Application Checldist

"Enstruckions:

1. Please checlk each box below, as appropriate; and
2. The compleied checklist must be submitted as the first page of the CON
application.

B Attached is the CON application filing fee in the form of a certified,
cashier or business check made out to the “Treasurer State of
Connecticut” in the amount of $560.

For OHCA Use Only:

- y I ol o S E g e e T e
bocket No.: 193] S""’l’ﬁ‘bm‘éheck No.: | SHLDO00 325

OHCA Verified by:_ £ Date: _&[ia/;3
X Attached is evidence demonstrating that public notice has béen

published in a suitable newspaper that relates to the location of the
proposal, 3 days in a row, at least 20 days prior to the submission of .
the CON application to OHCA. (OFCA requests that the Applicant fax
a courtesy copy to OHCA (860) 418-7053, at the time of the
publication)

< Attached is a paginated hard copy of the CON application including a
completed afflda\nt srgned and notarized by the appropriate

" individuals.
I Attached are completed Financial Attachments I and IL.
Submission includes one (1) original and four (4) hard

copies with each set placed in 3-ring binders.

Note: A CON application may be filed wifh— OHCA electronically through
email, if the total number of pages submitted is 50 pages or less. In
this case, the CON Application must be emailed to oheca@ct.gov.

Importani: For CON appllcallons([ess than 50 pages) filed elecironically
jhrough email, the singed affidavit and the check in the amount of
%500 must he delivered to OHCA in hardcopy.

Xl ' The following have been submitted on acD

L. A scanned copy of each submission in ifs entirety, including all
attachments in Adobe (.pdf) format.

2. An electionic copy of the documents in MS Word and MS Excel as
appropriate,




" YAaLE NEW HAVEN
HEALTH

June 17,2013

Ms. Kimbrerly Martone
Divector of Operations
Office of Health Care Access
410 Capitol Avenue

MS #13HCA

P.O. Box 340308

Hartford, CT 06106

Re: Yale-New Haven Hospital (YINHH)

Certificate of Need Application

Acquisiiion of Two SFECT-CT Cameras
Dear Ms. Martone:
As requested, enclosed please find the original, four hard copies in 3-ring binders, and an electronic copy
on CD of YNHH’s Certificate of Need (CON) apphcatlon for the acquisition of two (2) SPECT-CT
cameras fo replace one (1) SPECT camera in the Nuclear Medicine Department and two (2) gammas
cameras in the Nuclear Cardiology Department. Also enclosed is a check with the filing fes of $500.00.
Please do not hesitate to contact me with any questions or CollCerns.
Thank you for your time ard support of this project.
Sincerely, /
\/NZgRO tha W

Senior Vice President — Health Systems Development

Enclosures

789 Howard Avenue
New Haven, CT 068319



* Yale-New Haven Hospital’s

Acquisition of Two SPECT/CT Cameras

to Replace a SPECT Camera in Nuclear

Medicine and Two Gamma Cameras in
~ Nuclear Cardiology

Certificate of Need Application

June 17, 2013







YALE-NEW HAVEN HOSPITAL

ACQUISITION OF TWO SPECT/CT CAMERAS TO REPLACE A SPECT CAMERA IN
NUCLEAR MEDICINE AND TWO GAMMA CAMERAS IN NUCLEAR CARDIOLOGY

CERTIFICATE OF NEED APPLICATION

TABLE OF CONTENTS
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\%! State of Connecticut - Department of Public Health License 641 - 642
VI Siemens Symbia T Quote 643 - 665
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CLASSIFIED ADS: 2023-777-FAST

Monday, March 18, 2013

Call fo place

your ad today
CONSTRUCTION
* BANDYNAN g
212 EXCHANGE STREET, LLG
GPAERKL CORSTRAUCTION
SERVICES
Paintny, Shraknak, flars,
Tk, Wi d Gonard Rizpenm
riaiea  Cvzrimn,
ros Bzl - Wlords dw Flskce.
Gall Erlc a1 2(R1-545-1434

Enait: sy iRt

Ths Besi In Hor

" Digess = Painting * Windrus +

Paula
203-306-3207 -

"Lz 2 KIE DRae

203-777-3278,
T WOMEMPROVEMENT  §
PD HONME [MPROVEMENT SPRIRG CLEANUP

ma lmprovement

Fufy Licanged 50533735 & [nsured

Flonring » Framing » Carpeniry

H.ndl'q 8 Sifing - Kichen & Bahroam 1emadefing. ©
' Offeing now Landseasing

Duhanl

At Your Service

MASONRY

KC MASONRY

Glonauals - Brch ualls
Blslana - Slaps - Froplscee

Free Equu_h:.-'l.k ST TF
KEN (2013) 558-4051

A GUIDETO LOGCAL EUS[NESSES é'r. SEHVICES'

MASONRY ‘
PAUL'S MASONRY.

| Al Types of Basahiy Warke
Slabewalls, Briciwalls,
Blyzsione, Staps, *
RArepleces, Sidevalhs
: Repalr & New
Frea Esllmnles
203-706-4281
Lic, ¥p624168/nstred

g
Cell 203-565-4036

PLUMBING Tﬂ Plaﬂe BOOFING & REMODELIN
Dave MiLen FLUNBING o v "ANFITO SUPERDEAL ANPRO Windows lic,
' Licensad and Yasurad : il . . ROCEING Erpesinecaf whechiv 3
Frez Estimales Your ad -GUTTERS/ROCFING: vt ke b adaf&'fm“"“’ﬂfiﬂm
Ha juh fob Riey ar tea smadl . : . SIDING &REPLACEMENT WINDCOWS » Hamer = Condos = Highimes
wwaneneies | 1heYe callLinda||[ | LEAKDAMAGE, INSURANCE, g Fervivi
Lic. PtLA2ES403 P1- - : & ESTIMATES REPAIRE: - 0r (200} 389-2232 -
[0-8323 cell o - B ©: (208] 3147241
| | 23 TEHR4EY | iy e 203-639-1634 Spmigiena

1EGALS ‘ TEGALS
——

PUELIC NOTICE
Pursuan( Io secfion 185-538 of Conneclicul General Statutes,
=-hew Heven Hospilal w1|| submil lhe following Cerfificele
of Need application:
Applicani(s): Yale-Wew Haven Hospllal
Address: 20 York Skreat

Torwn: Wew Haven

Proposal: Acguisilion of s SPECT-CT camares 1o replace a
SPECT camera in Nuclear iadicineg and [wo gamma cameras
in Nuclezr Caidiclopy

Ezlimaled Tote| Frojest CeslEvpendilures 1,680,442

_

STATE OF CONNECTICUT
RETURN DATE: APRIL @, 2013 + SUPERIOR COUAT
PILGRI'S HARBCR OWNERS +JUDICIAL DISTRICT
ASSOCIATION, ING, OF NEW HAVEN
Vs, AT NEW HAVEM
THE HEIRS, BENEFIEJARIEE OFI NEXT
OF KIN OF JI0SEFH ON; DEBRA
)(ACZYNSKI vicxl PIMTD call MUNTAN\’

HEW YORK MELLOM FKA
i OF NEW YORK ASTRUETEE FOR
TlFICAgEHOLDEHE OF
F CATES. SERIES EOGE-QiJWEE 3]
BAI and STATE OF CONNECTICUIT
DEPARTMENT OF REVENLIE SERVICE,
INHEPITAMCE TAX DIVISION . FEBRUARY 15, 2013

NOTICE TO: THE H BENEFI[?IARIES OR NEXT DE
N.O| .IDSEP £ PISO] OF 258 Pl GRIMS
RIMT'S. AHBD CORDOMI
WELLING 0 D anMEETII:iJT EE L FAGHTAI o
OR FORMERL) ORADD NOW OF FARTS
ONKNOWH, AND A!_ I.INKNDW PERSONS. CLAMIN:
OR WHO M, GLAIM LE, [NTER! DFl
ESTAT BRANch ON
Y DEscmEEn HTHIS cm.n RSE
TDIHE PLA!NTIFFs AL Q| q
POSSIELE T STED Oﬂ DDNTING
The Plalnliff has namead the heirs, baneficiares or next of kin
af Joseph W Pison, as parlies de[nndanl in Ihe complainl which
It 1s bringing 1o Ihe above-named caunl seeking a fotedasure
ofile l:nndmmmlum comman charge Neri Lipon plemises known
a5 258 Plgrim's Harbar, Fllgrin's Harbor C Wal-

[600]

E‘P‘ OYLENT & [NSTRUCTIOH

] INs‘ﬁu:ﬂnms

Tmni-g‘?'bm

Train in 3-4 Weeks
ta Become:

# Cerilied Hurse's Alde
{Silngueal Classes Oifared)

= Phlebalomy Technician

» Medlcal Bllling & Coding

= Elegtionic Madical
Recotds

Day, Evenlng, Set. Claseas
All Programs Lead la
Nafionzl Cerliisation
Enroll Today!
3288 Main 5., Bridaeporl
Call Nowl 203-372-3342
Adrnizsions Opsn 1il 7pm
v lraininndirechisa.com

845 GEMERAL

ADOFER - ercial, musi
have 5 yis in Modifled and
EFDM. Pheneable referances,
el pass drug lesl. dlesn
driving  record E Ired. Top
pay/benefils, New Engl

sonry, 148 Sheridan Dr, Nau-
ga\uck. 203-72“7265 AMEDE

LEGAES
—

LEGAL NOTICE

Az ol Marzh 22, 2013,
Murphy Moving & Elorags
Ine."loealed 2 14 Beaver

=d, Braniord, CT 06405,
will na longer rapresani
Allzs Van Lines, Ine,

LIQUCA PERMIT
Wolice of Application
This 15 la give nolica Ihal I,

ZILBI

placarded BJDM.M

——
645 GENERAL
HELP WANTED

Delivery Driversfindepandsnl
Conlraslors, Nead reliabla
mini van, small :arguvan or

e day
deliverias, 1-sm 51 8-7958
Licensed Joumaypateen
Ibgnme:f iala Posiions avallable
r

I dus1
butnnt necessary, tuE T
harch throtigh Xine wilh 29 lo
30 hours of cvarlima a week
evelable, EOF drug Jres work-
placs,
2l resuna fa:
GTpm]sl:lsZMG @gmail.som
Llcensed Prnl:ess and

Iingbrd Connecticul. This complaint s r2lumatie lo ceuil on
Apil 9, 2013, and vill ba panding theraln allsr thal dale.
The Fiatolilf has represaplad 1o sald Court, by means of an
affidavi{ annexad o the said :ump]a[ nt, thal Joseph \ Pison
dier! an or abolt August B, 2072, and thal deepite =l reason-
able efforts 1o asceriain stich uirnmahun. 1 has been unable
la delerming the identifies or whereabouts of the Dafendant's
helrs, beneflictailes or next al kin; and that despite all reason-
able etforls 18 ascersin such information, L hes baen unstle
I delarmina the rasidence of lhe sald Gail Moni:
formedy of Aspan Colorade, now urcrar[s unllnd\nm, ‘il lving,
or ihe [denlity or residance of her i inwe, helrs, 1epresentas
tivas and credilois, if nol Jving,
Mow, therefars, it js heraby ORDERED thal nolice of tha n-
stiilion af 1his action be given la each euch delendant by
some propet officer causing a irus and allesled copy of ING
Drdar o ba published in Ihe New Heven Regisler, once a
T o Weeks commencing on ar halora kaich 20, 2013,
and in !he Aspen Timas once a week for lwo {2) weeks com-
mancing on of before March 20, 2013, and hal ratum of
senice b made o fe courl.

Michael Marcnich
Judge, Superiar Courl
Dafled: February 24, 2013

I'rr\mud' iala Poslicns auallable

neypareon, EHence: th
Sfainless Sl iplng In the
Food and Beverage Indusiry

and on conerete, Profe:
fion is Mid-March
[opporiunity on other projects
arter Juned 20 to 30 hows of
overlime a week avallable. ECI
drug lres warkplacs,
Email resume oz
CTpijecls2013@gmal com

MASON
BRICK LAYER
51a 10 yrs Expedznce
Call
203-408-8188

CALL 203-772-3278 of
(TOLUFREE) |-877-872-3278
TA PLAGE

yolr
CLASSIFIED AD

Articles For
Sale

Hol Tub & per. 50 Tels wilh all
optichs, neverused, Cosi 87,500
Sell $3,600.202-986-2915,
Portabla” Geaneralar - G0 Dﬂ
waIL; 120¢240 volls. Llsad
days. £504. Call 203-795. 3340
Samsing Frigeicemaker slda
Ejde 3004, 25 suh i I»’uda|
H5a55650 (36
ao. Middlelewn. EE'f-'JTS{I 24
v F’anasnnlc 567 HDTV Pio-

Arhcles For
Sale

DECK FURNITURE
2 plece sel. Gael jronfglass, Ta-
ble wi d‘\alrs Umbrella sland
& lazy Susan st cenler, 5300
cha, Mlddlelclwn 257-218-0684

DOWHSIZING - slde-

i lique
boerd, wood baadmg 5550 a
2nliqua chrs wir=slets S75 ea,
Emal wnnd lngE
27874

Zchrs 575

DDWNSIZING
Blus wing- bat.k :h i 5200,
[y s
Oak 4- pns’er b=d <su

Cheshire, 203-378.
DﬂWhSIZiHG

Cuslam Southwoad Qusen

i & 5oz S50,

Tar

]
CLABSIFIED AD

LD:;94 y

Household
Goods

AFFORDABLE
Washars. Dryers, Slovas,
=. & Bervice
De: ery Avalleble
203 - 264 - BORG

Wahogzny Desk £750;
Pocker - &75; King Hesd-
board & Fram: sehh; Ozk
Eookcase - 5104 Lounge
Chair - £75. Call 21 o

CLEARING O
ATTIC CR EI\RAGE’
C L 203-777-2278
TVERTISE YOLR
i\FﬂIuLEb FOR SALE

Four wayslo ..
plece your ad in-
the Marl-:eip[acé:

+ Far: 202,865,860

Pt b rvﬂfm'dm:ym o, ades 3t

"+ Call 20377742778 of 18174723278

s On tha web; www.rewhavenregister.coin
.+ Exmall classiﬁedads@nhregister.com

=nlieng "\‘J"ch'! E

ssle of alooholls llguer
nn the ramu;ss al
EHANFCIHD. 13
0B405-3201
Tha business will be owned
by SEAGRASS GRILLLLC
Enlerlammsnt wil]
ennsist of. Acoustics (Nof
Armplill Isd] Dise Jockeys
5

cyacke Live Sand
O nie be fad ty:

K\M DHUBINSK‘[
A
NOTICETO
CREDITORS
ESTATE OF:
JOSEPHINE A, MASSELL
The Han. John AL Keyes,
Jugpe of the Coutl of Fro-
ha'le‘ New Haven Probale
Oislrict, ty dacree dated
FP.blu £7, 2013, ordered
that all da’\ms musl be pre-
sehled lo the fiduch the
addtess below. Failua la
prompLhr presanl any such
claim ma?- resll In the foss
n! ngh o renavsrcnsunh

Edward Cleary, Assl Clark
The fiduclary Is:
Franzing Marie Cuama
ofo Sleams .L Bryant, Jr,
Esq.. Nugent & Bryant
BO. Box 217,
Norlh Haven, CT 06473
PE36170 |

b Ami‘.‘;‘/t:ELuRs "J

M ATT'IC Alllparl chsﬂ\ulﬁ
Cleangut Saha e Considered,
loys, jzwely, Reasanabla
PRalzs. Es\bl B&B Fregasunuw;

. HAMD!‘PERS{JNS 1

PA'\NT\I\IG TILIN DRY-
W LLELEGTRIDAL PLUME
G, NO JOBTO §
CALL 203-382+ ESD&

HOME BUILDING
i, & MPROVEMENT

LooKl

HDME 14 FHDVEI"EI\‘T
DON T OESTROY -
RESTORE YOUR HOUSE!
Concisle, weod, bliek snd
ails an3 cleps, =

S8 1 HIC.

Fiakbks |
Isp-ﬂith)lﬂ'ﬁ_hnﬁﬂl
HATTISTR SR

= fyidivingcom

MODEL TEAR PRICE PHONE
FORD BRONCO 1884 $1500 203-376-1764
N':‘\\‘ engine & irans oul n 20.000 milas ano, fully [oaded, AT

GO2

Lear ﬁls%ndqe Ram, Bft bed, Blacle

HACDED.

HD Faiboy 1480ce 2000

12000 203-782-7983

9
bike, history availsble

ully cuistomized, stored 5wt

Euelys

1stDEL.$3.29.9 JUST OIL
Ren da7s. MAKE LIS VOUR LAST GALL
203-933-SAMS (7267) %—
A BEST BUY S5 Jon)
203-168-6966 Sanﬁog Df;:.;;;um
ABUYFLIELOIL | _T"-omis
203-431—52259 [ ONLY OILS
HDD?dE—\Aﬂ?I.I?eat any price! 457—222[!

SAecept Gredit cardss
HOD =477

ALL SEASONS
ENERGY
Guarahteed Lowesl Price.
203-208-3256

"ASHLEY'S ENERGY
$3.29 Per Gal'lonh

PH]LLIPS OIL LLC

203-468-9444 ceatdlng Enetgy ActlsTa
CENTS-ABLE DIL 203 -758-5778 f HOD HBE
1779309 ROZ OIL
Low Prices Low Prices-CALL TODAY
OPEN SATURDAYS 202-TTE
Order Dxjine!

wivw.centsabledll.com
FORBES PREMIUM
FUEL

Is now selling home healing SEASONED FIREWQOD
ol 2034882177 for pricing | . s o0 b Sonsaearss
GINNETTI ENERGY

203-466-7245 CRSF el ranE,

203-421-4310

START FRESHl

©One of Cenpeclizuls oldast
benkroptcy law Firms since 1952
Grooh, Ressler & Mulqueen P.C,
= STOP FORECLOSURES = STOP HARASSMENT
Simple Chopler 7 Eanlrupicy 5975.00
Free Initig] Consultation
chopters 11 & 13, Fees upon request
{2D03) 777-5741
123 York Shee} = New Huyen
A Debt Rallef Agency: We help people fle far rellef
onder the bonkrupley rede.

BANKROPTCY/

FORECLDSURE
Elrminaie your debt?

Stop Foreclospres. Save Yonr Hoimel
Ask abont onr Hexible payment pians
Coll for ¢ FREE cheriap
Part Voimr Tz Refionit To Work Por Yoo

Stephen L Smeil, LYE
{2033 Y7535
wirwsnallofswoom
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GLASSIFIED ADS; 203-777-FAST
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LEGALS LEGALS
——— —

LEGALS

LEGAL NOTICE

Puizuant i Conn, Sen, Stal, §16-€. (ha Public L
| siery AuLhc'P’ will eonduel 2 recpanad fic. he=cing =1 It
i Tanklin Soware, Maw B Conmsclicit. on
Tuﬁ‘hy, March 25, 2313, =1 1:00 pm., :nnr.:mm: Dozkel
Hog, U2-01-01RS03, SELIG Review of F'z Kin
ot — hlarksl F(ule Changas re i B a7-
14BEDY, Api cl tmonn Energy LLG lor Ceiablahe
ment of '101 = Reghiremanis — Markel Rule ©
182 New hosil Rules; and 13-07-17RE01, Azplicelion of P
Hew Heven, LLE Tar Exatiishment af 261 3 Revenus Resuile
menls — histkel Rule Changes re; Naw Aldi Rules. The
fizating may conlinue an CaSanel daten Forinfarmalion and
the Nolics of Hearing lled with tha Se=raiary of Slate's Cllize,
genfeol! PUBLIC OTIUMIES REGULATORY AU"HDRITY
KIMBERLEY J, SANTOMETRO, Exesitiva Secrelan: The
publiz may call the Authatiys offices, =l (B60) BZP-1583, cp-
fion 4 {uzing a leuch lone phenel, commencing sach dayhom
7:3D am,, |5 be acvised at 1o whslher he recpened hearing
has been cancellzd or posiponsd dus 1o Inclemenl wezther,
Tha Cannsciieut Depariment of Enesy and Enviranmental
Pralaclizn s an Afliimanivs Aclion and Egual Opperusiy Bim-
ployer that is commitied fo the ragquiremeants af 1he Americans
Wilh Dissbillies Acl, To reques| 2n sccammedalion call B20-
424-3124 or e-mzll desphrmed @olgou,

Rezue

e

Hequest For Quotation #06-1219

The Siale of Gonneclicut Judiciel Branch invifes vandols o
submil quoislicns fer Perfec binding services,

Sealed quetations must be racaived by 11:30 A, on Aprl 3,
2013, Immediately Ihereafler il quciatons vAl be publicly
apaned and prices reed eloud.

YEMDORS CURRENTLY RESQISTERED UNDER THE
STAIES SMALL BUSIREES SET-ASIDE PROGRAM ARE
ENCOURAGED TG 210,

B/d packaga may b pld.zd -up 2l Judicial Puichasing Ser-
vices, 200 \f”d‘eashmglun Eireet, 4th Floor, Hertford, T of eall
860/706-5200 Lo requast by mail.

FLEASE GHECK THE JUDICIAL WES ITE AT:

s jud.cl.ooy 4 reopp/Defsuikim

JUDICIAL BRANCH
PURCHASING SERV ICES
4N WASHINGTON STREET

HARTFORD, CT DE10S

An Equal Oppartunity/Affinative Action Emplayer

INVITATIONTO BID

Sealad bid pisposats will be raceivad al Soull Cenlral Cone
necticul Regional Wale: Autharlty, B0 Sargenl Difve In
Haven, Connecticul uniil the time and dalz thaf is spe:lﬁad
b‘elu:e al which fimz they will be publicly opaned and read
alau

ol the bid propasel, indluding 2ny spedilicatiens, may be
ined al the Pun:hasm mp;rlmenl ol the Sawlh Ce
Dnnne:llcuk Teglonal Wa shotity =1 the addrsss given

ahove between the hours uls 30 2.m, and 400

A list f sument Public Blds is also available an our Website:
. w m

Tha Sounh Central Gﬂnnecﬂ:ul Ret mna] Waler Authoril
serves {he right 1o n rg' Id proposals andiar 1o
e any mmmalmes in bidding il 'l be in the public interesl

1o do s, South Cantial Connactieut Regional Walar Autharfly

resenves the righl 1o award a canlracl as il deems Tn lis Best

intare:

Valva Exerclsing Trailar April 1, 2013 2:00 p.m.

South Central Connealiol

Regional Walar Aulhority

Pefer Bocclarelll
urchasing Menager

Marsh 18,2013

_—

NOTICE OF TRANSFER OF
APPLICATION FOR A SUBSURFACE
SEWAGE DISPOSAL PERMIT

On arch 12, 2013, the Deparimend of Enstoy and Emvitan-
menta! Proleciion [‘DEEP") gava nalica of ds approval of the
I.ransler of Applicalion Number 200700548 svbmilled F@hm-
any 25, 2007 by Weyna Fau] Carpotafion {*Applcation
lfzon Paslorfield Assocls! les, Inc., B3 Siale Strael, Guil nrd

CT 08437 {"Paslorfeld'}, Paslorfieid is naw e epplisant s seek
Ing the subsuface sewage diaposal pamil al iseu= i the
Applicalion. On July 51, 2012, 1he Commisslenar Issued no-
lite of a lentativa determination to issue The permit. A hearing
regarding the Application has been rasuested and will be hald,
huit has nof yel bean scheduled,

The M:dplmalfun made pursiiant fo Gennh, Gan. Stal § 22a-
Cann, A gencies Aegs § 220-430-3 & 4, seeks & per-
mll Tor 2 subeUriata sgwage Hisposal syetem thal ureld dis-
charge 34,500 gellens per day of domestic seulage Io e
groundwalers of the slake from Lhe operalions nl proge osed
ras\dsnhal development on proparfy ouned by Pasiorzld al
1946 Baslon Post Fead, Ul\fuid CannanlimlL 2,000 fasl
northwast of 1-85, Exil 57 Thi ﬁelly i wilhin lha Wesl
H\\’erW:lershed confaing mlandw; and walercoursas,
and Is in the coesiel area 2a delined by Conn. Gen. Stal.
§ a0

Anyone seeking furlher information or seeking to inspecl the
Application shotld canlac Anlnanela Daha at (B60) 424-8018
or antoansls.dzha @ct.gav, g » Deparimeni of Enengy and Envi-
ranmental Prolection, Buieal of Materals Managemenl and
Complience Assurance, 79 Elm sllast. Haniford, Connaclicuf,
GB105, Inferesled peisans may In coples of the ap-

icafion iram Heberl Snnmn:h.sen, PE Waldo & Associales
4%&439 Stale Slreel, Buillord, CT DE437 Telephnn&: (203}

PUBLIC NOTICE

Pursuanl Io seclion 192538 of Conneclicul Generel Si=lutes,

fale-Mea Haven Hns;,“lal will submil Ihe faltowing Cerificale
ul Heed appllealion:
Applicant(s): Yala-New Haven Hospital
Address: 20Vork Sireed
Tewn! Mavs Haven,
Propasat: Acquisition of two SPEGT-CT cameras lo seplace a
SPECT eamera jn Huelear Medisine and bwa gamma cameras
in Huslea Catdiology

== Totel Prajecl C: di

1,880,443

CITY OF WEST HAVEN
DERARTIAENT OF
INANCE
353 WAIN STREET
WEST HAVEN, CT 05516
(20;) £37-3620

iTATIONTO BID

hareby given 1nat
bids on fhz following
Wil be recelved af the
Depariment of Finance

Allha Yo[\m-}ng time
thay vill be publicly epenad

BENHETT HINK -
EDR DF ED
MANDATORY PRE-BID

THE P
1 MeDONOUGH PLAZA,
WEST HAVEN, CT
10:00 AM, 3/27H3

The City of West Haven
resarves The fight o accept
any or all ihe opliane, bids
or propasals; 1o waive any
technlzzllty in a bid orci;art
Ihareal submided, an
acoegt Ina bid dsemed (3
i lhe basl inlerest

ol Toe Gy of Wea! Haven,

Contrael docliments may
be nblzined on the
's websila:
wren cilyofvesthaven.com
SECRETARY
P —
INVITATION

TOBID

Propesals are Inviizd by the

ownars  far  rehabililafion

wark on the proparty spec:

Tied befows:

Project Address:
20 Pepperbuch Drive
Clinton GT 08412

Propesals will be raceivad
untll 11:00 z.m_ on Thurs-
day, April 4, 2013 a1 which
lime Ihey will be opened,
IFmp:Jsals will be delivered
o2

Town al Clinton

Eirsl Seleclman's Offico
54 Easl Main Street
Clinlon, CT 08413

Soples of the Projecl Spec-
iflcabions and lurther infar-
may ba ohiained
from Town of Clinton, Flrsl
Belotiman's Office, Mon. ~
W!d s-nnamJMDme.
00 2m, 1o T:00
p.m Fr| Q:DD arn. lo 12
nocn (Projec! 4 027-32)

Blddars musi sl\mlu lhmr
rlﬂpnsals I'IZT
he sbove noled slmely ur.! A
re-bid conlerenca will Ba
eld at tha kliowing loca
fon and fima:

PRE-BID Wednesda
March 27 2013

20 Fepperbush Dive
Clinlon, CT 08413

The ahove work Incudes;
Remove electric mdianl
heal and inslall new LP
Gias fired boller wilh
Indirecl waler healer,

AN AFFIRIMATIVE ACTION
1 EQUAL oPPORTUNITY
EMPLOYER WEE f MBE {

SBE AND SEC'ITON a
DESIGNATED

GONTRAGTORS ARE
ENCOURAGED TO APPLY

NOTICETO

CREDRITCRS
ESTATE OF:
James f, Coss

The Hon, Michael 7. Brandl,

Iuw. fure to promplly
presenl any sush claim may
resiflin Ihe lass of ights 1o
reoover on such claim.

Mary-Beth Gronk,
Chisf Cletk

The fiductary is;

. Goss, Executily,
W'\Ilam "\, Gambandelta,

Hoties i he aby chian that
2013 2l Pz

483 Washinglon Ave., in bhe
Cily pl korth Hzvan, Slale
of T the undersigned, Tha
Slorage Dapel LG will sl
al Public Sale by compet-
thvz bidding, Lhe persenal
pioperly herslslora stored
Gl [ undarsigned by

lam Mame
0

pEce § 1
Dascriplion
Heuszhold (lems

LEGAL NOTICE
TOWN OF
CLINTON

SEXLED E\DS \M“ ba m-
ceived  Lnl

Wednesda}' A HI 10 2015
the Cifice of (he Firs| Se-
lactman, Andrews Memorial
Town Hall 54 E. Main
Swezl, Clinton,  Cann,
06413 &l which Hme Ihey
Wil be opaned and Tasd
alaud far ELIGT MIDDLE

placament Project, Bids fe-
celved 2fter the above date
and lima will ha rejeclad,
BID DOCUIMENTS may be
pleked Lp 2l the lelloving fo-
calion:

Town of Clinlen, Town Hall,

lecliwan batween |he haurs
ol 8:00 am. - 4:00 p.m. Mc.n—
day thiu Wednesday,

am. - 7:00 p m. Thmsdzy or
500 a.m, - 12:02 noch on
Friday or by ealling 280-
BAS-C353.

A paymenl of §50.00 in he
form of = check or monsy
aider made pyable |o the
Tewm af Clinton is required
for each sef. The paymenl
ls men-rglundatls,

Tha Flsl Seleclman re-
sewss Iha ngﬁ};{ I.r.'| g;aﬂ
any, any part al, of

asals' lo waiva infor

fias and technicalfies
andtnam:epilhs Bilri which
Iha Town desms lo bs In tha
besl inlerest of ihe Town,
whether or oot 1L is the fow-
28l dollar amaunt,

Willterm W, Frilz, Jr.
Firsl Szlectman

METHQ SELF STORAGE
237 Sawmill Rd,
Wesi Haven, CT 08515
203-333-8305
All eonlenls ate ta be lisled
as hovsehald goods Unless

cihervise dastribed.

Tenani Unit
Charles A Tyson Diod
Dlanssa Edwards 1012

Az

DaMd &Ut‘ler D&

Jarome Prela B35

TEITE['.IB Dion ABZ
Sybil Thomnas BS
anual Gatalan 1008

Aucllon:
March 25, 2013
Time: 3:00 pm

Property conlained Tn the
IulIuMng unlls wil ba sold
fo lha highesl bidder lo
salishy Ihe owner’s Gan far
et Avgtion ks Wilh
Raserve, Malg Self Stor
age reserves the righl i sel
roinmurn bids 204 lo rafuse
bids,CASH ONLY)

NOTICETO
'CREDITORS

ESTATE OF:
Julia Mustskos

Tha Han, Michael A. Brandl,
Judea of the Gouirt of Pro-
bate, Easl Haven - Nerh
Haven Probale Diskict,
decrea daled Maicl

2013, ordered thatallciaims
must be presenled fa lhe i
duclary al he address be-
ow. Fallore o Ipmmpily
present any auch cfam may
resull n lhe Toss of righls 1o
recaver on euch claim,

LEGELS LNSORIA ANSGIA
i
LEGAL NQTICE F

erly Wl Lis, lar
Jzhn J. Slavans
Iansigrar Hyhze

Hnusing Authority Gity of Ansonia

Tha ony

o have s britled an epglicaiion lo
fas Federal :Id= by al

Hemes

Luz D, Oriiz Rpdriguez-Sizanne MeihizeJemas Russsilo-
seph BrissD=vid Racknis

Devid Wright-Czsnita Kedic-Riey Mseshltaliidad Segui-
Joann Wunz-Ernest =, Strain |l

Cdesea Forlzs-Jesan A, Bolanas-Kail Allen-Virpinia Duelos-
Palncla Kelly-lrma Wunlz

Tanual Ayala-Michsz] B, Rico-*aller Radzion-Richard Taylos
Jermnzing Rogers-Rose L. Pephs

ifartha Jaskson-Hanjra-Cathring Parrell-Sus=n Ez!nn-Karen
Garbar-Juznila Smith-Peul Lawis

Ellecn C. Ganclt- Theresa Kisyk-Pasquale Acelo-Francizco J,
Bello-hiary Crocket! -

Richard Kenny-William K, Vargas-l4zry Les Black-Phyle J,
Coker-Glaiia Heish-Dale Rice

Heirina Cruz-Zaida Vanderbeck-Ruby While- Alice Graper

Plezsa ha advised thal your pame has come up lo the lop of
tha wailllst for our Federal Eldery Program, Yau must coma
by our affice al 36 Main Slrsel Anscnia, CT 08401 by Tues-
day, Iesch 28, 2013 na laler han 4:02 p.m to carmplle a lull
[;I'cahon Please nole that falre lo respond 1o this updale
wl resull in your name being placed at fhe betlom of lh= wait

If your heve any quaslions ar require speclal asslslance con-
ezining this natice, you can conlac! Vidy Clitlard, Reasonable
Ascommadaiion Coordinalor 2l (203) 735.8588 ¥300.

The Hosing Aulhority Of The Glty Of Ansania Dees Nol Dis-
criminala In Admission Ta Thair Fedarally Assisted Housing
Pregrams, &ny Eligible [ndividusl With A Disabifiy Will Ba
Servad. Those Wha Have Visual O Hearing Impairment W
Ea Prmnded Wiih The Mecessary |niormation Ta: Undersland

d Parlicipzle In The Progrem, Efforts Wil Be Coordinaled
I Cnnfly\’mh—he Nonziscricninslion Requiements Of Sac-
ion 5

& IS

DRANGE ORANGE
— —

ORANGE TPZC
NOTIGE OF PUBLIG HEARINGS

Notice is hereby given thsl on Tuesday, Apn‘i 2, 2013, al
B:00 pm., al the Oiange Town Hall, 517 Qrangz Cenler
Boad, he Orange Tewn Plan and Zoning. Gomrmssicn will
canduct a publiz hearlng on the [ollowing:

APELICAT DN FOH _SPECIAL USE, submitted by the Uri-
versil en for Eb H)m‘% own =5 S84 Darbv—Ml\luld
Road (lmmnr Harvey Hul aumpusal Ls lo converl The

Tormer Hubbell Incorporaled headguariers Inlo a Graduate

School Campus, A SITE BLAN ABPLICATION has alsg been
submitted wn.h 1his application.
APP!JCATIDN "FOR_TEMPORARY SPECIAL LISE FO;
ERRTH MATERTALS REMOVAL & FILLING, submiiea

EARTH MATERTALS REROVAL & FILLING, by
The Linfvan ? 5l New Haven Iar property known as 524 Derby-
i {farmer Harvey Hubbeil), Tha propozal is for tha

conslruztion of parklr\iarm 0 servica tha propased UNH
Graduals Schoal, An PPIJDARGP FUE GERTIFICATION
CF SOIL EROSION AND § NI CONIROL has alza
been submilied.

APPLICATTON FDR TEMPORARY SPECIAL IJEE FOR

EARQTH MATERIA|

Sirathmaie Huldmgs P

Cenler Rozd. The pmposal I3 Io consliucl a 5.’520 sq.fL med-

Tealloffics huliding With associated sile improvements. A SI

PLAN FOR CEH IFICATION OF SOU E&ﬂS!DN AND SED-
25 alsa been submited.

A copy of this nolics hes beeh filed with the Cranga Town

Clerk. Daled In Orangs, CT this 15ih day of March, 2013,

Ogear Parenla
. Secretary
T.RZ.G,

2535985

LEGAL NOTICE
The Leglslailve Maiters Commitlee of lha Wesl Havan ity
Council will hold a Public Hearlng on Monday, March 25, 2013
ars 50 RR. in the City Cotmail Chambars, third liser, City Hall,
Main Slrset, Wiest Haven, on “An Grdinance =mandi
Chapl!r 115 of tha Gnda of The ¢ Gity of West Hawan - Foo
Eslablishmenis® as folffows:

EE |T ORBAINED BY THE CITY COUNCIL OF THE CITY OF
WEST HAVEN ihal Chapler 115 of the Cada of Iha Ci u!
v {f Haven, Food Eslablishrianls s hereby amend:
ofiows;

115-4 Plane lor conzsinvelion: appraval.

A Wihenever 2 food secvice eslablishment is cons|ruclad or
remadeled and whenever an 2sfing sliucturs Ts corveried 1o
Use ex a jood servioe establishment, prapeily prepared plans
and speciflcallons lor such consliuclicn, remm‘fa‘hng or aﬁsra-
liaTs, alnnF vilh a E[an raview fes of fi TE\[ dollars (S56) shall be
submm fa Tha Direclot of Heallh for review and approval

Iy {20} cefendar days piior lo Issuing a fbod sendca
E:zns: or g buiding parmil and befors construclion, ramod-
eling or altetalion is bzgun,

115-8 Lizense Feas

A. Annual ficansa eas shall ba charged according o the
{cliowing schedule.

(1) Fnrmnd service asrshrshmanls 55 classified under tha
blic Health -B42

8-13-F4;
ga Class 11 Dne humiled dollars ($1M}
1|:| Clazs 2: Tun hundred dallzrs {5200

iy e} Class @ Three hundred doflars [$3003,
§ean Nethonsen, Cipiana Miary Belh bro. 1) Class 4: Four hundred dolats (8400,
58 Weshington Avente,
g el : (2) For & ealering iood senvice eslablishment: Cne hundred
Hamﬁr& Cr The fiduclary Ts: dllare (81 DO)g
m—— e Halehs Srectlit o {3) For=n lineant facd Yerding establishment [Ong
Soun cwh B 1305, Naw Haven, O hudred dollars {100} Three hundred seventy five
The Jdab of Your Greams 085051302 dollais ($375)
bt the Chidhen 5837
A Szeand Car r & {4} Fot  instiutions of
Alag Sale Buned Treaere :Iasslﬁca\lan.‘ nafee.
Find thesa and mosa in ihe
Hew Heven Registcr LIQUOR PERMIT 15-11. Periodic inspeelion, slispensions or revacation al

Classiffeds,

Harrisan Rurray Pm# 1022 IMarlze Smith
Lossle Gorham Bmw#i332 Garalyn Jacksan
Biuge Cngs\'xell Bmaldis Tony Willams

Chn;hna Tary dafies Am#isa8
Bri 3 SEH

-"(n"ﬁ1510
151

nn‘=1 EE3
R 40
BriaE51

U5

. NOTICE -
On Karch 20, 2013, U-Haul ol Hamdzu, 1635 Dikwell Ave, Hemtlen GT 08534 will szli the ilems
#het ez conlained in thase slorage roms due o pay lha unpaid storags (ses,

Rmasilei7
Amw1gin & 1gz2

Nolica of Application
his is 1> give notics lhat |,
PAT] HI E WALKER
ey HAVEN. cT
0B&12-9612
Have filed an apglcalinn
placaiced 03/ 53013

wilky the D il ot
Consumer Frotacian for a
RESTAUZANT HHILE &
BEZR PEAMIT iar the sals
of slzototis iquor on the
remisss 2l
1"!9 STAlE ST
Havauc\

ligenea

The Dirsciar shall pann:ﬁ:ally inepec) tha premises, squip-
el and nperelmn ol 2l pe12an halding 2 valid license issued
s chapler. I[ ha finds that any llcensz is oparating In
violation of he Pubfic Hzallh Code nﬂhe Stale of Cannzefieut
or olhzr aﬁp\lcahl’ sl2lutes, ordinance of tules end requle-
tions, he chell issua 30 erder Lo Ih2 lincess2 Farlhediih fo |
sUch measUres as a8 necassary (o ull compfiangs wi
sade. All licensas iszued undst the farms of
wlsd by lhe Direclar tor
 of Iz e of seid ode or oiier applizatls
ordina: i 2nd jegulziions. Esleblis’
izlzs whizh Janlgla p2ss inspeclion
rager ol he astzblishmanl o com

nee's of

sl Havan Heallh
neanay b




€4 Naw Havan Register

CLASSIFIED ADS: 203-777-FAST

Wednasday, March 20, 2013

GENERAL HELP WANTED

LEGRLE

LIGUOR PERRIT
Wotic of A

wersndependen]
Coniraclars, Heed reliztls
mink van, small sargo van ot
SUV for s2me day
dellveres. f-aun-.sw 7858

DF
GOL Class 5 Drlv—rs 2ys ez,
Wusl know CT. Heavy lfling.
517/, Temp 1o p=rm,

&B Temporery Sefvioes
Suetford 203-67E5205
GRIVERS
April hzough Jure, Ddlvenng

@m Bring clrterl copy ol
dmﬂg 1ecerd, [lesnse and
edical card. Pre-smplaymant
DOT drug screen & islsisnces
required. Wa service the Norlh-
sast sraa, Call John hMcKone
sl Caserlano G.eEﬁhDUSis in
Cheshils 203-272-6344,

Hole!

Mew Haven Hotel and
Courtyerd by Marrict, at Yale

= Calé Bans[a Allendant

0.250r
. Hnuse;ersnn 510.75Mhr
= Room Aflandand 510,750
= Shill Engineer §12.50Mr
& Engineering Supanisor
Musl have flex sched, FT/PT.

Py al:
228 George SL, New Haven
30 Whialloy Ave, Nev Haven
of peporihelelarous.com
MACRINISTS
CHEC Lathe Sel Up Operalor
& Swise Sel Up Operafor.
Full Time, 5 years exp nes, Gzl
Steve al: 203-264-5440.
—TAABOL
BRICK LAYER
5 o 10 yrs Experience
Call
2084060103
Parl Tima
‘Quinnfplac Univarsity
F‘nlﬁn? insfilule needs Parl-
Time Inlcrviewsia 1€-18 hours
per week, evenings and week-
ends, Those wha are bilingual
in Spanish ate also encouiaged
o zpply. Apply online al:
bitp: fearsars.auinnipiac.cdy
T T
st 203-E82-8008 I you have
2ny quaslions, AA/ECE.
A HOME OF
YOUR OWH
Tha Job ol Your Draams
A P2l for tha Childre
A Szeond Csr far Commding
Tag Sale 'Burled Traasura
Find ihese and mete i the
New Haven Register
Classiffe dg

_

]is

BENERAL
JIELE L LTED

T
Interested na

Career in Aeat Esiala?
Thare's no beterplacz io
begin than el

Regichal Propertizs

Wa will stu\y you with zll Ihe
sUppoll a0d Laining you need,
including 1he wides1 rengs of
online and SISON COLISES
fhrough aur indJsL:y leading
lraining deparimenl, We elso
generale gUalllied leads for you
from eur mekeHeading inler-
nel markaling steategies,

Your hours alz exibla and in-
come palentisl is unlimited.

Fer moiz inlemnation o 1o |

malke an appolrdmenl conlacl
one of uur
Graalar New Haven Area
Eales Mansgers:
Orange Reglonal Genfer
Rich Muklick, 203-795-2377
Hamdeh Offige:
MaHe Renaldl, 203-2a7-7843
Downlownhew Havan Offize:
Sohn Guerra, 475 -238-0810

Carecrs @Wl:lchcrl.HPcum
wel Opporlunity Emplayer
raiependenﬂyowned ond Op-
elzied

yoll a clgaretic smoker
16 15 Erzar: old & not !'uuklhg
La quil? You ey be ¢ligibla in
parlicipate in a 2 waek re-
seach sl thal T-wn!ves

(MBI Eam up io 5345
(2031574-7614 far marz indor-
mmetion. All ells are confiden-
fial. HIC£1108008828

Retail
Our Grouth Crealea
YOUR O nrlun:

Dollar Ganeraﬂ:

our New S|

ford,

W,

QER:
pamng uﬂ.ml—
Ap yunl e el
olfargeneral.com|

careats

Sanving athers is our mission.
Make il yours.

DLLAR GENERRL
EOE MiFDN

TEMPORARY

{Poctal Sup;
& Mail

(Parl Time ~ Ma

Hur bebre fhe Post Office,
i The USPS /s an Eqﬂ?

Proliclant in Excel.
[f [nlerested
Hi

o fax iesume ln

Apply Tn person Moa-F al
FiRST STUDENT

1351 Dlxwiell Avenue
Hamden, CTDESH4

Weare praud 1a otfar

- Gompalitiva houtly Wages
~ Training leading fa 2 GOL
+ Prea redlieal insuracco

UNITED STATES
POSTAL SERVICE,

NoW HIRING CAREER AND

® Lstter Garrier - City and Roral
» Clerks & Sales & Service Associales

andlers
. {Assciatas)
= Custodians
{Pastal Sumﬂ Emplayee) (Many Locallens)
Truck Drivers &
Tractanrairer Operators
[Class A ox B COL)

» Postmaster Relief

- New Job y3canciss heing addad lo Lhe wehsile dalty
APPLY ab waww uspE.comfemployment

Applicanls muslhave sn e-mail addrags.

Warehouse Pasition

Beverage distibulor secks reffable person lo rneln'tanr\
point-of-azla deparlmenl, Must ba
and Iorkiif eeriified, Recelves snd disbibutes POS mEIEHEL

nvanlary conliol and warshouse expetience neceseary,

send resums lo;
Fi Manager

Star Distributors
460 Frontage Ruad Wesi Haven CT 0BS18
Email cel slal BUlorsco

anag_er 20343

Now Hmng
Parl: Time School Bus Drivers
TRAINING STARTS NOW'

Th quality, you musl b at fzast 21 years nfuga, tewa 2 valid GT
difict s liceriac, Whres peoig variable Sriving
able to pass 2 backgrotind inlestigalionand a oriig lesl,

EMPLOYEES

rl Employee}

ny Locations}

e aiways wanled s faken
gpl:)orrummyémpinyar

omanizad, sai maliva

experionce, and s

Build a career and work w
mosl rzpulshle sneray

COlok

PAIIWEEM+BDNUS

200

h ona of the largasl and
eompsnizs in {he US!

ROOFER - Commzicial, musl
= wis &3 in whoailied and
. Phoneable relerences,
1 pess divg lesl, elean
Griving recond -requirzd.
payeneils, Hew Englend,
sonry, 146 Shatidan Dr.,
paluck, 203-729-226€, AWAECE

6A5P PROFESSIONAL
EEARKETPLACE

Rehabilitation
Teacher
Slate of GT - Department of
Richatdliation Servives - fi-
=z of Educzlion znd i

ing
5 l-ﬁan:h 22‘ ‘013 ]nlEr-
esled candidates may apply by
hilp:dasct.oow and

selecﬂqng The Slale Em}

Thig I& kv give noli
FATRICK F HO:

with lhe
Dapallment of Cansumer
Prolecfion fora
CAFE LIQUOR FERIVIT fat
Ihz saln of aleohatis liouar
n [5a premises 2
|

The tusiness will bs cwned
206

Enleriainmant will eonsist

0420/2013
FATE RIC.K F HO.:AN

| ————
meal Jobs, Exar
Netcos Ik, Th oo HOTICETO
an equal op orunify/allirmativa CREDITCRS
aclion empfuyu an]d sulmnu\yl ESTATE OF
encourages ine sppliczlions o ;
- | women. Tineillizs and peisans thiﬁswa‘?ﬁ;ﬁl“‘
with diszhililies, district d <
T s, oberd 3 e
8 lhT:'y G?:u:lb :3[
CHA's needed 24-32 his all robzle, Derl robale
el by. decres dated
5’““5 rebicing weekens, e Desombet 27 2012,

ply & Wonlowese Heal
Rﬂiab Genter 163 Gumnlpwsl:

Ave, Hazvan ot fax lo 203-
759-4433 Al‘in .‘\nn&“&

POL\’SDMNDGRAPHIC
TECHHOLOGISTSS
TECHNICIANS
Geylard Spacially Heallhcare is
cunenily seeking per dizm
Palysemnographic  Tachnalo-
gisls or Technizians 1o staff its
s\r.zp ledicine slles in Trum-

.| Bull, Maith Haven and Glasion-

bury, Sunday-Salurdsy, 7pm
7o Shills Db Cudifed
candldsles wil be RPEGT ar
liave. suecesshully compleled a
Polysemnogizphy program, ol
no [255 han 1 year in dorafion,
acgociated with a Slale I
censed and/or nalicnz! accred-
ited educalional faciliy or have
a mirimum of § mohths of £x-
erisnce With A-8iep edoclion
In process for a Polysomna-
graphic Tachnizian. A compstl-
fiva mis of pay s alfered,
es o

of fax Lot
203-284-2733 or submil an ap-
ficalon on-cile at G
Elospnal. RO, anmn.w ﬂng—
foid, OF D5402. We al

Equal Employment Gp:ndunw

LIQUOR PERMIT
Nolica ol Application
Thisis lo lusnnl\:a thsﬁtl

Have iad an application
placarded Da/07/2013 with
& Deparimenl of
Cansumer Profection

sale of alechelc liglor on
the prami | es al
3540 WHITHEY AVE
HARMDEN, CT 065168~1820
The business will be owned
by: BOTTOMS UP WINE &
SPRITS LI

ordered Ihal 2l :\allns Touzst
be pli!n!!d the Rdu-
ek t the sddress below.
Falire o prempily prazenl
2ny such claim may result
in "the loss of righls 1o
rapover o sueh claim,

Kay Jeanehia, Clerk
Tha fiducizry (s

Susen Wagyar, clo Timothy
P Bilon, Sheshy & Dillan,
503 Wakeles Avanus,
Ansania, CT 08401
2528557

NOTICETO
CREDITORS

' ESTATE OF
Branda L Tanski

Tha Hon, Beve:!g Blreit-Ka-
Talas, Judge of tha Gaur of
Piohale, Milford ~ Oranga
Puobale Dlsincl, by decren
dated March 6, 2013, o
dapad that all clalms fusl
ba plesented lo the fidu-
clary 2l |ha address below:
Failure io prempty pn=_-s=nl
any sudh clalm may resull
In 1ha less of righls Io re-
cover on such claim.

Eiizabsth Davis, Cladk
The fiduciany fs:

Jenry b, Tanskl and Kevin
M.Tgnslu .Jr c/a Slaven R,

Orangs, OT 0547
aehTs

CALL EAR
CALL LATEl

CLASSIFIED IS
OFEN

[EEZis TESAE
s —
ROTICETO NOTICE TO
CREDI[ORS CRED'FTORE

ESTATE TE O
Fexin Id. T=nsh s, Susan Ratar e

“he Hen Sk

i By der
caied l»‘ir:‘rl S 2013, o

de\ed L darad thel 2l dielms musl
be pres 2 U
clary 2l ke addisss behw sl
Failure 1o prasent
any suzh rasull
in lhe lazs ni ighls [0 ra- s io re-

eavar an such claim.

Ellzabzth Daviz, Ciark Valeda A, Dandi, Clark

The fiduciary is:

Jenny M. Tanski and Hevin
1A, Tanski, Jr, ofo Sleven B
Floman, Esd., Flomsa Qa-
Pacla Aliomays & Counse-

The liduciary is:

Richard G, Melen-Hosk-
sen“ clo Walhy K. Prizst,
avis  O°Srifvan 2

Brigst,
lors &t Lzw, PO. Drawer Suilez 503 ang £05, New
€56, 378 Baslon Posi Paad, Haven, GT 028510
Crange, CT 0&4] 2538161
2526575

PUBLIC NOTICE

Puisuant lo sestion 122-638 of Conneclicul Geneial Slatules,

Yala-New Haven Haspilal will subrail he Inffowing Gariificaia

of teed application: -

Apphicznlisy: Yale-New Haven Haspital

Address: 20 York Street

Towir: Naw Haveny

Proposal: Acquisilion of lwo SPECT-CT cameras ia replaza 2
SPECT camera in Nudear Medicine and two gamima cemeras

n Nuclzar Candiology

EsEmaled Tolz) Projes| CasVExpsndilure: 51,850,443

ANSONIA HOUSING AUTHORITY

Fequest for Qualilications
Salicilaflan # AHA-RFG-2013-04

AHCH]TECTUREL AND ENGINEERING SERVICES FOR
THE RIVERS!DE MIKED FINANCE DEVELOPRENT
The Anscniz Housing Authorily ks cuirenlly secking Archilec—
tural and Englneerlng Servlces for Ihe Riverslde Klxed
Flnance Developmenl. Qualilicalions will ba recaived unlil
re-bld confsrance
©5401 on March

April 16, 2013 al 3:00 PM loczl lime, A
will bz held al 3 Main Street, Ansnn =3

25, 2013 o 11:08 AM Tocal Hme. T)

rch 20, 00 prot iim
Mobilia. a1 203738 6 38!313 Addﬂlonal
queslions-should ba senl ls Carl Mnh m a1 cmobilio Ban-

sonTahousing.com, in the sublect line, put ihs Solicialon
rumber. Mo quesfions will be acce pled ralarihan Agnlz 2013
® 3:00 PM local Uima,

Request For Quotation £#02-1301

The Stale of Connsclicul Judicial Branch invilaz qualiliad van-
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AFFIDAVIT

Applicant: __Yale-New Haven Hospital

Project Title: Acquisition of two SPECT/CT cameras to replace a SPECT
camera in Nuclear Medicine and two gamma cameras in Nuclear Cardiology

l, | James Staten , Chief Financial Officer
(Individual's Name) (Position Title — CEO or CFO)

of Yale-New Haven Hospital  being duly sworn, depose and state that
(Hospital or Facility Name)

Yale-New Haven Hospital’s information submitted in this Certificate of
(Hospital or Facility Name)

Need Application is accurate and correct to the best of my knowledge.

_ /v A | b/

Date
Subscribed and sworn to before me on -/-//7/«3
- 7 ROSE ARMINIO
’ . o ) NoTary PuBLiC
Notary Public/Commissioner. of Superior Court - State of Connecticut

My Commission Expires
o _ February 28, 2018
IVIy commission expires:
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CGFFICE OF HEALTH CARE AUCESS

W CERTIFICATE OF NEED

FILING FEE FORM

APPLICANT: Yale-New Haven Hospital

FOR OHCA USE ONLY:
DATE [NITIAL

. Check logged (Front desk)

. Check rec'd (Clerical/Cert.)

. Check correct (Superv.)

. Check logged (Clerical/Ceit).)

PROJECT TITLE:

Acquisition of Two SPECT/CT Cameras to Replace a
SPECT Camera in Nuclear Medicine and Two Gamma
Cameras in Nuclear Cardiclogy

g L2 NI =

DATE: lune 18,2013

NEW CERTIFICATE OF NEED APPLICATION

TOTAL FEE DUE: ' $500.00

. ATTACH HERE CERTIFIED OR CASHIER'S CHECK ONLY (Payable to: Treasurer, State of Connecticut)

BankofAmerica %% ' Cashier's Check No. 1340000325
AT e N 2 ' A AR 2R
el [V |
2 H Ak 5

4 org
b p b TRt 3

[
UlEbE e
2l

; ? 1
'%}nlfdiﬂiﬂﬁrﬁ'? , ﬂ %“:

o

“YREASERER, STATE O

| L %
' o r - -y % - B
i Ol’de_i'-Of' R EEE ] 5 Po§od T iz . 5 $ T i
m i 7 N e T ‘sJ—E]-IE'.‘-’ & R i . i35
& s "zg\“‘“”s'}"g TRICQR JONg 2‘9‘1—,3- NS E 3 N £
S "“-p.-'=‘.j 'ﬂ-"g:-f" "'---g'-"” e Trea ™ Ve FNage it o
prarg T avae o atSL C 0 elngas e ) e rLt PRr el ~
£y Retiiner Buptheied BY)Y ALENE RV HEAT PSS TR 1
NI AV N3E O3 OF OEACTTRYNY LY T hEd
o E s T i Y uE 23 Fr Y 13z 1yt 3 A
4 *53-3 > éjSN-s R <37 5%k 34 4
YN gnigefAmefics, N.A ER Y SFP ORI, :
< T e ] e A (P # s .3 R 7
%o SAN ANTOMONTX S’ e, I e et R Y N
_ ;

i 33L00003 25 =Lih0000ETE DOAEL X00559 0
B THE ORIGINAL TOCUMENT.HAS A REELECTIVE WATERMARK ON THEEACK:S I 222 HOLD AT ANTANGLEITOLVEW WHEN CHECKING THE ENDORSEMENTSX. |







CON APPLICATION

13







State of Connecticut

Office of Health Care Access
Certificate of Need Application

Instruetions: Please complete all sections of the Certificate of Need (“CON”) application. If
any section or question is not relevant to your project, a response of “Not Applicable” may be
deemed an acceptable answer. If there is more than one applicant, identify the name and all
contact information for each applicant. OHCA will assign a Docket Number to the CON
application once the application is received by OHCA. '

' Docket Number:
Applicant:
Contact Person:
Contact Title:
Contact Address:

Contact Person’s
Phone Number:

Contact Person’s
Fax Number:

Contact Person’s
Email Address:

Project Town:

Project Name:

Statute Reference:

Estimated Total

Capital Expenditura:

Yale-New Haven Hospital
Nancy Rosenthal
Sr. Vice President — Health Systems Development

20 York Streét, New Haven, CT 06510

(203) 863-3908

(203) 863-4736

nancy.rosenthal@greenwichhospital.org
New Haven
Acquisition of two SPECT/CT cameras to replace a

SPECT camera in Nuclear Medicine and two gamma
cameras in Nuclear Cardiology

Section 19a-638, C.G.5.

$1,880,443
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Project Peseription: Acquisition of Equipment
a. Please provide a narrative detailing the proposal.

Response:
Yale-New Haven Hospital (YNHH) is a 1,541 bed (including bassineis) teaching

hospital with two integrated campuses located in New Haven and a pediatric

- campus in Bridgeport. YNHH is affiliated with the Yale University School of
Medicine, and includes the Yale-New Haven Children’s Hospital, the Yale-New
Haven Psychiatric Hospital, and the Smilow Cancer Hospital. YNHH provides
primary, secondary, tertiary and many quaternary acufe care services.

YNHH acquired two SPECT/CT cameras, one in 2010 and the other in 2011, to

- replace a SPECT camera in its Nuclear Medicine Department and two gamma
cameras in its Nuclear Cardiology Department, with an understanding at the time
that, based on the 20110 changes to the Certificate of Need (CON} laws, a CON was
not required. Upon further review of CON activity on the Office of Health Care
Access (OHCA) website, it became apparent that CON approval may have been
required for purchase of the replacement SPECT/CT cameras.

YNHH contacted OHCA for guidance, and per OHCA'’s instruction, YNHH
submitted a CON Determination Form (DN: 12-31807-DTR) and provided detailed
responses fo OHCA'’s inquiries. OHCA then requested that YNHH submit a CON
application for the acquisition of the SPECT/CT cameras that were purchased in
2010 and 2011. As requested, the purpose of this CON application is to obtain
approval from OHCA for the SPECT/CTs. Importantly, the quality of the scans

. produced by these cameras is significantly superior to the SPECT camera and
gamma cameras that were replaced, due in part to the ability of the CT
component to provide attenuation correction. Neither camera is used for
diagnostic CT scanning. This is described in further detail below. Moreover, the
SPECT/CT cameras are critical pieces of equipment in providing full service
Nuclear Medicine and Nuclear Cardiclogy services to meet the demands and
expectations of physicians and patients seeking care at YNHH.

Please note that per the instruction of OHCA, this application provides a
comprehensive description with respect to both SPECTICTs. For clarification, the
application designates, where appropriate, whether the SPECT/CT is located in
Nuclear Medicine or Nuclear Cardiology.

Nuclear Medicine

The first camera, a Siemens Symbia T SPECT/CT, was acquired in January of
2010 to replace an existing SPECT camera, a Phillips Axis purchased in 1996.
The Siemens Symbia T is currently installed and in use in the Nuclear Medicine
- Department on the YNHH York Street Campus. The Nuclear Medicine Deparfment
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iz a division of the Radiology Department at YNHH, which offers a full range of
imaging services including CT, MRI, ulfrasound, mammography, and x-ray.

A SPECTICT can perform several different types of scans, including planar
imaging, SPECT, and SPECT/CT. A planar image is a two-dimensional scan and
can be performed as a whole body scan or tailored to various parts of the body.
A SPECT scan produces a three-dimensional image as the camera rotates around
the body. Finally, a SPECT/CT scan produces a three-dimensional image similar
to SPECT, hut has a CT component that adds clarity to the scan via attenuation
correction. The benefits of attenuation correction are discussed in detail below.

Notably, the Siemens Symbia T has a 2-slice CT which can be used for
attenuation correction when performing a SPECT scan, for a variety of
conditions, including bone scans, brain imaging, 1123MIBG (scans performed
prirmarily on pediatric patients for neuroblastomas), whole body scans, octreotide
(scans of the liver for carcinoid tumors), parathyroid scans, DaTscans (scans of
the brain for Parkinson’s) and whife blood cell scans. The CT component
provides greater image clarity than SPECT scans alone, but cannot be used as a
standalone CT scanner for diagnostic CT imaging. The atienuation correction
removes shadows and artifacts which frequently can appear in images.

YNHH placed the Siemens Symbia T into operation in March of 2010, and through
August of 2012, used only its planar imaging and SPECT functions. YNHH did not
use the attenuation correction feature until September of 2012, because the room
in which the SPECT/CT was put into operation required remodeling to comply
with OSHA regulations to accommodate the low-dose radiation associated with
the CT component. YNHH then engaged a construction company to install a lead
door, relocate the control panel to a space outside of the room, and insert a'lead
window through which technicians could monitor patients. When the
construction was complete, and the room was made compliant with OSHA
requirements, YNHH began performing SPECT scans with the CT component.
YNHH began using the CT function for attenuation correction in September 2012,
to enhance the clarity and quality of the SPECT i imaging.

For clarification, to perform a nuclear medicine scan, a small amount of a
radioactive isotope is first injected into a patient. This radioactive tracer is then
detecied by a nuclear camera to create pictures of internal organs based on the
distribution of the isotope. A nuclear medicine scan can be used to assess organ
function and internal anatomy for diagnosis and treatment purposes, and can be
extremely useful in a broad range of patients, including, but not limited to
cardiac, oncology, and neurology patients. As noted above, a SPECT camera can
be used to produce planar images or three-dimensional images, depending on
the clinical indication and the purpose of the exam. Aftimes, the image produced
may be distorted, due in part to the density of tissue within the body. This may
resulf in low quality scans that appear cloudy or obstructed and could produce
false positive results. To correct these imperfections, a nuclear medicine scan



that is performed with a SPECT camera may be accompanied by low dose
computed tomagraphy (CT), which provides aftenuation correction. The
SPECTI/CT scan has heen found to produce significantly higher quality images
than SPECT and gamma cameras, because it can eliminate much of the distortion
associated with variations in tissue density within the body. '

YNHH purchased the Siemens Symbia T as a hybrid modality fo continue
providing nuclear medicine scans (as were previously provided with the aging
Phillips Axis) but with increased clarity, resulting in better and safer patient care.
The Phillips Axis camera was near the end of its useful life and needed to he
replaced so that YNHH could continue offering the full range of Nuclear Medicine
services to patients. The replacement SPECTI/CT offered the ability to perform
nuclear medicine scans with the added quality of attenuation correction,
representing the professionally agreed upon standard of imaging for a large
number of patients and clinical indications freated at YNHH.! Importantly,
DaTscans, which are images of the brain that can be performed in search of
Parkinson’s Disease, can only be performed with a SPECT/CT. The Siemens
Symbia T continues to provide numerous clinical benefits including higher
quality exams, less false positives, improved lesion detection, reduced scanning
time and a reduction in radiation exposure. Please note that when the Siemens
Symbia T was purchased in 2010 to replace the aged Phillips Axis, YNHH
removed the old camera and disposed of it thereafter.

Nuclear Cardiology

The second camera, a GE Discovery 570¢c SPECT/CT, was acquired and installed
in September 2011 to replace two existing gamma cameras. The GE Discovery
570c is currently located in the Nuclear Cardiology Department on the YNHH York
Street Campus. The Nuclear Cardiology Department is part of the Heart and
Vascular Center at YNHH and offers a full spectrum of services, including stress
tests, PET/CT, and gated blood pool imaging.

The two gamma cameras that YNHH replaced in 2011 were a GE Varicam with
Hawkeye and a GE Dsti Dual Head SPECT camera. The GE Varicam with Hawkeye
was purchased in 1999 and was in operation through October of 2011. It was
nearing the end of its useful life when it was replaced. This equipment was
located on the third floor of the Clinic Building on the York Street Campus at
YNHH and was occasionally used by a Yale physician for pre-clinical research
that did not involve human subjects. However, it was removed and disposed of
on May 16, 2013. The “Hawkeye” component of this camera offered very low
dose x-ray that performs attenuation correction (similar to the CT component in
the SPECT/CT). However, the Hawkeye could not be utilized for patients over 225
pounds, due in part to the very low dose of the x-ray. With the increasing obesity
epidemic in Connecticut and the United States at large, YNHH frequently

' Please see Section 3.9. below which references a position statement issued by the American Society of
Nuclear Cardiology and the Society of Nuclear Medicine on the quality and efficacy of SPECT/CT.
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encounters patients that exceed this weight limit. As described in further detail
helow, the GE Discovery 570¢ camera (which replaced the GE Varicam with
Hawkeye} offers attenuation correction via its CT component, the images are
higher guality than the GE Varicam with Hawkeye, and the scans can he
performed on a larger patient population, including those over 225 pounds.

The GE Discovery 570c¢ also replaced a GE Dsti Dual Head SPECT camera that
was in operation from 2000 through October of 2011. It was approaching the end
of its useful life when it was replaced, and was removed and disposed of on
October 25, 2011. This camera did not offer the benefits of attenuation
correction. In addition, this camera was in operation for over 10 years and
needed replacement due to its age.

The GE Discovery 570c is used in the Nuclear Cardiology Department to perform
stress perfusion exams, which are non-invasive tests that can defect heart
disease. These fests are widely accepted and commonly used to stratify risk
among patients prior to cardiac surgery, and to evaluate the source of chest pain.
Importantly, the GE Discovery 570c¢ has a multi-slice CT component which is
used only for attenuation correction. As noted previously, imaging in nuclear

medicine and nuclear cardiology is subject to certain inherent limitations due in

part to variation in the density of tissues within the body. For example, when
conducting a nuclear cardiology scan, overlying breast tissue and/or adipose
tissue can create shadows or artifacts, which may appear in a similar manner as
true coronary defects. This can make interpretation of a nuclear medicine scan
challenging. To resolve these issues, a CT component can be applied
immediately after the SPECT scan, offering aftenuation correction to remove
shadows and artifacts. The resultis a high quality nuclear cardlology scan that
can be interpreted by a physician with greater confidence, eliminating '
unnecessary follow-up testing, and decreasing the risk of false positives.

The CT component of the GE Discovery 570¢ is not used as a standalone CT.
Rather, the non-diagnostic CT component provides attenuation correction, and
can also evaluate calcium scoring of the coronary arteries, which provides

. physicians with additional anatomical information when interpreting perfusion

scans. This means a more complete picture is available to help plan a patient’s
cardiac freatment.

Interestingly, the GE Discovery 570¢ inciudes Alcyone solid stafe crystals, which
are a new type of crystal technology that improves image quality and the ability to
confidently and accurately interpret a nuclear cardiology exam. These crystals
are significantly more sensitive than standard Sodium lodide crystals, allow for a
reduction in the amount of isotope injected into a patient when performing a
scan, and a reduction in imaging time from 25 minutes to 6 minutes. In contrast,
the gamma cameras that were replaced required a greater injection of radioactive
isotope, took approximately four times longer to complete the scan, and did not



offer attenuation correction. The SPECTICT offers significantly safer and higher
guality care than the equipment if replaced.

The GE Discovery 570c¢ offers a high quality scan, with accurate images that are
not distorfed by overlying tissue, and can be performed with low radiation in less
time than typical scans via a SPECT or gamma camera. This piece of equipment
allows YNHH to combine the physiological results of the SPECT perfusion scan,
and enhanced anatomical information from the non-diagnostic CT, which
provides attenuation correction with one efficient test.  Finally, it improves the
quallty of care among patients in the community that receive nuclear cardlalogy
services af YNHH.

In summary, YNHH purchased the Siemens Symbia T in 2010 and the GE
Discovery 570¢ in 2011 to replace equipment at the end of its useful life that did
not provide the same high-guality scans offered with the CT attenuation
correction feature of the replacement cameras. YNHH seeks approval from OHCA

to continue providing high quality nuclear medicine services with this equipment, -

which offers attenuation correction, but is not used as a standalone CT scanner.

b. Provide letters that have been received in support of the proposal.

Response:
Please see Attachment | for a letter in support of the SPECTICT cameras from

Albert J. Sinusas, MD, FACC, FAHA, Professor of Medicine and Diagnostic

Radiology, Yale School of Medicine; Section Chief of Nuclear Cardiology; Director

of Cardiovascular Imaging, Yale Translational Research Imaging Center.

c. Provide the Ménhfacturer, Model, Number of slices/tesla strength of the proposed
scanner (as appropriate to each piece of equipment).

Response:
Nuclear Medicine

The SPECT/CT within Nuclear Meadicine is a Siemens Symbia T, wnth a 2-slice CT
component for attenuatlon correctlon

Nuclear Cardloloqv
The SPECT/CT within Nuclear Cardiology is a GE Discovery NM/CT 570c, WIth a
64-slice CT component for attenuation correction.

d. Listeach of the Applicant’s sites and the imaging modalities and other sexvices currently
offered by location.

Response:
YNHH currently provides the following SPECT and gamma camera services:
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Huclear Medicine

Camera

" |'Location

‘Type of Camera

NMZ2 (Philips Skyhght)

Smilow Cancer Hospital
YNHH York Street Campus

SPECT Camera

NM3 (Philips Brightview)

Smilow Cancer Hospital

YNHH York Street Campus

SPECT Camera

Camera

‘Location

Type of Camera

NM4 (Siemens Symbla Ty

Smilow Cancer | Hospltal
YNHH York Sireet Campus

SPECT/CT

NM6 (Philips Skylight)

Smilow Cancer Hospital
YNHH York Street Campus

SPECT Camera

SN1 (Siemens Symbia S) Shoreline Medical Center SPECT Camera
: ' Guilford, CT
Nugclear Cardiology

Camera | Locafion - - Type of Camera

CPCIMG (GE- MyOSIth) Emergency Department Nuclear Gamma Camera
YNHH York Street Campus

NMC1 (GE- MPS) Nuclear Cardiology Nuclear Gamma Camera
YNHH York Street Campus . '

NMC2 (GE-Infinia) Nuclear Cardiology Nuclear Gamma Camera

' YNHH York Sireet Campus

NMC3 (GE- 530¢)

Nuclear Cardiology

YNHH York Street Campus -

Nuclear Gamma Camera

NMC4 (GE570 SPECT/CT)®

Nuclear Cardiology

YNHH York Street Campus

SPECT/CT

"YNHH also proﬁldes a full rénge of imaging services on its York Street Campus,
including diagnostic x-ray, CT, MRI, uitrasound, mammography, bone density,
nuclear medicine, PET, and PETICT.

YNHH provides additional imaging services at Temple Radiology (in New Haven,
East Haven, West Haven, Guilford, and Hamden), North Haven Medical Center (in
North Haven), Long Wharf Medical Building (in New Haven), and on its St.

- Raphael’s Campus (in New Haven). The major services provided include
diagnostic x-ray, CT, MRI, ultrasound, mammography, and bone density scans.

2 This is the SPECT/CT purchasad in 2019.
 This is the SPECTICT purchased in 2011,

20
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2. Clear Pub[ié Need

a. Explain why there is a clear public need for the proposed eqmpment Provide evidence
that demonstrates this need.

Response:
Clear public need is based on the following:
e Nuclear Medicine. The Phillips Axis Dual Head camera that was replaced in
2010 reached the end of its useful life, requiring replacement.
o Nuclear Cardiology. The GE Varicam with Hawkeye that was replaced in
2011 reached the end of its useful life, requiring replacement. The GE Dsti
Dual Head camera that was replaced in 2011 reached the end of its useful
life, requiring replacement.
» Quality of Services. Nuclear medicine imaging is a vital service for the
diagnosis and freatment of many patienfs, including, but not limited fo
‘oncolagy, cardiac, and neurologic patients. The replacement SPECT/CT
cameras offer superior image guality, less radiation and shorter scan times
than the SPECT camera and gamma cameras they replaced. This increases
the accessibility and quality of care provided by YNHH. In addition, certain
scans, such as brain imaging for Parkinson’s Disease, can only be .
performed effectively on a SPECT/CT to obtain an accurate image.

Why Were the SPECT and Gamma Cameras Replac‘ed?

Nuclear Medicine. The Phillips Axis Dual Head camera that YNHH replaced in
2010 was purchased in 1996 and at the end of its useful life. In order to continue
providing high quality nuclear medicine services, YNHH decided fo replace the
SPECT camera and upgrade it to a more clinically appropriate SPECT/CT camera,
which offered enhanced scanning via the hybrid SPECT/CT capability. Notably,
the upgrade did- not result in the purchase of equipment that offers full
standalone CT services, but simply an add-on feature of CT attenuation
correction to enhance the SPECT image. SPECT/CT offers enhanced imaging for
nuclear medicine patients, via limitation of artifacts due to attenuation correction,
less radiation, shorter scan times, less false posmve results, and overall higher-
qualify and clinically safe care.

Nuclear Cardiology. The GE Varicam with Hawkeye that YNHH replaced in 2011
was purchased in 1999 and at the end of its useful life. In order to continue
providing high quality nuclear cardiology services, YNHH decided to replace the
gamma camera, which had been in operation for over 10 years.

The GE Dsti Dual Head camera that YNHH replaced in 2011 was in operation from
2000 to 2011, and at the end of ifs useful life. In order to continue providing high

quality nuclear cardiology services, YNHH decided to replace the gamma camera,
which had been in operation for over 10 years.
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In light of the need for replacement, YNHH was presented with the opportunity fo
upgrade the gamma cameras with a more clinically appropriate SPECTICT, which
offered enhanced seanning via the hybrid SPECT/CT capability, and attenuation
correction. Notably, the upgrade did not result in the purchase of equipment that
is used as a full standalone CT scanner, but simply added the CT as an add-on o
the SPECT scan, creating higher guality images with attenuation correction..
Thus, the replacement was driven by a need to replace aging equipment, and the
need to provide high quality imaging, decreased false positives, shorfer scan
times, less radiation, and overall clinically superior care. '

Clinical Improvement in Care — Attenuation Correction

As described in detail above, a SPECTICT offers numerous clinical benefits
compared to SPECT and gamma cameras. The SPECT/CTs that replaced the old
equipment offers low-dose computed tomography (CT) which provides
attenuation correction, eliminating artifacts and shadows due to variation in
tissue density when performing a traditional nuclear imaging sean. Low-dose CT
attenuation correction has been shown to provide sngnlflcantly more effective
scans when combined with the SPECT camera.

Thus, the SPECT/CTs provide a S|m|Iar service as the equipment they replaced,
with enhanced quality due to the low-dose CT function. The improvement in
quality offers the ability to detect small lesions in cancetr patients that may not
have been detected by a SPECT camera. Research suggests that surgeons can
minimize the amount of surgical intervention required for breast cancer or
melanoma through the use of SPECT/CT. Importantly, certain types of scans can
only be performed effectively with a SPECT/CT, including images of the brain to
detect Parkinson’s Disease. Without a SPECT/CT, this type of exam could not be
performed effectively for patients at YNHH. In the field of cardiology, SPECTICT
allows a physician to accurately interpret perfusion tests without the shadows or
artifacts created by breast tissue and adipose tissue that overlay the heart. As a
result, detection of coronary disease is more accurate, and may avoid

" unnecessary duplicative testing. In sum, SPECT/CT is a slight variation on the
traditional SPECT and gamma camera scans, but offers increased clarity and
tremendous value to patients and physicians.

Additional Benefiis of SPECT/CT

The SPECT/CTs that replaced the SPECT camera and the gamma cameras utilize
a lower dose of radioactive tracers than the outdated equipment. The radioactive
isotope is injected prior to the exam, and by reducing a patient's exposure, YNHH
is able to improve patient safety at the hospital. In addition, the new technology
also offers reduced scan times over the outdated equipment, whlch prowdes an
addltlonal advantage to patients.




b. Provide the utilization of existing health care facilities and health care services in the
Applicant’s service area.

Response:
Data regarding utilization of SPECT/CT cameras in the YNHH service area are not

publicly available, and so YNHH is unable fo provide information responsive to
this question. Based on a review of OHCA’ website, hone of the hospitals in
YNHH’s service area have pursued the purchase of SPECT/CT cameras.

c. Complete Table 1 for each piece of equipment of the type proposed currently 0perafed by -
the Applicant at cach of the Applicant’s sites. .

Response:
. Please see Table 1 below.

Nuclear Medicine

Table 1: Exustmg Equipment Operated b the Appllcant _

' E-if@t-& A (ﬂfr@@g

frownwzipicodel e T R W\f@ﬂﬁﬁ@m@
YNHH SPECT Camera Monday — Friday 29
20 York Street | NM2 8am — 4:30pm '
New Haven, CT
06501 '
YNHH "8SPECT Camera " | Monday — Friday ' 142
20 York Street NM3 : 8am — 4:30pm ' ‘
New Haven, CT
06501 ' ‘
YNHH ®SPECT/CT Camera | Monday — Friday 123
20 York Street N4 gam — 4:30pm
New Haven, CT . ‘ '
06501 :
YNHH SPECT Camera Monday — Friday 260
20 York Street NMB 8am — 4:30pm
New Haven, CT
06501 -
YNHH SPECT Camera Monday — Friday : 53
20 York Street SN1 8am —4:30pm
New Haven, CT
06501

* The YNHH fiscal year runs from October 1% to September 30th.
> Please note that this volume includes only the SPECT and SPECT/CT imaging performed on tha
equipment listed above, and does not include planar scans which are not considered SPECT
yolume because these exams create two-dimensional images. Equipment with low SPECT veolume
is often ufilized for planar exams and this volume is not displayed here.

® This SPECTICT is the Siemen's Symbia T that was purchased fn 2010 to iepface a SPECT camera
(2 Phitips Axis that was purchased in 1296) at the and of its useful tife.



Provider Name | Description of Hours/Days of Operation | Utilization *=*,°
‘Street Address Service * el FY12 (sPECT and

| TOWI'I, le Code SPECTICT VOLUME ONLY)
YNHH SPECT Camera N/A Removed in 2010
20 York Street Philips Axis and replaced with
New Haven, CT NM4.
06501

* Tnclude equipment strength (e.g. slices, tesla strenatly), whether the unit is open or closed (for MRI)

#% Days of the week unit is operational, and start and end time for each day; and

#+& Number of scans/exams performed on each unit for the most recent 12-month period (identify period}

Nuclear Cardiology

- Provider Name:

‘Description of

Hours/Days of Operation

Utilization *=7 8

New Haven, CT
06501

Phillips Prism

Street Address | Service * ** FY12 (SPECT and
Town, Zip Code | - i _ SPECT/CT VOLUME ONLY)
YNHH (ED) Gamma Camera 7 days a week 956
20 York Street CPCIMG  8am — 8pm
New Haven, CT :
06501 .
YNHH Gamma Camera Monday — Friday 3
20 York Street NMC1 8am — 5pm
New Haven, CT '
06501
YNHH Gamma Camera Monday — Friday 652
20 York Street NMC2 8am — 5pm
New Haven, CT
06501

| YNHH Gamma Camera Monday — Friday 415
20 York Street NMC3 8am — 5pm '
New Haven, CT ‘
06501
YNHH SPECT/CT Camera® | Monday — Friday 599
20 York Street NMC4 8am —5pm
New Haven, CT
06501 '
YNHH Gamma Camera N/A 0 (Removed in July
20 York Street 2010 and replaced

with NMC3.)

- 7The YNHH fiscal year runs from October 1°! to September 30th.

® Please note that this volume includes only the SPECT and SPECT/CT imaging performed on the
equipment listed above, and does not include gated-blood pool exams which are not considered
SPECT velume because fhese exams create two-dimensional images. Equipment with l[ow SPECT
volume is often utilized for gated blood pool exams and this volume is not displayed here.

® This SPECTICT is the GE Discovery 570¢ that was purchased in 2011 to replace two gamma
cameras (a GE SV Dsti and a GE Varicam with Hawkeye that were nurchased in 20¢0 and 1299,

respectively} at the end of thelr useful lives.
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Provider Name Descripiion of Hours/Days of Operation | Utilization =7, ®
Street Address Service * o FY12 (SPECT and
Town, Zip Code |- SPECT/CT VOLUME ONLY)
YNHH Gamma Camerz N/A 22 (Removed in 2011
20 York Street GE SMV Dsfi and replaced with
New Haven, CT NMC4.)
06501

YNHH- Gamma Camera N/A 41 (Removed in 2011
20 York Street GE Varicam w/ - and replaced with
New Haven, CT - | Hawkeye NMC4.}
06501

* Include equipment sirength (e g. slices, tesla strength), whethar the unit is open or closed (for MRI}
#* Days of the weelc unit is operational, and start and end time for each day; and
##% Numiber of scansfexams perforimed on each unit for the most recent 12-month period (identify period).

d.” Provide the following regarding the proposal’s location:

i. The rationale for locating the proposed equipment at the proposed site; -

Response:
The SPECT/CT eqmpment is a replacement for existing, technologlcally ocutdated

nuclear imaging equipment that was located on the York Street Campus at YNHH.

Nuclear Medicine

The Siemens Symbia T was installed in the Nuclear Medicine Department on the
YNHH York Street Campus. It is located on the second floor of the Smijlow
Cancer Hospital. This is where a majority of the nuclear medicine equipment
within this Department is located.

Nuclear Cardiology

The GE Discovery 570c was installed in the Nuclear Cardiology Departméht on
the YNHH York Street Campus. This is where a majority of the nuclear cardiology
equipment within this Department is located.

ii. The population to be served, including specific evidence such as incidencé,
prevalence, or other demographic data that demonstrates need;

Response: ) _
The population served includes residents of the YNHH historical core service

area, which include Ansonia, Bethany, Branford, Cheshire, Clinton, Deep River,
Derby, East Haven, Essex, Guildford, Hamden, Killingworth, Madison, Meriden,
Milford, New Haven, North Branford, North Haven, Old Saybrook, Orange, Oxford
Seymour, Wallingford, Westbrook, West Haven and Woodbridge.

The Siemens Symbia T is used for a variety of patient conditions, and the
following scans: bene scang, brain imaging, M23MIBG (scans performed
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primarily on pediatric patients for neuroblastomas), whole body scans, octreotide
(scans of the liver for carcinoid tumors), parathyroid scans, DaTscans (scans of
the brain for Parkinsen’s) and white blood cell scans. This camera serves
patients within the Smilow Cancer Hospital, and YNHH, offering services to
oncolegy and neurology patients, among others.

The GE Discovery 570¢ is used for stress perfusion exams, which are non-
invasive exams to detect coronary disease. This camera serves patients within
YNHH, and its Heart and Vascular Center.

importantly, the Connecticut Department of Health’s “Burden of Cardiovascular
Diseases in Connecticut: 2010 Surveillance Report” notes that cardiovascular

- disease makes up around 1/3 of deaths among Connecticut residents, with 48%

of cardiovascular deaths associated with coronary artery disease, and 15%
associated with cerebrovascular stroke. The Connecticut State Health
Assessment: Preliminary Findings, published by the Connecticut Depariment of
Public Health on January 31, 2013, reiterates the risks of heart disease in our
state, noting that it is the leading cause of death in Connecticut, followed by
cancer and stroke, This report also makes it clear that the population of
Connecticut is aging, with 7.7% more residerits over the age of 65 in 2010 than in

2000, and the leading causes of death among this age group are cardiovascular

disease, cancer and stroke. Moreover, according to the Connecticut Cancer
Partnership’s Comprehensive Cancer Control Plan, “the chances of developing
cancer increase as a person gets older, because more mutations are likely to
accumulate over time.” This suggests that as the population of the state ages, so
too will the number of individuals that need cancer screening and treatment. The
American Cancer Society’s Cancer Facts & Figures notes a similar trend,
predicting approximately 21,180 new cancer cases in Connecticut in 2013. Thus,
as the incidence of heart disease, cancer and stroke increases in the sfate, the
need for high-quality screening via nuclear medicine will likely increase.

YNHH is currently providing SPECTICT services to screen and freat a variety of
conditions, including heart disease, stroke, and cancer, and respectfully requests
to continue providing these services. The Siemens Symbia T and the GE
Discovery 570c serve a distinct population in the surrounding community, and
the incidence and prevalence of diseases that require SPECT/CT imaging is
expected to grow. Thus, with OHCA’s approval, the continued operation of this
equipment will offer a significant benefit within the community as patients have
ongoing access to high-quality nuclear medicine technology. : :

iii. How and where the proposed patient population is currently being served;

Response: _

The patient population is currently being served within the Nuclear Medicine and
Nuclear Cardiology Departments on the York Street Campus at YNHH in New
Haven, Connecticut. The same population will be served in future years.
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iv. All existing providers (name, address) of the proposed service in the towns listed
above and in nearby fowns;

Response: o
YNHH is not aware of any other providers in its historical core service area that

provide SPECT/CT nuclear imaging services.

v. The effect of the proposal on existing providers; and

Resgonse
This CON apphcatlon is for the replacement of outdaied eqmpment that took

place in 2010 and 2011. The SPECT/CTs have served the same patient population
thaf was previously served by the SPECT camera and the gamma cameras, and
will continue to serve the same population. Thus, this CON application is not
expected to have an effect on existing providers.

vi. If the proposal involves a new site of service, identify the service area towns and the
basis for their selection.

Response:-
Not applicable.

e. Explain why the proposal will not result in an unnecessary duplication of existing or
approved health care services.

l Resgonse
The SPECTICT cameras are replacements for a SPECT camera and two gamma

cameras that were at the end of their useful lives. The SPECT/CT cameras also
perform the same type of scans (albeit clinically superior) for the same patient
population that was previously served with the outdated equipment. Thus, the
SPECT/CT cameras are not expected fo duplicate existing services, but will result-
in higher quality care for patients at YNHH. A tofal of three cameras (one SPECT
and two gamma cameras) were taken out of service, and replaced with two
cameras that are more clinically advanced.

3. Actual and Projected Volume

a. Complete the following tables for the past three fiscal years (“FY”), current fiscal year
(“CFY™), and first three projected FYs of the proposal, for each of the Applicant’s
existing and proposed pieces of eqmpment (of the type proposed, at the proposed location
only). In Table 2a, report the units of service by piece of equipment, and in Table 2b,

- report the units of service by type of exam (e.g. if specializing in orthopedic,
neurosurgery, or if there are scans that can be performed on the ploposed scanner that the
Applicant is unable to perform on its existing scanners).
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Response:
Nuclear Madicine. Please see Table 2a and 2b below for the SPECT and

SPECTICT volume in the Nuclear Medicine Department for inpatients and
outpafients. Per OHCA Instruction, this table includes velume data from the
fiscal year the SPECT/CT went into operation, and three years of projeciad
volume from the current fiscal year.,

To provide context, it imporiant to note that all of the scanners listed below
perform planar imaging and SPECT scans, while the NM4 (the SPECTICT) is the
only scanner in the Nuclear Medicine Department that is capable of performing a
SPECT scan with attenuation correction via the CT component. The SPECTICT
can also be used to perform a SPECT scan without the attenuation correction if
clinically indicated and instructed by the physician. Certain exams are always
performed on the SPECT/CT hecause the site of the legion or tumor requires
attenuation correction to compensate for artifacts and shadows created by
“surrounding tissue, or the scan requires a highly accurate and clear picture to
appropriately plan for treatment. For example, parathyroid scans and octreotide .
scans are performed with the SPECT/CT. Brain scans for Parkinson’s must be
performed with the SPECT/CT. The decision as to whether the scan requires a
SPECT or SPECTI/CT is made by the professional clinical opinion of a physician.

The data listed below includes only the SPECT and SPECT/CT volume, and does
not include planar imaging used to create two-dimensional images. Where the
SPECT and SPECT/CT volume is low, the equipment is often utilized for planar
imaging, which occupies the remaining time on the scanner.

Table 2a: Historical, Current, and Projected SPECT and SPECT/CT Volume, by Equip. Unit™

Actual Volume - Projected Volume
{Last 3 Completed FYs) CFY Volume (Next 3 Fujll Operational FYs)**
EY10" FY11 Fy12 Fy13™ FY13 FY14 FY15
NM2(tata) .| 58 a1, 29 - 3| .. 8} - g )
P 10 5 4 2 5] -6 6
op 48- 36 25 1 3 3 3
NM3.(fofal a i85 | - 182 142 22 69 | .69 - 89
1P 12 13 7 1 3 3 3
oP 183 171 135 22 66 66 68
‘NM4 {total™ - il T 19 128, 123 | a0 | 240 240 240
SPECTICT i .iif . . o B R S S o)
P 5 11 13 G 18 18 18
opP 13 115 110 74 222 222 222
NMG{total . .§ . 315 381 2607 . 40 120 120 120
P 21 |. 35 28 7 21 21 21
OP 294 346 232 33 99 99 99
. SN1 (total Sl 54 31 83 | a 27 27 27
P - 1 0 0 0 9 0 0
op 53 31 53 9 27 27 27

? Source: Imagecast (software that prowdes volume by maching).
I The YNHH fiscal year runs from October 17 to September 30th.
12 currant FY13 includes data from October 1, 2012 through January 31, 2013.
'* This is the Siemen’s Symbkia T that was purchased in 2010 to replace a SPECT camera {a Philips
Axis that was purchased in 1996) atf the end of its useful [ife.



Actual Volume CFY Volume Projected Vol_ume
{Lasi 3 Completed FYs) (Next 3 Full Operational FYs)
FY1i0 FY11 FY12 FY1i3 FY13 Fy14 FY15
Total iP 50 54 52 16 43 48 48
Toial OP 591 699 555 138 417 417 417
Grand Toial 641 763 - 607 155 465 465. 465.

* For periods greater than & months, report annualized volume, identifying the number of actual manths covered and {he method of annualizing. For periods less than
six months, repert actual velume and 1dentify the period covered.
#* If the first year of the proposal is only a partial year, provide the first partial year and then (he ffrst three full FYs. Add columns as necessary.
- #t# Identify each scanner separately and add lifies as necessary. Also break out inpatient/outpatient/ED volimes if applicable.
++%4 Pi]] 1 years. In a footnote, identify the peried covered by the Applicant’s FY (s.g. July 1-June 30, calendar year, etc.).

Table 2b: Historical, Current and Projected SPECT and SPECT/CT Vohime by Type of Scan/Exam™

“ Source: Imagecast (software that provides volume by machine).

® The YNHH fiscal year runs from Qctober 1°! to September 30th.

'8 Current FY 13 includes data from QOctoher 1, 2012 through January 31, 2013.
"7 This is tHe Siemen’s Symbia T that was purchased in 2010 fo replace a SPECT camera (a Philips
Axis that was purchased in 1996) at the end of its useful [ife.

Actual Volume i Projected Velume
(Last 3 Completed FYs) CFY Volume {Next 3 Full Operational FYs)**
FY10' FY11 FY12 FY13"™ FY13 FY14 - FY15
NM2 (total) - 68 41 .29 oo 3 ‘ 9|, - E] ; 9
Bone Scan 5 3 1 0 0 0 0
Brain image 3 ] 0 0 a 2 ]
Liver/Spleen 20 13 5 1 3 3 3
Qcireo 13 20 21 1 3 3 3
Parathyroid 13 2 1 0 E 0 0 0
Para. (Early) 2 1 0 0 0 0 0
" General 1 2 0 0 0 0| 0
WEC Abscess 0 0 1 1 3 3 3
nNm o |10 58 R 1 13 B 14 7] 23] 93 | R 9
Bone Scan 5 4 2 0 1] 0 1]
Brain Image 3 1 1 0 0’ 0 0
Liver/Spleen 32 17 8 1 3 3 3
Octreon 25 8 10 0 0 0 0
Parathyrold 85 65 53 2 15 15 15
Para. (Early) 39 a8 56 8 24 %4 24
Kidney 0 1 11 7 21 21 21
General 36 20 1 1 3 3 3
WBC Abscess 1 0 0 1 3 .3 3
ANMA/(t5TED TR 1] |DRNETNE1261 : RYES 710}
Bone Scan -8 21
Brain image 1
- Liver/Spleen 0
Octreo 0
Parathyroid 0
Para. (Early) 0
Kidney 0 5 5 2 6 6 B
General ] 11 2 9 27 27 27
WBC Abscess 0 1 1 4 12 12 12
(O TR R ) N 0 i Z<0) IO -] ARt 201 s 1201 R 0\
Beone Scan 3 2 2 0 0 0 1]
Brain Image 23 4 31 14 42 42 42
LiveriSpleen 10 10 11 -0 [y} 0 0
Octreo 3 0 0 0 0 0
Parathyroid 170 165 108 27 27 27



Actual Volume CEY Volume Projected Vol.ume
(Last 3 Completed FYs) . (Next 3 Full Operational FYs)
NG (cont'd) FY10 EY11 FY12 FYV13 FY13 FY14 FY15

Para. (Earfy) 100 165 107 14 42 42 42
Widney [\ 0 1 2 5

General 1 5 0 0 0
WEBC Abscess 0 0 1} 1 3 3.

SN1 (tofal) 54 31 53 9 27 27 27
Bone Scan . 8 9 0 g 0 0
LiveriSpleen 7 9 8 2 8 6 [
Ccireo 38 14 14 i 3 3 3

Parathyroid 0 0 T 3 9 ) 3

Para. {Early) 0 0 1 3 9 9 9

Total 641 763 607 155 485 465 4858

# For periods greater than 6 months, report annualized volume, tdentifying the number of actual menths covered and the method of annualizing, For periods less than
six months, report actual volume and identify the period covered. -

#% 1F the {irst year of the propesal is cnly a partizl year, provide the first parifal year and then the first three full FY's, Add colunms as necessary.

##% [dentify each type of scan/exam (e.g. orthopedio, neurosurgery or if there are scans/exams that can be performed on the proposed piece of equipment thal the
Applicant is unable to perform on its existing equipment) and add lines as necessary.

#+%4 Fjl] in years. In a footriote, identify the period covered by the Applicant’s FY (g July T-June 30, calendar year, stc.).

Nuclear Cardiology. Please see Table 2a and 2b below for the SPECT and
SPECTI/CT volume within the Nuclear Cardiology Department for inpatient,
outpatient and emergency department patients. Per OHCA instruction, this table
includes volume data from the fiscal year the SPECT/CTs went into operation,
and three years of projected volume from the current fiscal year.

To provide context, it is important to note that the scans provided in the Nuclear
Cardiology Department include gated blood pool exams and myocardial *
perfusion. A gated blood pool exam uses a radioisotope to produce a planar
image captured by a gamma camera that shows heart function at rest. This two
dimensional image is used fo calculate heart function and can assess if certain
areas of the heart are not pumping or contracting normally due to blocked
arteries. Like the planar imaging in Nuclear Medicine, this data is not included in
the volume listed below because it is a simple two-dimensional scan, not a
SPECT scan.

Myocardial perfusion is a non-invasive test that shows how well blood flows
through the heart muscle. A radioactive tracer is injected, and a SPECT camera
or a SPECTICT can be used to capture images of the heart immediately after '
exercise, rest, or both. Depending on the radionuclide injected, this exam can
show areas of the heart with blocked arteries or injured heart tissue due to heart
attack. This exam produces a three-dimensional image, and the volume listed in
the table below includes the myocardial perfusion exams performed on this
equipment. Where volume is low, the equipment is often utilized to perform gated
blood pool exams, which produce two-dimensional planar images.




Table 2a: Historical, Current, and Projected SPECT and SPECT/CT Volume, by Equipment Unit'®

Actual Volumie Projected Volume
{Last 3 Completed FYs) CFY Volume® (Mext 3 Fuj[I Operational EYs)™
Fyia™ FY11 FY12 FY13® EYi3 FY14 FY15

CPIMG (total) 743 | 713 956 333 - 299 agg 999

[ 189 123 356 137 561 561 561

oP 0 0 ] 0 0 ] 0

ED 554 590 600 146 438 . 438 438

NMC1 (total) ° | 17 -7 3 1 al 3 3

iP 10 3 0 0 0 0 ¥

oP 7 4 3 1 3 3 3

ED 0 0 0 0 0 0 0

NMC2 (total) 1185 | - 1136 652 |- 157 471 AT1 471

P 580 572 272 59 207 207 207

OoP 805 564 374 88 264 264 264

ED 0| 0 5 ] 0 D 0

NMC3 (fotal)” - | 50 | 209 | 415 | 102 306 306 - 306

IP 20 93 162 44 132 132 132

op 30 116 252 58 174 174 174

ED 0 0 1 0 0 0 0

'NMC4 (total)™ ' Nip N/A . 599 253 759 759 759
SPECT/CT ‘ R =

[ N/A N/A 281 138 414 414 414

OF NIA NIA 317 115 345 345 345

. ED N/A N/A 1 0 0 0] 0

SMVDsti (total™s © | .0 86| - . 58| 22 S NIA o 0 1]

P 43 12 9 - N/A 0 0 0

op 53 44 13 N/A 0 0 0

ED 0 0 o N/A ()] 0 0

GE Vari(tofalf™ : ... | .. a0’ | 380 | . R CUNIA -0 ot o

P 101 107 6 N/A 0 0 0

op 307 253 35 N/A 0 0 0

ED 0 0 0 N/A 0 0 .0

_Philips {total)® ~ -} - 2:9if . NIl NIRRT RN T e R o

P CE) NIA - NIA " N/A 0 0 0

op 120 NIA | N/A . N/A 0 0 o

ED 0 NIA N/A N/A 0 0 0

Total [P 1042 910 1086 438 1314 1314 1314

Total OP 1122 e 994 262 736 786 - 788

Total ED 554 590 608 146 438 438 438

"Grand Total ~ .. T27i8i|” - 2481 | - 268 . 346 . 2538 | -  2838:|.. .. . 2538

* For periods greater than 6 months, report annualized volume, identifying the number of actuat months covered and the mathod of amnualizing. For periods less than
six months, report actual volume aud identify the period covered,

** If the first year of the proposal is enly 4 partial year, provide the first parﬁal year and then the first three full FYs. Add columns as necesseuy

#+% [dentify each scanner separately and add lines as necesszry. Also break out inpatient/outpatient/ED volumes if applicable.

##k Fi]1 in years, In a fooinote, jdentify the period covered by the Applicant’s FY (e.g. July 1-June 30, calendar year, etc.}.

® Source: Imagecast (software that provides volums by machine).
® The YNHH fiscal year runs from October 1% to September 30th;
20 -, Current FY13 includes data from October 1, 2012 through January 31, 2013.
Thls gamma camera was instatled in July 2010 to replace the Phillips gamma camera.
* This is the GE Discovery 570c¢ thaf was purchased in 2011 te replace ftwo gamma cameras (a GE
SMV Dsti and a GE Varicam with Hawkeye that were purchased in 2000 and 1989, respectively).
ThlS gamma camera was replaced by the GE Discovery 570c SPECT/CT tn 2011.
ThlS gamma camera with hawkeye was replaced by the GE Discovery 570c SPECT/CT in 2011.
*® This garmma camera was replaced by NMC3 in July 2010.
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Tabie 2b: Historical, Current and Projected SPECT and SPECT/CT Volume hy Type of Scan/Exam’

Actuzal Velume " Projected Volume
(Last 3 Completed EYs) CFY Volume {Next 3 Full Operational FYs)™
FY10™ FYi1 FYiz EY13® FYi3 FY14 EY15
CPIMG (tofal) . 743 713 956 ., 333. i 999 |. 938 . 999
iyocardial 743 713 956 333 899 999 999
Perfusion .
NMC1 {iotal) 1.0 AT | . - T L3 K oAl 3 3 3
Myccardial 17 7 3 1 3 3 3
" Perfusion :
NMC2 (total) v 1185 | 1142 852 157 a7l a1}, . a7l
Myocardial 1185 1136 652 - 157 471 471 - 47
Periusion ‘
NMG3 (total)” i 50 i 209 |- 415 | ~ o doz ] ~306 . - . 306 .. 306
Myocardial - 50 209 415 102 306 306 306
Perfusion .
NMc4” (total) | . NA| - MA[ sl - 283|789  7H9 | . 759
- SPECT/CT 1 - - . E N ] : . -
iMyocardial N/A NIA 599 253 759 759 759
Perfusion ‘
SMVDsti (total) AR 56 22 . N[ i a a
Myocardial 96 56 22 N/A 0 0 &
Perfusion :
GE Varl [tofal)™ . "~ 408 | ¢ 365 | a1 . N/A Q 0| o
Myocardial 408 : 360 A NIA o 0 0
. Perfusion : ]
Philips (tetal)”> L 219 | MNAL . NI NI 0| 0 D
Myocardial 219 © NIA N/A . NIA 0 0 0
Perfusion .
i) ' ' Z4t 10 | IRBREF2685)

* For periods greater than 6 months, report annvalized volume, identifying the number of actuzl months covered and the method of annualizing. ¥or periods less than
six months, report actual volumie and identify the period covered.

*+ T thie first year of the proposal is only a partial year, provide the first partial year and then the first three full FYs, Add columns as necessary,

%% Tdentify each type of scar/exam (e.g. orthopedic, neurosurgery or if there are scans/exans that ean be performed on the proposed piece of equipment that the
Applicant s unable to perform on its existing equipment) and add lines as necessary.

*++¢+ || in years. In a footnote, identify the period covered by the Applicant’s FY: (s.g, July 1-Tume 30, calendar year, ete.).

b. Provide a breakdown, by town, of the volumes provided in Table 2a for the most recently
completed full I'Y. : '

Response: - : ,
Please see the following tables, which provide the volumes listed above for each
Department, including a breakdown by town.

Nuclear Medicine _ _
The following table shows the SPECT and SPECT/CT volume performed in the
Nuclear Medicine Department on the York Street Campus at YNHH.

* gource: Imagecast (software that provides volume by machine).

7 The YNHH fiscal year runs from October 1°° to September 30th.

8 Current FY13 includes data from Qctober 1, 2012 through January 31, 2013.

 This gamma camera was installed in July 2010 to replace the Phillips gamma camera.

50 This is the GE Discovery 570c¢ that was purchased in 2011 to replace two gamma cameras (a GE
SMVY Dsti and a GE Varicam with Hawkeye that were purchased in 2000 and 1999, respectiveiy).

*' This gamma camera was replaced by the GE Discovery 570c SPECT/CT in 2011.

2 This gamma camera with hawkeye was raplaced by the GE Discovery 570¢ SPECT/CT In 2011,
** This gamma camera was raplaced by NC3 in July 2019.



Gity FY12 | City FY12 | City FY12
NEW HAVEN 48 | DERBY 7 | GREENWICH 4
BRANFORD 33 | OXFORD 7 | MYSTIC 4
WEST HAVEN 25 | STRATFORD 7 | OAKDALE 4
MADISON 24 | WOODBRIDGE 7 | OLD SAYBROOK 4
WATERBURY 23 | BETHLEHEM 6 | SOUTHBURY 4
EAST HAVEN 21 | BROOKFIELD ‘6 | WATERFORD 4
HAMDEN 21 | HARTFORD 6 | WATERTOWN 4
NORTH HAVEN 19 | MERIDEN 6 | MIDDLEBURY 3
WALLINGFORD | 17 | OLD LYME 6 | MIDDLETOWN 3
GROTON 15 | STAMFORD 6 | PROSPECT 3
GUILFORD 15 | MONROE 5 | TORRINGTON 3
CHESHIRE 14 | NAUGATUCK 5 | WESTON 3
MILEORD 14 | NEW CANAAN 5 | WESTPORT 3
ORANGE 13 | NIANTIC 5 | BAYONNE 2
NORWALK 12 | N. BRANFORD 5 | CHESTER 2
BRIDGEPORT | 10 | SEYMOUR 5 | COLCHESTER 2
ANSONIA 9 | WESTBROOK 5 | COLUMBIA 2 |
NORWICH 9 | CLINTON 4 | CROMWELL 2
DANBURY 3 | COVENTRY 4 | DURHAM 2
TRUMBULL 8 | FAIRFIELD 4 | OTHER 77

| 0 6o
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Nuclear Cardiology
The following table shows the SPECT and SPECTICT volume performed in the
Nuclear Cardiology Department on the York Street Campus at YNHH.

NEW HAVEN HARTFORD 6
WEST HAVEN 233 | STRATFORD 17 | MONTVILLE 6
HAMDEN 227 | WATERBURY 17 | NAUGATUCK 6
EAST HAVEN 158 | FAIRFIELD 15 | NEW YORK 6
-BRANFORD 155 | BETHANY 13 | BERLIN 5
N. HAVEN 80 | MIDDLETOWN 13 | DURHAM 5
GUILFORD 78 | OLLD SAYBROOK 13 | EAST LYME 5
N. BRANFORD 73 | KILLINGWORTH 12 | NEW BRITAIN 5
WALLINGFORD 69 | SOUTHINGTON 12 | OXFORD 5
MADISON 65 | SEYMOUR 11 | DARIEN 4
MILFORD 55 | NORWALK 10| GROTON -4
CLINTON 38 | TRUMBALL 9 | MONROE 4
WOODBBRIDGE 34 | WESTBROOK 9 | NEW LONBGON 4
CHESHIRE 31 | NORWICH 8 | STONINGTON 4
ORANGE 31 | BRISTOL 7 | WATERFORD 4




City FV12 | City FYi2 | City FY12

BRIDGEPORT. 20 | ESSEX 7 | WESTERLY a |
MERIDEN 23 | OLD LYME 7 | BEACON FALLS 3 |
ANSONIA 19 | STAMFORD 7 | CANTERBURY 3|

SHELTON 19 | GREENWICH & | OTHER 150

B TOTAL ' 2688

c. Describe existing referral patterns in the area to be sexved by the proposal.

Response: ‘
Patients that live and work in the historical core service area of YNHH are referred

to the Nuclear Medicine and Nuclear Cardiology Departments at YNHH by

community physicians, including internists, cardiclogists, oncologists, and
neurologists. These referrals are based on medical necessity, and clinical !
indications that support a nuclear imaging scan. |

d. Explain how the existing referral patterns will be affected by the proposal.

Response: ‘ ' :

This CON application involves the replacement of an existing piece of equipment,
which was completed in 2010 and 2011. The SPECT/CTs have served the same
patient base as was served prior to 2010 and 2011, and are expected to confinue
serving the same patient based in the future. Thus, there are no expected
changes in referral patterns.

e. Explain any increases and/or decreases in volume seen in the tables above.

Response: _
Several factors have contributed to variation in volumes over the past 3 fiscal
years, including those described below. '

Nuclear Medicine '

Volume within this Department has remained fairly steady over the past 3 fiscal |
years, with a slight decline from FY11 to FY12. During this time, some of the
decrease can be attributed to construction performed in the general area of the
Nuclear Medicine Department, which impacted efficiency and the ease of access
of patients to this area. Other factors leading to a slight decrease in volume may
be attributed to physician practices, including cardiologists, offering nuclear
medicine imaging in their offices. Finally, the decrease from FY11 to FY12 may
be attributed to operational efficiencies experienced with the new SPECTICT as
this new technology provides a more accurate image which could resultin a
decrease in the amount of duplicative and follow-up exams due to artifacts and
shadows that otherwise exist without the attenuation correction of the CT
component of the SPECT. Some of the decrease in volume on the SPECT
cameras is due to a shift in preference and volume to posifron emission
tomography (PET} with CT. In addition, some of the volume previously performed
an the SPECT cameras has been shifted fo the clinically superior SPECT/CT.
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Nuclear Cardiology

Volume within this Department has also remained fairly steady over the past 3
fiscal years, with a slight decline frem FY10 to FY11. Some of this decrease in
volume can be attributed to advances in PET/CT which can be used to perform a
myocardial perfusion exam. Although the SPECT/CT can be used to perform this.
- exam on cerfain overweight patients, a PET/CT scan is often the preferred exam
with severely cbese patients with a body mass index (BMI) greater than 30. In
addition, some of the drop in volume during FY11 can be affributed fo a
worldwide shortage in radiopharmaceuticals. Notwithstanding, volume in FY12.
increased compared to FY11, and is expected to stay constant.

£ Provide a detailed explanation of all assumptions used in the derivation/ calculation of
- the projected volume by scanner and scan type.

| Response:
The projected volume for each of the scanners in the Nuclear Medlcme and

Nuclear Cardioclogy Departments is conservatively held flat for the following 3
fiscal years. YNHH has recently affiliated with a new physician cardiology group
which is expected to increase utilization of these services. The physician group
includes several cardiologists who care for patients that need nuclear imaging
services, and YNHH is well-prepared fo offer such services. In addition, within
‘the field of nuclear cardiolegy, new clinical applications, such as new agents and
isotopes, are expected to increase volume over time. For example, the FDA
recently approved a new isotope, MIBG, which will be used in the heart failure
population to help predict which patients may benefit from defibrillator
implantation. As more radiopharmaceuticals are available for an expanded
number of clinical applications, volume within nuclear cardiology is expected to
increase, at least to the point of conservatively holding constant. In addition, the
Centers for Medicare and Medicaid Services (CMS) recently issued a new Current
Procedural Terminology (CPT) code for the use of SPECT/CT when performing a
scan of the parathyroid. It is expected that more CPT codes will be issued for a
variety of scan types as SPECT/CT becomes more commeon as the preferred scan
for several conditions. This will likely increase SPECT/CT volume in Nuclear
Medicine. Finally, the growth in and aging of the population will likely confribute
. to an increase in demand for nuclear medicine imaging, especially as-
cardiovascular disease and sfroke are among the leading health issues and
causes of death in our state.

All of these factors are expected to lead to an increase in nuclear medicine
imaging volume within the Nuclear Medicine and Nuclear Cardiology Departments
over the next few years. To be conservative, YNHH has held the FY13 volume ata
constant level for the next three years.



g. Provide a copy of any articles, studies, or repoits that support the need to acquire the’
proposed scanner, aloug with a brief explanation regarding the relevance of the selected
articles. :

There are many clinical studies that support the need for, and use of SPECT/CT,
as well as the enhanced clarity of the images it produces compared to fraditional
SPECT and gamma cameras. Please see Attachment lil for coples of these
articles and studies. The following list describes a few of the major findings from
these scientific documents:

American Society of Nuclear Cardiclogy and Society of Nuclear Medicine Joint
Position Statement:; Attenuation Correction of Myocardial Perfusion SPECT
Scintigraphy. This statement provides the position of the American Society of
Nuclear Cardiology and the Society of Nuclear Medicine, which states that
“incorporation of attenuation correction in addition to ECG gating with SPECT
myocardial perfusion images will improve image quallty, interpretive certainty,
and diagnostic accuracy. These combined results are anticipated to have a
substantial impact on improving the effectiveness of care and lowering health
care costs.” '

SPECT Attenuation Correction: An Essential Tool to Realize Nuclear Cardiology’s
Manifest Destiny. This article describes the purpose and efficacy of attenuation
correction, and notes that “studies have convincingly shown how SPECT with
attenuation correction recovers the true regional myocardial activity

- concentration, while non-attenuation ‘corre_ction SPECT does not.”

Clinical Value of Stress~0nlv Tx-99m SPECT Imaging: Importance of Attenuation

Correction. This study examines SPECT imaging with attenuation correction, and

notes that “the use of attenuation correctlon with SPECT has been shown to

- significantly reduce false positive studies for both.rest-stress and stress-only

imaging.” In addition, “stress-only imaging with attenuation correction in
symptomatic patients is an efficient method which appropriately identifies at risk
and low-risk patients yielding a low percentage requlrmg rest imaging” which
may result in less exposure to radioactive isofopes.

SPECTI/CT. This review highlights technical developments in SPECT/CT, and
summarizes current literature on potential clinical uses and future directions for
SPECT/CT in cardiac, neurology, and oncology patients. This report notes that
“the superiority of SPECT/CT over planar imaging or SPECT has been '
demonstrated in bone scintigraphy, somatostatin receptor scintigraphy,
parathyroid scintigraphy, and adrenal gland scintigraphy. Also, rates of detection
of sentinel nodes by biopsy can be increased with SPECT/CT.”

SPECTI/CT Imaging: Clinical Utility of an Emerging Technolodgy. This article
explains the benefits SPECT/CT and notes that “combining the functional
imaging available with SPECT and the anatomic imaging of computed '




tornography (CT) has gained more acceptance and proved useful in many clinical
situations [...] These attributes have proved useful in many cardiac, general
nuclear medicine, oncelogic, and neurologic applicafions in which the SPECT
results alone were inconclusive.”

Clinical Applications of SPECT/CT: New Hybrid Nuclear Medicine limading
System. This article provides a comprehensive summary of SPECT/CT
technology, including, but not limited to, the general architecture of the device,
scan protocols, staff fraining, advantages of SPECT/CT, and clinical applications
such as thyroid cancer, adrenal tumor, neuroendocrine fumors, lymphoma, bone
scintigraphy, cerebral masses, and various cardiac images.

4. Quality Measures

a. Submit a list of all key professional, administiative, clinical, and direct service personnel

related to the proposal. Attach a copy of their Curticulum Vitae.

Response: _ _
The following list includes key personnel related to the proposal. The Curriculum

Vitae are included as Attachment IV.

» Marna P. Borgstrom, CEO

¢ Richard D’Aquila, President and CQO

s James Staten, Senior Vice President, Finance and CFO .

» David W. Cheng, MD, PhD, Associate Professor of Diagnostic Radiology,
Yale School of Medicine; Section Chief of Nuclear Medicine

o Albert J. Sinusas, MD, FACC, FAHA, Professor of Medicine and D[agnostlc

- Radiology, Yale School of Med:cme Section Chief of Nuclear Cardiology; -
Dir. of Cardiovascular Imaging, Yale Translational Research Imaging Center

b. Explain how the proposal contributes to the quality of health care delivery in the region.

Response:
With this Certificate of Need apphcatlon YNHH seeks approval from OHCA to

continue operating two SPECT/CT cameras that were purchased to replace a
SPECT camera and two gamma cameras. The SPECT/CT cameras confribute to
the quality of health care in the region by offering more advanced imaging
services than available with the SPECT and gamma cameras. This advanced
technology increases image clarity by reducing artifacts via its CT component,
increases the ability to detect legions, reduces scan time, and reduces patient
exposure to radiation. The reduced radiation dose is a significant quality
enhancement. The equipment that the SPECT/CT cameras replaced was
approaching the end of its useful life, and did not offer the significant clinical
benefits offered by the replacement SPECT/CT cameras. YNHH secks approval
from OCHA for the two SPECTI/CT cameras.
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Please note that the Yale Cardiovascular Nuclear Imaging Laboratory, which is
part of the Nuclear Cardiology Department at YNHH, is accredited by the
Intersocietal Commission for the Accreditation of Nuclear Medicine Laboratories
(ICANL). This demonstrates the Nuclear Cardiology Department’s compliance
with ICANL Standards, and commitment to high quality patient care. In addition,
the equipment in Nuclear Medicine is accredited by the American Coilege of
Radiology, demonstrating YNHH’s commitment to compliance with the quality
measures of this organization.

5. Organizational and Financial Information
a. Tdentify the Applicant’s ownership type(s) (e.g. Corporation, PC, LLC, etc.).

Response:
YNHH is a non-profit corporation.

b. Does the Applicant have non-profit status?
[X] Yes (Provide documentation) [ | No

Response:
Please see Attachment V for proof of YNHH s non-profit status.

‘¢. Provide a copy of the State of Connecticut, Department of Public Health license(s)
curently held by the Applicant and indicate any additional licensure categories being
sought in relation to the proposal. '

Response:
Please see Attachment VI for a copy of the YNHH license issued by the

Coannecticut Department of Public Health. This proposal does not involve any
changes to licensure.

d. TFinancial Statements

1. Ifthe Applicant is a Connecticut hospital: Pursuant to Section 19a-644, C.G.S., each
hospital licensed by the Department of Public Health is required to file with OHCA
copies of the hospital’s audited financial statements. If the hospital has filed its most
recently completed fiscal year audited financial statements, the hospital may '
reference that filing for this proposal.

Response:
YNHH’s most recently audited financial statements are on file with OHCA.

ii. If the Applicant is not a Connecticut hospital {other health care facilities): Audited
financial statements for the most recently completed fiscal year. If audited financial
statements do not exist, in lieu of audited financial statements, provide other financial




documentation {e.¢. unaudited balance sheet, statement of operations, tax return, or
other set of bocks.)

e. Submit a final version of all capital expenditures/costs as follows:

Responsea: _
Nuclear Medicine

Table 3: Pr_oposed Capital Expenditures/Cosis

Medical Equipment Purchase : $465,000
Imaging Equipment Purchase :
Non-Medical Equipment Purchase |
Land/Building Purchase *

Construction/Renovation ** $61,000
Other Non-Construction (Specify)
Total Capital Expenditure (TCE) $526,000

Medical Equipment Lease (Fair Market Value) ***
Imaging Equipment Lease (Fair Market Value) ***
Non-Medical Equipment Lease (Fair Market Value) ***
Fair Market Value of Space ***

Total Capital Cost (TCC)

Total Project Cost (TCE + TCC) $526,000
Capitalized Financing Costs (Informational Purpose Only) ‘
Total Capital Expenditure with Cap. Fin. Costs $526,000

#If the proposal involves a land/building purchase, attach a real estate property appraisal including the amount; the useful life of the building; and a schedule of
depreciation. : .

*# If the proposal involves construction/renovations, attach a description of the proposed building work, including the gross square feet; existing and proposed floor
plans; commencement date for the constmetion/ renovation; completion date of the construction/Tenovation; and commencemnent of operations date.

##* I the proposal invelves a capital or operating equipment lease and/or purchase, attach a vendor quote or invoice; schedule of depreciation; useful life of the
equipment; and aaticipated residual value at the end of the lease or loan term.

Please see Attachment VIl for a copy of the quote from Siemens for the Symbia T
SPECT/CT that is located in the Nuclear Medicine Department at YNHH. The
installation and full operation of this equipment involved minor consfruction to
install a lead door and insert a lead window in the room in which the equipment is
located in order to comply with OSHA regulations. The construction also
involved relocating the control panel from the inside of the room to the outside of
the room in order to provide a safe environment free from exposure to radiation.
Please see Attachment VI for the quote from Turner Healthcare.

Nuclear Cardiology

Table 3: Pro,bosed Capital Expenditures/Costs

Medical Equipmert Purchase . . §1,354,443
Imaging Equipment Purchase '
Non-Medical Equipment Purchase
Land/Building Purchase *
Construction/Renovation **

4. Other Non-Construction {Specify) : .
" Fatal Capital Expenditure (TCE) $1,354,443
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Medical Equipment Lease (Fair Market Value) %=
Imaging Equipment Lease (Fair Market Value) ***
Non-Medical Equipment Lease (Fair Macket Value) ***
Fair Market Value of Space *** '
Total Capital Cost (LCC)

Total Project Cosi (FCE + TCC) . _ 81,354,443
Capitalized Financing Costs (Informational Purpose Only}
Total Capital Expenditure with Cap. Fin. Costs ' $1,354,443

*If the proposal involves a Yand/building purchase, attach a real estate property appraisal incloding the amaount; the useful lifz of the tanlding; and a scheduls of
depreciation. . .

#* If {he proposal involves construction/renovations, aftach a description of the preposed building waerk, including the gross square feet; existing and proposed floor
plans; cormencement date for the construction/ renovation; completion date of the construction/renovation; and cominencement of operations date.

#+: Ifthe proposal invelves a capital or operating equipment lease and/or purchase, altach a vendor quots or nvoies, schedule of depreciation; useful Tife of the
equipment; and anticipated residual value at the end of the lease or loan term.

Response:
Please see Attachment IX for a copy of the quote from GE for the GE Discovery
570c¢ that is_located in Nuclear Cardiology at YNHH.

f. List all funding or financing sources for the proposal and the dollar amount of each.
Provide applicable details such as interest rate; term; monthly payment; pledges and
funds received to date; letter of interest or approval from a lending institution.

Response:
The project was funded with YNHH equity.

'g. Demonstrate how this proposal will affect the financial strength of the state’s health care
system. ‘ ‘ ’

Response: _
This project was completed in 2010 and 2011, and has positively impacted the

financial strength of the state’s health care system. By replacing two outdated
nuclear imaging scanners, YNHH has improved the accuracy and clarity of its
nuclear imaging services, decreased scan times, decreased patient exposure to
radiation, and reduced the necessity of follow.up tests to assess potential false
positives or unclear images. In addition, many tests that otherwise could not be
performed on a SPECT camera, such as brain scans in search of Parkinson’s
Disease, can now be performed at YNHH. Overall, the foregoing has resuited in
more cost-efficient, safe, and effective care within the state’s health care system.

6. Patient Population Mix: Current and Projected

a. Provide the current and projected patient population mix (based on the nwmber of
patients, not based on revenue) with the CON proposal for the proposed program. -

Response: : _ .
Current and projected patient population mix is shown in Table 4 below.



Muclear Medicine

Table 4 Patient Population Mix

Current* Year 1 Year2 Year 3 Year 4
EFY 2012 EY 2013 FY 2014 FY 2015 FY 20146
Medicare® 34.6% 34.6% 34.6% 34.6% 34.6
Medicaid* 22.0% 22.0% 22.0% 22.0% 22.0
CHAMPUS & TriCare 0.2% 0.2% 0.2% 0.29% 0.2
Total Government 56.8% 56.8% 56.8% 56.8% 56.8
Commercial Insurers® 41.0% 41.0% 41.0% 41.0% 41.0 ]
Uninsured ' 2.1% 2.1% 2.1% 2.1% 2.1
Workers Compensation 0.1% 0.1% 0.1% 0.1% 0.1
Total Non-Gevernment 43.2% 43.2% | 43.2% 43.2% 43.2
Total Payer Mix 130.0% 100.0% 100.0% 100.0% 1¢0.0
* Includes managed care activity. '
*# New programs may leave the “current” column blank.
*++ Fil} in years. Ensure the period covered by ihis table corresponds ta the period covered in the projections provided.
Nuclear Cardiology
. Table 4: Patient Population Mix |
Current* Year1 Year2 Year 3 Year 4
: Y 2012 FY 2013 FY 2014 EY 2015 FY 2016
Medicare* 32.9% 32.9% 32.9% 32.9% 32.9%
Medicaid* 11.7% 11.7% 11.7% 11.7% 11.7%
CHAMPUS & TriCare 0.6% 0.6% 0.6% 0.6% 0.6%
Total Government 45.2% 45.2% 45.2% 45.2% 45.2%
Commercial Insurers* 52.8% 52.8% 52.8% 52.8% . 52.8%
Uninsured 1.5% 1.5% '1.5% |- 1.5% 1.5%
Workers Compensation 0.6% 0.6% 0.6% 0.6% 0.6%
Total Non-Government 54.8% 54.8% 54.8% 54.8% 54.8%
Total Payer Mix 100.0% 100.0% 100.0% 100.0% | 100.0%

* Tneludes managed care activity.

+% New programs may leave the “current™ caluinn blank.

¥&& |l in years, Ensure the period eovered by this table corresponds to the peuod covered in the projections provided.

b. Provide the basis for/assumptions used to project the patient population mix.

Res gonse

Payor mix is based on current payor mix for nuclear medicine and nuclear

cardiology patients. The payor mix prior to the replacement of the SPECT camera
- and gamma cameras has not changed significantly since the installation of the
SPECT/CTs. .Moreover, the current payor mix is substantlally equivalent to the
payor mix at the time of the replacement

7. Financial Attachments I1&U

a. Provide a summary of revenue, expense, and volume statistics, without the CON project,
incremental to the CON project, and with the CON project. Complete Financial
Attachment I. (Note that the actual results for the fiscal year reported in the first column
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must agree with the Applicant’s audited financial statements.) The projecticns must
include the first three full fiscal years of the project.

Respornise: .
Please see Attachment X for Financial Attachments related to the Siemen’s

Symbia T in Nugclear Medicine.

Please see Attachment X for Financial Attachments related to the GE Discovery
570c¢ in Nuclear Cardiology.

Please note that the source of the volume and revenue data within all of the
financial-related attachments is RIMS (software used by the YNHH Finance
Departraent that captures billing and revenue). The data pulled from RIMS is
slightly different than the data puiled from Imagecast used to populate the data
listed in the tables above and cannot identify volume associated with a particular
machine. However, the RIMS data listed in the financial attachments is more
applicable with respect to financial matters. Thus, the Imagecast data was used
to identify volumes by machine and type of scan, and the RIMS data was used to
complete the financial-related attachments.

b. Provide a three year projection of incremental revenue, expense, and Volﬁme statistics
attributable to the proposal by payer. Complete Financial Attachment IL. The
projections must include the first three full fiscal years of the project.

Response:
Please see Attachment X for a list of assumptions.

¢. Provide the assumptions utilized in developing both Financial Attachments 1 and 11
(e.g., full-time equivalents, volume statistics, other expenses, revenue and expense %
increases, project commencement of operation date, etc.).

Response: :
Please see Attachment X for a list of assumptions.

d. Provide documentation or the basis to support the proposed rates for each of the FY's as
reported in Financial Attachment II. Provide a copy of the rate schedule for the proposed
service(s). ' '

Response:
A copy of the rate schedule is on file with OHCA.

e. Provide the minimum number of units required to show an incremental gain from
operations for cach fiscal year. '
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Response:
Please see Attachment X for a table of minimum units required fo show an

incremental gain from operations for each fiscal yzar.

f. Explain any projected incremental losses from operations contained in the financial
projections that result from the implementation and operation of the CON proposal.

Response: |
Please see the financial attachments in Attachment X. This is not applicable.

. Describe how this proposal is cost effective.

Resgonse
This project was, and continues fo be, cost—effectwe because YNHH replaced

outdated nuclear imaging equipment with more efficient and effective SPECT/CT
cameras. The new equipiment provides an image with more clarity than the old
SPECT camera and gamma cameras due in part to the low-dose CT component
which provides attenuation correction. Further, with the addition of the two new
SPECT/CT cameras, YNHH was able to retire one SPECT camera and fwo gamma
cameras. Prior to replacement, the outdated equipment could not produce the
high quality scans offered with the new SPECT/CTs. As a result, nuclear
medicine exams were often somewhat difficult to interpret due to artifacts and
shadows created by variations in tissue density. For beiter accuracy, a second
exam may be required, exposing patients to an additional injection of the proper
radioactive isotope. Now, the replacement SPECT/CTs produce images of
substantially greater quality, resulting in less false positives, less secondary

_ testing to confirm otherwise attenuated images, and less exposure to radiation.
Moreover, the replacement SPECT/CTs can produce images in much less time
than the equipment that was replaced. Thus, the SPECT/CT cameras have
provided, and continue to provide, cost effective care. :
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Yale scHoorn oF MEDICINE

ALBELNT J. SINUSAS, MD, FACC, FAHA
Professor of Medicine (Cardidlogy) and
Diagnestic Radiclogy

Ditector, Cardiovascular Iinaging

Director, Yale Transtational Research

Tinngrirg Center
State of Connecticut - PO Box 208017 New Haven CT 06520-8017
Office of Health Care Access ' T 203 785-4915 F 203 737-1026
Certificate of Need: Letter of Support ' . albertsinusas@yalecdu

cotrier

To whom it may concarn: = 230 Cedar Street, 3 FM2 New Haven CT 08510

Yale-New Haven Hospital purchased the hylrid SPECT/64-slice CT (Discovery NMCT570¢, GE
Healthcare) as a replacement for 2 existing garma cameras that were previously purchased
under threshold and were approaching end-of-life. One of these systems, an SMV dual headad
gamma camera (installed 2000), did not provided attenuation corraction, while the other was a
hybrid SPECT/CT (Hawkeye, GE Healthcare, Installed 2000) capable of CT-based attenuaﬂon
carrection,

This replacement equipment provides the standard attenuation correction capability that

corrects and minimizes shadows caused by tissue and muscle that may mask underlying
defects and abnormalities. However, the new system also offers the potential to perform low

dose non-diagnostic CT imaging with contrast for definition of the cardiac bhorders in order to
perform additional partial volume correction of SPECT images. This will allow more accurate
determination of regional myocardial perfusion, and assessment of the absolute myacardial
uptake of newer targeted radiotracers. One of these molecularly targeted agsnts, 2MIBG, .
was recently approved by the FDA for imaging of sympathetic function of the heart in patlen’ns
with heart failure. Although this agent was previously approved for non-cardiac.imaging, the
agent is now available for cardiac imaging. Imaging with '*I-MIBG has been shown to be useful
in risk stratifying patients at risk for sudden cardiac death, and potentially for the improved
selection of patients for an implantable cardiovertor defibrillator.

Other enhanced functionality and capability are available with the replacement hybrid SPECT-
CT cameras that are unavailable with the existing basic gamma cameras, including; state-of-the

. art technology for simultaneous cardiac and respiratory gating, and improved 'lmage alignment

capability, and improved detector sensitivity resulting in drastically shorter imaging time and
lowered radlation exposure noted below.

The older gamma cameras use a Nal crystal for the detector material, which is the material that
has been used for over 50 years, These detectors have inherent limitations and require
collimation that makes them less sensitive in terms of light absorption and activity defection,
The replacement SPECT-CT system’s hybrid gamma camera and 64-slice CT system employs
a new and highly innovative detector technology called Aleyone, which improves energy and
spatial resolution and reduces artifacts. The replacement hybrid SPECT-CT camera
emiploys an array of cadmium-zinc-telluride detectors {Alcyone technology) that provides; 1)
vastly improved sensitivity (5-fold increase) for detection of mu[trpie rad[msotopes 2) provides
better separation of isotopes with different emission energy, when imaging with multiple
isotopes simultaneously, 3) provides better spatial resolution (~5 mm versus 12 mm), and 4)
allows dynamic {"PET like") imaging for potential quantification of blood flow and intramyocardial
blood volume.
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~ The increased sensitivity allows us to image larger patients (BMI > 30) with a lowsr dose of -
the radiotracer, and facilitates same day stress and rest fmaging, versus the current iwo day
stay (that involves an additional overnight for inpatienis). The replacement camera's improved
sensitivity also reduces scan times from 20 minutes on a conventional camera to 3-6 minutes ar
less. Moreover, given the advanced Alcyone technology noted above, as well as the drastically
shortened imaging time, imaging protocols can bs modified to administer lower doses of
radioactive tracer to patients, significantly reducing their radiation exposure. The improved

- sensitivity also permits dynamic imaging of radiotracer delivery and washout, allowing absolute
quantification of radiotracer uptake and clearance. ' '

The improved energy resolution allows us to image two isotopes simultaneously, facilitating
gombined imaging with conventional perfusion agent and new molecular targeted agenis Ike
23

-MIBG, :

The improved spatial resolution of the Aloyone datectors should allow imaging of the atria -
along with the ventricles of the heart. The ability to image the atria would permit evaluation and
risk stratification of patients at rigk for atrial fibriltation, a growing health problem in the US. This
_ type of atrial imaging requires the hybrid system that combines high-resolution CT with high-
resolution and high-sensitivity SPECT. ) ' '

Given the replacement camera’s hybrid nature, compared to non-identical images from two
separate pieces of equipment, the aligned physiological information from the equipment's
‘gamma component perfusion scan and the anatomical information from the system's CT
component will provide physicians with matched images and enhanced ability to detect activity
- for diagnosis, while also reducing errors resulting from reviewing non-identical imagss taken
from different cameras on different days that must subsequently be manually aligned.

In summary, the replacement hybrid SPECT-CT camera will not only meet our current needs for -
basic attenuation correction of SPECT, but will also improve SPECT Image quality and
diagnostic accuracy, enhance imaging capabilities, significantly reduce radiation exposure, and
provide the Hospital’s patients with safer, more efficient, highar quality cars.

Sincerely;

Albert J. Sindsas, MD, FACC
Professor of Medicine and Diagnostic Radiology
Director, Cardiovascular Imaging
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EXECUTIVE SUMMARY

» Cardiovascular diseases (CVD) are a great public health concern. CVD account for ahout one-
third of all Connecticut resident deaths. Coronary heart disease (CHD}, cerebrovascular disease
(stroke) and heart failure {HF} are the main types, accounting faor 48%, 15%, and 8% respecnvely
of all CVD deaths.

e The CVD, CHD, and stroke age-adjusted mortality rates of Connecticut remdents decreased
significantly between 1999 and 2008.

s Approximately 55% of all Connecticut resident CVD deaths are among females. However, males
have significantly higher age-adjusted CYD mortality rates (2006-2008 data).

¢ Black Connecticut residents have the highest age adjusted CVD mortality rate as well as higher
age-adjusted CVD, CHD, and stroke premature mertality rates compared with White and
Hispanic residents (2006-2008 data).

& Hispanic Connecticut residents have significantly lower age-adjusted CVD and CHD mortality
rates than White residents (2006-2008 data).

e About 18% of all hospital discharges in Connecticut are due to CVD. Approximately 26% of CVD
hospitalizations are due to CHD, 12% to stroke, and 18% to HF (2008 data).

o Connecticut male residents have higher age-adjusted rates of hospitalizations for CVD, CHD,
stroke, and HF than female residents. Black Connecticut residents have higher rates of
hospitalizations for CVD, stroke, and HF than White and Hispanic residents {2008 data).

e About $2.2 billion was billed for CVD hospitalizations in Connecticut in 2008. Approximately
34% of CVD charges are for CHD, 12% for stroke, and 12%7for HF. CVD also incur enormous
indirect costs.

= Risk factors for CvD may be modifiable or non-medifiable. Key modifiable risk factors are high
blood pressure, high blood chelesterol, smoking, diabetes, obesity, and physical Inactivity. Non-
modifiable risk factors include increasing age and family history of heart disease and stroke.

¢ High blood pressure (HBP) is a major risk factor for heart attack and stroke. About 27% of
Connecticut adults have HBP. Caonnectfcut males are more likely than females to have HBP.
About 25% of White, 36% of Black, and 22% of Hispanic adults in Connecticut have HBP. Also,
Connecticut adults with lower annual household incomes are more likely to have HBP compared
to adults with higher annual household incomes {2007-2009 data). '

¢ High blood cholesterol (HBC) is a major risk factor for CHD. About 38% of Connecticut adults
have HBC. Connecticut males are more likely than females to have HBC. The prevalence of HBC
increases with age. Black and Hispanic Connecticut adults are less likely than White aduits to
have had their blood cholesterol tested. Connecticut adults with lower annual household
incomes are less likely than adults with higher annual household incomes to have had their
blood cholesterol tested (2007-2009 data).
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Cigarette smoking increases the risk of heart attack, stroke, and death from CHD. About 16% of
Connecticut adults are current smokers. Current adult smokers are maore likely to ke younger,
have lower annual household incomes, and he less educated. Among adults, smoking rates do
not vary significantly by gender or race and ethnicity (2007-2009 data). According the 2009
Connecticut School Health Survey, 15.3% of high school students are current smokers. White
high scheol students are more likely than Black and Hispanic students to be current smokers.

Diahetes has been recognized as a major risk factor for CVD. An estimated 6.9% of Connecticut
adults have diagnosed diabetes. Connecticut males are more likely to have diabetes than
females. Also, high rates of dizbetes are associated with older age, lower socioeconomic
position, and racial and ethnic minority status. About 5.6% of White, 14.9% of Black, and 10.5%
of Hispanic adults in Connecticut have diabetes (2007-2009 data). '

Obesity is an independent risk factor for CVD. An estimated 10.4% of high school students in
Connecticut are obese. High school males are more likely to be obese than females and
Hispanic students are more likely to be obese than White and Black students (2009 data).
Approximately 21% of Connecticut adults are obese. Older adults are more likely to be obese

‘than younger adults; males are more likely to be obese than females; and those with lower

annual household incomes are more likely to be obese than those with higher annual household
incomes. Also, Black and Hispanic adults are more likely to be obese than White adults (2007-
2009 data).

Physical inactivity is associated with an increased risk of a number of chronic health conditions
including CHD, high blood pressure, and obesity. Approximately 47% of Connecticut adults
participate in less than the recommended amount of physical activity. Older adults, females,
and adults with lower annual household incomes have higher rates of physical inactivity. About
44.5% of White, 59.7% of Black, and 54.2% of Hispanic Connecticut adults are physically inactive
{2007-2009 data). '

The co-prevalence of risk factors places an individual at elevated risk for CHD and stroke. About

- 42% of Connecticut aduits have two or more modifiable risk factors for CVD {2007-2009 data).

Early recognition of the signs and symptoms of heart attack and stroke increase the likelihood of
immediate emergency transport to the hospital and timely medical care. Only 13.6% of
Connecticut adults can identify all the proper heart attack signs and only 22.6% can identify all
the proper stroke signs. Women tend to be more knowledgeable than men about the signs and -
symptoms of heart attack and stroke (2007-2009 data).

Access to health care is crucial to the prevent'ion,'treatment, and management of CVD. About
9% of adults in Connecticut do not have health insurance. Approximately 6% of White, 21% of
Black, and 30% of Hispanic adults in Connecticut do not have health insurance {2007-2009).

Targeted public health interventions are warranted for all Connecticut residents with multiple
risk facters. Special emphasis should be placed on evidence-based interventions that address
risk factor reduction among Black, Hispanic, and lower-income Connecticut adults.
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THE BURDEN OF CARDIOVASCULAR DISEASES IN CONNECTICUT

INTRODUCTION
Cardiovascular disease refers to a wide variety of heart and blood vessel diseases. The most

commen forms of cardiovascular disease are coronary heart disease (CHD} and cersbrovascular disease.
Essential hypertension, heart failure (HF), and atherosclerosis are other common cardiovascutar diseases
(CVD).! CVD are of great public health concern because more than one-third of all deaths in Connecticut
are due to CVD and because prevention efforts have shown great potential in reducing the morbidity,

mortality, and disability of CvD.*?

MORTALITY _ _
CVD accounted for 9,351 Connecticut resident deaths in 2008, or about 33% of all deaths for the

period. In contrast, cancer deaths accounted for 24%: chronic lower respiratory disease, 5%;
unintenticnal injuries, 5%; and diahetes, 2% of all Connecticut resident deaths (Table 1).?

Table 1. Connecticut Resident Deaths, 2008

Calusg of Deéth } " | _'.N_l'l;:n-n'be'gi'_iqf Deaths Percent of Deaths:
T N N TF T ST
Cardiovascular Disease 9,351 ' 33%
Cancer 6,765 : 24%
Chronic Lower Respiratory Disease 1,494 5%
Unintentional Injury ' ‘ 1,362 5%
Alzheinmer’s Disease ' 831 3%
Pneumo-nia and Influenza 688 2%
Diabetes | 618 _ 2%

Source: Connecticut Department of Public Health, Vital Records Mortality Files, 2010.
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The major CVD are CHD and cerebrovascular disease or “stroke”. Stroke is the most severe clinical
manifestation of cerehrovascular disease, and the terms are used inferchangeably in this report.* CHD
accounts for 49% of all CVD deaths and includes hypertensive heart disease and ischemic heart disease
{2008 data). Stroke is responsible for about 15% of CVD deaths in Connecticut, and includes two major
types - ischemic stroke and herﬁorrhagic stroke. HF accounts for 8% of all CVD> deaths, while essential |

hypertension and atherosclerosis account for 4% of all CYD deaths in Connecticut (Figure 1).2

Figure 1. Cardiovascular Disease Deaths, Connecticut Residents, 2008

Essential Atherosclerosis
hypertension 1%
3%

N =9,351

Heart Failure
8%

Cerebravascular

deaths Coronary-heart
15% disease
49%,

Sources: Connecticut Department of Public Health, Vital Records Mortality Files, 2010.
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Trends in Age-adjusted Martality

Since the 1990s, CVD and CHD mortality rates” have decreased significantly for all Connecticut
residents.”® This continuing decrease in Connecticut CVD and CHD mortality rates mirrors a similar
decline in CVD and CHD mortality rates nationwide.” CVD and CHD mortality rates for Connecticut
residents have been consistently lower than those for the United States population (Figure 2 and Figure
3).>7 Since 2001, the Connecticut resident CHD mortality rate has been below the Healthy People 2010
target of 166 per 100,000 population (Figure 3). There is no Healthy People 2010 target for cvp.?

Figure 2. Age-adjusted Mortality Rates for Cardiovascular Disease, Connecticut & United States, 1983-
2008
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_Sources: Connecticut Department of Public Health, Vital Statistics Mortality Files, 2010. Centers for Disease
Control and Prevention, 2010. Note; Rates are adjusted to the 2000 US standard population. Classification
includes deaths with [CD-9 codes: 390-45%.9 (1989 to 1998); ICD-10 codes: 100-178.9 (1959 to 2008).

* The mortality rates presented in this report are age-adjusted mortality rates (AAMR). The AAMRs were
computed by the direct methad using the 2000 U.S. standard million population. The AAMRs were
calculated using the death records of Connecticut residents.
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Figure 3. Age-adjusted Mortality rates for Cargnary Heart Disease, Connecticut, United States, &
Healthy People 2010 Target, 1989-2008
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Source: Connecticut Depariment of Public Health, Vital Statisiics Mortality Files, 2010. Centers for Disease
Contrel and Prevention, 2010. Note: Rates are adjusted to the 2000 US standard population. Classification
includes deaths with ICD-9 codes: 402,410-414, 4292 (1989 to 1998); ICD-10 codes: 111, 120-25 (1959 to
2008).
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Stroke mortality rates of Connecticut residents did not change significantly in the 1990s.” However,
decreasing trends have been observed since 1999.° Connecticut resident martality rates from stroke
have been consistently l[ower than those of the U.S.” Since 2002, the Connecticut resident stroke

mortality rate has heen below the Healthy People 2010 target of 48 per 100,000 populatien (Figure 4) 3¢

Figure 4. Age-adjusted Mertality Rates for Stroke, Connecticut, United States, & Healthy People 2010
Target, 19569-2006 '
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During the 1890s, the Connecticut resident HF mortality rates increased significantly.® The increase
in the HF mertality rates throughout the 1990s has heen attributed to more people surviving heart
attacks experienced earlier in life and to the aging population.” Approximately 60% of all HF deaths in
Connecticut occur in persons aged 85 or older. In contrast, 45% of all CHD deaths and 49% of all
cerebrovascular disease deaths occur in persans 85 and older.” The 2006-2008 Connecticut resident HF
mortality rate was significantly lower than the 1999-2001 rate [daia not shown]; however, linear trend
analyses of HF mortality rates did not showa statistically significant change (p=0.05) for the period
1999-2008.>°

Cannecticut HF mortality rates have been consistently lower than those of the U.S.> 7 Thereis no
Healthy Pecple 2010 target for HF (Figure 5).2

Figure 5. Age-adjusted Mortality Rates for Heart Failure, Connecticui & the United States, 1983-2008
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Sourcaes: Connecticut Depariment of Public Health, Vital Statistics Mortality Files, 2010. Centers for Disease
Conirol and Prevention, 2010. Note: Rates are adjusted to the 2000 US standard population. Classification
jncludes deaths Wit_h ICD-9 code: 423.0 {1989 to 1998); ICD-10 code: 150.0 {1599 to 2008).
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Wertality by Gender
Approximately 55% of all Connecticut resident CVD deaths are among females (2006-2008 data}.

While more females than males die fram CVD in Cohnecticut, males have higher CVD mortzlity rates

" (Table 2). Connecticut males have a 45% higher mortzlity rate due to VD compared with females, a
71% higher mortality rate due to CHD, and a 30% higher mortality rate due to HF {n<0.001 for all
comparisons). The strolke mortality rates of Cennecticut males and females do not differ significantly.®

Table 2. Cardiovascular Diseases Daaths and Age-adjusied Mortality Rates (AAMR) per 100,000
Population, Conneciicut Residenis, 2006-2008
Cause of Death s All _
' | Deaths | AAMR | Deaths | AAMR | Deaths | AAMR

Male 1 Female

All Cardiovascular .
Di 28,369 219.7 12,889 266.8 15,480 184.4
[Sedses
Corenary Heart :
. 13,840 107.4 6,874 141.3 6,966 82.7
Disease
Stroke 4,385 33.8 1,646 - | 345 2,739 326
Heart failure :
2,139 16.0 863 13.6 1,276 14.4

Source: Connecticut Department of Public Health, Vital Records Mortality Files, 2010.
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Martality by Gender, Race and Ethnicity

Cordiovascular Disease .

The Connecticut resident CVD mdrtality rates differ by gender, race and ethnicity'with Black
Connecticut residents having the highest CVD mortality rates (2006-2008 data). The CVD mdrtality rates
of Black males and females are significantly higher than those of White males (p<0.001} and females.
(p<0.'05), respectively. Black males and females also have significantly higher CVD mortality rates
compared with Hispanic males and femnales {p<0.001 for both comparisons).” Conversely, Hispanic
males and females have significantly lower mortality rates due to CVD than White males and females
(p<0.001 for both comparisons) [Figure 6].> CVD mortality rates declined _si'gniﬁcantly forall
subpaopulation groups between 1999-2001 and 2006-2008 (p<D.OOi f;)r White and Black males and

- fernales; p<0.005 for Hispanic males; p<0.01 for Hispanic females) [data not shown].?-

Figure 6. Age-adjusted Mortality Rates for Cardiovascular Disease by Gender, Race and Ethnicity,
Connecticut Residents, 2006-2008, with 95% Confidence Intervals
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Source: Connecticut Department of Public Health, Vital Records Mortality Files, 2010.

" Throughaout this report racial groupings {e.g., “Black”, “White”) exclude persons of Hispanic ethnicity.
A Hispanic ethnicity category is included in figures and tables reflecting data separate from race
categories. Therefore, the modifier “non-Hispanic” is assumed.
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Coronary Heart Disease _

The CHD maortality rates differ ssmewhat by gender, race and ethnicity (2006-2008 data). Hispanic
males and females have significantly lower CHD mortality rates than White males and fernales as well as
Black males and females (p < 0.001 for males; p<0.005 for females) [Figure 7] The CHD mortality rates
of White males and famales do not differ significantly from the rates of Black males and females (Figure
7). CHD mortality rates declined significantly for all subpopulation groups in Connecticut between
1999-2001 and 2006-2008 {p<0.01 for Hispanic females; p<0Q.001 for other comparisons) [data not

shownl.?

Figure 7. Age-adjusted Mortality Ratas for Coronary Heart Disease by Gender, Race and Ethnicity,
Connecticut Resident, 2006-2008, with 95% Confidence Intervals
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Source: Connecticut Department of Public Health, Viial Records Mortality Files, 2010.
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Stroke

Stroke mortality rates differ somewhat by gender, race and ethnicity {2006-2008). Black males have
a sig'niﬁcant[y higher siroke mortality rate than White (p<0.005) and Hispanic males (p<0.05) [Figure g).>
However, the stroke mortality rates for Hispanic and White males do not differ significantly.? Likewise,
the stroke mortality rates for White, Black, and Hispanic females de not differ significantly {Figure 8).
Stroke mortality rates declined significantly for White males (p<0.001), White females (p<0.001) and
Black females (p<0.005) hetween 1999-2001 and 2006-2008 [data not shown].?

Figure 8. Age-adjusied Mortality Rates for Stroke by Gender, Race and Ethnicity, Connecticut
Residents, 2006-2008, with 95% Confidence Intarvals
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Heart failure

HE mortality rates vary little by gender, race and ethniclty (2006-2008 data). While the HF mortality
rate of White females is significantly higher than the rate of Hispanic females (p<0.005), the HF mortality
rate of White and Black females does not differ significantly [Figure 9].% The difference in the mortality
rates of Black and Hispanic females does not reach statistical significance.” Also, the HF mortality rates
of White, Black, and Hispanic males do not differ significantly [Figure 9].* White females and the overall
Black Connecticut population experienced a statistically significant decline iﬁ the HF mortality rate
between 1999-2001 and 2006-2008 (p<0.05 for both comparisons) [data not shown].?

Figure 9. Age-adjustéd Mortality Rates for Heart Failure by Gender, Race and Ethnicity, Connecticut
Residents, 2006-2008, with 35% Confidence Intervals
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Source: Connecticut Department of Public Health, Vital Records Mortality Files, 2010.
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Framature Mortality by Gender, Race and Exhnicity

Premature mortality®, defined as the “years of potential life lost before age 75,” focuses on deaths
that occur at younger ages. For example, a person-who dies at age 45 is considered to have [ost 20 years
of life, and a person who dies at 70 is considered to have lost 5 years of life.* Premature mortality is

impartant because it emphasizes the years of productive life that are lost to seciety.

Cardiovascular Disease

CVD premature mortality rates differ by race and ethnicity as well as gender {2006-2008 data).
Black males and females have significantly higher CVD premature mortality rates com‘pafed with White
and Hispanic males and females (p < 0.001 for all comparisons) [Figure 101.> However, the CVD
premature mertality rates of White males and females do not differ significantly from the rates of
Hispanic males and females.”. Also, males have significantly higher CVD premature mortality rates than
females (p<0.001) (Figure 10).° _ _

The CVD premature mortality rate declined significantly for the overall Connecticut population
between 1999-2001 and 2006-2008 (p<0.001}) [data not shown]. Similarly, CVD premature moftality
rates declined significantly for White males {p<0.001), White females (p<0.001), Black females
{p<0.001}, Hispanic males {p<0.05), and Hispanic females (p<0.05) [data not shown]. CVD premature
maortality rates fér Black males did not change significantly from 1999-2001 to 2006-2008 [data not

shown].?

*The premature mortality rates presented in this report are age-adjusted “Years of Potential Life Lost
(YPLL) under 75 years”. Age-adjusted rates wera computed by the direct methad using the 2000 U.S.
standard millicn population and Conneciicut resident death records.
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Figure 10. Age-adjusted Pramature Mortality Rates for Cardiovascular Disease by Gander, Race and
Ethnicity Connecticut Residents, 20056-2008, with 95% Confidence Intervals
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Coronary Heart Disease

'CHD premature mortality rates differ by race, ethnicity, and génder (2006-2008 data). The CHD
premature mortality rates of Black mzles and females are significantly higher tHan those of White and
Hispanic males and females (p<0.001 for all compérisons) iFigure 111.° However, the CHD premature
mortality rates of White and Hispanic residents do not differ significantly.®> Also, males have a
significantly higher CHD premature mortality fate than females {p<0.001) [Figure 11].°

The CHD premature mortality rate declined significantly for the overall Connecticut population
between 1999-2001 and 2006-2008 (p<0.001) [data not shown]. Similarly, CHD premature mortality
rates declined significantly for ail subpopulation groups (White males, p<0.001; White females p<0.001;
Black males, p<0.05; Black females, p<0.001; Hispanic males, p<0.005; and Hispahi'c females, p<0.05}

[data not shown].?

Figure 11. Age-adjusted Premature Mortality Rates for Coronary Heart Disease by Gender, Race and
Ethnicity, Connecticut Residents, 2006-2008, with 55% Confidence Intarvals
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Scurce: Connecticut Departiment of Public Health, Vital Records Mortality Files, 2010,
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Stroke

Stroke premature mortality rates vary by gender, race and ethnicity (2006-2008 data). Overall,
males have a significantly higher stroke premature mortality rate than females (p<0.005) [Figure 121.°
The stroke premature mortality rates of Black and Hispanic males are significantly higher than that of
White males (p<0.001 for Black and White male comparison; p<0.05 for Hispanic and White male
comparison) [Figure 12].* However, the stroke premature mortality rates of Hispanic and Black males do
not differ significantly.> While Black females have a significantly higher stroke premature mortality rate
than White females (p<0.003), the stroke premature mortality rates of Hispanic and White females are
not statistically different [Figure 12].> Also, the stroke premature mortality rates of Black and Hispanic
females do not differ significantly.’ |

The stroke premature mortality rate declined significantly for the overall Connecticut pepulation
(p<0.005), Whita males (p<0.05), and White females (p<0.05) hetween 1999-2001 and 2006-2008
{p<0.005) [data not shown]. The dacling in the strokeApremature mortality rates for Black and Hispanic

males and females do not reach statistical significance (daifa not shown).’

Figure 12. Age-adjusted Premature Mortality Rates for Stroke by Gender, Race and Ethnicity,
Connecticuti Residents, 2006-2008, with 95% Confidence Intervals
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Heart failure ‘

The Connecticut resident HF premature mertality rate does not differ significantly by gender or race
and ethnicity (Figure 13 and Figure 14) [2006-2008 data).® HF premature mortality rates did not decline
sighificantly between 1999-2001 and 2006-2008 [data not shown].®

Figure 13, Age-adjusted Premature Mortality Ratas for Heart Failure by Gander, Race and Ethnicity,
Connecticut Residents, 2006-2008, with 95% Confidencea Intervals
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Figure 14. Age-adjusted Premature Mortality Rates for Heart Failure by Gender, Connecticut
Residents, 2006-2008, with 35% Confidence Intervals '
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MORBIDITY |
There were 59,664 Connecticut resident discharges from Connecticut hospitals for all CVD i.n-2008.
This represents 18% of all hospital discharges (excluding pregnancy and childbirth related discharges)
- and 23% of all hospital hilling charges in the stéte.lc_’ Approximatély 26% of all CVD discharges are due to
. CHD, 12% are for stioke, and 18% are for HF. The median length of stay for CHD, stroke, and HF is two,
three, and four days, respectively. The median length of stay for all hospital discharges in Connecticut is

three days.”®
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Hospitalizations by Gender
Hospitalization rates® vary by gender (2008 data). Males have significarntlny higher rates of
hospitalizations for all CVD, CHD, stroke, and HF compared with females {p < 0.001). More females than

males, hawever, are hospitalized for stroke and HF [Takle 3].%°

Table 3. Hospitalizations and Age-adjusted Hospitalization Rates (AAHR) for Cardiovascular Diseases
per 100,000 Population, Connecticut Residents by Gender, 2608
: DiagnosticGroup . |~ All ’ ' Male - Femala

Discharges AAHR Discharges AAHR .Disc'harges AAHR

All Cardiovascular '
59,664 1,483.1 31,748 1,862.9 27,916 1,184.1

Diseases
Caronary Heart .
Di 15,779 392.0 9,877 559.2 5,902 254.2
isease ]
stroke : 7,413 183.6 3,626 216.1 3,787 158.1
Heart failure :
10,725 259.9 5,331 326.8 5,384 213.8

Source: Connecticut Department of Public Health, Connecticut Hospital Dischargs Abstract and Billing Data
Base, 2010. '

*Hospitalization rates were calculated using 2008 Connecticut resident hospitalization discharge data
and were age-adjusted based on-the 2000 U.S, standard million population.
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Hospitalization Rates by Race and Ethnicity

Hospitalization rates differ by race and ethnicity (2008 data). Black residerits have significantly
higher rates of hospitalizations for CVD, stroke, and HF than both White and Hispanic residents (p<0.001
for all comparisons). Black residents’ rate of hospitalizations for CHD, however, is not significantly
different than that of White and Hispanic residents." Hispanic residents have significantly higher
hospitalization rates for CVD (b<0.001) and CHD (p<0.01) than White residents. In contrast, Hispanic
residents have a significanﬂy lower rate of hospitalization for HF com pared with White residents
(p<0.05). Furthermore, the rates of hospitalization for stroke of Hispanic and White residents are not

significantly different (Table 4).°

Table 4. Hospitalizations and Age-adjusted Hospitalization Rates (AAHR) for Cardiovascular Diseases
per 100,000 Popula’c[on Cannertlcut Residents by Race and Ethnicity, 2008
‘ D:agnos’nc Group Al - White; non- Black nen- _ Hispanic

_ ' Hispanic Hispanic AR :
Discharges AAHR E:i;charges AAHR [Discharges| AAHR Discharges_; AAHR

“lAll Cardiovascular
Diseases
Coronary Heart
Disease
Stroke

59,664 11,483.1| 48,395 |1,380.4| 5555 |2,114.2| 3,667 }1,713.6

15,779 | 392.0°| 13,106 | 378.2 992 375.9 954 427.2

7,413 183.6 | 6,033 | 1705 700 270.5 403 185.7

Heartfallure | 45755 | 2509 | 8368 | 2310 | 1,185 | 4639 | 731 | 390.1

Source: Connecticut Department of Public Health, Connecticut Hospital Discharge Abstract and Billing Data '
Base, 2010.. :
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Econaimic Costs

The estimated national annual cost for the medical management of CVD was $503.2 hillion in 2010,
or about 51600 per person.” This estimate includes direct medical costs and indirect costs. The indirect
cost of CVD is associated with lost preductivity from illness and premature death. Also, CVD are major
causes of disability, limiting an individual’s ability to liveindependently and negatlvely impacting the
quality of life for individuals and' families. For these reasons, CVD canincur enormous indirect costs,
Assuming that disease rates and per person costs are the same in Connecticut as they are na’c-i_onwide,
the estimated economic burden of C¥D in the state is about $5.8 billion. A large portion of these costs is
attributable te inpatient hdspitalizations. . ‘

Total Connecticut CVD hospital charges in 2008 were about $2.2 billion, with a median charge of
$23,172 (Figure 15). About 33% of total CVD hospitalization charges were for CHD, 12% were for stroke,‘ ‘
and 15% were for HF.' Madian hospital charges were $34,792 for CH N, $19,772 for stroke, and $17,408

Tor HF. In contrast, the Waﬁ éh‘@fg'é for alt hospital discharges in Connecticut was $16,727.%

. Figure 15, Cardiovascular Disease Hospital Charges, Connécticut Rasidents, 2008

N =52,201,491,961

Other
Cardiovascular
Disease, 40%

Coronary Heart
Diseases, 33%

Congestive Heart

Stroke, 12% _. Failure, 15%-

Source: Connecticut Depariment of Public Health, Connecticut Hospital Discharga Abstract and Billing Data
Base, 2010. ' :
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RISK FACTORS ,

Risk factors for CVD may be non—modiﬁabler(e.g., increasing age or family history) or modifiable
(high blood pressure, high chalesterol, smoking, diabetes, obesity, physical inactivity) [Table 5].
Increasing age is a key risk factor for heart disease, stroke, and HF." About 86% of all CVD deaths in
Connecticut occur among those aged 65 years and older. About 85% of all CHD deaths, 90% of all stroke
deaths, and 96% of all HF deaths in Connecticut occur among persons aged 65 yéars and older.” For’
men and women, major increases in the CVD mortality rate begin in the 35-to-44-year-old age group.* A
family history of heart disease and stroke increases one’s risk of developing these diseases. A '
combination of inherited characteristics and behavioral patterns (e.g. similar dietary, srhoking, and
activity habits) are thought to partially explain increased risk within families.*!

Lower sociceconomic position (SEP) is an important risk marker for CVD. SEP is commonly
measured by personal incame, household income, or educational attainment level. Persons of lower
SEP have higher CVD morbidity and mortatity than do middle- or upper-income persons. Behavioral risk
factors such as smoking, hypertension, and obesity are more prevalent in persons of fower SEP and may
explain some of the observed disparity; however, other factors, like neighborhood socioecenomic
-environment, appear to have effects on individuals’ risk for CVD.! Low-income neighborhood
environments may contribute to increased CVD risk and poorer health outcomes hecause of such factors
like poorer air quality, fewer food choices, and lower quality and/or lack of public services. Persons with
lower incomes tend to have less access to and/or less effectively use preventive health services that are
important to the early detection and treatment of hypertension.'” While low-socioeconomic position

-may be considered “modifiable” in the sense that people can move in and out of poverty during a
lifetime or over generations, it is not usually within a given individual’s control to change his or her

social position or neighborhood environment. ' o

Table 5. Risk Factors for Cardiovascular Disease

iodifiable Rislk Factors Non-Moedifiable Risk Factors
' s High blood pressure ¢ Increasing age

s High cholesterol »  Family history

s  Smoking

« Diabetes

. Obésity

e Physical inactivity '
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Modifiable Risk Factors

Current Connecticut Behavioral Risk Factor Surveillance System (BRFSS)** data show that about one
out of three Connecticut adults report having one modifiable risk factor for CVD.* Followingare
summaries of the six main risk factors (high blood pressure, high blood cholesteral, tobacco use,

diabetes, obeasity, and physical inactivity) for CVD.

High Blood Pressure . ‘
High bleod pressure (HBP) is a major risk factor for heart attack and the most important modifiable
risk factor for stroke. People with elevated blood pressure (2140 mmHg systolic / 90 mmHg diastolic)
are 2 to 4 times more likely to develop CHD as are people with normal blood pressure {<120 mmkg
systolic / 80 mmHg dia\s’co]ic).:L Studies have found that individuals with a normal blood pressure have
approximately half the lifetime risk of stroke ccmpéred to those with high blood pressure.?” '
Approximately 27% of Connecticut adults report having HBP {2007-2009 data) compared with about
29% of adults nationwide (2009 data) (Figure 16).% %

markedly with age, as does the prev'ei]ence of hypertension, and drug treatment for HBP." For example,

-The risks for hypertension-related CVD increase

15.4% of Connecticut adults aged 35-44 years report having HBP compared with 57.8% of Connecticut
adults aged 65 years and older {p<0.001) [data not shown].*

The rates of HBP also differ by gender. Approximately 27.4% of Connecticut males have HBP -
compared with 22.5% of females {p<0.001) [data not shown].* -

The prevalence of HBP varies by race and ethnicity. Black Connecticut adults are more iikely to have
HBP than White and Hispanic Connecticut adults {p<0.001 for Both comparisons). The rates of HBP
among White and Hispanics adulis do not differ significantly. About 25% of White, 36% of Black, and

22% of Hispanic adults report that they were told they had hypertension (Figure 17).%

" Unless otherwise stated, the BRFSS data presented in this report are based on 2007-2009 survey
responses from non-institutionalized Connecticut adults.
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Figure 16. Prevalence of Modifiable Risk Factors for Cardiovascular Diseases among Adults in the
United States (2009, with 5% Error Bars) and Connecticut (2007-2008, with 95% Confidence Intervals)

&0

49.0
469

37.5 378

40 ~

20

Unadjusted percent

High Blood High Current Diabetes Obesity Physical
Pressure -Chelesterol  Smoking Inactivity*

Modifj isk Factors
| mus acrt

Sources: Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System (BRFSS),
2010. Connecticut Department of Public Health, BRFSS, 2010.
*Participated in less than the recommended amount of physical activity.

Figure 17. Age-adjusted Prevalence of High Blood Pressure among Connecticut Aduits by Race and
Ethnicity, 2007-2009, with 95% Confidence Intervals
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Source: Connecticut Department of Public Bealth, BRESS, 2010.
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Connecticut aduits with lower annual household incomes tend to have a higher prevalence of HBP
campared to Connecticut aduits with higher annual hausehold incomes. For example, 33.9% of adults
with an annual househeld income less than $25,000 have diagnosed .HBP cempared to 21.9% of adulis
with annual heusehold income of at least 575,000 (p<0.001) [Figure 18].%*

Figure 18. Age-adjusted Prevalence of High Blood Pressure among Conneciicut Adults by Annual
Household Income, 2007-20089, with 85% Confidanca Intervals
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Source: Connecticut Department of Public Health, BRESS, 2010.
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High Bload Cholesterol

16,17 i -
Cyslipidemias, or an

High bloed chalesteral (HBC) is considered a major riskfactorfor CHD.
abnormal amount of lipids (2.g. high blood cholesterol) in the blood, were not traditionally regarded as a
risk factor for siroke; however, a recent meta-anzlysis of statin therapy found tﬁat freatment of
dyslipidemia decraases the risk of nonhemorrhagic stroke.! Control and reduction of HBC is important.
A 10% decrease 1o total blood cholesteral levels may r.ed.uce the incidence of CHD by as much as 30%.'

About 38% of adults in Connecticut {2007-2009 déta) and nationwide (2009 data) were told they
had HBC (Figure 16)."*® The pravalence of HBC increases with age. For example, 38.1% of
Connecticut’'s adults aged 45-54 years report having HBC compared with 53.4% of Connecticut’s adulis
aged 65 years and older (p<0.001) [data not shown].* ' '

The prevalence of HBC also varies by gender. Approximately, 39.2% of Connecticut males have HBC
compared with 29.7% of females (p<0.001) [data not shown]. **

Connecticut aduits compare Tavorably to adults nationwide In terms of cholasterol screening. About
82% of Connecticut aduits report having had their blood cholesterol screened withfn the last five years
(2007-2009 data) compared with 77% of adults in the U.S. (2009 data)."®** Connecticut adults with
lower incomes are more likely to report that they have never had their blood cholesterol tested -

- compared to adults with higher incomes. For example, adults with annual hausehold incomes less than
525,000 are significantly more likely to report that they have never had their blood cholesterol tested
compared to individuals with annual household incomes of $75,000 or more (péO.DOl) (Figure 19]. In

contrast, the prevalence of HBC does not differ significantly by annual household income [Figure 70].**
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Figura 19. Age-adjusted Percentage of Connecticut Adults Who Have Never Had Their Cholesterol
Testad by Annual Household Income, 2067-2009, with 95% Confidence Intervals
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Black and Hispanic adults are significantly more likely than White adults to report never having had
their blood cholesterol tested {p<0.05 for Black and White comparison; p<0.001 for Hispanic and White
comparison). Hispanic adults are also mare likely than Black adults to report never having had their
blogd cholestercl tested {p<0.05). An estimated 14.8% of White, 21.7% of Black, and 31.1% of Hispanic
adults report never having had their blocd cholesterol tested {Figure 21]. In contrast, the prevalence of
HBC does not differ significantly by race and ethnicity [data not shown].*

The rates of never having had blood cholesterol tested do not differ significantly by gender.
Approximately, 16.9% of males and 16.4% of females in Connecticut have never had their blood

cholesterol tested [data not shown].™

Figure 21. Age-adjusted Percentage of Connecticut Adults Who Have Never Had Their Cholesterol
Tested hy Race/Ethnicity, 2007-2009, with 95% Cenfidence Intervals
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Source: Connecticut Department of Public Health, BRFSS, 2010,
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Smoking

Cigarette smoking is a major modifiable risk factor for CVD. Smoking causes reduced blood vessel
elasticity by increasing arterial wall stiffness. Smoking increases the risk of heart attack two-fold.
Smokers have higher CHD mortality rates than nen-smokers and the risk of death increases with greater
number of cigareties smoked. Current smokers have more than twice the risk of stroke compared with

| those who have never smoked. People who stop smoking decrease their siroke risk and their risk of
CHD mortality.
About 16% of Connecticut adults rebort being current smokers (2007-2009 data} compared with
ahout 18% of adults nationwide {2009 data) [Figure 16]."*"® According to the 2009 Connecticut School
Health Survey (CSHS), 17.8% of high schoal students report being current smokers.”
Among adults, current smokers are more likely to be younger. For example, an estimated 22% of
Connecticut adults aged 18 to 24 years old are current smol;ers compared with 14% of those aged 55 to
64 (p<0.01), and 6% of those aged 65 and older (p<0.001) [data not shownl.* Smokers are also more
[tkely to be individuals who have lower incomes and are less educated. For instance, about 31% of
Conhecticut's adults with annual household incomes under $25,000 are current smokers, compared to
10% of adults with annual household incomes of $75,000 or more (p<0.001) [Figure 22].** Similarly,
about 31% of adults with less than a high school education report being current smokers compared to
about 9% of adults who graduated from college {p<0.001} [data not shown].*
The rates of smoking do not differ significantly by gender. An estimated 16.8% of adult males and
15.2% of adult females are current smokers while an estimated 19.0% of high school males and 16.5% of .
“high school females are cuirent smokers {data not shown).** % ' '

~ Among Connecticut aduits, smoking rates do not differ significéntly by race and'ethnicity. An
estimated 15.8% of White, 19.1% of Black, and 15.6% Hispanic adults report being current smokers [data 7
not shown].™* However, the rates of smoking among high school students do vary by race and ethnicity.
White Connecticut high school students are more likely to be current smokers tha.n Black (p<0.001) and 3
Hispanic {p<0.05} students. Also, Hispanic students are more likely than Black students to be current
smokers {p<0.05} [Figure 23].%° '
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Figure 22. Age-adjusted Percentage of Connecticut Adults Who Are Current Smokers hy Annual
Household Incame, 2007-2009, with 95% Confidence Intervals
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_Source: Connecticut Department of Public Health, BRFSS, 2010.

Figure 23. Percentage of Connecticut High School Students Who Smoked Cigareties on One or More of
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the Past Thirty Days by Race and Ethnicity, 2009, with 95% Confidence Intervals
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Diabetes

Diabetes has heen recognized as a major risk factor for CVD. CVD is the primary cause of death for
persons with diabetes, accounting for about 65% of the mortality. Individuals with diabetes are 2 to 4
times more likely to develop CHD and 2 to 5 times more likely to have a strake than the rest of the
population. People with diabetes often have HBP, HBC, and are overweight, further increasing their risk
for CvD.! _ '

An estimated 6.9% of Connecticut adults have diagnosed diabetes (2'007-2009 data) compared with
ahout 8% of adults nationwide {2009 data) [Figure 16]."**® The prevalence of diabetas varies by gender,

age, race and ethnicity, and SEP."**°

Males are more likely to have diabetes than females. An estimated
7.3% of Connecticut males have diahetes compared wwith 5.7% of females {p<0.005) [data not shown].*
Also, the prevalence of diabetes increases with age. Approximately 3% of adults aged 35-44 years
report having diabetes compared to approximately 16.5% of adults aged 65 years and older {p<0.001)
[data not shown].** Black and Hispanic adults have a significantly higher prevalence of diabetes
compared with White adults (p<0.001 for bo{h comparisons). The prevalence of diahetes among Black
and Hispanic adults does not differ significantly. An estimated 5.6% of White, 14.9% of Black, and 10.5%
of Hispanic adults report having diabetes [data not shown].** Adults with lower anhual household
incomes have a higher prevalence of diabetes compared to adults with higher annual household
incomes. For example, approximately 12% of adults with annual household incomes under $25,000
- report having diabetes, compared with about 5% of adults with household incomes over $75,000
(p<0.001) [Figure 24].** ' ' o

Figure 24, Age-adjusted Prevalence of Diabetes among Connecticut Adults by Annual Household
Income, 2007-2009, with 95% Confidence Intervals
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Diabetes self-management education is essential because improperly controlled diabetes can result
in CVD, kidney disease, blindness and loss of limb. itis, therefore, a particular concerp that about 52%

of Cannecticut adults with diabetes repori that they have never taken a course to manage the disease.™

Obesity
Body mass Index (BMI}, or weight adjuﬁted for height, is a widely used screening method for obesity.

For children and adolescents, BMI is compared to age- and gender-specific pert_:eriti!es on the Centers

for Disease Control and Prevention (CDC) growth charts. Children and adolescents with a BMI greater

than or equal to the 85 percentile but less than the 95 percentile are considered overweight. Children
and adolescents with a BMI greater than or equal to the 95 percentile are considered obese.” Medical
guidelines for adults identify normal/desirab!é weight as a BMI under 25, overweight as a BM! of 25 to

29.9, and ohese as a BMI of 30 or more. The prevalence of obesity has more than doubled over the past

three decades in the United States.”* The development of obesity involves sacial, behavieral, cultural,

physiological, metabolic, and genetic factors. High calorie diets, along with less physical activity, have
contributed 1o the obesity epidemic in our soq:ie’cy."‘l'22

Obesity increases the risk of morbidity from hypertension, dyslipidemta, CHD, and stroke. All-cause
mortality increases with increasing body weight.”” Ohesity is also an independent risk factor for CVD.

. The risk of ischemic stroke increases with increasing BMLI. Studies have also suggested that body fat
distribution may affect CHD risk. Upper body or abdominal fat seems to increase CHD risk regardless of
BMI. Weight reduction can affect several of the modifiable risk factors for stroke thereby reducing the
incidence of stroke.* '

According to respohses to the 2009 CSHS, an estimated 14.5% of Connecticut high school students
were overweight and 10.4% were obese.” Obesity rates among high school students in Connecticut
vary by gender and race and ethnicity. Male Connecticut high school students are sighiﬂcant[y maore
likely to be obese than female high schoal students (p<0.05). An estimated 13.8% of male and 6.7% of
female high school students in Connecticut are obese [data not shownl.”® Also, Hispanic Connecticut
high schaol students have higher rates of obesity than both White {p<0.001) and Black {p<0.05) high
school students. The difference in the rate of ohesity among White and Black high schoal students does
not reach statistical significance. An estimated 8.7% of White, 12.5% of Black, and 17% of Hispanic

Connecticut high schoal students are obese [data not s‘hown].19
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An esti\r_nated 21% of Connecticut adulis are ohese (2007-200% data) cbmpared with about 27% of
zdults nationwide (2009 data) [Figura 16]."*** Approximately 38% of Connecticut adults are overweight
and 41% are neither overweight nor ohese [data not shown]." Rates of obesity differ by SEP. For
example, anproximately 30% of adults with annual househeld incomes Ies_;s than 525,000 are chese
comypared with 17% of those with annual househo[d incomes over §75,000 (p<0.001) [Figure 25].**
Rates of abesity also differ by race and ethnicity. Black and Hispanic adults are more likely to be chese”
than White adults (p<0.001 for both comparisons) [data not shown]. Black adults are also more likely to

- be obese than Hispanic adulis (p<0.05). About 20% of White, 36% of Black, and 27% of Hispanic adults
are ohese [data not shown].* Furthermore, males are more likely to be obese than females. An
estimated 27.9% of males are obese compared with 19.2% of females (p<0.005) [data not shownl."!
Additionally, older adults are more likely to be obese than younger adults. Approximately 11% of adults
age 18-24 years are obese compared with 25% of adults aged 55-64 years (p<0.001} [data not shown]."

Obease adults are significantly more likely to repa r’é that they are in pooref health compared with
non-obese adults. About 19% of adults who are obese report that they are in fair or poor heaith

compared with about 9% of Connecticut adults who are not obese (p<0.001) [data not shown].}*

Figure 25. Age-adjusted Prevalence of Obesity among Connecticut Adults by Annual Household
Income, 2007-2009, with 95% Confidence Intervals '
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Physical Inactivity

Physical inactivity is associated with an increased risk of a number of chronic health conditions
including CHD, diabetes, some cancers, HBP, ohesity, and osteoporosis. Studies have shown that
physical activity has protective effects on strokes.”

The American College of Sports Medicine (ACSM), the American Heart Association (AHA), and the
CDC recommend that healthy adults aged 18-65 years participate in moderate-intensity aerobic physical
activity fdr a minimurm of 30 minutes an five days per week or vigorous—i.ntensity aerohic physical
activity for a minimum ef 20 minutes on three days per week. **?* The guidelines are the same for
adults aged 65 years and older; however, if older adults are unable to meet thase guidelines because of
chronic conditions, it is recommended that they participate in as much physical activity as possible.”®

“Physical inactivity” is defined here as not meeting the recommendations of the ACSM, AHA, and
CDC as described above, Approximatély 47% of Cannecticut adults report participating in less than the
recommended amount of physical activity {2007-2005. data) compared with 49% nationwide (2009 data)
(Figure 16)."* " Rates of physical |nactlwtv are higher among older adults, women, racial or ethnic
minorities, and people with low incomes.” Physu:al inactivity increases with age. About 56% of adults
65 years old and older are physically inactive compared with about 48% of adults aged 45 to 64 years,
and 43% of adults aged 18 to 44 years {p<0.001 for both comparisens) [data not shown]. Similarly, the
physical inactivity rate among adults aged 45 to 64 years is signiﬂcantly higher than that of adults aged
18 0 44 years (p<0.005) [data not shown].** Likewise, females are more fikely to be physically inactive
than males. An estimated 48.5% of adult females are physwally inactive compared with 44% of adult
* males {p<0.05) [data not shown].”" Additionally, Black and Hispanic adults are significantly more likely
to report higher rates of physical inactivity than White adults (p<0.001 for Black and White comparison;
p<0.005 for Hispanic and White comparison). The rates of physical inactivity among Black and Hispanic
adults do not differ SIgnlflcantly Approximately 44.5% of White, 59.7% of Black, and 54.2% of Hispanic
adults report that they are physically inactive (data not shown). ¥ furthermore, adults with lower
incomes.are more likely to be physically inactive compared to adults with higher incomes. For example,
about 58% of adults with annual household incomes of less than $25,000 are physically inactive
corhpared to 41% of adults with annual household incomes of $75,000 or more (p<0.001} [Figure 2611
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" Figure 26. Age-adjusted Prevalence of Physical Inaciivity among Cannecticut Adults by Annual
Household Income, 2007-2009, with 85% Confidence Intervals
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Co-Prevalence of Cardiovascular Risk Factors )

The co-prevalence of risk factors. places an individual at elevated risk of CHD and stroke.”®
Approximately 42% of Connecticut adults repoft having two or more and 19% report having three or
more modifiable risk factors for CvD." The co-prevalence of risk factors contributes to the complexity

of disease management.
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RECOGNIZING THE SIGNS AND SYMPTOMS CF HEART ATTACK AND STROKE

The Healthy People 2010 national objectives for hoth heart disease and stroke include increasing the
proporiion of persons who are aware of the early warning signs and symptoms of heart atiacl and
stroke and the necessity of calling 911 when persons are suffering from either of these conditions (Table
6).% Early recognition of heart attack and stroke and calling 917, increase the likelihood of immediate

emergency transport to the hospital and fimely medical care that can réduce disability and death.

Table 6. Warning Signs for Heart Aitack and Stroke

Heart Aitack Stroke
e Jaw, neck, back pain s  Severe headache with no known cause
e lightheaded, faint & Trouble seeing in one or both eyes
=  Shortness of breath e Confusion, trouble speaking
¢ _ Arm or shoulder discomfort ¢ Trouble walking, dizziness, or loss of
7 halance
s Chest pain or discomfort
s Sudden numbness/weakness of face,
arm, or leg

Source: American Heart Association, 2010.
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The percentage of Connecticut adults who know all the warning sigins and symptoms for haart atiack
and stroke tends to be very low. Only 13.6% of adults can identify all the proper heart attack signs and
only 22,6% can identify all the proper stroke signs (2007-2009 data).’* Women tend to be more
knowledgeahle than men ahout the signs and symptoms of heart attack and stroke. An estimated 16.4%
of females know all heart attack signs compared with about 10.4% of males (p<0.001).** Also,
approximately 23.5% of females know all signs of siroke compared with about 21.4% of males; however,
this difference is not statisticaily significant [Figure 271.% Maost adults, 91.4%, know that they shoutd call

911 If they thought that someone was having a heart attack or stroke [data not shown].™

Figure 27. Age-adjusted Percentage of Connecticut Adults Who Know All the Signs of Heart Attack and
Siroke by Gender, 2007-2809, with 95% Confidence Intervals
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-Source: Centers for Disease Control and Prevention, BRFSS, 2010.
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ACCESS TO HEALTH CARE

Access to health care is crucial to the prevention, treatmeant, and management of heart disease and
stroke. People without health insurance are less likely than those with health insurance io have a usual
source of care, to receive preventive health care services, and to receive appropriate medical
management of chronic conditions such as HBP, HBC, and diabetes.”” About 9% of adults aged 18 and
over do not have health insurance (2007-2009 data) compared with approximately 14% of adults
nationwide (2009 data).**** Black and Hispanic Connecticut adults are significantly less likely to have
health insurance than White Connecticut adults (p(D.ODl for both comparisons). Approximately 6% of
White, 21% of Black, and 30% of Hispanic adults do not have health insurance.™ Comparable national
figures show that about 11% of White, 21% of Black, and 31% of Hispanic adults report having no health

insurance (Figure 28).%

Figure 28. Percantage of Adults Who Do Not Hava Health Care Coverage bv.Race and Ethnicity, US
(2009, with 5% Error Bars) and CT (2007-2009, with 95% Confidence Intervals)
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ite Black "~ Hispanic
Race and Ethnicity '

Source; Centers for Disease Cantrol and Prevention, BRESS, 2010, Connecticut Department of Public Health,
BRFSS, 2010. !
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TARGETING HIGH-RISK POPULATIONS

The high co-prevalence of madifiable risk factors for CVD indicates the need for public healih
interventions that focus on the prevention, early detection, and control of modifiable risk factors. The
CDC recommends focusing efforts on increasing low dose aspirin therapy according to recognized
guidelines; preventing and controlling HBC; reducing sodium intake; preventing and controlling HBC; and
increasing the number of smokers counseled to quit and referred o quit Iinés as well as increasing the
availability of no or low-cost cessations prooiuc‘cg,._28 The CDC zlso recomimends addressing the priority
areas through policies, systems, and environmental changes with the potential for broad reach and -
impact on the general populaticn and high-risk ch]:nu-la’cions;.23 _

High-risk populations in Cannecticut include Black, Hispanic, and lower-income residents. Black
Connecticut residents have higher CVD and stroke mortality rates as well as higher CVD, CHD, and stroke
premature mortality rates compared with White Connecticut residents. Black and Hispanic Connecticut
residents have significantly higher rates of some important modiﬁablé risk factors for CVD, such as HBC,
diabetes, obesity, and physical inactivity compared with White Connecticut residents. Lower-income

-residents are also more likely to have higher rates of HBC, never ha\)ihg had cholesterol tested, diahetes,
current smoking, abesity, and physical inactivity compared with higher-income residents.

Targeted, evidence-based public health interventions are warranted for all Connecticut residents

‘with multiple risk factbr;. Special emphasis should be placed on interventions that address risk factor
reduction among Black, Hispanic, and lower-income Connecticut residents. Evidence-hased guideliln_es
for disease prevention in the areas of diabetes, nutrition, physical éctivity, tobacco, and obesity are

_provided in the CDC’s Guide to Community Preventive Services.” The 2011 Connecticut Chronic Disease

planning process has focused its statewide health promotion and diseése prevention efforts on policy,
systems, and environmental changes at the state and local levels. Such bolicy, systems, and
environmental cha'n'ges' have the ﬁote'ntial to influence health-related behaviors in the general and high-

risk populations.
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APPENDICES AND REFERENCES

Appendix 1. Data Sources

Connecticut Vital Records Mortality Files

The Conneciicut Vital Recards Mortality Files are part of the state’s vital statistics data base that
contains records pertaining to deaths that eccur within the state as well as deaths of Connecticut
_residents occuriing in other states, or in Canada. Moriality statistics are compiled in accordance with
the World Health Organization {(WHO) regulations, which specify that deaths he classified by the current
Manual o the International Statistical Classification of Diseases, Injuries, and Causes of Death. Peaths
for the 1985-1998 period included in this report are classified by the Ninth Revision of the International
Classification of Diseases [ICD-9].*° Deaths for the 1999-2008 period are classified by the Tenth Revision
‘of the International Classification of Diseases {ICD-10].**

The race-ethnicity designation is typically based on report by next of kin, a funaral director, coroner,
cﬁ' other official, often based on observations. As such, the race-ethnicity designation based on
observation may be reported incorrectly. Another potential source of error is the fact that death rates
are calculated using two different sources of data — the death certificate for the numerator and the U.S.
Census Bureau rjopulation estimates for the denominator. Errors in under- or over-counting populations
by race and/or ethnicity will affect the death rates reported for these groups. Morfality data are
reported using racial categories that exclude persons of Hispanic origin (White, non-Hispanic and Black,
non-Hispanic) and by Hispanic ethnicity {Hispanics of any race). Death Registry data follow the National

Center for Health Statistics guidelines for coding race and Hispanic ethnicity.”
‘Connecticut Hospital Discharge Abstract and Billing Data Base

The Connecticut Hospital Discharge Abstract and Billing Data Base is the’kslource of inbatient
hospitalization data. It is maintained by the Connecticut Office of Heaith Care Acce.ss, and it contains
patient-level demegraphic, clinical, and billing data for all non-federal acute care hospitals in the state.
In addition to age, gender, and tawn of residence, the demographic data elements include race and
ethnicity. Race and ethnicity may be based upon ohservation of the patient or self-reporting by the
‘patient. Raceis designated as White, non-Hispanic and Black, non-Hispanic; Hispanic ethnicity includes
persons of any race.

It should be noted that counts reflect hospitalizations not persons. For example, a paﬁent admitted
to a hospital on two separate occasions in 2008 would be counted twice in these data. Another
limitation of the data is the fact that it is an administrative data set. it contains diagnoses and
procedures based on the International Classification of Diseases, Clinical Modification (ICD-9-CM) codes.
The literature contains many reports on the reliahility and validity of hospital discharge data with clinical

conditions emphasizing discrepancies betwaen ICD-9-CM codes and clinica! data.®
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Behavioral Risk Factor Surveillance System

The Behavioral Risk Factor Surveillance System (BRFSS) surveyis a state-hased system of health
surveys that generate information abeut health risk behaviors, clinical preventive practices, and health
care access and usé. The BRFSS, sponsored by the Centers for Disease Centrol and Prevention, is the
world’s lafgest telephone survey, and is conducted in all 50 states. Itis an on-going randem sample
telephone survey of non-institutionalized adults, 18 years and older. Informiation from the survey is
used to improve the health of people nationwide and in Connecticut. Racial and ethnic classifications
are based on self-report-and include White, nen-Hispanic, Black, non-Hispanic, and Hispanic (including
persons of any race). Other national and state-specific risk factor data and information regarding BRFSS
methodology can be accessed on the CDC's BRFSS Web site at: http://www.cdc.gov/brfss/.

Connecticut School Health Survey

Tha Connecticut School Health Survey {CSHS) is a comprehensive survey that consists of two
compenents: Youth Tobacco Component (YTC} and the Youth Behavior Component (YBC). The CSHSis
conducted by the Connecticut Department of Public Health in cooperation with the CBC, the
Connecticut State Department of Education, and partners from local school health districts and local
health departments. The YTCis a comprehensive survéy of tobacco use, access, cessation, knowledge
-and attitudes, and exposure amang Connecticut students in grades 6-12. The YBC collects data that is
used to monitor priority health-risk behaviers and the prevalencé of obesity and asthma among high
school students in Connecticut. The YBCis administered to a representative sample of all regular public
high school students in Connecticut. Racial and ethnic classifications are based on self-report and
include White, non-Hispanic; Black, non—Hispanib; and Hispanic {including persons of any race}. Further
information about the CSHS can be found on the Connecticut Depariment of Public Health's web site:
http://www.ct.gov/dph/cshs. Other national and state—sﬁeciﬁc youth risk facter data and information
can be accessed on the CDC's web site: hitp://www.cde.gov/HealthyYouth/YRBS/.
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Appendix 2A. [CD-10 Cading for Selecied Causes of Death, 1959-2008

Causa of Death [CD-10 Code
All Causes A0D.O-YBS.9
All Cancers Coo-C97
Diabetes Mellitus E10-E14
Alzheimer’s Disease : G30
Cardiovascular-Disease ~ 100178
Diseases of the Heart ‘ [00—109, 111, 113,120 —151
Coronary Heart Disease |11, 120-125
Congestive Heart Failure 150.0
Essential Hypertension & Hypertensive Renal Disease |10, 112
Cerebrovascular Disease ‘ 160 — 169
Atherosclerosis ) 171
Pneumonia and Influenza 7 . J10-118
Chronic Lower Respiratory Diseases ' : 140 -147
Unintentional Injuries ) V01 - X509, Y85 - YB6

Source: World Health Organizaticn. 1992, Manual of the International Statistical Classiﬁca_tion of Diseases,
Injuries, and Causes of Death, based on the recammendations of the Tenth Revision Conference, 1992 (ICD-10).
world Health Organization, Geneva.

Appendix 2B. ICD-9 Codfng for Selectad Causes of Death, 1982-1538

Cause of Death ICD-9 Code
All Causes™~" _ — 1-E999
Cardiovascular Disease Deaths : 390-459
Diseases of the Heart ‘ 390-398,402,404-429
Coronary Heart Disease ' | 402, 410-414, 429.2
Congestive Heart Failure | : 428.0 .
Hypertension without Renal Disease ‘ 401, 403
Cerebrovascular Disease | 430-433
Atherosclerosis A40

Source: World Health Crganization. 1977. Manual of the International Statistical Classification of Diseases,
Injuries, and Causes of Death, based on the recommendations of the Ninth Revision Conference, 1975 (ICD-9}).
. World Health Organization, Geneva. ’
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Appendix 2C. ICD-9-CM Coding for Selecred Causes of Hospitalizations

Cause of Hospitalization _ ICD-9-CM Cade
Circulatory _ 390-459
" Coronary Heart Disease 402, 410-414, 429.2
Congestive Heart Failure ] 428
Cerebrovascular Disease |  430-438

Source: Practice Management Informaticn Carporation (PMIC) 2004. The International Classificaticn of DISEBSES,
Ninth Revision, Clinical Mcdification. 6th ed. PMIC, Los Angeles, CA.
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Appendix 3A. Glossary of Statistical Terms

Age-adjustment. “Age adjustment, using the direci method, is the application of observed age-specific
rates to a standard age distribution to efiminate differences in crude rates in populations of interest that
result from differences in the populations” age distributions. This adjustment is usually done when
comparing two or more poputations at one point in time or one population at two or more points in
time. Age adjustment is particularly relevant when papulations béing compared have different age

structures, for example, the U.S. white and Hispanic populations....”*

L

Age-adjusted BRFSS rates. Some of the Behavioral Risk Factor Surveillance System (BRESS) rate
estimates presented in this report were age-adjusted, using the direct method, in order to eliminate
differences in crude rates in populations of interest fhat result from differences in the populations’ age
distributions, such as those of Hispanics and Whites. Thé following age distributions and age-adjustment

weights, based ¢n the 2000 projected U.s. papulation, were usad®*:

Age Distributions and Age-adjustment Weights, 2000 Projected U.S. Population

Age Population in thousands Adjustment weight
18 years and over 203,351 ‘ 1.000000
18 — 24 years 26,258 -0.128810
25 —~ 44 years 81,892 0.401725
45 — 64 years 60,591 . 0.299194
65 years and over 34,710 0.170271
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Age-adjusted Martality Rates {AAMR) and Age-adjusted Hospitalization Rates (AAHR) are used to
compare relative moriality and hospitalization risk, respectively, across groups and over time. They are
not actual measures of risk but rather an index of risk. They are weightad statistical averages of the age-
specificrates, in which the weights represent the fixed population proportions by age.” The AAMR and
AAHR were computed by the direct method. The 1940 and 2000 U.S. standard million population -

distributions are shown below:

Age group 1940 ‘ 2000

0-4 80,057 69,136
5-9 81,151 72,533
10-14 89,209 . 73,032
15-19 ' . 93,665 72,169
20-24 88,002 66,477
25-29 ‘ 34,280 64,529
30-34 77,787 71,044
35-39 ©72,501 80,762
40-44 66,744 . 81,851

- 45-49 _ 62,696 - 72,118
50-54 o ‘ 55,116 62,716
55-59 44,559 . 48,454
60-64 36,129 | 38,793
65-69 B 28,519 34,264
"70-74 19,519 . 31,773
75-79 11,423 26,999
30-84 , ' 5,878 - 17,842 -
85+ : 2,765 _ " 15,508
Total ‘ 1,000,000 1,000,000

Cause-of-deéth classification. Mortality statistics for ;chis report were compiled in accordance with the
World Health Orrg'a-ni‘;lation (WHO) regulations, which specify that member nations classify causes of
death by the current Manual of the International S"cati.sticaI\Classification of Diseases, Injuries, and
Causes of Death. Deaths for the 1989-1998 period were classified by the Manual of the International
Statistical Classification of Diseases, Injuries, and Causes of Death.,-Ninth Revision of the International
Classification of Diseases (ICD-9).%° Deaths for the 1999-2008 period were classified according to the

Tenth Revision of the International Classification of Diseases {ICD-10).**
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Healthy People 2010 s part of a national strategy addressing the prevention of major chronic illnesses,
injuries, and infectious diseases. It is the product of an effort, involving expert WOorking groups, a
consortium of natioral organizations, all state health departments, and the Institute of Medicine of the
National Academy of Sciences to set health objectives for the nation. After extensive national and
regional hearings were conducted with a period of public review and comment, the health objectives
were published in 1990 as Healthy Peop.’é 2000—Ngational Health Promotion and Diseose Prevention
Objectives. |t established national objectives and served as the hasis for the development of state and
community plans. Heafthy Peaple 2010 provides a comprehensive view of the nation’s health in 2000,

and establishes national goals and targets to be achisved by 2010, and monitors pregress over time.*

Hispanic origin refers to people whose origins are fram Spain, the Spa nish-speaking countries of Central
America, South America, and the Caribbean, or persons of Hispanic origin identifying themselves as
Spanish, Spanish-American, Hispanic, Hispano, or Latino, Since 1988, the Connecticut death certificate |
has had a separate fine item for Hispanic ethnicity. Individuals identified as “Hispanic” can be of any
race, and are also counted in the race breakdown as either “white,” “black,” “Asian or Pacific Islander,”

“American Indian,” or other.”

International Classification of Diseases 9'" and 10" Revisions{ICD-9, ICD-10) have been the

' internationally accepted coding system fbr determining céuse of death since the early 1900s. ltis
periodically revised. The Ninth Revision {1CD-9) was in use from 1975 through 1998. Beginning with
1999 deaths, the Tenth Revision (ICD-10) Is being used. '

Preliminary estimates of the comparability of ICD-9 to ICD-10 have been published and indicate that the
* discontinuity in trends from 1998 to 1999 for some leading causes of death (septicemia, influenza and -

preumonia, Alzheimer’s disease, nephritis, nephrotic syndrome, and nephrosis) is substantial.”’

International Classification of Diseases, Clinical Modification {ICD-9-CM) is a coding system
recommended for use in all clinical settings to describe medical procedures and diagnoses. Itis required
for reporting diagnoses and diseases tb all U.S. Public Health Service and Department of Health and
Human Services programs, including Medicare and Medicaid. The foundation of the ICD-9-CM is the

International Classification of Diseases, 9 Revisiom published by the World Health Organization.™
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Population basas for computing rates are taken from the U.S. Census Bureau’s £stimates of the
population of states by age, sex, race, and Hispanic origin. These data are estimates of the population of
Connecticut by 5-year age groups (age 010 4, 5 to 9,...85 and over), sex (male, female), modifiad race
(white; black; Native American including Alaska Natives; Asian and Pacific lslander) and Hispanic origin
(Hispanic, non-Hispanic) for each year, July 1, 1999 through July 1, 2009.°

Premature mortality. See Years of Potential Life Lost.

Race refers to a population of individuals identified from a common history, nationality, or geographical
place. Race is'widely considered a valid scientific category, but not a valid biological or genetic

%3 available scientific evidence indicates that racial and ethnic classifications do not capture

category.
biological distinctiveness, and that there is more genetic variation within racial groups than there is

between racial groups.*” ** Contemporary race divisions result from historical events and circumstances
and reflect current social realities. Thus, racial categories may be viewed more accurately as proxies for

social and economic conditions that put individuals at higher risk for certain disease conditions.*

Data in this report include two racial groups in Connecticut: white, non-Hispanic and black, non-

Hispanic. Individuals identified as "Hispanic” can be of any race.

Socioeconomic position refers to a person’s social and economic place in a society, and is
operationalized or measured by characteristics such as per capita or household income, educational
attainment, of occupation. Historically, lower socicaconomic position has been strongly correlated with
less favorable health outcomes such as premature mortality and higher death rates from ail causes;

conversely, persons of higher socioeconomic position do hetter on most measures of health status.*

Years of potential life lost (YPLL} represents the number of years of potential life lost by each déath
before a predetermined end point {e.g., 65 or 75 years of age}. Whereas the crude and adjusted death
rates are heavily influenced by the large number of deaths among the elderly, the YPLL measure
provides a picture of gremature mortality by weighting deaths that accur at younger ages more heavily
than those occurring at older ages, thereby emphasizing different causes of death. Age-adjusted YPLLs
are calculated using the methedalogy of Romeder and McWhinnie.” This method consists ofa
summation of the number of deaths occurring at each age (betweem 1 and 75) multiplied by the

remaining years of life had the deceased lived up to age 75.
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Appendix 3B. Glossary of Medical Terms

Atherosclerosis: A disease that affects the arteries, particularly those supplying the heart, the brain, the
aorta, and the lower extremities. Atherosclercsis underlies the occurrence of heart attacks, many

strokes, peripheral arterial disease, and ruptures of the aorta.”

Cardiovascular Diseases (CVD): Diseases of the circulatory system, which include acute myocardial
infarction, ischemic heart disease, valvular heart disease, peripheral vascular disease, arrhythmias, high

blood pressure and stroke.™

Coronary Heart Disease (CHD): A form of heart disease resulting from impaired circulation in one or
more coronary arteries. Commen clinical manifestations of CHD include chest pain (angina pectoris) or

“heart attack”.*

Cerebrovascular Disease: A disease of one or more hlood vessels in the brain, which often results in the
sudden development of a focal 'neUrologic deficit, or stroke: Stroke, or a “brain attack” is the most

. . - . 1,
severe clinical manifestation of cerebrovascular disease.”*

Coﬁgestive Heart Failure: The inability of the heart to maintain adequate pumping function, which can
be caused by a number of factors, such as untreated hyp_ertension, heart attacks, or infections. Heart
failure increases the risk for other cardiovascular disease events and often results in physical disability.
' Congestive Heart Failure is commanly referred to as “heart failure”.“"‘s.
Diabetes (or diabetes mellitus): A metabolic disorder that results from the body’s insufficient
pfoduction or utilization of insulin. The most common types of diabetes includes ;‘Type 1 diabetes,”
formerly kriown as ”jtlvenile diabetes,” and “Type 2 di'abetes,” formerly known as “adult-onset

diabetes.” Long-term effects of diabetes include cardiovascular complications,*

Dyslipidemia: A disorder of lipoprotein metabolism, such as an overproduction or deficiency of

* lipoprotein. Dyslipidemia is often manifested by elevated levels of total cholesterol, the "bad" or low-
density lipoprotein {LDL) cholesterol, and the triglyceride concentratians, as well as decreased levels of
the-”good“ or high-density lipoprotein (HDL) cholesterol concentration in the blood.*

Essential Hypertension: high blood preésure without a secondary cause such as renal failure.

Approximately 95% of all cases of hypertension are classified as essential hypertension.*’

Heart Failure: See Congestive Heart Failure.
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Hemorrhagic Stroke: Hemorrhagic stroke occurs when a weakened blood vessels ruptures causing
bleeding within the brain. The resulting accumulation of blood compresses nearby brain tissue.
Hemorrhagic stroke is often associated with high bload pressure. About 13% of all strokes are

hemarrhagic.”

High Blood Cholesterol: Cholesterol is a subsiance found in all cells of the body; itis carried in
lipaproteins, made of fat (lipid) on the inside and proteins on the cutside. Low-density lipoprotein (LDL)
cholesteral is sometimes called “bad cholesterol” because it leads o a buildup of cholesterol in arteries.
The chance of heart disease increases with increasing’LDL levels in the blood. The buildup of cholesteral
in the arteries is called plaque, which over time causes the narrowing of the arteries, or
“atherosclerosis.” Some plagques can burst, releasing fat and cholesterol into the bloodsiream, which ,
may cause the hlood to clot and block the flow of bleod. This blockage can cause angina or a heart
attack. Lowering one’s cholesterol level decreases the chance of having a plaque burst and a subseguent

heart attack. Lowering cholesterol may also slow down, reduce, oreven stop plaque from 'bui!ding up.*”

' High Blood Pressure: A condition in which the pressure in the arterfal circulation system is greater than
clinically recommended, that is a systolic pressure greater than or equal to 140 mm Hg or a diastolic
pressure greater than or equal to 90 mm Hg. High blood pressure is associated with increased risk for

heart disease, stroke, and chronic kidney disease.®

Hypertensive Heart Disease: An abnormality in the structure and function of the heart caused by leng-
standing high blood pressure. A common, clinical manifestation of hypertensive heart disease is heart

failure.®

Ischemic Heart Disease: A condition in which heart muscle is damaged or works inefficiently because of _ '

an absence or deficiency of its blood supply. schemic heart disease is most often caused by
atherosclerosis, and includes angina pectoris, acute myocardial infarction, chronic ischemic heart

disease, and sudden death.”

Ischemic Stroke: The most common type of stroke that results from an obstruction within a blood vessel

supplying blood to the brain. Atherosclerosis is the cause of the obstruction. About 87% of strokes are

. . ; 1
ischemic strokes.™®
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Ohasity: Defined in terms of body mass index (BMI), and calculated as bady weight in kilograms (1 kg =
2.2 |bs.) divided by height 'n meters (1 m = 39.37 in} squared. Adults with a BMI of greater than or equal

to 30.0 kg/m2 are considered "obese," and those with 3 BMI of 25-29.9 kg/m?2 are considered
43

"overweight”,
Classification of Overweight and Obesity in Adulis According to BMI;M
Obesity is classified as BMI > 30 kg/m?.
Classification BMI (kg/m? ) Risk of Health Problems
Underweighi <185 Low (but risk of other clinical problef'ns
increased)
Normal range 18.5-24.9 Average
Overweight 25.0-29.9 Mildly increased
Obese ] > 30.0
Class | 30.0-349 | Moderate
Class il 35.0-39.9 Severe
Class Il > 40.0 Very severe
Note that fhese values are age-independent and correspond to the same degree of fatness
across different populations.

Serum (Blood) Lipids: Cholesterol and triglycerides are types of lipids circulating in the blood. Over
time, elevated cholesterol and triglycerides in the bload can become pladue in artery walls leading to
atherosclerosis. Elevated cholesterol and triglyceride levels are often found in individuals with other

major risk factors for heart disease {obesity, diabetes, and/or high bleod pressura).™

Stroke: The most comman clinical manifestation of cerebrovascular disease. Stroke describes an

interruption of the blood supply in tha brain that results in damaged brain tissue. It can be caused by

“clots or by bleeding in the brain from a ruptured blood vessel or a significant injury.>*
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Social Determinants of Health
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Changes in Population Characteristics,
Connecticut, 2000 and 2010
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Percent of Populétion by Race/Ethnicity,
Connecticut and Its Largest Towns, 2011
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Source: US Census Bureau, American Community Survey, - Connecticut Department of Public Health
1-Year Estimates, 2011, DPO5 File. www.ct.gov/dph/SHIPcoalition



Population Distribution
by Age, Sex, Race, and Ethnicity
Connecticut, 2010
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Percent of Population by Age
Connecticut and its Largest Towns, 2011

m Under 20 m55-64 m G5 and older
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Source: US Census Bureau, American Community Survey, ' Connecticut Department of Public Health
1-Year Estimates, 2011, DPOS File. www.ck.gov/doh/SHiPcoalition
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Percent of Residents with Disability
by Age Group
Connecticut, 2011
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Source: US Census Bureau, American Community Survey, Connecticut Department of Public Health
1-Year Estimates, 2011, Table S1810. . ' www.ct.sov/dph/SHIPeoatition
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Disability Difficulty, by Age Group
Connecticut, 2011
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www.ct.gov/dph/SHIPcoalition
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- Veterans
Connecticut, 2011

* 8.2% of CT residents (225,987 individuals) are
veterans |

Connecticut Veterans by Age, 2011
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m 75+ yrs old
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Source: US Census Bureau, American Community Survey, Connecticut Department of Public Health
i-Year Estimates, 2011, Table S201. - www.ct.gov/dph/SHIPcoalition



Same-sex Couples pef 1,000 Households
by Census Tract
Connecticut, 2010
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= There were 7,852 same-sex couples in Connecticut in 2010.

Source: Map developed by Gates, G. & Coole, A. The Wiiams nsttute, UCLA, Comecticut: Censts Connecticut Department of Public Health
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Estimatéd Number of Homeless Persons
Connecticut, 2011

2,

m Adults without children
m Adults with children
m Children in families

w Unaccompanied
‘children

® There weré at estimated 4,451 homeless persons in
Connecticut in 2011.

: LI
59urce: cT Coa_htlon to End Homelessness, CT Pointin Connecticit Department of Public Health
Time Count Brief, 2011 _ www.ct.gov/dph/SHIPcoalition \
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Five Connecticut Regions,
by Socioeconomic Groupings, 2009
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Educational Attainment
- (25 Years of Age and Older),
Connecticut and Its Largest Towns 2011
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Less than High School Education
by Race/Ethnicity
Connecticut and Its Largest Towns, 2011
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- Median Household Income,
- Connecticut and Its Largest Towns, 2011
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Percent of Individuals below Poverty Level
Connecticut and Its Largest Towns, 2011
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Percent of Population Who Speak Languag'e N
| Other Than English at Home
Connecticut and Its Largest Towns, 2011
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‘Unemployment Rate
U.S. vs. Connecticut, 2006-2012
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www.ct.gov/dph/SHIPcoalition




500
. 447.8 o :
S 400 _ 431.9 4306 424.1
__*r‘?; ] —Rape and sexual assault
: A .
2 ) ==Robbery
g . - Agoravated assault
8\ ] —Burglarly
) L ] .
S 200 :
= 1 154.5 ffil__ 164.3 162.1
| — A —
] e ——— '
Q. i, _ :
v

. - Rt S —

‘ g 7 100 1 R Y M o 115.6 ' 113.5 . 99 4.
.: i . . ) .
S | 201 19.6 18.5 16.8

“fo)
0 ] B [ 1 1 1
2006 2007 : 2008 2009 2010

Violent Crimes by Type of Crime
Connecticut_, 2006-2010

131

Source: Connecticut Department of Public Safety
Uniform Crime Reports: Publications and Queriable Statistics,

2006-2010.
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ENVIRONMENTAL DETERMINANTS
OF HEALTH
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Percent of Housing Stock Constructed, by Year,
Connecticut and Its Largest Towns, 2011
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Properties Associated with Lead Poisoned Children* &
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Number of Children <6 Years of Age
with Lead Poisoning (>=10ug/dL)
Connecticut, 2002-2011
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" Source: Connecticut Depariment of Public Health ' o
Lead and Healthy Homes Program, ‘
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Connecticut, 1998-2012
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Low Income Census Tracts Considered “Food Deserts
Connecticut, 2009

Py T T ?‘ FLTICUT "'E'
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MORTALITY AND HOSPITALIZATION
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Leading Causes of Death, by Sex
Connecticut, 2009
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Source: Connecticut Department of Public Health,
Moriality Tables, 2009, Tables 9 and 10.
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'Age—adested Death Rates for
Leading Causes of Death
Connecticut, 2000-2009
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Leading Causes of Death by Age Group
Connecticut, 2009
. Age Group
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Age-adjusted Death Rates for
Leading Causes of Death, by Race and Ethn|c1ty
Connectlcut 2005-2009
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~ Leading Causes of Premature Death

[Years of Potential Life Lost (YPLL) before 65 Yrs of Age]
Connecticut, 2009
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Hospitalization Rates for Leading Causes
Connecticut, 2010
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Source: Connecticut Department of Public Health, : '
Hospitalization Tahles. 2010, Table H-1. Connecticut Department of Public Health
! ! www.ct.gov/dph/SHiPcozlition
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~ Hospitalization Rates for Leading Causes, by Sex |
| Connecticut, 2010
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Leading Causes of Hospitalization, by Age Group
Connecticut, 2010

Age'Group
Children | Young Adults -Adulis Elderly
Rank (0 14 yrs) (15 24 yrs) (25-64yrs) | (65+yrs)
1 . Resplratory system B 'lVIentaI dlsorders : -Mé:nfal‘disord'éré ' '_Glrc‘.g’lgtory
DR . ) ST systemy
.. . . . . . Respiratory
2 lnjury & poisoning Digestive system Digestive system system

i Dlgéstlvé

3

4 Respiratory s sterh Circulatory s sterﬁ Genitourinary
P ¥ Syster vy © system

5 ‘ : Musculoskeleta

al_ ,
o [Lsystem

&
Source: Connecticut Department of Public Health, ' ' Connecticut Department of Public Health
Hospitalization Tables, 2010, Table H-1. ' www.ct.gov/dp h/SHIPeoalition



Leading Causes of Hospitalization, by Race/Ethnicity,

Connecticut, 2010

Race and Ethnicity
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Source: Cannecticut Department of Public Health,

Hospitalization Tables, 2010, Table H-2.

b iR & Poisoning iy & Poisonifig

. Connecticut Department of Public Health

www. ct.gov/dph/SHIPcoalition
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Birth Rate by Race and Ethnicity
Connecticut, 2009
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Source: Connecticut Department of Public Health, _ Connecticut Department of Public Health m

Vital Statistics (Registration Report), 2009, Table 2B. o www.ct.gov/dph/SHIPcoalition
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- Percent of Births to Mothers <20 Years of Age
by Race and Ethnicity
Connecticut, 2009

16 -
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14 1
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[s]
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@
Source: Connecticut Department of Public Health, : Connecticut Department of Public Health m

* - Vital Statistics (Registration Report), 2009, Table 12. ' wiww.ct.gov/dph/SHIPcoalition
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No Pregnancy Prevention Method Used
during Last Sexual Intercourse
Students, Grades 9-12
Connecticut, 2007-2011
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2007 2009 2011 £\®
. Connecticut Department of Public Health
Source: Connecticut Youth Risk Behavior Survey, 2007-2011 ‘ www.ct.gov/dph/SHIPcoalition '
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Percent of Women Who Smoked during Pregnancy
by Race and Ethnicity
Connecticut, 1999-2009

Percent

«g=Non-Hispanic White -

| «a=Non-Hispanic Black

5] .- =g=Hispanic

T T

O T T L T T
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2007 2008 2009

J
Source: Connecticut Department of Public Health, _ Connecticu‘c'[)epartment of Public Health m
Vital Staiistics (Registration Reports), 1999-2009, Table 12.

www.ct.gov/dph/SHIPcealition
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Percent of Women Who Received

43
‘Nonadequate Prenatal Care
by Race and Ethnicity
Connecticut, 2009
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0.0 - — — ——
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. : U
Source: Connecticut Department of Public Health, _ Connecticut Department of Public Healih %
Vital Statistics {Registration Reporsts), 2009 Table 12 www.ctgov/dph/SHiPcoalition



Percent of Preterm and Low Birthweight Births

by Plurality
Connecticut, 1999-2009
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Source: Connecticut Department of Public Health,
Vital Statistics (Registration Reports), 1999-2008, Table 3.
NOTE: Preterm birth (PTB) defined as birth at <37 weeks gestation,

Connecticut Department of Public Health

Low hirth weight (LBW) defined as <2500 grams www.ct.gov/dph/SHIPcoalition
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Percent of Preterm Births -
by Race, Ethnicity, and PIurallty
Connecticut, 2009
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Source: Connecticut Departmeant of Public Health, ' : &
Vital Statistics (Registration Reports), 2009, Table 3. Connecticut Departrent of Public Health

NOTE: Preterm birth defined as birth at <37 weeks gestation www.ct.gov/dph/SHlPcoalition
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Percent of Low Birthweight Births
by Race, Ethnicity and Plurality
Connecticut, 2009
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NOTE: Low hirth weight defined as <2300 grams www.ct.gov/dph/SHIPcoalition
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Infant Mortality Rate
Connecticut, 2001-2009
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Note: Infant mortality defined as death within 1 year of birth www.ct. gov/dph/SHiPcozlition
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Fetal Mortality
Connecticut, 2001-2009
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Percent of Mothers Who Breastfed
Connecticut, 2009
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Source: Centers for Disease Control and Prevention,

Breastfeeding Report Card, 2012, data from Connecticut Department of Public Health
2009 National Immunization Survey ‘ woww.clgov/dpl/SHIPLoalition
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CHRONIC DISEASE
PREVENTION AND CONTROL

B, OB
Connecticut Department of Public Health
www.ct.gov/dph/SHIPcoalition




Known Modifiable Risk Factors for
Most Common Chronic Diseases

Bolded indicators are identified by CDC. Asterisks {(*} mark
indicators identified by Chronic Disease Executive Committee
via research. ,

Source: Table recreated from Connecticut Chronic Disease
Prevention Plan, Working draft, 2010.

Connecticut Department of Public Health
www . ctzov/dph/SHIPcoalition
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Percent of an-smoking Students
with Tobacco Exposure,
Connecticut, 2011
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m Grades 6-8

50— 431
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Living with smokers [n room with smoking (On at  Recent smoke exposure in
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. someone who was smoking
(On atleast 1 of the past7
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U
' Connecticut Department of Public Healih
Source: Connecticut Youth Risk Behavior Survey, 2011. www.ct.gov/dph/SHIPcoalition
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Percent of Current Smokers
Connecticut 2001-2011
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. &
Source: Connecticut Behavioral Risk Factor Surveillance System, 2001-2011; Connecticut Department of Public Health ‘
Connecticut Youth Risk Behavior Survey, 2005-2011. ' www.ct.gov/dph/SHIPcoalition _
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Percent with Recommended
Fruit and Vegetable Consumption
Connecticut, 2005-2011
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Source; Connecticut Behavioral Risk Factor Surveillance Connecticut Department of Public Health -
System and Youth Risk Behavioral Survey, 2005-2011. www.ct.gov/dph/SHIPcoalition
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Percent Who Met Physical Actlwty Guidelines
‘Connecticut, 2007 2011
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Source: Connecticut Youth Risk Behavior Survey, 2007-2011; Connecticut Departmeni of Public Health’
Connecticut Behavioral Risk Factor Surveillance System, 2007-2011, _

www.ct.gzov/dph/SHIPcoalition
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Percent Overweight & Obesity
Students in Grades 9-12 by Sex
Connecticut, 2005-2011
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K . . . : . Connecticut Department of Public Hea'th
Source: Connecticut Youth Risk Behavior Survey, 2005-2011. ww.ch.eov/doh/SHiPcoalition
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Percent Overweight & Obesity
Students in Grades 9-12 by Race/Ethnicity
| Connecticut, 2011
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: ] , . ; ‘ 7 Connecticut Department of Public Health
~ Source: Con nectlcu; Youth Risk Behavior Survey, 2011. www.ct gov/dob/SHIPcoalition
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Percent Overweight and Obesity
Adults 18+ Years of Age
Connecticut, 2001-2011
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Connecticut Department of Public Health
www.ct.gov/dph/SHIPcoalition
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Percent of Obese Adults by Race/ EtthIty |
Connecticut, 2000-2011

50.0

43.5

Percent

1 1eo ~&-Non-Hispanic White
u 100 1 -#~Non-Hispanic Black
- Hispanic '
2000 2001

2002 2003 2004 2005 2006 2007 2008 2009 2010 20M
* Break in trend due to new weighting in 2011 |

Source: Connecticut Behavioral Risk Factor Surveﬂlance

. ' B
Connecticut Department of Public Health
System 2000-2011. _ ' www.ct.gov/dph/SHIPcoalition ,



170 |

60

Number of New Cancer Cases
by Cancer Site and Sex
Connecticut, 2009
Females

Males
n=5.857 deaths ' . n=>5,856 deaths

m Prosfate mlung & Bronchus mBreast m Lung & Bronchus
m Colon & Rectum ® Melanoma m Colon & Rectum  mMelanoma
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Connecticut Department of Public Health

Source: CDC's National Program of Cancer Registries _ @
Cancer Surveillance System {NPCR-CSS), 2009, from '
. NCI State Cancer Profiles. ' - www.ct.gov/dph/SHIPcealition
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“Cancer Incidence Rate
by Cancer Site and Race/Ethnicity
Connecticut, 2009
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Number of Cancer Deaths
by Cancer Site and Sex
-Connecticut, 2009
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Cancer Mortality Rate
by Cancer Site and Race/Ethnicity
Connecticut, 2009
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Percent of Women Screened for
Breast and Cervical Cancers
Connecticut, 1999-2010
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Percent of Adults 50+ Years of Age
Screened for Colorectal Cancer
Connecticut, 1999-2010
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Heart Disease Age-adjusted Mortality Rate
Connecticut, 1999-2009
350.01 :
- 300.0
0
©
S 250.0 2880 o5y
o 215.0 214.8 213.8 2188 2138 2134
o . : 13, . 4 ousa4
o
200.0 -
= 1697 1745 4651 1682
S 1918 160.6
S © 483.0
t 150.0
@ - ' .
2. 1433 4359 1418 4350 1353 ynq7
g 100.0 -~  <mmTotal Population '
(1]
o --gmlalas
D 500 -
«f=-cmales
00 T T T T T T T l. T T 1
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009
Source: Connecticut Department of Public Health, .

Vital Statistics

{Registration REDOI‘IS), Mortality Tables Connecticut Department of Public Health

Statewide Age-Adjusted Mortality Rates, 1599-2009. : www.ct.zov/dph/SHIPcoalition




Heart Disease Age-adjusted Hospitalization Rate
Connecticut, 2000-2010
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Stroke Age-adjusted Mortality Rate |
Connecticut, 1999-2009

60

50

40

30

=m=Total Population

20 1—

Deaths per 100,000 Population

g\ lales
== cmales
10 +— ‘
O =T T 1

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Source: Connecticut Department of Public Health, e
vital Statistics (Registration Reports), Mortality Tables Connecticut Department of Public Health @

Statewide Age-Adjusted Mortality Rates, 1993-2009. _ www.ct gov/dph/SHIPcoalition



179

89

Stroke Age-adjusted Hospitalization Rate
Connecticut, 2000-2010
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Diabetes Age-adjusted Mortality Rate
Connecticut, 1999-2009

25 _ : : 23.0
216 216

. 228
220

" Deaths per 100,000 Population

10 1 12.1
== otal Poputation
. wgmi\lales
5 ~@=Fcmales
O )] T 1 1 1 ] ¥ 1 T 1

1969 2000 2001 2002 2003 2004 2005 2008 2007 2008 2009

Source: Conneciicut Department of Public Health, . (U .
Vital Statistics, Mortallty Tables, Connecticut Department of Public Health

Statewide Age-Adjusted Mortality Rates, 1999-2009. wiww.ctgov/dph/SHIPcoalition




- Diabetes ED Vi_sits by Age,
Connecticut, FY 2007-FY 2011
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Diabetes ED Visits by Race and Ethnicity
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Connecticut, FY 2007-FY 2011
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Percent of Adults Ever Told by-a Provider They Had
High Blood Pressure or High Cholesterol
Connecticut, 2001-2011
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Percent of Adults Ever Told by a Provider They Had
High Blood Pressure or Cholesterol, By Race/Ethnicity
Connecticut, 2011
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 Percent of Medicare Beneficiaries with
RA/Osteoarthritis and Osteoporosis
Connecticut, 2007-2011
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Percent of Medicare Beneficiaries
with Chronic Kidney Disease,
Connecticut, 2007-2011
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Percent of Children and Adults
with Current Asthma
Connecticut, 2005-2010
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‘Age adjusted Rate of Asthma ED Visits

by Race and Ethnicity
Connecticut, 2009
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Children Who Experience Dental Decay and
Prolonged Untreated Dental Decay, by Race/Ethnicity
- Connecticut, 2010-2011
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Percent of Adults 65+ Years of Age
Who Have Had All Their Natural Teeth Extracted
Connecticut, 1999-2010 |
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SUBSTANCE ABUSE
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Percent of Persons Who Had at Least One
Major Depressive Episode in Past Year, by Age,
Connecticut, 2010-2011
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Percent of Students (Grades 9-12) Who
Attempted Suicide at Least Once in Past Year, by Sex
Connecticut, 2005-2011 |
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Percent of Medicare Beneficiaries
with Depression,
| Connecticut, 2007-2011
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Rate of Mental Health ED Visits, by Age
Connecticut, FY 2007- FY 2011
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Percent of Medicare Be_nefiCia ries with
Dementia or Alzheimer’s Disease
Connecticut, 2007-2011
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Percent of Adults (18+ Yrs) Who Are
Heavy Drinkers or Binge Drinkers
- Connecticut, 2001-2011
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Percent of Students (Grades 0-12) Who "
Currently Drink Alcohol or Are Binge Drinkers
Connecticut, 2005-2011
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Rate of ED Visits for Alcohol Abuse/Dependence
by Age
Connecticut, FY 2007-FY 2011
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" Percent of Individuals 12+ Years of Age Who
Used Drugs in Past Year, by Drug Type
Connecticut, 2010-2011
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Rate of ED Visits for Substance Abuse/Dependence
by Age
Connecticut, FY2007-FY2011
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~ INJURY AND VIOLENCE
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Number of Unintentional Injury Deaths
by Cause of Death
U.S. vs. Connecticut, 2009
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Number of Deaths Due to Unintentional Injuries
Connecticut, 1999-2003
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Rate of ED Visits and Hospitalizations
for Unintentional Injuries |
Connecticut, 2009
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Number of Intentional Injury Deaths
by Cause of Death
Connecticut vs. U.S., 2009

Connecticut : | United States
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Age-adjusted Mortality Rates for
Intentional Injury,
Connecticut, 1999-2009
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Rate of Injury ED Visits for Intentional Injuries
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Number of Family Violenée Arrests
by Type of Incident
Connecticut, 2011
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Proportlon of Child Abuse or Neglect Victims
by Age Group
Connecticut, FY 2011
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Mortahty Rate for Work-related Injuries,
Connecticut, 2008-2011
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Incidence Rate for Work-related Injuries
Connecticut, 2008-2011
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INFECTIOUS DISEASE
- PREVENTION AND CONTROL
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among Students in Grades 9-12
- Connecticut, 2007-2011
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Prevalence of Sexual Risk Behaviors -
among Students in Grades 9-12, by Race/Ethnicity
| Connecticut, 2011
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Number of People Living with HIV
Connecticut, 2002-2009 |
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Number of Deaths among People
Known to be Living with HIV
Connecticut, 2002-2009
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Dlstrlbutlon by Age and Sex of New HIV/AIDS Cases
Connecticut, 2005-2009

Age Distribution (% of Cases) Sex Distribution (% of Cases)
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Rate of New HIV/AIDS Cases by Race and Ethnicity
| | Connecticut, 2008
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Percent of NewHIV/AIlDS Cases
by Transmission Category
- Connecticut, 2005-2009
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Numbers of New Cases of Chlamydia,
Gonorrhea, and Syphilis |
Connecticut, 2005-2011
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Chlamydia Case Rates
Connecticut and Its Largest Towns, 2009
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Percentage of Chlamydia Cases by Age
Connecticut, 2009
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| . Gonorrhea Case Rates
Connecticut and Its Largest Towns, 2009
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Numbers of Cases of Chronic/Unresolved and
Acute Hepatitis C
Connecticut, 2004-2009
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“Percent of Persons Contracting Acute He'patitis C
by Transmission Method
Connecticut, 2004-2009
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Number of New Cases of
- Selected Reported Infections
Connecticut, 2007-2011
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Number of New Cases (Confirmed and Probable)
| of Lyme Disease
Connecticut, 2007-2011
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- Select Healthcare-associated Infections,
Connecticut, 2011-2012
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Percent of Chlldren (19-35 Months of Age)
Who Completed Vaccine Series
Connecticut, 2001-2011
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Percent of Adults 65+ Years of Age
Who Received Flu Shot in Past Year
and Ever Received Pneumonia Vaccine
Connecticut, 2001-2011
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HEALTH SYSTEMS
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Percent of Uninsured Children and Adults
Connecticut and Its Largest Towns, 2011
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Adults (18+ Years of Age) with
Specific Source of Ongoing Care
by Race and Ethnicity
| Connecticut, 2002-2008
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Percent of Adults Who Visited the Dentist
in Past Year for Any Reason
Connecticut, 1999-2010
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Pediatric Preventable Hospitalization Rates
Connecticut, 2004 and 2008
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Pediatric Preventable Hospitalization Rates
by Race and Ethnicity
Connecticut, 2008
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Adult Preventable Hospitalizations Rates
Connecticut, 2004 and 2008
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Supply of Primary Care Practitioners
Connecticut, 2012
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Medically Underserved Areas or Populations (MUA/P)
and Health Professional Shortage Areas (HPSA)
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~ Conclusions

Racial/ethnic minority groups suffer from many conditions
at disproportionately higher rates.

Trends over time show differing patterns; however, few
conditions experienced recent stark increases.

Specific age groups such as'youth/young', adults and older
adults are more at-risk for certain conditions.

Chronic diseases and injuries are leading causes of
premature death and morbidity.

'_ Yet, 'opportuhities exist to address modifiable risk factors and
preventable diseases and conditions. -'

R L
Connecticut Department of Public Health .
www.ct.gqv[dgh{5H|Pcoa!ition
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THE CONNECTICUT CANCER PARTNERSHIP

OVERALL GOAL OF THE CONNECTICUT CANCER PARTNERSHIP

To reduce the burden of cancer (incidence, morbidily, mortality, and disability)
and to improve the qualily of life of people with cancer in- Connaclicut

INTRODUCTION

The face of cancer in Connecticut is changing. More people are adopting healthy practices
that reduee their risk of developing cancer and help ensure that new cancers are detected early,
when they are the most treatable. The overall rate ¢f new cancer cases in Connecticut has
stabilized, and the death rate has been deéreasing, due in large part to earlier detection and
improved freatments.

Still, each year about 18,000 new cases of cancer are diagnosed and 7,000 Cennecticut
residents die of cancer. Four types of cancer (lung, colorectal, bi‘east, and prostate) account for
more than half of both total new cancers and total cancer deaths in Connecticut, and many of
these could be prevented by lifestyle modification (e.g., smoking cessation, changes in diet), or
by early detection through screenings (e. g., colenoscopy/sigmoidoscopy, mammography} with
timely follow-up and treatment. ' _ ‘

The prominence of cancer in the health of Cormecticut residents is not likely to change;
indeed, as our population ages, numbers of new cancer cases and deaths likely will increase, as
will the number of cancer survivors; some cancers have become largely curable, whereas others
are now manageable chronic diseases, thanks to early diagnosis and more effective treatments.
While it is not yet possible to eradicate céncer,'stra’_tegies can be developed to prevent or delay the
onsct of many cancers and to reduce or eliminate the outcomes of the disease--suffering and
death. Much work is still needed in all areas of the continuum of cancer care-~prevention, eaxly
detection, treatment, survivorship, and palliative and hospice care, '

In 1998 the U.S. Centers for Disease Conirol and Prevention (CDC) created a modet program
for Comprehensive Cancer Control, and began to fund planning for state prbgrams. Comprehensive
cancer control is aimed at delivering public health messages and services related to cancer more
efficiently. It integrates and coordinates existing programs focused on specific cancer sites or risk
factors With'qne, another and with health education, health promotion, and outreach activities, to
maximize use of available resources. ‘

The Connecticut Cancer Parinership was created to develop a statewide com-prehensive‘
carcer program--to assess the burden of cancer, set priovities, and formulate and carry outa

comprehensive cancer control plan for our state.



SELECTED HIGHLIGHTS OF CANCER CONTROL [N CONNECTICUT

Connecticut has some of the best resources in the nation for docﬁmenting cancer and its risk
factors among state residents, along with a rich history of research, development and
implementation of successful cancer prevention and control programs. Some highlights of the’

cancer control resources and achieverments in Connecticut are noted below.

Resources

= The Connecticut Tumor Registiy, located at the Connecticut Department of Public Health
(DPH), is the oldest of its kind in the United States, and contains information on the
incidence, vital status, and treatment of all caﬁcers diagnosed in Connecticut since 1935 . It is
one of only five statewide registries included in the National Cancer Insiitute’s acclaimed
SEER (Surveillance, Epidemiology, and End Results) cancer surveillance program.

= The Connecticut Death Registry, part of the DPH Vital Records division, is the second cldest
in the nation and has reccrds of cancer deaths'dating from 1848.

= The Connecticut Hospital Discharge and Billing Data Base, which is managed by the Office
of Health Care Access and shared with DPH, contains records of cancer hospitalizations and
charges since 1989. .

»  Three surveys conducted by DPH—the Connecticut Behavioral Risk Factor Surveillance
System (BRFSS), Connecticut Youth Risk Behavior Surveillance (YRBS), and the

* Connecticut Youth Tobacco Survey {CYTS)—have collected information en cancer risk

factors since 1983, 1995, and 2000, respectively. In 2005, the Connecticut YRBS and CYTS
will be administered together as the CT School Health Survey.

= The Yale Cancer Center (YCC) at Yale University School of Medicine has been an NCI-
designated Comprehensive Cancer Center since 1974. .

»  The Cancer Infounatmn Service (CIS) of New England {1-800-4-CANCER) has been funded

by NCI since its opening in 1975. '

Achievements

=  DPII was one of five states funded in 1987 by the NCI Cancer Control Technical
Development in Health Agencies Program, to provide critical baseline data for stat_éwide
comprehensive cancer prevention and control program planning.

«  The Connecticut Susan G. Komen Foundation Race for the Cure funded low-cost breast
screening to uninsured women in 1994. This was the predecessor to the Connecticut Breast
and Cervical Cancer Early Detection program (CBCCED), which was first fisnded by the
CDC in 1995. CBCCED has 18 contracted health care providers, more than 100 clinic-based
satellite sites, and several community agencies committed to educating and referring women

for program services.
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* Since 1996, DPH and ACS have cooperated in a P11ma1y Care Project, which enhances
cancer screening in community practices.

*  DPH received a 5-year IMPACT (Initiatives to Mobilize for the Prevention and Control of
Tobacco) grant from the CDC in 1994, to support collaboration with pariners on two
statewide coalitions working against tobacco control.

® In 1999, DPH received a 5-year Cobperaﬁve Agreement from the CDC Comprehensive State-
" based Tobacco Use Prevention and Control Pro graim to reduce initiation among yoﬁths,
promote cessation among youths and adults, eliminate exposure to environmental tebacco
smoke, and identify and eliminate disparities. Connecticut Youth Tobacco Surveys were
conducted in 2000 and 2002.

* Since 2000, the Federal Preventive Health and Health Services Block Grant Program has -
funded skin cancer prevention and education in childeare settings. '

= The WISEWOMAN cooperative agreement (Well-Integrated Screening and Evaluation for
Women Across the Nation) uses CBCCED sites to deliver health screening for cardiovascular
disease along with breast and cervical cancers.

= A Comprehensive Breast Cancer Needs Assessment was funded by DPH and conducted by
the UCHC Department of Community Medicine. It inventoried resources and projects
throughout Connecticut dedicated to reducing the impact of breast cancer on the population
through basic research, public health surveillance, clinical and ancillary services, and public
policy advocacy. It serves as a model assessment for other priority cancers selected for
cancer plan development.

»  The Connecticut Colorectal Cancer Workgroup was established with representatives from
DPH, ACS, and the American College of Gashoenterology It achieved passage of state
legislation that mandated third party reimbursement for colonoscopy as a screening tool in the
p1 evention of cancer.

HISTORY OF THE CONNECTICUT CANCER PARTNERSHIP

In May 2002, a Leadership Institute for New England's{atc leaders in cancer control was held
in Quincy, MA, sponsored By the CDC, ACS, and NCIL. Additional representatives at the mesting
included the American College of Suigeons, Commission on Cancer (ACoS, CoC), the
Association of Chronie Disease Directors (ACDDY), the Intercultural Cancer Council (ICC), the
National Dialogue on Cancer (now called C-Change) and North American Association of Central
Cancer Registries (NAACCR). ‘

The Connecticut leaders represented the Connecticut Cancer Paﬂnelshlp s five founding
meinbers—state agencies and organizations that had collaborated in the past on cancer control:
ACS, DPH, UCHC, YCC, and CSMS. The 2-day leadership institute featured a workshop on
creating a “building blocks” framework for comprehensive planning. This framework is based on
meaningful collaboration among a broad range of partrers, using a public—health-oriented
approach to service delivery and a long-range perspective. Parinerships capable of implementing
a plan and evaluating the oufcomes were recommended. Upon returning to Connecticut, the
leadership group agreed to support DPH’s application to the CDC for finding to begin the state’s
comprehensive cancer planning initiative.
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In October, 2002, DPH was awarded a cooperative agreement from the CDC to begin cancer
planning. The leadership group, renamed the Core Committee of the Connecticut Cancer
Partnership (CCP), becanmie responsible for directing the planning process, defining and creating

_subcommittees and work groups, gniding the assessment and evaluation processes, and expending
the Partnership, all in accordance with the CDC’s Guidance for Comprehensive Carncer Control
Planming and building blocks. ,

In March, 2003, the Core Committee held a statewide conference en comprehensive cancer
planning to which potential pastners were invited. More than 100 people attended, representing a
racially, ethnically, and geographically diverse cross-section of stakeholders in cancer prevention
and control from throughout Connecticut: state and local public health agencies, other programs
funded by CDC and NCI (Table 1), academic institutions, volunteer organizations, community

Table 1
CNEC- and NCI-Funded Connecticut Programs Invelved in Planning

Program (Organization or Agency)

Connecticut Breast and Cervical Cancer Early Detection Program (DPH)
Cancer Information Service of New England (YCC})

Connecticut Tumor Registry (DPH)

Extended Food and Nutrition Education Program {(UConn Extension Service)
5-A-Day Program (DPH)

Chbesity Prevention and Control Program (DPH)

Tobacco control program (DPH})

Connecticut Department of Education

Yale-Griffin Hospital Prevention Research Unit -

groups, faith-based organizations, hospitals, cancer centers, professional organizations (oncology
nurses, physicians and social workers), insurexs, health care providers, researchers, patient care
services, cancer survivors, and consumers. ' ' '

Conference speakers were Kevin Brady, CDC Acting Director of Cancer Prevention
and Control; experts from two states that had already finished their state cancer plans (Anita
Ruff, Maine Comprehensive Cancer Control Coordinator; and Polly Hager, Michigan
Public Health Institute Cancer Control Services Project); DPH Deputy Commissioner
Norma Gyle and DPH cancer program staff; and members of the Parfnership’s Core
Committee. Later in the meeting, attendees broke into committees corresponding to
priority areas of the comprehensive cancer plan (Prevention, Early Detection, Treatment,
Survivorship, Palllatwe and Hosplce Carg), and began developmg vision statements and
goal statements.

After the conference, the committees met frequently from March to June, to refine their goals
and formulate objectives and strategies for achieving them. They reviewed literature and data,
looked at existing programs and identified gaps, and considered issues thai cut across all priority
areas: health disparities, advocacy, commumnications, research, data, surveillance, and evatuation.
Previous Connecticut cancer plans that were reviewed included: Comnecticut Cancer Control
Plan 2001-2004; Connecticut Tobacco Use, Prevention, and Control Plan, 2002; Comprehensive
Cancer Breast Cancer Needs Assessment, 2002; and NECON (New England Coalition for Health
Promotion and Disease Prevention) Task Force on Prevention and Control of Cancer, 1998, The
ACS 2015 planning documents and Healthy People 2010 {U.8. Department of Health and Human
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Services), a national health promotion and disease prevention agenda, were key reference
materials.

The goals, objectives, and strategies of each subcommittee were submitted to the Core
Committee for review, and two additional subcommittees--one on Governance and another on
Data, Sarveillance, and Evaluation--were created. Goals and objectives were discussed, and
prioritized during a second day-long Parinership conferance held in June, 2003. The objectives
were reviewed by the Data, Surveillance, and Evaluation Commitiee, and refined to make them
SMART (specific, measurable, achievable, relevant, and time b_ound) to the greatest possible
extent. ' '

THE CONNECTICUT CANCER PARTNERSHIP TODAY

Today, the Connecticut Cancer Partnership is a broad, vital consortium of more than 100
public and private pariners working to fight cancer and improve the quality of life of
Conneeticut’s residents. It currently is governed by a 22-member Core Committee (slated to
transition to an elected Board of Directors later this year), and has nine standing comimittees
representing the five major priority aveas (Prevention, Early Detection, Treatment, Survivorship,
and Palliative and Hospice Care), along with committees on Advocacy, Comnunications,
Governance, and Data, Surveillance, and Evaluation. 4d hoc committees and work groups are
convened as needed. The progress of the Partnership to date in comprehensive cancer conirol
planning, according to the CDC’s “building blocks” madel, is shown in Table 2.

An open organization, the Partnership seeks broad representation in its membership. There
are two membership categories, organizational and individual. Any 01cramzat10n in Cormec‘ncut
interested in any aspect of cancer prevention and confrol can become a member.- The
organization designates a representative to attend Partnership meetings. Any 1nd1v1dua1 interested
in working in cancer prevention and control also can join the Partne1 ship.

The Connecticut Cancer Partnership welcomes new members. We invite you o join
with us in this imporfant effort. If you would fike information about the Partnership and
how you can hecome involved, or if you have qusstions, please lef us know.
FPhone: 860-509-7304
E-mail: CTCancerPartnership@po.state.ctus
infernet: www.CTCancerPartnership.org

NEXT STEPS _ :
The Connecticut Comprehensive Cancer Control Plan, 2005-2008 is intended to be an

agenda for cancer control and prevention in our state. 01'ga11izatious throughout Connecticut can

use it to earmark specific goals and objectives to incorporate into their own 1mplementat1on
activities. The next steps are ouﬂlned below,

1. Subrmt the Plan to the CDC with a request for mlplementatlon funding

2. Broaden the Partnership, particularly in terms of geographic diversity aud to include
more corporate partriers

L

Move from planning subcommities structurs to action subcommittses, and testructure
present membership accordingly :

4. Transition governance structure from a Core Committee to a Board of Directors

Lh

Begin first-year implementation activities
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Table 2
Building Blocks for Comprehensive Cancer Planning: Gonnecticut’s Progress to Dafe
Objective : Planning Activitiss . ’ Qufcomes P[aGnDrglng

op ,_‘[_Zg':'lai'_dainéte

L ASSess. - L lror [dentify/hire 1R NOT and
Ehance infragkziclure i, ||. decicated [ 5re: o | | plaritg || monitor
Infrastructure fee ?"‘n ? ¥ p : (| . ;

Mobllize
Support
(funding,
I'2S0UCes,
political wiil
efc.}

Utitize
DatafResearch

Build
Partnerships

AssessfAddress
Cancer Burden

Conduct
Evaluation

.= Completed
E.11= Ongoing
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CONNECTICUT, ITS POPULATION, AND CANCER

INTRODUCTION

Connecticut is the scuthernmost New England state, bordered by Massachusets to the north, Long
Island Sound to the south, Riicde Island to the east, and New York to the west. Much of Connecticut’s
population lives in the larger cities along the coastal plain and in the river valley of the Connecticut River,
which bisects the state from north to south. '

Connecticut is characterized by high social and economic contrast and racial and ethnic divessity. Itis
the third smallest in area, but fourth most densely populated state in the U.S.; about 88% of its poputation
lives in urban areas.” Whether in terms of health status, income, poverty, racial composition, or almost any
other factor, statewide averages for Connecticut often are misleading. Striking disparities appear across
town lines, among racial and ethnic groups, and between urban and rural populations. These differences
have engendered the concept of “two Cormecticuts,”--one for people who live in the wealthiest state in the
nation, and the other for those living in some of the most severe and concentrated pockets of poverty in the '
U.S. Recently the notion of “five Connecticuts” based on disparate social and economic factors has been
proposed.’ The overall health of Connecticut’s people varies dfamatically between its wealthiest and
poorest communities. _

Connecticut’s population is changing, and the demographic changes are reflected in both numbers and
patterns of cancer and evolving needs for health care and suppert services. Disparities in cancer in relation
to incidence, mortality, and treatment were fundamental considerations in the development of the

Connecticut Comprehensive Cancer Conirol Plan,

CONNECTICUT'S PEOPLE
The Aging of the Population .

Connecticut’s population is older, on average, cbmpared to the U.S. population as a whole. Older
adults are the fastest growing segment of our population. Between 1990 and 2000, the median age of
Connecticut residents increased from 34.4 years to 37.4 years, or 2.1. years greater than the national median
age.” During the same period, the number of people 65 years of age and older grew by more than 24,000
(Table 3). '

Shifts in Racial ard Ethnic Composition

Cancer rates and patterns vaiy across demographic groups, including racial and ethnic groups. From
1990 fo 2000, the number and proportion of white persons in Connecticut decfeaéed, whereas minority
populations increased, in some cases by 50% or more (Table 3). Connecticut’s population is still
predominately white (81.6%) and non-Hispanic (90.6%); however, the racial and ethnic composition is
dramatically different in the state’s targest cities. Non-whites account for 72% of the population in
Hartford, 57% in New Haven, and 55% in Bridgeport, and Hispanics (of any race) represent 1%, 21%, and
325, respectively, of the population in these three cities.” Hispanics are now the largest minority group in

Connecticut and the United States, with the trend expected to continue.

~
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Tahle 3 )
Population Changes for Cerfain Groups
Connecticut, 1990 te 2000°

1880 2000 Change from 1990 to 2000
: : %of | % of o o
Population Group - ’ - Number Total Number | Total Number . Ya
Total Population (all races and ages) 3,287,116 100 | 3,405,565 100 118,449 3.6
White ' 2,869,353  87.0 | 2,780,355 « 816 -78,983 -2.8
African American® 274,269 8.3 309,843 9.1 35,574 13.0
Astan American/Pacific Islander 50,698 15 83,679 2.5 32,881 85.1
American Indian/alaskan Native 6,654 02 9,639 0.3 2885 449
Hlspamc/Latmo (any race) .o.f...21sa1e 6.5 320323 94 107207 503
O!der adths (65* years of age) . 445807 13.6 470,183 13.3 24,276 54 -

Sourca: U.S. Census Bureau, 2000
a "African American” refers to Affican Americans and individuals who consider themselves Black. -

Social and Economic Characteristics
Education Level

Compared to the American population as a whole, Connecticut residents have achieved higher levels of
education (Table 4). In 2000, 84% of state residents 25 years of age and older were high school graduétes
or higher, 31% had completed a bachelor’s degree or more, and less than 6% had less than a 9th grade
education. In contrast, in the cities of Hartford and Bridgeport, only 61% and 65% of residents,
respectively, were high school cr1aduates only about 12% had a bachelor’s degwe or higher, and 17% and
15%, respectively had less than a 9th grade education.

Table 4
Changes in Selected Social and Economic Characteristics
Connecticut, 1990 and 2000 and Unifed States, 2000

l.ess than Sth grade educatlon (age 25+) 8. 4% ‘58% 7.5%
High scheol graduates {age 25+) 79.2% 84.0% 80.4%

Bachelor's dégree or higher 27.2% 31.4% 24.4%
Speak language cther than English 15.2% 18.3% 17.9%

Do not speak Eng ish ' very well” 6.0% 7.4% 8.1%
Per capita i income” $20,198 $28,766 $21,587
Persons living below poventy level 1 6.6% - T6% o 12.4%

Saource: U.S. Census Bureau, 2000
Language Spoken at Home

In 2000, neatly one in five Connecticut residents over 5 years of age speke a language other than
English, and more than 7% did not speak English “very well” (Table 4). In Hartford and Bridgeport, more
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than 40% of the population spoke a language other than English, and mere than one in five of them spoke
English less than “very well.”

Pecple with a poor ability to read, write and speak English often have a poor understanding of medical
information and advice. As a result, they are more likely to engage in risky behaviors like smoking, they
are less likely to access health services such as screenings for cancer, and they end up with poor health

outcomes, compared to people with high English literacy.'"

Irncome and Poverty

Connecticut is the wealthiest state in the nation, but the gap between its rich and poor is growing.
Between 1990 and 2000 the per capita income® of Connecticut residents rose by 42.5% to $28,766
(Table 7). This figure was more than double the income defined by the federal government as “poverty
level” for a family of three ($13,740)." During the same period, while the poverty rate declined
nationally, the number of people living below the poverty level ih Connecticut rose from 217,347 to
259,514--an increass of nearly 20%--representing 7.6% of the state’s populaticn ( (Table 4)

Nowhere are disparities among Connecticut’s 169 towns more evident than those for income and
poverty.. In 2000, per capita income 1anged from $15,000 in Hartford to nearly $94,000 in New Canaan,
and poverty rates sanged from 0.7% in Killingworth to 30.6% in Hartford.” Hartford, the capital of the
wealthiest state in the nation, had the second highest poverty rate of all U.S. cities."*

Compared to Connecticut residents of white race, who had the highest per capiia income of any racial
or ethnic group ($31,505), per capita income was 58% lower for Hispanics and 47% lower for African
Ameticans.” Comecticut poverty rates were 7% for whites, 28% for African Americans, and 32% for
Hispanics in 2002-2003.'

The U.8. Census Bureau may be undercounting actual poverty in Connecticut. The cost of living in our’

state is hiUher than the national average, so though an individual’s or family’s income may be above the
* national threshold for poverty, they might still be hvmg in stressed financial condmons by Connecticut
standards.”

Healith Insurance

Clonnecticut has one of the lowest percentages in the U.S. of people lacking health insurance.” In 2004,

5.8% of the Connecticut population had no health insurance at the time they were surveyed, and.9.4% said
they had been uninsured at somé time during the prior year. Twenty-one percent of Hispanics, 7% of
Adrican. Amencaus and 3% of whites were uninsured, and these disparities were found to be related to low
income and lack of permanent, full-time employment.'®

Compared to people with health insurance coverage, those without health insurance have more
difficulty accessing personal health services such as cancer screenings, use less medical services, receive
less outpatient and inpatient care; and, as a result, tend to have worse health.* They often seek care at a

e N 21
later or more advanced stage of disease, leading to higher death rates.

® Per capita income is the average income for every man, woman, aid child in a erﬂlaphlu area. Itis computed by
dividing the total income of all the area’s peaple 13 years of age and over by the area’s total population.
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TRACKING CANCER AND ITS RISK FACTORS

Connecticut has some of the best resources in the nation for documenting cancer trends and
risk factors among state vesidents. The Connecticut Tumor Registry, housed within the
Department of Public Health (DPH), is the oldest of'its kind in the U.S. and contains information
on incidence,” mortality,” and first course of treatment for all reported cancer cases diagnosed in
Connecticut since 1935, The Registry' has a national distinction in being one of only five
statewide regisiries.in the U.S. that ave included in the National Cancer Institute’s Surveillance,
Epidemiclogy, and End Results (SEER} program. The registries were selected for their ability to
matiage a cancer reporting system and, as a whole, to provide a iepresentative subset of the
United States population.

The DeathRegistry, part of the DPH Vital Records section, is the second oldest in the nation
and has records of cancer deaths in Connecticut since 1848. The Connecticut Hospital Discharge
and Billing Data Base (managed by the Office of Health Care Access and shared with DPH)
contains records on cancer hospitalizations and charges since 1989. Three surveys conducted by
DPH—the Connecticut Behavioral Risk Factor Surveillance System, Connecticut Youth Risk
Behavior Surveillance System, and Connecticut Youth Tebacco Survey--have collected
information on cancer risk factors among state residents since as early as 1988. In 2005 the
Youth Risk Behavior Survey and Youth Tobacco Survey will be administered together as the
Connecticut School Health Survey.

THE BURDEN.OF CANCER IN CONNECTICUT

~ New Cancer Cases _

More than 18,000 new cases of invasive cancer were diagnosed in Connecticut in 2001.%* {n 2001 our
state had the sixth highest rate in the U.S. overall, the fourth highest rate for females, and the tenth highest
rate for males.” -

The ten sites of invasive cancers most frequently diagnosed among Connecticnt males and females in
Connecticut in 2001 are shown in Table 5. Prostate, breast, lung, and colorectal cancers, together with
melanoma of the skin, accounted for 60% of cancers. A substantial number of these cancers either can be
prevented by lifestyle Gh&rl‘lgf:s (i.é., lung cancer and melanoma), or may be detected early through screening

(i.e., breast, pi'ostate, and colorectal cancers).

® Cancer incidence is the number of new cases diagnosed or reported, Throughout this plan, all reported incidence rates
are age-standardized. All hospitals and private palhoiocy laborataries in Connecticut are requirad by law to report cancer
cases to the Connecticut Tumor Registry.

“ Mortality means deaths. Throughout this Plan, 211 reperted death rates ars age-adjusted.
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Table 5
Ten Most Frequently Diagnosed Invasive® Cancers in Males and Females
Connecticut, 2001
{Excludes in-sffu cancers, except biadder cancer)

Males Females )
Type . : Number | Percent | Type " | Vumber | Percent
1. Prostate 2,895 21.0% | 1. Breast 2,935 31.5%
2. Lung 1 1322 | 142% |2. Colorectal 1,126 | 12.2%
3. Colorecfal 1,086 | 114% [3. Ling 1,113 1 12.1%
4. Bladder . 873 7.2% | 4. Uterus 553 6.0%
5. Melanoma (skin) 425 46% | 5. Non-Hodgkin's lymphoma 336 3.6%
8. MNon-Hedgkin's lymphoma 382 4.1% | 6. Melanoma {skin} 333 3.6%
7. Kidney 321 3.4% | 7. Ovary 299 3.2%
B. leukemia 223 | 2.4% |B. Bladder 273 | 3.0%
9. Oral cavity, pharynx 219 2.3% | 9. Thyroid 245 2.7%
10. Stamach 209 2.2% |10, Kidney - 21 2.3%
All other cancers © 1,585 17.1% |All other cancers 1,796 19.5%
TOTAL _ 9,330 | 100.0% [TOTAL 9,220 | 100.0%

Source: Connecticut Tumor Registry, 2004
_® Invasive cancers are those that have penetrated into cells beyond the layer of flssue in which they developed, or have
spread fo distant parts of the body.

Age and Cancer Incidence _
Most cancers tend to develop slowly and sometimes do not appear until decades after exposure
to a catcinogen. Carcinogens are chemical, physical, or biological égents that can damage the
genetic material in cells and can cause mutations. A number of mutations wsually must occur for
cancer to arise. The chances of developing cancer increase as a persen gets older, because more
mutations are likely to accumulate over time. _

- The odds of getting cancer are 1in 71 for males and 1 in 51 for females from birth through age
39. But over the cowrse of one’s lifetime, the odds increass to about 1 in 2 for males and 1 in3 for
females.®® In Connecticut in 2001, 59% of new cancer cases occurred in older adults (65 years of
age and older),”” and the median age at diagnosis was 68 years.”® The distribution of new cancer

cases by age is shown in Figure 1.

y

Trends in Cancer Incidence
Changes in the rates of new cancers diagnosed among Connecticut residents from 1997 to

2001 are shown in Figure 2.* The average annual rate of new cases decreased by 0.1% overall,

increased most for thyroid cancer and decreased most for cervical cancer. Lung, breast,

colorectal, prostate, melancina, and ovarlan cancers are discussed later in this section.
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Cancers per 100,000 People

" Figure i
Average Annuzl Cancer Incidence by Age
Connacficut, 1985-1999
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Figure 2
Percentage Changes in Cancer Incidence Rates -
Connecticut, 1997-2001
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Canecer Deaihs

Cancer is the second leading cause of death in Connecticut, following heart disease. In 2001,
more than 7,000 state residents died of cancer. Although Connecticut has one of the highest rates
of new cancer cases in the U.8., in 2001 it had the I 1th lowést death rate overall (eighth lowest for
males and 25th lowest for females).® More than half of ali cancer deaths in Connecticut are due to
cancers of the lung, colon/rectumn, female breast, and prostate (Figure 3).%!

Figure 3
Percentages of Cancer Deaths by Type of Cancer
All Ages and Races
Connecticut, 1999-2001
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Source; -Connecticut Bepartment of Public Health, 2005.

The leading causes of cancer death in Connecticut are similar for different racial and ethnic
groups, but vary between males and females (Table 6).

Tahle &6

Leading Causes of Cancer Death in Different Population Groups.32
Connecticuf, 1999-2001

L RacelEthmmt (Males ind Fernals Ies Combmed)
“Wﬁ'& 3 : = ft '?:'anﬂAl:nerlca

TRES N s H|Span|c »| ¥ Non Hispanic Hispame
1 Lung Lung Lung Lung Lung
2 Prostate Breast Colorectal Colorectal Colorectal
3 Colorectal Colerectal Female breast Female breast Female breast
4 | Leukemia Pancreatic Prostate Prostate Prostate
5 Pancreatic Qvarian " Leukemia Pancreatic Leukemia

Source; Connecticut Department of Public Health, 2005.

From 1989-1991 and 1996-1998, age-adjusted death rates® for cancer in Connecticut declined
significantly for males and for whites, but not for other sroups.” Death rates for all invasive

cancers (1989-2001) by sex and race/ethnicity are shown in Figures 4 and 5.

Except for rates for specific age groups, overall death rates used in (his Plan are age-adjusted to the 1.5, 2000 standard population.
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Figure 4
Age-adjusted Death Rates
All Invasive Cancers Combined, by Sex
" Connecticut, 1989 - 2001
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Nole: Because nf‘changes in cause-of-death coding in 1999, death rates for "all cancers”
after 1998 are about 0.68% higher than if coded by earlier definitions and rules.

Figure § _
Age-adjusted Death Rates
All Invasive Cancars Combined, by Race and Ethnicity
Connecticut, 1989 -2001
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Note: Because of changes in cause-cf-death coding in 1989, death rates for *all cancers”
after 1898 are about 0.68% higher than if coded by earlier definitions and fules.

In 1999-2001, the Connecticut average annual age-adjusted death rate® for all invasive cancers
combined was 188.3 deaths per 100,000 people. Non-Hispanic Afiican Americans had the highest
death rates, whereas Hispanics had the lowest death rates (Figure 6).* The national target for the
cancer death rate for all populations by 2010 i8'159.9 deaths per 100,000 people. *2

® Excent for rates for specilic age groups, overall death rates used i this Plan are age-adjusted fo the U.S, 2000 standard population
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Figure 6

Average Annuzl Age-adjusted Death Rates
All Invasive Cancers by Race/Ethnicity

Connecticut, 1989-2001
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Source: Connecticut Deparimant of Public Health, 2005

Trends in Cancer Deaths
The average annual percent changes in death rates from 1997-2001 for various types of
cancer are shown in Figure 7°° and are discussed under specific cancer types. The death rate for

Figure 7
Percentage Changes in Cancer Death Rates
Connecticut, 1997-2001
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all cancers combined (both sexes) declined by 1.4% per year during this period. Death rates for
specific cancers, however, showed a wide range of increases and decreases. (See sections below
on lung, female breast, colorectal, prostate, melanoma of skin, and ovarian cancers for

discussions of specific death rates.)

Risk Factors for Cancer

It has been estimated that at least half of all cancer .cas_es could be avoided or delayed if
knowledge about causes and risk factors could be put into practice, but there is no general
agreement about the proportion of cancers due to specific risks.”’ The contributions of various
risk factors to cancer deaths have been estimated by different methods'(Figure 8).* These
estimates are helpful for ideniifying wheve cancer prevention activities should be focused. Some
risk factors are modifiable (e.g., smolking, diet, and physical activity), whereas others {e.g., family
history, reproductive history) cannot be altered. Some medifiable risk factors are discussed
brieily below and in the Prevention chapter of this Plan.

Figure 3
Estimated Percentages of Cancer Deaths
Due to Various Risk Factors
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The prevalence of some key madifiable risk factors among Connecticut adults and adolescents is

sumimarized in Table 7.

Table 7

Perceniages of Connacticut Residents with Risks for Cancer
' Perceniage of

o _ Persons at Risk*
Risk Factor ‘ , : | Adults® | Students™
Current cigarette smoking (2003) 18.6% 22.5%
Fating less than 5 servings of fruits/vegetables a day (2003} 70.2% 78.4%
Physical activity:

No leisure time physical activity (2003) 21.0% N/A

No vigorous physical activity (2003) ) 69.4% 40.3%

No moderate physical activity (2003) 48.3% 73.9%
Body weighl:

Overwelght (2003) . 35.7% N/A

Obease (2003) 19.1% N/A
Heavy drinking (Adults, 2002; Students, 2003) B8.7% . 27.2%
Rid not use a condom during last intercourse (2003) N/A 38.1%
Had sexual intercoursa with 4 cr more people in lifetime (2003) N/A 13.7%
Neverfalmest never use condom during intercourse (1298) © 20.4% N/A

Males with multiple sex partners (1998} - 23.6% N/A

Females with mu‘ltiple sex partners (1998) 41.0% N/A

Sources: Behaviorak Risk Factor Surveillance System and Youth Risk Behavior Survey (see references).
* Adults 18+ years of age; students in grades 9-12.

Tobaceo .

Nearly 90% of lung cancer deaths among men and 75-80% of deaths among women are
related to cigarette smoking.*! Tn 1989 it was estimated that 1,970 cancer deaths in Connecticut
each year (about 28% of cancer deaths) are associated with cigarette smoking; women lose about
16 years of expectegl life, and men lose about 13 years 2 Tn 2003, 18.6% of Connecticut adults
reported they smoked every day or some days--about half the percentage that smoked in 1989
(Table 7). Younger adults (18-24 years of age) and those with lower incomes and education
levels had the highest smoking rates (about twice the overall rate),” and high school students
were the most likely of all to smoks (22.5%).**

Diet

In seme studies, cancers of the stomach, esephagus, oral cavity, larynx, rectum,'bladder, colen,
cervix, and lung have been associated with low consumption of fiuits and vegetables. Highlevels
of fat intake, especially from red meat, have been associated with colorectal cancer.” In 2003,
seven out of ten Connecticut adults ate less than 5 servings of fruits and vegetables a day (Table
7). African Americans and Hispanics were less likely than whites to consume the recommended
amount of servings, but the differences were not statistically significant.’’ Alout 17% of
Connecticut adults and 33.2% of students in grades 9-12 ate two or more servings of high-fat foods

daily in 1996 and 1997, respectively (the most recent years for which data are available). s
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Alcohol .

The combination of heavy alcohol consumption and tobacco smoke tends to increase the risk of
cancers of the mouth, larynx, pharynx, and esophagus. Heavy alcohol consumption, alone, has been
associated with cancers of the mouth, pharynx, larynx, esophagus, and liver. Alcohol consumpiion
may also be associated with & moedest increase in Dbieast cancer.” n 2002, 16.3% of Connecticut
were at risk for heavy drinking (greater than 2 drinks per day for males and 1 drink per day for
females), *® and in 2003, 27.2% of high school students reported driﬁkinff five or more drinks on one
occasion (Table 7). Compared to other population groups, males and youngel adnlts (18-24 yeals of

age) were significanily more likely to report heavy alcohol consumption.*

Physical Aetivity

Regular physical activity has been associated with reduced risk of colon cancer, and it may
-decrease the risk of breast and prostate cancers.” In 2003, 48.3% of Connecticut adults did not

meet the recommendations for moderate physical activity,” and 69.4% did not meet the

recommended guidelines for vigorous® physical activity (Table 7).> Students were the most

active, and older adults (65+ years of age) were the least active. In 2001-2003, Afiican

Americans and Hispanics were significantly more likely than whites to repoit having no leisure
time physical activity.**

Obesity ‘

Obesity means having an abnormally high and unhealthy proportion of body fat, Itis
measured in terms of Body Mass Index (BMI). b Whjle obesity is a well established risk factor for
diabetes, stroke, and cardiovascular disease, its 1elat10nsh1p to cancer is less clear and is complex
Cancers of the colon, breast (postmenopausal), endometrium, kidney, and esophagus are
associated with obesity, and in some studies lnks with other cancers also have been found.”® In
Connecticut in 2003, more than half of Connecticut adults were overweight or obese, and about
one in five was obese (Table 7. Afucan Amnericans and Hispanics were swmﬁcantly more likely
than whites to be obese.™

Infectious Agents

Viruses, bacteria, and parasites may account for up to 10% of total cancer deaths in the U.S.

Infection with Héliqobacter pylori (H. pylori) bacteria causes stomach ulcers and increases the risk of -

stomach cancer,”’ and infection with hepatitis B or hepatitis C viruses increases the risk of liver
cancer.”® . ’ .

Huiman p‘apillomavirus (HPV) is a sexuvally transmitted agent that has been determined to cause
almost all cervical cancers.” It is less clear, however, what percentage of individuals with HPV
infection go on to develop cervical cancer. In one study, about 60% of sexuaily active female college
students were found to be infected with PV at some time during the 3-year observation period. In

this group, increased risk of infection was associated most sirongly with number of lifetime sexual

f Brisk walking, bicycling, vacuuming, gardening, or anything elsa that causes smail increases in breathing or heart rate for 30
minutes er more per day 5 or more days a week.

¢ Running, aerobics, heavy yard work, or anything else that causes large increases in breathing or heart rate or 20 minutes or more per
day 3 or more days a week.

* Body Mass Index is calculated as a person’s weight in pounds divided by height in inches squared multiplied by 703, ar as weight in
kilograms divided by height in meters squared. An online BMI calculator is availalle at the following Internet web site:

hitpi/fwww ede. povincedphp/dnpabmifcate-bmtibtm. Overweight=BMI 23012 29.9 Obese = BMI = 30.0.
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partners of main regular partner, number of male sex partners in the past year, frequent alcohol
consumption, African American race, and Hispanic ethnicity.*

Condoms may prevent the transmission of HPV and other sexually transmitted infections. While
there is no consistent evidence that condoms protect against PV transmission, condom use is
associated with lower rates of cervical cancer.”’ In 1998, 29% of Connecticut adults with mare than
one sex partner--24% of males and 41% of females--reported they never or almost never used
condoms.” Tn 1999, moye than half of high school students (61.2% of males and 48.5% of females)’

said they did not use a condom during their last sexual intercourse.”

Radiation Exposure (Sunlight, Tananing Booth and Radon)

There is substantial evidence that exposure to ultraviolei radiation (UV) radiation, mainly from
sunlight, is related to all types of skin cancer, including malignant melanoma of the skin® UV
exposure from sunlamps and tanning booths also increases risk of skin cancers.” In 2003, 34.4% of
Connecticut adults reported they had been sunburned in the past year; of these people, 64.4% had two
or more sunburns during that period.® '

Radon is a radioaciive gas that arises naturally within soil and rock from the decay of radium. 1t
can enter buildings through cracks in fouhdations, and accounts for about 10% of lung cancers. In
1986-~1987, the only period for which data are available, 19% of Connecticut homes, or nearly one in
* five, had radon levels above the U.S. Environmental Protection Agency maximum exposure
guideline; it was estimated that radon exposure may account for 280 of total lung cancer cases' in
Connecticut each year.®’

Social and Economic Factors

‘Several social and economic factors, including level of education, ability to speak English, income, and
poverty are closely related to health status, including developing cancer. (See Connecticut’s Pecple: Secial
and Economic Characteristics, earlier in this chapter.) Many cancers, including cancers of the lung,
stomé.ch, and uterine cervix, are more common among poor and underserved groups.” Low socioeconomic
status (SES) is associated with increased sinoking, alcoholism, poor 11utﬁtion, and reduced access to health
care.”’ Low SES is also associated with later diagnosis, reduced access to treatment opportunities, and
reduced survival.™ In contrast, the risk of developing female breast cancer and melanoma of the skin is

greater among persons with higher socioeconomic status (see below).

Prevention and Early Detaction of Specific Cancers

The crganization of the Conneciicut Comprehensive Cancer Control Plan is based on the
continuum of cancer care, from prevenﬁon through end-of-life, rather than on specific cancer
sites. The cancers discussed below, however, figure importantly in planning for improvemments in
each of the priority areas, because they are preventable, effective screening metheds ave available,

or more education about risk factors and early symptoms is needed.

FIn 2001 2,433 new cases of lung cancer were reported in Cennecticut.
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Eung Cancer

Lung cancer is one of the most preventable cancers. Nearly 90% of lung cancer deaths
amoeng men and 75-80% among women could be avoided if people never used tobacco
products.”’ In the past century, lung cancer has progressed from being a medical rarity to one of
the most common forms of cancer. In 1914, for example, only 371 cases of lung cancer were
reported in the entire U.S., whereas in 2002 it causéd the deaths of five tithes that number of
people in Connecticut alone.

Teday, lung cancer, accounts for more than one in eight new cancer cases and more than one-
fourth of all cancer deaths in Connecticut. It is the second most frequently diagnosed cancer and
the leading cause of cancer deaths for both women and men. Incidence rates and mortality rates
for lung cancer are fower in women tha'r} in men because of differences in smeking rates in the
past; however, the gap between the se3s is narrowing. Between 1980-1984 and 1995-15899, the
inciderite rates for lung cancer in Connecticut fell by 11% for men but rose by nearly 50% for
women.”” While death rates have been declining for men, they have been increasing for women
(Figure 9),” and in 1988, lung cancer overtcak breast cancer as the leading cause of cancer
deaths among Connecticut women and still holds that 1ank

Disparities also exist in Iﬁng cancer incidence and death rates for different racial and ethnic

groups. Among males, African Americans have the highest rates and Hispanics have the lowest A
rates.”* ' ' , .

Figure 9
Age-adjusted Death Rales
-Invasive Lung and Other Respiratory Cancers
Connecticut, 1989-2002
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Note: Because of changes in cause-of-death coding in 1999, death rates for lung cancer
after 1928 are about 1.62% lower than If coded by earlier definitions and rules,

The survival of a person with cancer is strongly affected by the extent or anatomical “stage”
of the disease ai the time it is diagnosed. Generally, cancers that are detected early, before they
have spread, are more treatable than advanced cancers, but there is no validated sereening method

for early detection of lung cancer among high-risk individuals. Based on 1995-2001 data from
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U.S. cancer registries,” only 16% of lung cancers are diagnosed at “local” stages, when they are
confined entirely to the lung and have not spread into nearby tissues or lymph nodes. The 5-year
SEER relative survival rate for local stage lung cancer diagnosed in 1995-2001 was 49.4%.

When diagnosed at the “distant” stage, when the cancer has metastasized, the 5-year relative
survival rate was 2.1%."°

Breast Cancer

Breast cancer is the most frequently diagnosed invasive cancer and the second leading cause
of cancer death among women in Connecticut and the U.S. In2001, Conpecticut had the second
highest incidence rate for invasive breast cancer in the nation.”” While incidence rates for breast
cancer have been rising, death rates have been decreasing. From 1980-1984 o 1995-1999, the
age-standardized incidence rate for new cases of invasive female breast cancer in Connecticut
rose by 27.5%, from 97.5 to 124.3 cases per 100,000 women, partly associated with increased
screening and detection.” There was an average annual increase of 0.9% per year from 1997 to
2001 (Figure 2). _

From 1989 to 2000 the age-adjusted death rate for female breast cancer in Connecticut
decreased by 30% (Figure 10). Breast cancer incidence rates tend to be higher for white females’

compared to Afiican Americans or Hispanics, whereas death rates tend to be significantly higher
for African Americans.* '

Figure 10
Age-adjusted Death Rates
Female Breast Cancer
Connecticut, 1989-2002
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Source: Connecticut Depariment of Public Healih, 2006

Note: Because of changes in causa-of-death coding in 1999, death rates for breast cancer
after 1988 are ahout 0,56% higher than if coded by earlier definitions and rules.

Age is the greatest risk factor for female breast cancer; about 80% of new cases and nearly
50% of deaths oceur in women 50 years of age and older.” Other risk factors include a family

history of breast cancer (especially in a mother or sister) or a previous breast cancer, carrying
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cerfain genetic mutations, and reproductive and hormonal factors (early age at first menstrual
period, uo children, first pregnancy after 30 years of age, late age at menopause).' Overweight, a
sedentary lifestyle, alcchol consumption, and exposure to ionizing radiation during adolescence
also might increase a woman’s risk of developing breast cancer. Despite the long list of possible
risk factors, few are strongly associated with the development of breast cancer, and together, they
explain only ebout cne-fourth of all breast cancers.™

Highei‘ than expeeted incidence rates for female breast cancer were noted for several
Connecticut towns during the time periods 1990-1994 and 1995—2000_33. Incidence rates for breast
cancer tend to be associated with age at first Birth, with risk increasing with increasing age.**
Higher socioeconomic status is related to higher age at first birth, because women with higher
incomes, educational attainment, and employment activity are more likely to delay childbearing.”
In 2000, the average age of Connecticut women at first births--27.2 years--was the second highest
in the U.8.5¢

Regular professional screening (mammograms, clinical breast exams) may detect breast cancer
at an eailier stage. In Connecticut, more than half of breast cancers are diagnosed at the local stage
(Table 8). The 3-year relative survival rate (SEER) for hreast cancer diagnosed in 1995-2001 was
88.2% averall--97.9% if found at local stages and 26.1% if found at the distant stage.”’

Table 8 .
Stage at Diagnosis for Selected Cancers™
Connecticut, 1999

Sigo s )
_ e
it i, tet | iRt | Gl ) g
) 20% | s3% | 21% 4% 3%
Colon-rectum 9% 38% 2% 14% 6%
Prostate 0% 90% (localfregional) 4% 5%
Melanoma of skin 42% 50% 4% 2% 3%

Source: SEER General Summaty Staging System, Connecticut Tumor Registry, 2002
* In stfu: Confined {o the layer of cells where it began; net invasive. '
[nvasive: Has penetirated beyond the layer of cells where it began,
Local: Invasive, but confined entirely within organ of origin.

Regicnal: Has spread by direct extension to adjacent organs or fissues, and/or to lymph nodes
considered regional {o the ergan of origin, but no further spread has occurrad.

Distant : Has spread beyond adjacent ergans cr tissues andfor Lo tissues or lymph nodes remote from
the primary tumor.

The American Cancer Society recommends yearly mammograms staﬁing af age 40; clinical
- breast exams about every 3 years for women in their 20°s and 30’s and every year for women 40
and older; and optional breast self exams for women 20 and older.*” The U.S. Preventive
Services Task Force (USPSTF) recommends screening mammography, with or without clinical
breast exaﬁlinaﬁon, every 1-2 years for women aged 40 and older.”® In 2002, 82.4% of

Connecticut women 40 years of age and over reported they had a mammogram in the past 2
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years, 72.3% reported they had a mammogram in the past year, and 74.8% said they had a
clinical breast exam in the pricr year.”"

Coloveetal Cancer

In Connecticut, colorectal cancer (cancers of the colon and rectum) is the third most

frequently diagnosed cancer in men and the second most common cancer in women (Table 5). In
. 2001, the incidence rate in Connecticut for white males was 1.3 tintes greater than for Afiican
“American males; among females, it was 1.1 times greater for African Americans than for whites.
Between 1980-1984 and 1995-1999, the age-standardized incidence rate for colorectal cancer
among males declined by nearly 20%. The decrease for females was somewhat lower. From

1997 to 2001 the incidence rate for both sexes declined an average of 1.2% per year (Figure 2.7

" The incidence of colorectal cancer increases sharply with age; nationally, 50% of patients are

diagnosed at 72 years of age and older.” Tn 1999, 38% of colorectal cancers were diagnosed at
local stages in Connecticut (Table 8). The 5-year relative survival rate (SEER) for colorectal
cancer diagnosed in 1995-2001 was 64.1% overall, 90.4% when diagnosed at local stages and
9.7% when diagnosed at the distant stage.” |

~ Colorectal cancer was the third leading cause of cancer death among both men and women and
accounted for 10% of cancer deaths in Connecticut in 2002.”> Death rates for colorectal cancer
are higher for men than for women (FlgU.lB 11}, but have been declining for both sexes (Figures 7

and 11),” which may reflect advances in screening and detection and improved treatments.

Figure 11
Age-adjusted Death Rates
Colorectal Cancer

‘ Connecticut, 1939-2002
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Source: Connecticut Departmen[ of Public Health, 2005

Mole: Because of changes in cause-of-death coding in 1999, death rates for cutnrectal
cancer after 1998 are about 0.07% lower than if coded by earlier definitions and rules.

Risk factors for colorectal cancer include a family history of colorectal cancer, a diet high in

anjmal fat and low in fiber, physical inactivity and obesity, smoking, heavy aleohol consumption,
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and a history of inflammatory bowel disease.”” There is some evidence that the risk of
developing colorectal cancer can be reduced by eating less animal fat and red meat, and more
fruits, vegetables, fiber, and low-fat dairy products, 1e°u[aJ aspirin uss, taking folic aCId and
calcium supplements, and regular physical activity.”

The American Cancer Society recomniends scieening for colorectal cancer beginning at age
50 with one of the following schedules: a yearly fecal oceult blood test (FOBT) or fecal
immunochemical test (FIT); flexible sigmoidoscopy every 5 years; annual FOBT or FIT, with
flexible 51g11101doscopy svery 5 years (preferred to e1the1 test alone) a double-centrast barium
enema every 5 years; or a colonoscopy every 10 years.” The USPSTF strongly recommends that
clinicians screen men and Wémen 50 years of age and older for colorectal cancer but dees not
recommend a specific method or schedule.'” In Connecticut in 2003, 27.2 % of Connecticut
residents over 50 years of age reported they had a blood stool test in the last year, and 49.0%

reported having a sigmoidoscopy or colonoscopy in the last 5 years.!™!

Prostate Cancer

Prostate cancer is the most frequently diagnosed caticer among males in Connecticut and the ¥.S..
In 2001, nearly 3,000 cases were diagnosed in Connecticut, representing just under one-third of total
new cancers (Table 5); the incidence rate for Afiican American males was 1.4 times greater than that
for white males.'"” From 1980-1984 to 1995-1999, the average é1mua1 incidence rate for prostate
cancer in Connecticut doubled.'” Some of this increase is likely due to increased screening using the
PSA (prostate specific antigen) test. From 1997 to 2001, the age-adjusted incidence rate rose an
average of 3.3% per year (Figure 2). Significantly more cases of prostate cancer than expected have
been found in seve1al towns in Fairfield Couuty and in the city of Hartford and many of its
surrounding towns.™ ' , !
Risk of prostate cancer rises sharply after age 50. In 2001, 63% of new cases in Connecticut were

found in men 65 years of age and over.'”

In 1999 in Commecticut, 90% of prostate cancers were
diagnosed at the local and regional stages (Table 8). The 5-year relative survival rate (SEER) for
prostate cancer diagnosed in 1995-2001 was greater than 95% when disgnosed at the local/regional
stages and 33.5% when diagnosed at the distant stage,'*®

In 2002, prostate cancer was the second leading cause of cancer deaths among Connecticut
men, accountmg for 12.2% of total cancer deaths,'” The death rate for Afiican American males

in Connecticut consistently has been about twice that of white males.'”

Annual prostate cancer
death rates from 1989-2001 for white males compared to African American males are shown in
Figure 12.' From 1997 fo 2001 the overall age-adjusted death rate for prostate cancer fell by.
an average of about 4% per year (Rigure 7).!1°

Little is known about the risk factors for prostate cancer, but it is thought that hormonal and
nutritional factors are related to risk. A family history of prostate cancer is also associated with
increased risk. Some studies suggest that a diet rich in selenivm, vitamin E, and lycopene (e.g.,
fomato sauce, tomatoes, pink grapefiuit, watermelon) may protect against prostate cancer,

whereas a diet high in animal fat and saturated fat may increase risk.'”
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Figure 12
Age-adjusted Death Rates
Prostate Cancer
Connecticut, 1988-2001
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Note: Because of changes in cause-of-death coding in 1999, death rates for prostate
cancer after 1998 are about 1.34% higher than if ceded by eadier definitions and rules.
Dotfed line shows linear trend for African Americans.

There is no general agreement about the value of screening for prostate cancer. The ACS
recommends offering annual prostate specific antigen (PSA) blood tests and digital rectal
. examinations (DRE) to mEﬁ age 50 and over, and at younger ages for African Americans and
other men at high risk for developing prostate cancer.!” The USPSTF, however, currently does
not recommend for or against routine screening fox either test.!!* In Connecticut in 2002, 43.4%

of men 40 years of age and older reported they had a PSA test in the past 12 months, and 52.0%
said they had a DRE in the last year.'”

Melanoma

Melanoma of the skin accounts for 700-800 new cases of cancer each year in Connecticut. Tt
is the fifth most commonly diagnosed cancer in men and the sixth most common in wemen
(Table 5). The average annual incidence rate for melanoma of the skin among Connecticut males
doubled between 1980-1984 and 1995-1999.""° From 1997 to 2001 the incidence rate rose an
average of 0.4% per year (Figuré 2). Higher than expected numbers of skin melanomas have
been found for certain Connecticut towns on the ocean shoreline and near lakes, suggesting
excess exposure to the sun.""’ 7

Melanoma of the skin is a disease that affects people of white race almost exclusively; only
about 2% of new cases in the U.S. are found in people of calor.'® In Connecticut in 1999, 50% 7
of melanomas were diagnosed at the local stage (Table Bj. The 5-year relative survival rate

"(SEER) for melanomas diagnosed in 1995-2001 was 91.6% overall, 98.3% when diagnosed at
local stages, and 16.0% when diagnosed at the distant stage.'”
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Age-adjusted death rates and linear trends in rates for melancma of the skin ameng
Connecticut males and females are shown in Figure 13. The death rates tend to be higher for
males than for females. From 1997 to 2001, the overall age-adjusied death rate for melanoma of
the skin increased by an avefage of 4.6% eacly year, which was the steepest increase among the
selected cancers studied (Figure 7).""

Certain risk factors are linked strongly with melanoma of the skin. Risk is greatest for fair-
skinned pecple who freckle or sunburn easily, and for those with a family history of melanoma.
People who have multiple moles or Jarge moles have an increased risk. Excessive exposure to
UV radiation from the sun or from tanning lamps and beds, and a history of severe sunburns,
especially during childhood, also increase risk. Protection from sun exposure and avoidance of

artiticial sources of UV radiation may help to prevent melanoma. In 2003, 34.4% of Coennecticut
adults reparted they had a sunburn in the past year, and of this group, 64.5% reported two or more

2
burns. !

Neither the ACS nor the USPSTF cwirently has specific screening recommendations for the
‘early detection of melanoma of the skin. !

Fgure 13 )
Age-adjusied Death Rates
- Melanoma of the Skin

Caonnectiicut, 1889-2002.
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Note: Because of changes in cause-of-death coding in 1999, death rates for melanoma of
the skin afler 1988 are about 3.2% lower than if coded by eadler definitions and rules.
Detted lines show linear trends for males and females.

Ovarian Cancer

Ovarian cancer is the seventh most frequently diagnosed cancer among Connecticut women
and accounts for about 300 new cancers annuvally (Table 5), The age-standardized incidence rate
for ovarian cancer in Connecticut rose by 4.9% between 1980-1984 and 1995-1999,"* and from
1997 to 2001 it declined by an average of 1.1% per year (Figure 2). Nationally, the incidence rate

“ . . . ~ . . . ~ - 23
for ovarian cancer is zbout cne-third lower for African American females than for whites,'®



When detected at localized stages, the 3-year relative survival rate (SEER} for ovarian cancer
is 93.6%; however, the early stages of ovarian cancer have no specific symptoms, so in 1595-
2001, enly 19% were diagnosed at local stages. The mejority of ovarian tumors (68.1% in 1995-
2001), are detected at the distant stage, when the 5-year relative survival rate is about 26%.12

In Connecticut, ovarian cancer is the {ifth leading cause of cancer death among females and
the fourth leading cause of cancer death among white females.'™ Age-adjusted death rates for
ovarian cancer in Connecticut have fluctuated between about 8 and 10 deaths per 100,000
females from 1989-2002 (Figure 14), and from 1997-2001 rates declined by about 0.5% annually
(Figure 7). : _ |

The risk factors for ovarian cancer are not well understocd. Although several risk factors
(e.g., having no children) may increase the likelihood that a woman will develop ovafian cancer,
most women who develop the disease have no kinown risk factors, and only a small proporticn of
women with risk factors ever develop the disease.'”” The risk of developing ovarian cancer
increases with age, and in Connecticut in 2001, 56% of diagnosad ovarjan cancers were found in
women 60 years of age and over,'” .

Transvaginal sonography and the CA-125 blood test often are used to screen for ovarian
cancer in women considered to be at high risk, but it is not known whether these tests ace
helpful.'” Because of the Jow prevalence of ovarian cancer and the invasive nature of diagnostic
testing after positive screenjng, the USPSTT recommends against routine screening for it."*°

Figure 14
- Age-adjusted Death Rates
Ovarian Cancer
Connecticut, 1989-2002
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Note: Because of changes in tause-of-death ceding in 1899, death rates for ovarian
cancer after 1998 are about 0.46% lower than if coded hy earlier definitions and rules.
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PREVENTING CANCER BEFORE IT STARTS

: VISION
Ail Connectfcut residenis will be engaged in the supporf and praci;ce of individual
and communify risk reduction behaviors and aclivities to reduce cancer incidence

The Prevention Committee studied data on the risk factors for the most common types of
cancer, determined the critical areas of burden and of high-risk populations, and assessed gaps in
present programming to determine prevention goals and objectives for the Connecticut )
Comprehensive Cancer Control Plan.

‘ GOAL
Reduce cancer risk through promoting healthy lifestyles and
_risk reduction behaviors among children and adults

G PO SQ g S

WHY THIS GOAL IS IMPORTANT

1. Tobacco. Abcut 5,000 Connecticut resmdents die each year from smoking related 1llnesses
©* about 2,000 of wh:ch are cancers.'

2, Nutrition and physncal activity, ngher consumption of fruits and vegetables and regular
:, physical activity may lower risk of developing some cancers. Obesity is asscciated with
' increased risk for many cancers.

© 3. Environmental exposures, especnally sun. Exposure o ultra-wolet radiation from the
sun and artificial tanning devices is associated with an increase in both melanoma of the
skin and the more common non-melanoma skin cancers.

' 4. Excessive alcohol use. Excessive consumption of alcoholic drinks is associated with oral,
» . laryngeal, phatyngeal, liver, and esophageal, cancers and possibly other cancers. :

5. Unprotected sex.. Human papillomavirus (HPV) Wthh is transmltted by sexual con’tact
is an established cause of cervical cancer in women.

TOBAGCO

- About a third of all cancer deaths have been attributed to tobacco use. Although smoking

- rates have declined in recent years in Connecticut, an estimated 500,000 adults (18.6%) still
smoke every day or some days.> In addition to adult smokers, more than 60,000 middle and high
school students currently smoke.” This number does not include high school dropouts, who are
known to have higher smoking rates compared to students their ages who remain in school, More
than 70% of middle and high school smokess think they could quit smoking now if they wanted
to, but only half of current smokers in middle school and two-thirds of those in high school want
to quit, and more than 60% were unable to remain off cigarettes for at least 30 days during their
last quit attempt. . '
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Every year, 48,000 Connecticut students reach the age of 11, which is the current average age
of smoking initiztion among eighth graders who are smoking. If this trend continues, 56,000
Connecticut youth will eventually die prematurely from smoking.*

The CDC’s Community G_uic{elinesS identified four interventions for which the evidence is
strongest for reducing tobacco use: '

1. Increasing the unit price for tobacco.

2. Smoking bans and restrictions.
3. Media campaigns with interventions,

4. Comprehensive cessation prcngrarns.G

Connecticut’s tobaceo tax and smoking bans are among the nation’s most effective and maet
the Guidelines, but Connec;[icut Jacks the comprehensive tobacco cessation services and media
campaigns that can be expected to dramatically reduce our state’s tobacco use. For example,
from 2002 to 2003 New York City experienced the most significant one-year drop in tobacco use
‘ever recorded.” New York City credited its 11 % reduction to increasing its cigarette tax, its
smoke free air act, and its cessaticn and public education programs. These are ihe four critical
eleiments identified by the CDC Guidelines. Connecticut has done the first two. By adding the
last two we can expect to see significant reductions in smoking, preventing thousands of tobacco-
related deaths and saving millions of health dollars. ' ‘ ‘

Tn 1999 in Connecticut, the economic cost of smoking was $2.14 billion, or about $3, 732 per
adult* smoker. Adult smoking-attributable medical expenditures totaled $1.27 billion or 9% of total

expenditures for health care, and lost productivity atiributable to smoking among adults cost $859

- million.® For lang cancer, alone, Connecticut lnpatlent hospital charges in 2001 were $44.4 million, .

or more than $21,000 per hospitalization.”

Connecticut’s tobaceo tax of $1.51 now ranks sixth in the country, and an increase of 74 cents
has been proposed. Although it is among the highest in the nation, it is in line with our neighboring
states, and has much room to grow. Rhode Island cuirently Teads the nﬁtion with $2.46, the
cigarette tax in Massachusetts is 31.51, New York has a $1.50 tax, with an additional New York
City tax of $1.50, and New Jersey’s tax is $2.40.

The Connecticut Tobacco Use Prevention and Control Plan, produced in 2002 by the
Connecticut Department of Public Health and Department of Mental Health and Addiction
Services with funding from the State Legislature, is a plan that is comprehensive, sustainable,
evidence-based, and data-driven. Its recommendations closely following CDC’s Best Practices
for Comprehensive Tobacco Controf Programs call for comprehensive state and local action
directed at soﬁial and environmental changes. It includes examples of some unique and effective
programs, such as regional coalitions, and it addresses the important target population aroups
whose smoking rates are the highest. The Connecticut Cancer Partnership is committed to

supporting the goals and objectives of this plan and advocating for funding its implementation.

® 1 1999 there were an estimated 572,033 smokers 18+ vears of age in Cannecticut, (2001 Behavioral Risk Factor
Surveillance System, Connecticut data.)
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PREVENTION OBJECTIVE. 1:

Decrease the proportion of adults (= 18 years) and youths (figh school and middle school
students) who currently use fobacca, paying special atteniion fo populations experiencing.
tobacco-related disparities

Baseline
Adults: 18.6% (BRFSS, 2003)
High school: 22.5% (30-day prevalence, CYTS 2002)
Middle school: 5.9% (30-day prevalence, CYTS 2002)

Tuargeils

Adults: 17.5% (BRFSS)
High school: 20.0% (30-day prevalence, CYTS)
Middle school: 5.0 % (30-day prevalence, CYTS)

Strafegies

I.

Support creating statewlide smoking cessation program that meets Public Health Service
and National Action Plan guidelines, including evidence-based counseling,
pharmacotherapy, and a marketing campaign. These interventions should be available at
no charge to the Medicaid and uninsured population

" Advocate for an increase in the state tobacco tax sufficient to fund the state cancer and

tobacco plans

Help initiate a statewide tobacco education media campaign like those shown to be
effective in other states such as Florida and California '

Support implementation of “Connecticut Tobacco Use Prevention and Control Plan,”-
through advocating a combination of federal, state, and local funding

Advocate for implementation of local tobacco prevention and contvel plans.
Advocate for “Coordinated School Health Councils” throughout the state

Develop a forum for pharmaceutical, managed care, and industry (employers) to discuss
pilot smoking cessation programs for employees that include pharmacotherapy products

Secure funding for Quitline services to continue in the state

Increase Smoke-Free College and University programs; identify effective programs and
provide'a forum and communications link (Partnership web site) for sharing effective

programs

How Results Will Be Evaluated

1.

oW

R

Reduced adult and youth tobacco use
Increase in state tobacco tax
Initiation of statewide tobacco cessation program

Funding allocated to support implementation of state tobacco use prevention and control
plan '

Funding altocated to support implementation of local plans

Coordinated School Health Councils established throughout the state

Forum conductéd, policy change language developed; pilot programs identified
Funding achieved for Quitline to 2007

Smoke Free College and University programs increased; resource list of effeciive
programs and website material produced
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NUTRITION, PHYSICAL AGTIVITY, AND GBESITY

Poor nutrition, the lack of physical activity, and obesity ars interacting risk factors for several
types of cancer. Current patterns of overweight and obesity in the United States could account
for an estimated 14% of all deaths from cancer in men and 20% of these in women. In both men
and women, body-mass index is significantly associated with higher rates of death due to cancer
of the esophagus, colon and rectum, liver, gallbladder, pancreas, and kidney; the same is true for
death due to non-Hodgkin’s lymphema and multiple myeloma. Significant trends of increasing
risk with higher body-mass-index values have been observed for death from cancers of the
stomach and prostate in men and for death from cancers of the breast, uterus, ceivix, and ovary in
women.'? (Overweight is defined as having a body mass index (BMI) of 25 to 29.9, and obesity
as a BMI of 30 or greater.'") Low intake of finits and vegetables may be associated with an
increased risk of several cancers, including colon, laryngeal, oral, and lung. Physical activity is
related to both colon and breast cancers; the relaticnship to other cancers is still being
Investigated.

During the past decade Americans have been using the Nutrition Facts labels to choose
healthier packaged foods. Unfortunately, working people increasingly eat meals outside the
home where virtually no nutrition information is readily available. Research shows that while the
Nutrition Facts 1abel has led producers to reduce the amount harmful fat, sugar, salt, and calories
in packaged food, the lack of labeling in restaurants has contributed to the steadily higher fat,
sugar, salt, and calories observed in restaurant fare. When restaurant menus contain nriritional
information, sales of more healthful foods increase.”* To help people make healthier food
choices, the Prevention Committee supports legislation to require large chain restaurants to put
simple nufrition information, such as calories and the amount of fat, sugar, and salt, on their menuw
boards or menus. ' -

It is clear that advocacy and policy change, along with community mobilization, need to be
included in our program. Several resources, itemized below, are already being used to develop a
coordinated program for Connecticut.

1. CDC’s dctive Community Environment Initiative, promoting walking, bicycling and the
development of accessible recreation facilitates
Connecticut Department of Public Health’s Obesity Program

3. NECON’s (New England Coalition of Healih Promotion and Disease Prevention) Plasm
for Prevention and Control of Overweight and Obesity in New England

4. AHRQ's (Agency for Healthcare Research and Quality) Put Prevention info Practice
program, with resources for clinicians, patients, and office systems to increase the
delivery of preventive services in primary care settings

5. The new Dietary Guidelines for Americans 2005 developed by the U.S. Departments of
Agriculture and Health and Human Services
Data concerning nuirition, overweight/obesity, and physical activity are being used to guide
program development in Connecticut. Some of the pertinent data are highlighted below. 3
1. Although 60% of New England women and 40% of men believe that eating fiuits and

vegetables ‘very likely’ reduces cancer risks, less than one-third of Connecticut adults
reported eating five or more fruits and vegetables daily.

N

Although 52% of women and 39% of men rated getting regular physical activity as ‘very
likely’ to reduce one’s risk of cancer, 68% of Connecticut adults reported mostly sitting
or standing while at work and 21% reported they engage in no leisure time physical
activity or exercise,
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Compared to white non-Hispanies, African American non-Hispanics were 58% more
likely and Hispanics were twice as lileely to report having no leisure time physical
activity (19%, 30%, and 39%, respectively).

4. Although 49% of women and 38% of men rated maintaining a hea[thy weight as ‘very
likely’ to reduce one’s risk of cancer, the groportion of overweight or cbese adulis in
Connecticut has increased progressively during the past decade, and reached its highest
levels of about 67% for men and about 44% for women in 2003.

5. The percentages of overweight or obese adults by race and ethnicity were: white, non-
Hispanic, 54%; African American non-Hispanic, 70%; and Hispanic, 63%.

PREVENTION OBJECTIVE 2

Increase the proportion of adults (= 18 years) and youths (<18 years) who make healthy food
choices, including increasing consumption of friits and veaez‘ables fo meet current HHS and
UsD4 Drerary Guidelines for Americans

Buaseline

Adults: 29.8%, consume at least 5 daily servings of fruits and vegetables (BRESS 2003)

High schoel students: 21.6%, consume at least 5 daily servings (CT School Health Survey 2003)
Targets

Adults: 35.0% meet current Dietary Guidelines for Americans” (BRFS S)

Youth: 40.0% meet current Dietary Guidelines for Americans (CT School Health Survey)
Strategies ' . _

1. Advocate for nutrition labeling in chain restaurants

2. Advocate for changes in policies and curriculum to better support healthier eatmg and
education about nutrition in schools

3. Advocate for 2 program of Coordinated School Health Councils

4. In conjunction with CDC’s National Partnership 5-to-9-A-Day plan, develop a
ccordinated effort to increase consumption of fiuits and vegetables to meet current
Dietary Guidelines for Americans

5. Develop and implement a campaign targeted to community physicians for discussion
with their patients to promote fruits and vegetables as well as guidelines related to
calories, fats, and carbohydrates

6. Identify paitners in food business and industry that can help make changes

7. Review existing data regarding barriers and motivating factors for healthy nutrition for all
age and ethnic groups; identify best practices for implementation

8. Advocate for intervention research

How Results Will Be Evaluated
1. Restaurant labeling law introduced and supported by state leaders
New policies and curriculum instituted
Coordinated School Health Councils established
Pastnership.on 5-to 8-A-Day and coordinated effort developed
Campaign for pediatricians develeped and implemented '
New food industry partners committed to helping
Best practices identified and integrated into program

N

b Dietary Guidelines for Americans, Fruit and Vegetable Intake: To meet nutrient adequacy recommendation, a range
of 3-13 servings of fiuits-and vegetables each day is recommended for daily energy intakes of 1,200-3,200 calcries.
For a 2,000 calorie daily energy Intake, & servings (4 ¥4 cups) are recommended.
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PREVENTION OBJECTIVE 3

Decrease the proportion of adults (> 18 years) and high school students who engage in no Iersm e

time physical activily or exercise

Baseline
Adults: 21.0% (BRESS 2003)
High school students: 9.7% (CT Schaol Health Survey, 2003)

Targets
Adults: 17.0% (BRFSS)
High school: W/A

Strategies

1. Advocate for changes in policies and curriculum to better support and increase amount of
physical activity for all students

Advocats for tax breaks for physical activity programs such as buoilding walking trails

Ly o

Develop and implement a campaign tergeted to community physicians to encourage
discussing need for physical activity with patients

Ideniify partners for long term strategies (DPH Obesity Program, CVD Program)

5. Review existing data regarding barriers and motivating factoss for physical activity for all
age and ethnic groups; identify best practices for implementation

6. Review materials to identify additional advocacy strategies for implementation
7. Advocate for intervention research in this area

How Results Will Be Evaluated
New policies and changes in school programs and curricula
Laws regarding physical activity tax breaks passed
. Program for use with pediatricians developed and implemented
Partners identified and recruited; pooled resources and knowledge available -

B N

Report with findings and recomunendations on how to impact change; best practices
identified .

6. Advocacy sh‘ategies identified and implemented .
7. TFunding for research achieved |

L]
|
J——

Baseline
Overweight adults: men 45.7%, women 25.9%, (BRFSS 2003)
Obese adults: men 19.9%, women 18.3%, (BRFSS 2003)
High school students: 11.6% (CT School Health Survey, 2003)

Targets _
Overweight adults: men 40.0%, womnten 20.0% (BRFSS)

Obese adulfs: men 15.0%, women 15.0% (BRFSS)
- High school: 6.0% (CT School Health Survey))
Strategies
1.  Advocate for nutrition labeling in chain restaurants
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Advocate for changes in schocl food programs and curricalum

Ly b

Develop plan to coordinate with ongoing programs and to involve new collahorating
partners

Advocate for research to find effective intervention strategies
5. Advocate for Connecticut to participate in YRBS questions on this topic

H ow Resulfs Will Be Evaluated

1. -Restaurant labeling law introduced and supported by state leaders
Changes made in school food programs and in curriculum
New partners involved; plan developed

-IhLJJ!\J

New research resulis on interventions

ENVIROMNMENTAL EXPOSURES

The issues surrounding environmental exposures as risk factors for cancer are complex.
Hundreds of chemicals, drugs, and other substances are known, probable, or possible human
carciuogens’,“ though most people are unlikely to be exposed to them, and some naturally
occurring substances in the environment (e.g., r'adon) are known fo increase ihe risk of
developing cancer. Exposure to ultvaviolet (U'V) radiation from sunlight and from artificial
tanning lamps can damage DNA, the critical genetic material in cells. Damage of DNA in skin
cells can sometimes lead to skin cancer.

There are two primary forms of skin cancer: non-melanoma and melanoma. Non-melanoma,

the most common form, occurs in either basal or squamous skin cells that are located at the base
ofthe outer layer of the skin, and rarely resuits in death. Compared to non-melanoma skin
cancer, melanoma skin cancers are much less common, develop from the cells that produce skin
color, and can be fatal. Higher rates of skin cancer occur in certain affluent communities and
ocean#shoreliﬁe towns of Connecticut, and are believed to be related, at least in patt, to
differences in recreational sun exposure.”” Sun-protective behaviors can lead to substantial
reductions in sun eﬁcposure, theréby reducing the risk of developing-either melanoma and non-
melanoma skin cancer.

Most occupations in the United States do not present a risk for getting cancers. However,in
some industries exposure to a range of carcinogens can present a hazard to workers over time.
Protection from cancer risk in the workplace is essential and involves a combination of
aggressive, scientifically based regulations, worker education and survéillance.

Some programs that evaluate and regulate environmental toxins and exposures alr eady exist.
The Radon Prog;: am at the Connecticut Department of Public Health provides educational
outreach activities to the general public, and free testing devices are part of i its outreach efforts.
'The Toxic Hazards Assessment Program at DPH evaluates and quantifies health risks from
exposures to environmental contaminants, and attempts to decrease these risks by working with
the Department of Environmental Protection (IDEP) and inforiming the public and health care
professionals about envirommental hazards. DEP is the state regulatory agency that reviews and
investigates environmental issues and identifies exposure problems. The Environmental Public
Health Tracking Program is developing a comprehensive system for linking and reporting .
environmental, human exposure, and health effects data. The DPH Environmental Epidemiology
group is working on a plan to add questions about percepticn of environment-related risks to the
BRFSS survey.
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PREVENTION OBJECTIVE 5 :
Increase the public’s awareness of cancer-related enwromnenml exposw es and pr ofective
measures

Buasefine
Not available

Strategies
1. Establish baseline and targets

2. Identify methods and develop program to increase knowledge and undmsta.ndmg of
environmental exposures to cancer, especially radon, pesticides, and home vse products

3. Improve partnership with federal, state and local governments, business and communities
to reduce known exposures and to identify environmental risk factors

4. Tdentify new partners to support efforts

How Results Will Be Evaluated
1. Bageline established
2. Methads identified and implemented
3. Partnership improved
4. New partners identified and added to effort
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. Baseline

Not available

Strategies
1. Establish baselme and targets.

2. Develop and implement a pilot pwg;am for elementary school children and their par ents
to educate them about the harms from UV exposure, espemaﬂy to children, and to reduce
the children’s lifetime risk of skin cancer

3. Advocate for policies such as trees in schoolyards; the weaung of protective clothmU and
wraparound sunglasses with UV absorption factor

4. Develop and implement a campaign for pediatricians to inform parents about caring for
the skin of babies and young children

5. Develop program to develop baseline information including questions in BRIFSS
6. Review best practice education and policy models about UV light in tanning booths and
develop implementation strategies
How Resulés Will Be Evaluated
1. Baseline established

2. Pilot program implemented

3. Policy changes made

4. Campaign for pediatiicians developed and implemented
5. Questions added to BRFSS; baseline developed

6. Tanning booths program developed
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Al COHOL USE o
Excessive alcohol intake is related to several forms of cancer. Alcohol use increases the risk

of developing esophageal, mouth, and throat cancers. The combination of smoking and drinking
alcchol magnifies this risk. Alcohol is also a significant risk factor for liver cancer and may be
associated with a modest increase in breast cancer. Although moderate alcohiol consumption may
decrease the risk of heart disease and stroke,'® the benefits and risks of alcohol consumption

l should be weighed carefully by individuals and viewed in the context of cther risk factor® T}le
American Cancer Society’s recommendation (for those who drink) is to limit intake to two drinks

per day for men and one per day for-women.

PREVENTION OBJECTIVE 7 :
‘Reduce the percentage of adults and adolescents who engage in excessive drmkmg, w!nch is
defined as greater than 2 drinks per day for males and I drink per day for females

Baseline
Males: 7.2% (BRFSS 2003)
Females: 6.3% (BRFSS 2003)
Adolescents: 27.2% (YRBS 2003-- 5 or more drinks on 1 or more occasions in the last month)

fTargefs
Males: 3.0% (BRFSS)
Females: 3.0% (BRFSS)

Strategies

1. Partner with groups such as MAAD and mental health organizations to help support
effort

2. Create program targeting phySlCIaDS to help support d1scu551on with patients regarding
risks assomated with alcohol use and cancer

3. Develop forum, through Partner sh1p s web s1te and other means, to share effective
programs
How Results Will Be Evaluated

1. Partnerships with groups organized

2. Program for physicians created

3. Communications forums established

MULTIPLE SEX PARTNERS AND UNPROTECTED SEX

' Human papillomavirﬁs_ (HPV), a sexually transmitted disease, is thought to be necessary for
the development of cervical cancer. In uiauy cases, risk for contracting the virus can be reduced
by decreasing potential exposure to the virus, such as by limiting the number of lifetime sexual
partners, avoiding partners who have had multiple sexuval partners, and by women delaying their

first sexual experience until they are older.
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While there is no consistent evidence that condoms protect against HPV transmission,
condom use is associated with lower rates of cervical cancer. The use of condoms should not be
substituted, however, for routine screenings with Pap smears to detect and prevent cervical cancer
(see Section 4, mcreasing Early Detection). ITn Connecticut in 1998, the only year for which data
are available, 89% of adults 18 years of age and older (86% of males and 93% of females)
reported they had only one sex partner in the past year. Of this group, only 16% said they used
condemns every time they had sexual intercourse. Among adults whoe had multiple sex partners
(the higher risk group), 39% (46% of males and 27% of females) said they used a condon every

. 17
fime.

PREVENTION OBJECTIVE 8 ;
Increase to 50% the proportion of adults 18-64 years of age who always use condoms if sexually _
active with more than one sex parter

Baseline
Females: 26.5% (BRFSS 1998)
Males: 46.0% (BREFSS 1998)

Target
Females: 50.0% (BRFSS)
Males: 50.0% (BRFSS)

Strategies
1. Advocate for implementation of education and control plans
2. Advocate for Coordinated School Health Councils throughout the state

How Results Will Be Evaluated .
I. Implement education and centrol plans
2. Funding allocated to support implementation of plan

PRJ%VE t Fh
£ nc;‘east‘%fow 3% ‘,’1 1 %B ey pﬂt‘!'

exually acity

Buaseline Data
82.6% (54.2% have negver had sexual intercourse; 28.4% sexually active, use condoms)
(YRBS, 2003)

Target
95% (YRBS)
Strategies

1. Advccate for Jmplementanon of education and control plans
2. Advocate for Coerdinated School Health Councils throughout the state

How Resulfs Will Be Evaluated
1. TFunding allocated to support implementation of plan
2. Coordinated School Health Councils established throughout state

302




303

REFERENCES

' Adams, M.L. 1594 The public health impact and economic cost of smoking in Comecticut--1989.
Connecticut Medicine 38: 195-193.

* Bombard, I, et 2l. 2004. State- specific prevalence of current cigarette smoking antong adults, United
States, 200_1 Morbidity and Mertality Weekly Report 53: 1035-1037.

® Lowery St. Joln, T., and D. Jarvis. 2003. Coimecticui Youth Tobacco Survey, 2002, Hartford, CT:
Comnecticut Departiment of Public Health.

Connecticut Department of Health. 2002. Con.rqécﬁcut Tobacco Use Prevention and Cantrol Plan.
Hartford, CT: Connecticut Department of Public Health,

% Centers for Disease Confrol and Prevention. Tobacco Conirol Ploglam Guidelines and Data H

htip://vwww thecommunityguide org/tobageo/H

Centers FOR Disease Contrel And Prevention. 2000. Strategies for reducing exposure to envirenniental
tobaceo smoke. Increasing tobacco-use cessation, and reducing initiaticn in communities and Leaith-care
systems. A report on recommendations of the Task Force on Commmunity Preventive Services. Morbidity
and Mortality Weekly Report 49 (No. RR-12): 1-11.

Press Release: New York City Department of Health and Mental Hygiene, New York City's Smokir-:g
Rate Declines Rapidly, May 12, 2004

Ceaters for Disease Control and Prevention, Smokin g-Atiributable Mortality; Morbidity, and Economic
Costs (SAMMEC): Adult SAMMEC and Maternal and Child Health SAMMEC software, 2002c.
Hhtip://www.ded.gov/tobacco/sammecH '

Connecticut Department of Public Health. 2004. Connecticut Resident Hospitalizations, 2001.
Unpublished data.

1 Cale, E.E., C. Redriguez, K. Walker-Thurmond, and M.J. Thun. 2003. Overweight, obesity, and
mortality ﬂom cancer in a prospectively studies cohort of U.S. adulis. New Eng