthy food emerged as a 
key challenge, especially as a local supermarket has recently closed.  Suggestions to address obesity 
and related chronic diseases included more chronic disease self-management programs, greater 
access to healthy and affordable food and physical fitness opportunities, and more outreach and 
education about healthy lifestyles.  
 
Hispanics, who comprise the region’s largest non-White population, encounter additional 
difficulties that negatively affect their health.  State, county, and national data point to health 
disparities among non-White populations. Survey and focus group feedback collected for this study 
indicate that barriers to good health and well-being for the region’s Hispanic population include 
many of the challenges facing other vulnerable populations including transportation, cost, and lack 
of awareness of services. Hispanic residents face additional barriers including communication 
access barriers such as the lack of bi-lingual providers, interpreters, and translated materials, 
particularly for mental health, oral health, and specialty services. Suggestions to address these 
barriers and improve health outcomes among Hispanics in the community included increasing 
communication access, providing more culturally appropriate mental health services, efforts to 
enhance health literacy, and employment of community health workers.  
 
The aging of the region’s population was noted by many and concerns about seniors were 
prominent.  The FCH region has a higher proportion of seniors than other communities and the 
states of New York and Connecticut.  As baby boomers age, seniors are expected to comprise an 
ever increasing proportion of the population in the region. Concerns about seniors were prominent 
in focus groups and surveys. Challenges to seniors’ health include health care costs, transportation 
challenges, social isolation, memory loss, and lack of awareness of services and/or reluctance to 
accept services. Insufficient follow-up care after a hospital stay was also a concern among seniors 
and providers who work with them. Suggestions to address the health needs of an aging population 
included enhanced home-based health and related services, programs to reduce social isolation, 
and more outreach to seniors about existing services.  
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APPENDIX A: SURVEY INSTRUMENT 
 

                                 FOUNDATION FOR COMMUNITY HEALTH 
                                                 COMMUNITY NEEDS SURVEY 
 
      Thank you for completing this survey. Your feedback will help the Foundation for    
      Community Health to identify the most important health needs in the region.  
      Please answer the questions as thoroughly and honestly as you can—your  
      responses are confidential.  

 
1. Which of the following best describes your organization or affiliation? (choose one)  

☐    Health care provider 
☐    Public health organization 
☐    Mental/behavioral health  
  organization    
☐    Non-profit social service organization 
☐ Faith-based organization 

☐ Cultural/civic organization    
☐    Education/youth services organization 
☐    Government 
☐    Business sector 
☐    Community member/resident 
☐    Other (specify):  
_________________________ 
 

2. Which of the following counties does your organization serve? (check all that apply) 

☐ Columbia County 
☐ Dutchess County 
☐ Litchfield County  

 
The Foundation for Community Health serves the following 17 towns served by Sharon Hospital: 
Ancram, Copake, Amenia, Dover, Northeast, Pine Plains, Stanford, Washington, Canaan, Cornwall, 
Goshen, Kent, Norfolk, North Canaan, Salisbury, Sharon, and Warren. When answering the following 
questions, please consider ONLY those towns your organization serves that are included in this list.  
 
Of the list below, what do you consider to be the top three health concerns for the residents of the 
town(s) you serve? (select three) 

 
☐  Access to primary care services  
☐  Access to specialty health care services  
☐  Chronic disease (i.e., diabetes, heart disease, asthma, cancer) 
☐  Obesity/overweight 
☐  Dental/oral health 
☐  HIV/Sexually transmitted diseases  
☐  Lack of awareness of health and social services available in the community 
☐  Lyme disease and other tick-borne illness 
☐  Maternal/infant health 
☐  Depression 
☐  Other mental health/mental illness 
☐  Alcohol abuse 
☐  Tobacco use/smoking  
☐  Other substance abuse 
☐  Unintentional injuries (i.e., car crashes, falls) 
☐  Other (specify): _____________________________________________ 
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3. Are there particular populations/groups in the town(s) you serve that you think are more affected 
by these health concerns than others?  

    ☐ YES     ☐ NO    

If YES, which populations/groups you think are more affected by these health concerns than 
others? (select all that apply) 

☐ Children/youth 
☐ Low-income people 
☐ Racial/ethnic/linguistic minorities 
☐ People with disabilities 
☐ Seniors 
☐ Other (specify):____________________________________________ 

 
4. Are there barriers to accessing health care services in the town(s) you serve?  
 ☐ YES     ☐ NO      ☐  DON’T KNOW 
 

IF YES, what do you see as the top three barriers to accessing health care services in the 
town(s)? (select three) 
☐   Lack of primary care providers 
☐   Lack of specialists 
☐   Lack of providers who accept Medicaid 
☐   Inability to get an appointment 
☐   Inconvenient office hours 
☐   Inability to navigate health care system  
☐   Cost of healthcare/inability to pay out-of-pocket expenses     
☐   Lack of knowledge about available resources, including social services  
☐   Lack of health insurance coverage    
☐   Lack of transportation    
☐   Language/cultural barriers    
☐   Other (specify):  _________________________________________________ 
 

If you have any comments or wish to elaborate on your answers above, please do so here:  

 
 
5. A composite analysis of recent community health needs assessments has identified mental health, 

substance use, access to health care, obesity and chronic disease, and tick-borne illness as key 
health concerns for the region. The following questions ask for your perceptions about the need for 
services to address these health concerns as well as several others. Please skip any questions you 
feel you are unable to answer.  
 

Of the following mental health services, please identify the three you think are most needed at this 
time in the town(s) you serve: (choose only three) 

□   Screening services-children/youth 
□   Screening services-adult 
□   Screening services-seniors 
□   School-based counseling services 
□   Outpatient psychiatric services-children/youth 
□   Outpatient psychiatric services-adult 
□   In-patient psychiatric beds-children/youth 
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□   In-patient psychiatric beds-adults 
□   Other: _______________________________ 

 
If you have any comments or clarifications about your selections, please provide them here: 

 
 
Of the following substance use services, please identify the three you think are most needed at this 
time in the town(s) you serve: (choose only three) 

□   Screening services—children/youth 
□   Screening services—adult 
☐    Screening services—seniors 
□   School-based education/substance use prevention services 
□   Tobacco cessation programs 
□   Provider/first responder training programs 
□   Enhancement/enforcement of policies that prevent/discourage substance use 
□   Community education programs to prevent/discourage substance use 
□   Outpatient treatment programs—children/youth 
□   Outpatient treatment programs—adult 
□   Day treatment programs—children/youth 
□   Day treatment programs— adult 
□   Residential rehabilitation programs— children/youth 
□   Residential rehabilitation programs—adults 
□   Other: _______________________________ 

 
If you have any comments or clarifications about your selections, please provide them here: 

 
 

Of the following health care services, please identify the three you think are most needed at this 
time in the town(s) you serve: (choose only three) 

□   Primary care providers 
□   Specialty care providers 
□   Providers who accept Medicaid 
□   Bilingual health services 
□   Health insurance enrollment assistance 
□   Health screenings (mammogram, pap smear, prostate, etc.) 
□   Information about existing health services  
□   Health system navigation programs/health navigators 
□   Transportation to medical care 
□   Prescription drug assistance 
□   Resources to pay for health care 
□   Other: _______________________________ 

  
If you have any comments or clarifications about your selections, please provide them here: 

 
 

Of the following obesity and chronic disease prevention services, please identify the three you 
think are most needed at this time in the town(s) you serve: (choose only three)  

□   Chronic disease self-management programs 
□   Fitness/recreational programs— children/youth 
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□   Fitness/recreational programs—adult 
□   Nutrition education programs 
□   School-based programs that promote physical activity 
□   School-based programs that promote healthy eating 
□   Programs to enhance access to healthy foods 
□   Breastfeeding programs 
□   Enhancement/enforcement of policies that encourage healthy behaviors 
□   Community education programs to encourage healthy behaviors  
□   Other: _______________________________ 

 
If you have any comments or clarifications about your selections, please provide them here: 

 
 

Of the following other services, please identify the three you think are most needed at this time in 
the town(s) you serve: (choose only three)  

□   Dental services— children/youth 
□   Dental services—adult 
□   Community education programs to prevent vector-borne illness 
□   Provider education programs to enhance diagnosis and care of patients with  
         vector-borne illness 
□   End-of-life care/hospice services 
□   Geriatric care services 
□   Early childhood services such as family support and home visiting 
□   Sexually transmitted disease (STD) screening programs 
□   Women’s health services 
□   Other: _______________________________ 

 
If you have any comments or clarifications about your selections, please provide them here: 

 
 
6. Are there other health or related services needed in the town(s) you serve that are not listed above? 
 
 
7. If you have any suggestions about what else could be done or is needed to improve the health of 

residents in the town(s) you serve, please provide those here: 
 
 
 
8. If you have any other comments or suggestions, please provide those here: 

 
 
 

 
 
 

Thank you very much for responding to this survey.  
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APPENDIX B: FOCUS GROUP PROTOCOL 
 
Please tell the group your first name and the town you live in.  
 
1. We’re going to talk specifically about the towns served by the Foundation for Community Health. 

These are: Ancram, Copake, Amenia, Dover, Northeast, Pine Plains, Stanford, Washington, Canaan, 
Cornwall, Goshen, Kent, Norfolk, North Canaan, Salisbury, Sharon, and Warren. I am wondering if 
you could share a few words about what living in this area is like. 
 

2. So let’s talk a bit about health. What would you say are the biggest health issues or concerns in your 
community? [PROBES: Mental Health/Substance Use; Chronic Disease; Access to Care; 
Transportation to Care; Cost of Healthcare; Lack of Awareness of Services; Dental Care; Obesity; 
Bilingual services] 
 

3. Do you think these health concerns affect some groups of people more than others? If so, which 
groups of people? 
 

4. Let’s talk about a few of the issues you mentioned. [SELECT TOP HEALTH CONCERNS]  
 

a. What programs/services are you aware of in your community that currently focus on these 
health issues?  

 
b. What’s missing?  Are there programs or services that are not available that you think should 

be?  
 
5. [If not brought up in earlier questions] Have you or anyone you know ever faced challenges in 

getting health care when you need it?  
 

a. If so, what kinds of challenges? [PROBES: Insurance coverage, copays, availability of 
providers, transportation, cost, language/ cultural barriers, accessibility, navigating the 
system, and awareness of services] 

 
b. What do you think can be done about these challenges?   

 
6. Is there anything else that you would like to mention that we didn’t discuss today?   
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APPENDIX C: COMMUNITY SURVEY RESULTS 
 
TOP THREE HEALTH CONCERNS 
 
Top Health Concerns by Towns98 

 Overall Columbia Dutchess Litchfield 

Other mental health/mental illness 40.4% 39.0% 35.9% 44.7% 

Access to primary care services  36.6% 54.2% 41.3% 38.6% 

Chronic disease  35.0% 25.4% 34.8% 32.5% 

Lack of awareness of health and social services 
available in the community 

32.8% 27.1% 29.3% 33.3% 

Other substance abuse 27.9% 20.3% 28.3% 24.6% 

Access to specialty health care services  25.1% 28.8% 26.1% 25.4% 

Obesity/overweight 18.6% 16.9% 17.4% 18.4% 

Depression 18.6% 15.3% 19.6% 18.4% 

Dental/oral health 15.3% 15.3% 20.7% 10.5% 

Lyme disease and other tick-borne illness 12.0% 11.9% 14.1% 8.8% 

Alcohol abuse 11.5% 8.5% 10.9% 13.2% 

Maternal/infant health 4.4% 8.5% 6.5% 7.0% 

Tobacco use/smoking  4.4% 5.1% 5.4% 3.5% 

HIV/Sexually transmitted diseases  0.5% 0.0% 1.1% 0.9% 

Unintentional injuries (i.e., car crashes, falls) 0.0% 0.0% 0.0% 0.0% 
 
Top Health Concerns by Provider/Non-Provider99 

 Overall Health 
Provider 

Non-Health 
Provider 

Other mental health/mental illness 40.4% 46.9% 40.7% 

Access to primary care services  36.6% 45.3% 35.2% 

Chronic disease  35.0% 35.9% 37.0% 

Lack of awareness of health and social services 
available in the community 

32.8% 18.8% 44.4% 

Other substance abuse 27.9% 28.1% 29.6% 

Access to specialty health care services  25.1% 29.7% 25.0% 

Depression 18.6% 26.6% 15.7% 

Obesity/overweight 18.6% 15.6% 22.2% 

Dental/oral health 15.3% 10.9% 19.4% 

Lyme disease and other tick-borne illness 12.0% 6.3% 16.7% 

Alcohol abuse 11.5% 10.9% 13.0% 

Maternal/infant health 4.4% 9.4% 1.9% 

Tobacco use/smoking  4.4% 6.3% 3.7% 

HIV/Sexually transmitted diseases  0.5% 1.6% 0.0% 

Unintentional injuries (i.e., car crashes, falls) 0.0% 0.0% 0.0% 
  

                                                           
98 Response Rates: Overall=195; Columbia=59; Dutchess=92; Litchfield=114. 
99 Response Rates: Health Provider=64; Non-Health Provider=108. Health provider includes mental, oral, and long-term 
care providers.  
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BARRIERS TO ACCESSING HEALTHCARE 

 

Barriers by Towns100 
 Overall Columbia Dutchess Litchfield 

Lack of transportation 60.9% 47.8% 58.0% 55.7% 

Cost of healthcare/inability to pay out-of-pocket 
expenses 

53.4% 47.8% 50.7% 57.0% 

Lack of knowledge about available resources, 
including social services 

32.3% 28.3% 33.3% 30.4% 

Lack of primary care providers 27.8% 32.6% 24.6% 31.6% 

Lack of providers who accept Medicaid 26.3% 28.3% 27.5% 35.4% 

Inability to navigate health care system 26.3% 21.7% 29.0% 19.0% 

Lack of health insurance coverage 21.1% 28.3% 27.5% 22.8% 

Language/cultural barriers 18.8% 15.2% 26.1% 10.1% 

Lack of specialists 15.8% 17.4% 15.9% 20.3% 

Inability to get an appointment 9.0% 4.3% 8.7% 7.6% 

Inconvenient office hours 6.8% 6.5% 7.2% 5.1% 

 

Barriers by Provider/Non-Provider101 
 Overall Health Provider Non-Health 

Provider 

Lack of transportation 60.9% 53.1% 72.4% 

Cost of healthcare/inability to pay out-of-pocket 
expenses 

53.4% 46.9% 63.2% 

Lack of knowledge about available resources, 
including social services 

32.3% 30.6% 36.8% 

Lack of primary care providers 27.8% 34.7% 25.0% 

Inability to navigate health care system 26.3% 30.6% 27.6% 

Lack of providers who accept Medicaid 26.3% 44.9% 15.8% 

Lack of health insurance coverage 21.1% 20.4% 23.7% 

Language/cultural barriers 18.8% 12.2% 25.0% 

Lack of specialists 15.8% 14.3% 19.7% 

Inability to get an appointment 9.0% 12.2% 7.9% 

Inconvenient office hours 6.8% 6.1% 7.9% 

 
 
 
  

                                                           
100 Response Rates: Overall=133 73% responded “yes” to the question of whether there are barriers to accessing health 
care for residents of the region.; Columbia=46 79% responded “yes” to the question of whether there are barriers to 
accessing health care for residents of the region.; Dutchess=69 76% responded “yes” to the question of whether there are 
barriers to accessing health care for residents of the region; Litchfield=79 70% responded “yes” to the question of 
whether there are barriers to accessing health care for residents of the region. 
101 Response Rates: Health Provider=49 77% responded “yes” to the question of whether there are barriers to accessing 
health care for residents of the region; Non-Health Provider=76 71% responded “yes” to the question of whether there 
are barriers to accessing health care for residents of the region. Health provider includes mental, oral, and long-term care 
providers. 
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MENTAL HEALTH SERVICES NEEDED 

 

Mental Health Services Needed by Town102 
 Overall Columbia Dutchess Litchfield 

Outpatient psychiatric services-children/youth 55.8% 60.0% 56.0% 57.8% 

Outpatient psychiatric services-adult 48.3% 50.9% 52.4% 51.4% 

Screening services-children/youth 47.1% 38.2% 41.7% 45.9% 

School-based counseling services 37.8% 40.0% 39.3% 35.8% 

Screening services-adult 26.7% 25.5% 29.8% 26.6% 

Screening services-seniors 23.3% 21.8% 22.6% 24.8% 

In-patient psychiatric beds-children/youth 19.2% 16.4% 20.2% 17.4% 

In-patient psychiatric beds-adults 15.1% 12.7% 19.0% 13.8% 

 

Mental Health Services Needed by Provider/Non-Provider103 
 Overall Health Provider Non-Health 

Provider 

Outpatient psychiatric services-children/youth 55.8% 64.4% 55.9% 

Outpatient psychiatric services-adult 48.3% 57.6% 47.1% 

Screening services-children/youth 47.1% 42.4% 54.9% 

School-based counseling services 37.8% 28.8% 47.1% 

Screening services-adult 26.7% 28.8% 27.5% 

Screening services-seniors 23.3% 18.6% 29.4% 

In-patient psychiatric beds-children/youth 19.2% 28.8% 15.7% 

In-patient psychiatric beds-adults 15.1% 10.2% 19.6% 

 

 
  

                                                           
102 Response Rates: Overall=172; Columbia=55; Dutchess=84; Litchfield=109. 
103 Response Rates: Health Provider=59; Non-Health Provider=102. Health provider includes mental, oral, and long-term 
care providers. 
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SUBSTANCE USE SERVICES NEEDED 
 
Substance Use Services Needed by Town104 

 Overall Columbia Dutchess Litchfield 
School-based education/substance use prevention 
services 

37.8% 26.8% 39.1% 33.9% 

Outpatient treatment programs—children/youth 34.3% 33.9% 31.0% 38.5% 
Outpatient treatment programs—adult 31.4% 26.8% 31.0% 35.8% 
Screening services—children/youth 30.2% 33.9% 32.2% 26.6% 
Community education programs to 
prevent/discourage substance use 

30.2% 19.6% 24.1% 33.0% 

Enhancement/enforcement of policies that 
prevent/discourage substance use 

23.3% 26.8% 25.3% 22.9% 

Screening services—adult 15.1% 19.6% 12.6% 14.7% 
Day treatment programs—children/youth 15.1% 14.3% 17.2% 14.7% 
Day treatment programs— adult 15.1% 19.6% 14.9% 16.5% 
Residential rehabilitation programs— 
children/youth 

15.1% 14.3% 14.9% 12.8% 

Residential rehabilitation programs—adults 14.0% 8.9% 16.1% 13.8% 
Provider/first responder training programs 11.0% 14.3% 10.3% 11.0% 
Screening services—seniors 7.0% 10.7% 6.9% 7.3% 
Tobacco cessation programs 7.0% 8.9% 9.2% 6.4% 

 
Substance Use Services Needed by Provider/Non-Provider105 

 Overall Health 
Provider 

Non-Health 
Provider 

School-based education/substance use prevention 
services 

37.8% 28.1% 48.5% 

Outpatient treatment programs—children/youth 34.3% 45.6% 31.7% 
Outpatient treatment programs—adult 31.4% 45.6% 26.7% 
Community education programs to 
prevent/discourage substance use 

30.2% 17.5% 41.6% 

Screening services—children/youth 30.2% 29.8% 34.7% 
Enhancement/enforcement of policies that 
prevent/discourage substance use 

23.3% 22.8% 26.7% 

Screening services—adult 15.1% 17.5% 15.8% 
Day treatment programs—children/youth 15.1% 21.1% 13.9% 
Day treatment programs— adult 15.1% 22.8% 12.9% 
Residential rehabilitation programs— 
children/youth 

15.1% 15.8% 16.8% 

Residential rehabilitation programs—adults 14.0% 10.5% 16.8% 
Provider/first responder training programs 11.0% 14.0% 10.9% 
Screening services—seniors 7.0% 8.8% 6.9% 
Tobacco cessation programs 7.0% 14.0% 4.0% 

 
 
 
 
 

                                                           
104 Response Rates: Overall=172; Columbia=56; Dutchess=87; Litchfield=1094. 
105 Response Rates: Health Provider=56; Non-Health Provider=101. Health provider includes mental, oral, and long-term 
care providers. 
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HEALTH CARE SERVICES NEEDED 
 
Health Care Services Needed by Town106 

 Overall Columbia Dutchess Litchfield 
Primary care providers 33.3% 35.7% 33.0% 37.3% 
Resources to pay for health care 32.2% 32.1% 34.1% 35.5% 
Transportation to medical care 28.8% 30.4% 31.8% 23.6% 
Specialty care providers 21.5% 21.4% 23.9% 21.8% 
Information about existing health services 16.4% 30.4% 18.2% 16.4% 
Health insurance enrollment assistance 15.8% 19.6% 17.0% 20.0% 
Health system navigation programs/health 
navigators 

15.8% 16.1% 17.0% 15.5% 

Prescription drug assistance 15.8% 12.5% 14.8% 16.4% 
Providers who accept Medicaid 13.6% 8.9% 9.1% 16.4% 
Bilingual health services 11.9% 5.4% 13.6% 8.2% 
Health screenings (mammogram, pap smear, 
prostate, etc.) 

4.0% 3.6% 4.5% 2.7% 

 
Health Care Services Needed by Provider/Non-Provider107 

 Overall Health Provider Non-Health 
Provider 

Primary care providers 33.3% 41.9% 31.4% 
Resources to pay for health care 32.2% 21.0% 41.9% 
Transportation to medical care 28.8% 6.5% 45.7% 
Specialty care providers 21.5% 25.8% 21.9% 
Information about existing health services 16.4% 8.1% 23.8% 
Health insurance enrollment assistance 15.8% 17.7% 16.2% 
Health system navigation programs/health 
navigators 

15.8% 6.5% 21.9% 

Prescription drug assistance 15.8% 8.1% 21.9% 
Providers who accept Medicaid 13.6% 8.1% 17.1% 
Bilingual health services 11.9% 1.6% 19.0% 
Health screenings (mammogram, pap smear, 
prostate, etc.) 

4.0% 0.0% 6.7% 

 
  
  

                                                           
106 Response Rates: Overall=177; Columbia=56; Dutchess=88; Litchfield=110. 
107 Response Rates: Health Provider=62; Non-Health Provider=105. Health provider includes mental, oral, and long-term 
care providers. 
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CHRONIC DISEASE PREVENTION SERVICES NEEDED 

 

Chronic Disease Prevention Services Needed by Town108 
 Overall Columbia Dutchess Litchfield 

Chronic disease self-management programs 45.3% 43.4% 48.8% 44.9% 

Community education programs to encourage 
healthy behaviors 

38.8% 32.1% 35.7% 45.8% 

Programs to enhance access to healthy foods 38.2% 37.7% 33.3% 40.2% 

Nutrition education programs 32.9% 37.7% 39.3% 36.4% 

Fitness/recreational programs— children/youth 31.8% 20.8% 29.8% 26.2% 

Fitness/recreational programs—adult 31.8% 20.8% 31.0% 29.0% 

School-based programs that promote healthy eating 29.4% 35.8% 28.6% 29.0% 

School-based programs that promote physical 
activity 

24.7% 32.1% 23.8% 24.3% 

Enhancement/enforcement of policies that 
encourage healthy behaviors 

12.9% 18.9% 15.5% 12.1% 

Breastfeeding programs 4.1% 9.4% 6.0% 2.8% 

 

Chronic Disease Prevention Services Needed by Provider/Non-Provider109 
 Overall Health 

Provider 
Non-Health 

Provider 

Chronic disease self-management programs 45.3% 55.9% 42.6% 

Community education programs to encourage 
healthy behaviors 

38.8% 42.4% 41.6% 

Programs to enhance access to healthy foods 38.2% 35.6% 44.6% 

Nutrition education programs 32.9% 37.3% 32.7% 

Fitness/recreational programs— children/youth 31.8% 20.3% 40.6% 

Fitness/recreational programs—adult 31.8% 25.4% 38.6% 

School-based programs that promote healthy eating 29.4% 20.3% 37.6% 

School-based programs that promote physical 
activity 

24.7% 33.9% 21.8% 

Enhancement/enforcement of policies that 
encourage healthy behaviors 

12.9% 22.0% 8.9% 

Breastfeeding programs 4.1% 8.5% 2.0% 

 

 

 

                                                           
108 Response Rates: Overall=170; Columbia=53; Dutchess=84; Litchfield=107. 
109 Response Rates: Health Provider=59; Non-Health Provider=101. Health provider includes mental, oral, and long-term 
care providers. 
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OTHER HEALTH AND HEALTH-RELATED SERVICES NEEDED 

 

Other Health and Health-Related Services Needed by Town110 
 Overall Columbia Dutchess Litchfield 

Early childhood services such as family support and 
home visiting 

47.6% 40.0% 44.8% 52.4% 

Geriatric care services 42.4% 45.5% 37.9% 41.0% 

Dental services—adult 42.4% 47.3% 42.5% 38.1% 

Dental services— children/youth 41.2% 49.1% 48.3% 32.4% 

Women’s health services 22.9% 21.8% 25.3% 24.8% 

Community education programs to prevent vector-
borne illness 

18.8% 20.0% 20.7% 21.0% 

End-of-life care/hospice services 18.8% 20.0% 17.2% 23.8% 

Provider education programs to enhance diagnosis 
and care of patients with vector-borne illness 

18.2% 14.5% 19.5% 17.1% 

Sexually transmitted disease (STD) screening 
programs 

11.8% 12.7% 12.6% 12.4% 

 

Other Health and Health-Related Services Needed by Provider/Non-Provider111 
 Overall Health Provider Non-Health 

Provider 

Early childhood services such as family support and 
home visiting 

47.6% 53.3% 49.5% 

Geriatric care services 42.4% 43.3% 46.5% 

Dental services—adult 42.4% 38.3% 48.5% 

Dental services— children/youth 41.2% 35.0% 48.5% 

Women’s health services 22.9% 20.0% 28.3% 

Community education programs to prevent vector-
borne illness 

18.8% 26.7% 16.2% 

Provider education programs to enhance diagnosis 
and care of patients with vector-borne illness 

18.2% 23.3% 17.2% 

End-of-life care/hospice services 18.8% 20.0% 21.2% 

Sexually transmitted disease (STD) screening 
programs 

11.8% 15.0% 11.1% 

 
 

                                                           
110 Response Rates: Overall=170; Columbia=55; Dutchess=87; Litchfield=105. 
111 Response Rates: Health Provider=55; Non-Health Provider=99. Health provider includes mental, oral, and long-term 
care providers. 


