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The Health Improvement Partnership of Maricopa County is a collaborative effort between the Maricopa County
Department of Public Health and the more than 100 public and private organizations listed below. The community
sectors represented by each member organization is provided in Appendix A.
Abrazo Health, Maryvale Campus
Abrazo Health, West Campus
Adelante Healthcare
Aetna
Alliance for a Healthier Generation
Alzheimer’s Research and Prevention Foundation
American Cancer Society
American Heart Association, Arizona Chapter
American Lung Association, Arizona Chapter
Anthony Bates Foundation
Arizona Action for Healthy Kids
Arizona Alliance for Community Health Centers
Arizona Alliance for Livable Communities
Arizona Coalition for Military Families
Arizona Community Action Association
Arizona Department of Education
Arizona Department of Health Services
Arizona Family Health Partnership
Arizona Health and Physical Education
Arizona Hospital and Healthcare Association
Arizona in ACTION
Arizona Living Well Institute
Arizona Public Health Association
Arizona Public Interest Research Group (PIRG)
Arizona Small Business Association
Arizona Smokers’ Helpline
Arizona Spinal Cord Injury Association
Arizona State University, College of Health Solutions
ASU Southwest Interdisciplinary Research Center
Artisan Food Guild
Asian Pacific Community in Action
Az. Chapter of the American Academy of Pediatrics
Banner Health
Be A Leader Foundation
Blue Cross Blue Shield of Arizona
Boys & Girls Clubs of Metro Phoenix
Brain Body Fitness
Bridgeway Health Solutions
Chicanos por la Causa
Cigna
City of Goodyear
City of Phoenix- FitPHX
City of Phoenix Housing Department Hope VI
Crisis Preparation and Recovery
Dignity Health Chandler Regional Medical Center
Dignity Health Mercy Gilbert Medical Center
Dignity Health St. Joseph's Hospital and Medical Center
EMPACT
Esperanca
Family Involvement Center
Feeding Matters
First Things First
George B. Brooks Sr. Community School
Greater Valley Area Health Education Center
Health-eOptions
Healthways, Inc.
Healthcare Information and Management Systems Society
Healthy Arizona Worksites Program
Helping Families in Need
HonorHealth
International Rescue Committee

Keep Phoenix Beautiful
Kyrene School District
Lifewell Behavioral Wellness
Magellan Health Services
Maricopa Integrated Health System
Maricopa Association of Governments
Maricopa County Air Quality
Maricopa County Community College District
Maricopa County Correctional Health Services
Maricopa County Department of Public Health
Maricopa County Education Service Agency
Maricopa County Food Systems Coalition
Maricopa County Office of the Legal Defender
Maricopa County Wellness Works
Maricopa Medical Society Alliance
Mayo Clinic
Medical Accessibility, LLC
Mercy Care Plan
Mercy Maricopa
Midwestern University
Mission of Mercy Mobile Medical Clinic
National Kidney Foundation of Arizona
Native American Connections
Native Health
Phoenix Children's Hospital
Phoenix Fire Department
Phoenix Revitalization Corporation
Pinnacle Prevention
Preventive Health Consulting, LLC
Protecting Arizona's Family Coalition (PAFCO)
RightCare Foundation
Roosevelt School District
Southwest Autism Research and Resource Center
Southwest Center for HIV/AIDS
St. Vincent de Paul Family Wellness Program
Susan G. Komen Arizona
Tanner Community Development Corp.
Terros/LGBTQ Consortium
The Arizona Partnership for Immunization
The Faithful City
The Wellness Community - Arizona
Touchstone Behavioral Health
Town of Gila Bend
Trans Queer Pueblo
Unified in Hope
United Healthcare
University of Arizona Cooperative Extension
University of Arizona College of Medicine
University of Arizona – Mel and Enid Zuckerman College of
Public Health
Unlimited Potential
Valle del Sol
Valley Metro
Valley of the Sun United Way
Valley Permaculture Alliance
Virginia G. Piper Charitable Trust
Viridian Health Management
Vitalyst Health Foundation
Walgreens
Wesley Community and Health Center
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Foreword
I am truly pleased to present the results of our second-ever
community health assessment (CHA) representing nearly two years of
extensive effort by staff of the Maricopa County Department of Public
Health and our many partners. I am grateful for the thoughtful work
and generous support that made this possible.
This new assessment was undertaken with a root-causes approach
with the intent that we all (not just our department, but rather the
entire community) can make a dent in the causes of many of the ills facing our community. The
assessment process collected data from community perspectives, partner insights, and staff
input to whittle down our priorities to a few strategic issues that drive many of the health
problems affecting Maricopa County residents.
With that in mind, after much analysis and debate, the three priority strategic issues that came
out of the assessment this time are:


Access to Care



Access to Healthy Food



Early Childhood Development

These are big topics that contribute to a number of other downstream issues and health
outcomes to be addressed in our next Community Health Improvement Plan (CHIP) that will
soon follow.
The role this report will play in the development of that plan is described much more
eloquently by the Preface than I ever could, so please read on. We hope that all of our partners
find this a useful guide as we move forward together in our journey toward creating a healthier
Maricopa County.
Sincerely,

Bob England, MD, MPH
Director, Maricopa County Department of Public Health
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Executive Summary
Maricopa County, Arizona, is the fastest growing county in the
United States, adding more than 222 persons per day in 2016,
with more than 4.2 million residents at present [1]. Maricopa
County encompasses over 9,200 square miles, roughly the size
of the state of Massachusetts, composed of a mix of urban,
suburban, and rural areas including the whole or parts of five
sovereign American Indian Reservations. Home to nine out of
ten of the state’s largest cities including Phoenix (the fifth
largest city in the U.S.), Maricopa County serves as the state’s
primary metropolitan, political, and economic center. The
county is the third largest public health jurisdiction in the
country and is served by the Maricopa County Department of Public Health (MCDPH).

2017 Coordinated Community Health Needs Assessment
The purpose of community health assessment is to gather up-to-date information to paint an
accurate portrait of the community’s health status upon which planning for future community
health improvement activities can be based. Community health assessment is the first stage of
a multi-year process to identify and prioritize strategic health issues, develop and implement
strategies to address those issues, and establish accountability for measurable community
health improvement. The 2017 Coordinated Community Health Needs Assessment (CCHNA) is a
continuation of the community health assessment, planning, and implementation cycle begun
with our first cycle in 2012. This report, completed in June of 2017, will be used in the current
cycle through 2020 when the cycle will begin again with a new assessment.
While the assessment process used in the 2017 CCHNA was very similar to that used in the last
assessment in 2012, the new CCHNA was undertaken with a different mindset that reflects an
ongoing shift in our orientation to public health problems. We have long understood that
health is significantly influenced by “upstream” determinants related to social, economic, and
environmental factors. Differences in income, employment, education, housing, transportation,
crime, and host of other social determinants follow geographic and demographic patterns that
create steep gradients between neighborhoods and groups of people. The corresponding
health inequities that arise among these places and people follow the same patterns and
suggest the presence of systemic “root causes” that may drive downstream impacts on
community and individual health. The 2017 CCHNA focused on identifying these root causes so
health improvement planning can be designed to address them.
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Our guide for the CCHNA has been Mobilizing for Action
through Partnerships and Planning (MAPP), a
comprehensive approach to community health
assessment and improvement planning. MAPP consists
of six phases, the first four of which are part of the
community health assessment stage of MAPP.

MOBILIZING FOR ACTION THROUGH
PLANNING AND PARTNERSHIPS (MAPP)

Phase 1 of MAPP is Organizing for Success and
Partnership Development. The 2017 CCHNA is the
product of an 18-month-long collaborative effort
undertaken by a variety of community health
stakeholders. Chiefly, these include the member
organizations of the Health Improvement Partnership of
Maricopa County (HIPMC) and the Maricopa County CHNA Collaborative (MCCC). MCDPH
participated both as a member organization in these groups, and as the lead agency that
managed the overall CCHNA process.
In Phase 2, Visioning, the HIPMC revised its vision to be, “A County with collaborative
communities and stakeholders equipped with resources, opportunities, and environments to
maximize health and well-being for all.” The HIPMC also embraced a new set of core values,
including Diversity, Health Equity, Collaboration, Education, and Access.
Phase 3 includes the four assessments that are at the heart of the MAPP process:
3a. Community Health Status Assessment (CHSA)
3b. Local Public Health System Assessment (LPHSA)
3c. Community Themes and Strengths Assessment (CTSA)
3d. Forces of Change Assessment (FOCA)
These assessments constitute the research and information gathering phase of MAPP. The
CCHNA relied on six major approaches to gather information and input needed for the four
assessments, including:
 Secondary Health Data – gathering existing statistical data on health conditions
 LPHSA Tool – a survey for evaluating the delivery of essential public health services
 Community Surveys – broadly distributed surveys with responses from 6,708 residents
 Focus Groups – to reach traditionally under-represented and at-risk populations
 Key Informant Interviews – with selected community leaders
 SWOT Analysis – an examination of our strengths, weaknesses, opportunities, and
threats.
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Phase 3 - Assessment Findings
Results of the four MAPP assessments conducted as part of Phase 3 are summarized below.
3a. Community Health Status Assessment
The primary output of the Community Health Status Assessment (CHSA) is a community health
profile that includes a collection of epidemiological statistics on a wide range of specific health
conditions, leading causes of death, utilization of health care, etc. The CHSA relies on a
combination of existing statistical health information and new qualitative information collected
as part of the other assessments in MAPP that reflect the community’s perceptions and
priorities. An expert work group of epidemiologists selected 41 metrics encompassing 194
specific indicator measures to create a broad profile of our community’s health, only a small
sampling of which are briefly described here.
Mortality
The leading causes of death in Maricopa County were consistent from 2011 to 2015 with no
cause changing more than one rank during that time span. Cancer and heart disease were first
and second until 2015 when they exchanged ranks. Heart disease and cancer are the top two
causes of death across all races/ethnicities except for American Indians for whom liver disease is
the leading cause, followed by heart disease and cancer. Diabetes is seventh for Whites/ Overall,
but rises to third for African Americans, fourth for Hispanics and Asians, and fifth for American
Indians. Unintentional Injury is sixth for Whites/Overall, but rises to third for Hispanics, and
fourth for African Americans and American Indians. Homicide doesn’t make the list for leading
causes of death overall, but is ninth for Hispanics and seventh for African Americans.
Morbidity
Chronic diseases account for much of the morbidity in Maricopa County. The percent of adults
in Maricopa County who have been told they have diabetes has been on the rise, going from
8.2% in 2010 to 9.4% in 2014. Similarly, the percent of adults in Maricopa County who are
considered obese rose from 25.2% to 28.5% during the same time period. Overweight/obesity
was ranked second among the “most important health problems that impact your community”
in the 2017 CCHNA community survey. In contrast, the rates of some serious infectious
diseases have fallen. The rate of tuberculosis per 100,000 people in Maricopa County has seen
a modest decrease from 3.1 cases in 2011 to 2.3 cases in 2014. AIDS rates per 100,000 people
in Maricopa County have declined dramatically from 8.1 cases in 2010 to 2.8 cases in 2014.
Social Environment
Our community faces many challenges on the social front. Property and violent crime rates
have been consistently higher in Maricopa County than in Arizona and the nation. In 2013, the
rates per 100,000 people in Maricopa County were 3,256 for property crimes, and 403 for
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violent crimes. In Arizona, documented cases of child abuse have seen a large increase, going
from 3.7 per 1,000 children in 2010 to 8.6 per 1,000 children in 2014. Neglect is the most
common form of child abuse in the state, accounting for about 94% of all cases in 2014. The
percentage of youths in Maricopa County with low neighborhood attachment has increased
slightly, rising from 38.7% in 2010 to 39.6% in 2014. This is mirrored by the percentage of
youth who perceive community rewards for pro-social involvement which fell from 35.5% in
2010 to 32.7% in 2014.
Access to Health Care
Overall, the percentage of people without health care insurance in Maricopa County has
declined noticeably in the years since the implementation of the Affordable Care Act. In 2015,
the percentage of Maricopa County’s population without health insurance was 16.5%. More
recently, respondents to our community survey conducted in 2016 reported that 15.1% had no
health insurance, possibly suggesting that uninsured rates are still declining. Maricopa County
has also seen a decrease in the percent of adults who could not afford needed healthcare,
falling from 20.8% in 2011 to 16.9% in 2013. However, many adults may still face difficulty
accessing care -- 45.9% of respondents to our 2016 community survey indicated that 45.9%
sometimes did not have enough money to pay for health care expenses on a monthly basis.
Health Behaviors
Many people in Maricopa County are challenged by their personal health behaviors. Only
59.8% of adults in Maricopa County met recommended exercise guidelines in 2013, down from
61% in 2011. Similarly, 17.3% of youth in Arizona did not participate in at least 60 minutes of
physical activity per day in 2013, up from 15.4% in 2011. Of adults in Maricopa County, 16.9%
consumed five or more fruits and vegetables per day in 2013, down from 19% in 2011. On a
more positive note, the percentage of current adult smokers in Maricopa County fell from 18%
in 2011 to 16% in 2014, and the percentage of adult binge drinkers also fell from 18% to 16% in
the same time period.
Physical/Built Environment
Many environmental influences on health are of our own making. While lead pollution is
common threat in the U.S. where 0.53% of children lived in areas of high lead concentration in
2014, only 0.10% of children in Maricopa County lived in such areas in the same year.
Automobile exhaust is a leading source of lead pollution. In 2015, 77% of Maricopa County
commuters drove to work alone, while only 10.4% carpooled and 2.2% used public
transportation. Maricopa County benefits from a slightly lower average commuting time of
24.7 minutes versus 25.4 minutes for Arizona, and 26.0 minutes for the nation. The average
distance traveled by Maricopa County commuters is 15.7 miles.
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3b. Local Public Health System Assessment
The Local Public Health System Assessment (LPHSA) examines the organized systems and
resources that support public health and measures how well they function. The local health
system is the primary focus of the assessment which is based on the National Public Health
Performance Standards (NPHPS). NPHPS is organized around the ten essential public health
services that a local public health department is expected to provide.
The LPHSA relies on a survey-like tool used with groups of community stakeholders who meet
to discuss the performance of the local public health system in each of the ten essential
services. The participants rate various aspects of the system’s performance on a 5-point scale
that indicates the level of activity occurring in each the ten services.
The 2017 LPHSA shows that the Maricopa County public health system is performing at the
level of “significant activity,” with scores for each essential public health service ranging from
61% to 85% activity, with an average score of 74.4% activity across all ten essential public
health services, as shown in the figure below.
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3c. Community Themes and Strengths Assessment
The Community Themes and Strengths Assessment (CTSA) provides important community
context to the CCHNA. The CTSA gathers input directly from community residents, with special
attention to including traditionally underrepresented groups. While statistical data, like that from
the CHSA, can give us facts and figures about health conditions in our community, the CTSA adds
more meaning and significance to those facts by asking community members directly about what
health issues are most important to them and what impact they see these having on their quality
of life. The CTSA is an important source of “ground truth” based on input from community
residents regarding their perceptions of the issues and their priorities for addressing them.
The primary sources of information intended to support the
CTSA were our widely-distributed community surveys and our
more narrowly-targeted focus groups with underserved
populations. Some questions discussed in interviews with
key informants also touched on similar topics, and the SWOT
analysis with the HIPMC Steering Committee identified some
corresponding issues as well. Qualitative analysis of the focus
groups produced a list of 10 key themes that integrated the
input from all these sources of input for the CTSA (see table
at right).

CTSA Key Themes
Quality of Life
Community Strengths and Assets
Community Concerns
Threats and Opportunities
Health Care Needs
Health Care Choices
Health Care Experiences
Health Care Barriers

Prevention Strategies
Among focus group participants, general concerns centered
Suggestions for Improvement
on a lack of social cohesion, participation in community
events, and access to information/available community
resources. Racism, discrimination, and a lack of respect for others were highlighted as issues
that eroded sense of community and participation in the community. Participants also worried
about bad decision making among youth (e.g., drugs, gangs, lack of values, lack of knowledge
about healthy decision making).

Related to health, participants felt their communities had a lack of culturally competent health
care providers (specifically highlighted by LGBTQ, Native American, and Hispanic/Latino
groups). They also noted their lack of access to insurance, doctors, and dentists. Diabetes
(particularly in Native American and African American communities), substance abuse, and lack
of healthy, affordable food options were also mentioned, as was inadequate transportation
services (particularly for the elderly, disabled, and poor). Financial hardships were a common
concern and were tied to access issues. Access to healthcare systems and supports was the
most common concern identified by key informants. They also saw economic stressors, such as
poverty and unemployment, as important concerns.
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3d. Forces of Change Assessment
The Forces of Change Assessment (FOCA) seeks to identify policies, systems, and
environmental and other influences that affect (or might affect) the health of the community
and the function of the public health system. These influences can involve factors (discrete
characteristics of the community), trends (changes in factors over time), and events (specific
one-time occurrences) that are already present or might be anticipated, that could produce
effects now or in future, with the potential for positive or negative impacts. These can result
from changes in social, economic, political, technological, environmental, scientific, legal,
ethical, or other conditions.
The primary source of information intended to support the FOCA was the SWOT analysis done
by the HIPMC Steering Committee. SWOT is an acronym for Strengths, Weaknesses,
Opportunities, and Threats, and is the common name of a group exercise used as an
environmental scan to identify internal (strengths, weaknesses) and external (opportunities,
threats) factors that may impact an organization or collective effort. The exercise asks
participants to think broadly about the group’s operating environment and to brainstorm lists
of specific characteristics, conditions, policies, and other actual or potential influences in each
of the four SWOT categories. The results from the SWOT surveys completed by the HIPMC
Steering Committee members produced long lists of conditions and concerns under each of the
four SWOT categories. Qualitative analysis was used to review these lists and identify common
themes that recurred across the individual SWOT surveys.
To better understand the potential implications of these themes, a “prioritization matrix” was
used. A prioritization matrix is a quality improvement tool that can be used to understand
choices in a systematic approach using criteria.
The colors of the matrix are reminiscent of those of a traffic light and allow the intuitive
identification of both internal and external positive forces, as well as internal and external
negative forces:


Green – “Good to go.” – Some of these positive forces might combine to produce
synergy that could lead to rapid progress, making these a high priority for exploitation.



Red – “Hold back.” – Some of these negative forces might produce synergy that could
lead to serious challenges to progress, making these a high priority for mitigation.



Yellow/Orange – “Proceed with Caution” – Some of these positive/negative factors
may combine to balance each other which could produce relatively neutral
circumstances that don’t especially favor or disfavor progress, making these secondary
priorities.
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FORCES OF CHANGE ASSESSMENT - SWOT ANALYSIS PRIORITIZATION MATRIX
Strengths of
HIPMC
Inclusion & Diversity
Broad Robust Network
County Support
Strong Communities

Strengths of
HIPMC
Inclusion & Diversity
Broad Robust Network
County Support
Strong Communities

Opportunities in
Maricopa County

vs
.

Weaknesses of
HIPMC

Opportunities in
Maricopa County

vs
.

Health Care Reform

Unclear expectations /
goals / mission

Health Equity

Limited action

Health Equity

Broader Recruitment

Lack of partnership with
“private sector”

Broader Recruitment

vs
.

Threats in Maricopa
County

Weaknesses of
HIPMC

Health Care Reform

vs
.

Threats in Maricopa
County

Political Climate

Unclear expectations /
goals / mission

Healthcare Reform

Limited action

Healthcare Reform

Size of HIPMC

Lack of partnership with
“private sector”

Size of HIPMC

Political Climate

The Steering Committee members discussed the key themes and noted where opposing factors
might combine to present opportunities for future work. Among these, the members
acknowledged the weakness of lacking partnership between the HIPMC and private sector, and
recognized the opportunity this presented for broader recruitment of new HIPMC members
from this sector. The members also remarked about how healthcare reform was seen as both
an opportunity and threat, and thus appeared in all four quadrants of the prioritization matrix.
Similarly, they noted that, while a diverse, broad, and robust membership can be a strength to
the network, it can also be a weakness because in such a large group progress can to get lost.
Information gathered from other stakeholders through community surveys, focus groups, and
key informant interviews identified a wide variety of issues that are potential forces of change.
One of the most notable and consistent themes concerned various inadequacies in access to
care. This theme was identified through all three methods (surveys, focus groups, key informant
interviews) and was often addressed in multiple ways. Both the focus groups and key informants
also expressed concern about access to healthy foods, and poor eating habits was among the
most important “unhealthy behaviors” seen in the community by survey respondents. Racism,
discrimination, segregation, and the disparities that result from these practices were also
consistently noted. While the nature of the survey questions necessarily limited responses, a
number of other themes were shared between the focus groups and key informants, including
distrust of health care providers, limited opportunities for youth, and the impact of poverty and
other economic challenges (e.g. the cost of health care).
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Priority Strategic Issues
Phase 4 of MAPP is the identification of strategic priorities. From all the issues identified in the
assessments, only a small number can be selected to provide focal points for coordinated
health improvement efforts. Through a multi-stage process of review and prioritization using
several quality improvement tools, three priority strategic issues were chosen:
Access to Care
Appropriate access to care means that everyone receives the services and supports they need
to maintain optimal health and wellbeing throughout their lifetimes. This encompasses both
medical and non-medical care that effectively prevents, treats, and/or minimizes the effects of
health problems and supports quality of life. This requires that care services be obtainable,
accessible, and affordable to all, and be designed to ensure that individuals understand how to
navigate efficiently through the care delivery system to meet their needs. Such care must also
impart the best possible health outcomes and be delivered through a respectful relationship
between the caregiver and recipient that is based on mutual trust and understanding.
Access to Healthy Food
Appropriate access to healthy food means that all individuals can easily obtain high quality,
fresh, affordable, and nutritious food. In both urban and rural settings, regular access to healthy
food retailers and other healthy food outlets that offer fruits, vegetables, and other staples at
affordable prices contribute to a more equitable food environment. Such a food environment
reduces food insecurity and hunger, supports nutritious diets that lead to healthier lifestyles,
and provides opportunities for thriving local economies. Special attention must be paid to
ensure that culturally appropriate healthy food options are available to all communities.
Early Childhood Development
Appropriate early childhood development means that all young children grow up in safe and
supportive environments and receive the nurturing care and interaction needed to promote
their physical, mental, and emotional growth and resilience that enables them to become
healthy, happy, and productive in later life. This requires that children be protected from harm,
neglect, and other undue adverse experiences. It also means that families, parents, and other
caregivers must have the physical, social, and economic means to provide for their children’s
needs as well as their own. Adequate support, education, and other services must also be
available for children and families to address any problems during early childhood when these
interventions are most likely to be effective.
These three priority strategic issues will be the focus of the forthcoming Community Health
Improvement Plan (CHIP).
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Next Steps
Phases 5 and 6: Community Health Improvement Planning and Action
Looking forward to Phase 5, the HIPMC will use information about our community from the
CCHNA to initiate the development of a community health improvement plan (CHIP). The CHIP
begins with the creation of goal statements that, if accomplished, would make substantial
strides in addressing each of the three priority strategic issues. Potential strategies for
approaching each of those desired goals are also identified. The CHIP will then be drafted in
detail by adding specific objectives, timelines, work plans, and assignments of responsibility for
the tasks required to meet those objectives.
During Phase 6, The CHIP work plan will be implemented over a three-year period, from 2018
through 2021. Though the CHIP framework will be created in early 2018, the work plan will not
be a static document. During its implementation, activities will be continually evaluated so that
our results can be used to adjust and improve our course as necessary.
The Continuous Cycle of Assessment, Planning, and Implementation
With this report, Maricopa County’s community health assessment and improvement planning
processes accelerate from its past 5-year cycle to a more ambitious and responsive 3-year cycle.
Thus, the next CCHNA process for Maricopa County will commence in 2019 and be completed
in early 2020 to support the development of the next CHIP that will be implemented in 2021
through 2024.

Join Us!
Learn more about the HIPMC and
how you or your organization can
join the journey to a healthier
Maricopa County by visiting us on
the web at:

www.HIPMC.org

Page xv
17

Page 16 jas
18

Preface
It has been said that life is a journey, not a destination.
Community health improvement can be just such a journey – one where every step may take us
in our intended direction, but as we advance, so do our aspirations. Despite our struggles
along the way, each passing milepost feeds our sense of accomplishment and our healthful
wanderlust grows. We continue our progress as our desired destination recedes with the
horizon, urging us ever onward to discover what greater achievements may lie ahead.
This report of the 2017 Coordinated Community Needs Health Assessment (CCHNA) for
Maricopa County documents the latest steps in a journey that began with our first community
health assessment in 2012. Now five years down the road, we reflect on the many landmarks
reached along the way, but keep our gaze focused on the future. This report renews our
dedication to the journey and reinvigorates our pace toward a healthy Maricopa County.
Dedication and vigor are needed because the journey to community health improvement is
challenging and the terrain is often uncertain. Even in these days of satellite-guided GPS, we
must sometimes still be our own mapmakers. Though we have explored our community’s
landscape many times before, the topography of health and its determinants shifts and
changes, as does our understanding of them. To stay on course, we must redraw our map
regularly.
This report updates that metaphorical map, giving us a more accurate depiction of our
community’s health. It marks both our high points and lows. It reveals the detours that may
lead us astray and the shortcuts that can return us to the path. It locates the natural and
human resources that we may call upon to sustain our efforts. It shows us a broad lay of the
land so that we can choose our destinations more wisely and chart our courses to them more
truly. Without it, navigating our way to a healthier community would seem impossible.
The success of our journey also might be impossible without the shared strength and
commitment of our stalwart companions. Converging paths have brought more fellow
travelers to our quest for a healthy Maricopa County than ever before. Some set off together
with the first community health assessment in 2012 and many more have joined along the way.
Our party, the Health Improvement Partnership of Maricopa County (HIPMC), has grown into a
collaborative effort of the Maricopa County Department of Public Health and more than 100
public and private organizations united by shared vision and common values of collaboration,
diversity, education, health equity, and access for all.
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Our movement has also advanced through a cooperative effort by seven of our county’s
nonprofit hospital systems and federally-qualified health centers (FQHCs). Each nonprofit
hospital must conduct a community health needs assessment (CHNA) to meet regulatory
requirements and to inform its plans for new services. FQHCs gather similar information for
likeminded reasons. Cooperation between nonprofit hospitals, FQHCs, and local health
departments to share the burden of community assessment is nothing new, but the Maricopa
County CHNA Collaborative reflects cooperation on an uncommon scale. While the
Collaborative’s members are also part of the HIPMC, it is the notable consolidation of their
formerly parallel efforts that we recognize by identifying our present joint endeavor as a
coordinated community health needs assessment.
Like politics, all health is local. Health status can vary significantly from one ZIP Code to the
next, and the gradient of health disparities can be like steep hills and valleys across the
community’s landscape. We’re certainly not tourists in our own county, but no one can know
every geographical, social, and cultural feature in the same fine detail as those who live in and
around them every day. To our own methodical research we must add a substantial mix of
local wisdom. The foundation for this report is based on ground truths gathered through
multiple engagement strategies that reached diverse stakeholders from of our county’s
population.
Travel changes us, giving us new perspectives and deeper understanding, and this report
reflects our evolving approach to community health. Instead of simply focusing on the most
obvious health problems and addressing the risk factors that are closest to hand, we now turn
to look far upstream. By following each tributary to its source, we seek the headwaters where
the roots of many health problems originate. From this higher vantage point, we can see the
community more fully as a system where streams of risk factors converge, becoming forceful
enough to overwhelm even our best efforts to stem their flow downstream, particularly in the
deep valleys that define the most vulnerable parts of our community.
With this report in hand, our company of travelers will continue to progress. The CCHNA’s
results will help us choose our next steps and plan our intended routes. It will guide our
interventions, revealing the land’s contours where the flows of harms from upstream may be
diverted and where depressions can be uplifted making our community more resilient to what
torrents may come. And it will show us where new bridges can be built to carry our
community’s residents more assuredly toward better health. We hope this brief travelogue of
our progress to date may inspire you to join us for the next rewarding leg of our journey.
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Introduction
Maricopa County, Arizona, is the fastest growing
county in the United States, adding more than 222
persons per day in 2016, with more than 4.2 million
residents at present [1]. Maricopa County
encompasses over 9,200 square miles, roughly the size
of the state of Massachusetts, composed of a mix of
urban, suburban, and rural areas including the whole
or parts of five sovereign American Indian
Reservations. Home to nine out of ten of the state’s
largest cities, including Phoenix (the fifth largest city in
the U.S.), Maricopa County serves as the state’s
primary metropolitan, political, and economic center.
The county is the nation’s third largest public health
jurisdiction [2] and is served by the Maricopa County
Department of Public Health.

Community Health and its Assessment
Community health is more than the simple sum of the current health status of each community
member, and its assessment requires more than a simple snapshot of statistics. In this sense,
community health is better represented by a portrait than a photograph. Such a portrait
renders the panoramic mix of local conditions that make it possible for people to be healthy
and the barriers that can deny the opportunity for health to some. It depicts the capacity of the
community to care for its residents, both in times of medical need, and in times of good health
that must be nurtured and sustained. It illustrates the policies that define our options among
health-related behaviors, and the conditions that influence our choices, for good or for ill. The
portrait includes plenty of statistics, but it is the community context for those facts and figures
that gives richness and life to the portrait of a community’s health.
While the health of our community certainly includes us all, it also affects us all. Thus, we all
have a role to play in assuring that we can live in a community that is healthy as-a-whole and
that helps us to be healthy as individuals. On the one hand, responsibility for community health
is shared among a myriad of local stakeholders. Governments, businesses, hospitals, clinics,
schools, advocacy groups, and many others all make important contributions to community
health. On the other hand, accountability for community health is more diffuse, and far fewer
parties are held to account for the health of the community.
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Among those few, local public health departments are charged with a large measure of both
responsibility and accountability for the health of their communities. Increasingly, this is a
burden they share with nonprofit hospitals and other providers that have begun a bold shift
toward population-level approaches to health care. Adding even more volume to this mix are
voluntary groups and other agencies that are asserting their stake in health of the community.
The collaborative efforts that arise from the combination of public health departments,
hospitals and other system providers, and motivated stakeholder groups are becoming
powerful forces for community health improvement.
Community health assessment is the first step in the journey these collaborators must
undertake on our behalf to improve our community’s health. The purpose of community
health assessment is to gather up-to-date information to paint an accurate portrait of the
community’s health status upon which planning for future community health improvement
activities can be based. Community health assessment is the first stage of a multi-year process
to identify and prioritize strategic health issues, develop and implement strategies to address
those issues, and establish accountability for measurable community health improvement.
Community health assessment is one of the core functions of public health. The national
accreditation standards for local public health departments, established by the Public Health
Accreditation Board (PHAB), require health departments to “participate in or lead a
collaborative process resulting in a comprehensive community health assessment” at least
every five years in order to achieve or maintain national accreditation [3]. In Maricopa County,
the primary responsibility for community health assessment falls to the Maricopa County
Department of Public Health (MCDPH), a PHAB-accredited agency.

2012 Community Health Assessment for Maricopa County
Maricopa County’s first community health assessment was completed in 2012 [4]. The
assessment was conducted by MCDPH and the Arizona Department of Health Services. The
effort was led by an advisory board and a community advisory team that engaged community
leaders, local agencies, and other stakeholders in a broader and more inclusive collaborative
effort. The 2012 Community Health Assessment report may be viewed here: www.HIPMC.org.
From those advisory groups, the Health Improvement Partnership of Maricopa County (HIPMC)
was born during the creation of the subsequent community health improvement plan (CHIP)
and its execution from 2012 through 2017. The HIPMC is a member-driven collaborative with
participation from organizations in the public health system and non-traditional sectors. The
2012-17 CHIP was created collaboratively by MCDPH and members of the HIPMC. The CHIP
identified targets for improving the quality of life for all Maricopa County residents, particularly
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the most vulnerable in our community, by reducing preventable illness and death. The CHIP
used a strategy framework that aligned prevention strategies along four community sectors:
Where We Live (Community), Where We Work (Worksites), Where We Learn (Education), and
Where We Receive Care (Healthcare).
Targeted health priorities in the 2012-17 CHIP were Diabetes, Access to Healthcare,
Cardiovascular Disease, Lung Cancer and Obesity. CHIP objectives were collected by MCDPH
from agencies participating in the HIPMC. Initiatives undertaken by HIPMC members were
placed into the strategy framework to create the Maricopa County CHIP Work Plan. The work
plan has been a dynamic document updated on a quarterly basis and progress on objectives has
been reported annually (see: www.HIPMC.org).

2017 Coordinated Community Health Needs Assessment for Maricopa County
The remarkable momentum gained through the 2012-2017 CHA and CHIP processes now
carries us forward into the next the stage of our journey toward a healthier Maricopa County.
As the latest step in that journey, the 2017 Coordinated Community Health Needs Assessment
(CCHNA) is a continuation of the community health assessment, planning, and implementation
cycle that began with the previous cycle in 2012. This report, completed in June of 2017, will be
used through 2020 when the cycle will begin again with a new assessment.
Like the previous assessment, the 2017 CCHNA is the product of an 18-month-long
collaborative effort undertaken by a variety of community health stakeholders. Chiefly, these
include the member organizations of the aforementioned Health Improvement Partnership of
Maricopa County (HIPMC) and the Maricopa County CHNA Collaborative (MCCC, discussed
later), with MCDPH participating both as a member organization in these groups, and as the
lead agency that facilitated the overall CCHNA process.
Looking through the Health Equity Lens
While the community health assessment process used in the 2017 CCHNA was very similar to
that used in 2012, the new CCHNA was undertaken with a different mindset that reflects an
ongoing shift in our orientation to public health problems. We have long understood that
health is significantly influenced
In the United States, health equity and equal opportunity
by social, economic, and
are inextricably linked, and the burdens of disease and
environmental factors. These
poor health and the benefits of wellness and good health
“upstream” determinants of
are inequitably distributed among groups of people.
health have broad, yet varying,
influences on the health of
-National Academies, Health and Medicine Division [5]individuals and the community.
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Our community is shaped by historically prevailing social, economic, and political forces that
profoundly influence our individual behaviors and constrain our choices. Where social or
structural biases exist in these socioeconomic and political drivers, the distribution of positive
and negative consequences can vary dramatically. Differences in income, employment,
education, housing, transportation, crime, and host of other social determinants follow
geographic and demographic patterns that create steep gradients between neighborhoods and
groups of people. The corresponding health inequities that arise among these places and
people follow the same patterns and suggest the presence of systemic “root causes” that may
drive downstream impacts on community and individual health.

Such root causes, however, cannot be altered by addressing behavior at the individual level.
Instead, we must look to community- and higher-level efforts to change the policies, systems,
and environments that dictate the conditions that influence health. By asking if we are
assigning responsibility for health or illness to individuals or to systems, we challenge the
assumptions, values, and pre-conceived notions that might otherwise discolor our view in favor
of the status quo. By using this lens to view our community, we move toward resolving
inequities that lift not only the health of the affected groups, but improve the conditions that
allow us all to be healthy.
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Enabling Community-Driven Solutions
As the figure on the opposite page suggests, community-level problems require communitydriven solutions to moderate (if not eliminate) the influence of structural inequities and biases
on the social determinants of health
in the community [5]. The chapters
Achieving health equity involves identifying,
that follow will demonstrate how the
preventing, and reversing the effects of patterned
CCHNA process prioritized “making
decisions, policies, investments, rules, and laws that
health equity a shared vision and
have caused social and economic inequities that
value” in the community and
affect people’s abilities to live healthy lives.
evaluated the impact of social
determinants for “increasing
community capacity to shape
outcomes.”

-MAPP Handbook [6]-

MCDPH is committed to working in partnership with a wide range of community stakeholders
to foster multi-sector collaboration, breaking-down traditional silos and bringing many different
strengths and talents to bear on our most pressing community health issues from multiple
directions simultaneously. We believe that our coordinated efforts will produce synergistic
effects that lead to greater collective impact. By engaging in true collaboration, it is our intent
that community stakeholders will share ownership in both the conception of plans and
implementation of activities to improve health resulting in genuinely community-driven
solutions that are more likely to succeed.

Our Community Health Assessment Travelogue
The remainder of this report provides a detailed accounting of our journey through the CCHNA
process and documents the discoveries to which this journey has led us. In it, we describe our
general approach to the assessment, summarize our specific methods and tools, share our most
relevant findings, and discuss our priorities going forward.
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Our Approach
A good guidebook can make any journey more productive and meaningful. Our guide has been
Mobilizing for Action through Planning and Partnerships (MAPP), a comprehensive approach to
community health assessment and improvement planning provided by the National Association
of County and City Health Officials (NACCHO) [6].

Mobilizing for Action through Partnerships and Planning
MAPP is to community health stakeholders what Fodor and Frommer are to worldly travelers –
a convenient repository of knowledge accumulated by experts who have who sought the same
destination, suggesting where to go, how to get there, and what to do (and not do) along the
way. As the figure below suggests, MAPP serves as our “community roadmap to health.”

Community health assessment is a substantial endeavor requiring significant investments of
time and human resources. To be efficient, these limited resources must be deployed in an
organized and coordinated fashion. To be effective, assessment methods must include a
variety of scientific techniques with the power to reach deep into the community. By virtue of
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its implementation in numerous public health jurisdictions across the U.S. in the past decade,
MAPP has demonstrated its ability to guide communities through the twists and turns of
community health assessment and improvement in an efficient and effective manner. As a
result, MAPP has become the “gold standard” for community health planning. MAPP also
provides a framework that is amenable to PHAB accreditation standards that set a number of
minimum criteria for the nature, content, and performance of a community health assessment
by a local health department.
Though frequently led by local public health departments, MAPP is a collaborative, communitywide strategic planning and implementation process for improving public health [6]. MAPP
offers a balanced approach with aspects of both assets-based and needs-based assessment.
Moreover, it includes methods to help communities organize their efforts, assess their current
status, identify and prioritize strategic health issues, find resources for addressing them, and
take action to produce measurable improvements.

MAPP STAGES AND PHASES
Stage

Phase
1. Organizing for Success and
Developing Partnerships

I. Community
Health
Assessment

2. Visioning
3. Conducting the Four
MAPP Assessments
4. Identifying Strategic Issues

II. Community
Health
Improvement

5. Formulating Goals
and Strategies
6. The Action Cycle

The MAPP process consists of six
sequential steps, or phases, each including
a series of practical activities that provide
the foundation for the next phase [6]. For
convenience of presentation in this report,
the six phases of MAPP are grouped into
two stages. The community health
assessment stage includes the first four
phases, while the last two phases comprise
the community health improvement stage.
This CCHNA report covers the four phases
included in the community health
assessment stage. The final two phases
will be addressed in a forthcoming
Community Health Improvement Plan
(CHIP) report.

Phase 1 – Organizing for Success and Developing Partnerships
In the first phase of MAPP, community stakeholders come together to form collaborative
relationships, agree upon roles and responsibilities, and to prepare for the implementation of
the subsequent phases.
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Phase 2 – Visioning
For the MAPP process to succeed in improving community health, the collaborating partners
must first agree upon a shared vision of some desired future. The development of a shared
vision helps to promote buy-in among all partners in the effort, and it provides a focus on
producing outcomes rather than merely churning through processes that may generate activity
but might not lead to real change or improvement.
Phase 3 – Conducting the Four MAPP Assessments
MAPP’s four assessments comprise the bulk of the information-gathering and analysis activities
that produce the community health profile. These
include:
3a – Community Health Status Assessment
3b – Local Public Health System Assessment
3c – Community Themes & Strengths Assessment
3d – Forces of Change Assessment
As depicted in the figure at right, the four
assessments encircle and inform all phases of the
MAPP process [6]. The assessments gather
quantitative and qualitative data from multiple
sources to form a picture of the community’s health
status, the function of the local public health system,
the community’s priorities and assets, and the forces that influence change in the community.
Phase 4 – Identifying Strategic Issues
Ultimately, the purpose of the community health assessment stage of MAPP is to provide a basis
for subsequent community health improvement planning. In Phase 4, the results of the four
assessments are examined to identify and prioritize key strategic issues that must be addressed
in order to achieve the vision established in Phase 2. From all the issues identified in the
assessments, only a small number can be selected to provide focal points for coordinated health
improvement efforts. In this sense, the selected priority strategic issues form the conclusions of
the community health assessment and provide the starting points for the community health
improvement plan to come, thus bridging the first and second stages of MAPP.

“MAPPing” our Journey through the Phases
The implementation of each phase is described in the chapters that follow. Each chapter
includes details of the methods used and summarizes the primary outcomes of each phase.
The “MAPP map” provides a convenient guide – simply look for the “You Are Here” arrow to
chart your own progress along our journey through the phases!

Page 13as
31

Page 14
32

Phase 1 – Organizing for Success and Developing Partnerships
Careful planning and organization are
prerequisites for any successful journey.
Thanks to the partnerships and collaborative
infrastructure that were built for the
previous community health assessment and
improvement efforts, the 2017 (CCHNA)
began with a significant head start
advantage.

Partnerships and Collaboration
Good community-oriented public health
practice is rooted in principles of broad
inclusion and genuine community
engagement. As mentioned previously, the 2017 CCHNA is the product of an 18-month-long
collaborative effort undertaken by a variety of community health stakeholders, primarily the
member organizations of the Health Improvement Partnership of Maricopa County (HIPMC)
and the Maricopa County CHNA Consortium (MCCC).
Health Improvement Partnership of Maricopa County (HIPMC)
When the Maricopa County Department of Public Health (MCDPH) and the state health
department initiated the first community health assessment for Maricopa County in 2011, two
advisory bodies were formed to provide leadership and broad community representation for
the effort. One was a small advisory board to lead the effort, and the other was a larger
community advisory team. At the time, these were necessary steps to ensure that the
assessment process would be a truly collaborative effort among a significant number of
community agencies and other stakeholders.
When the community health assessment was completed in 2012, it was time to establish a
community health improvement plan (CHIP) that would set challenging goals for improvement
and provide a plan of action to achieve those goals. Even more daunting would be the prospect
of implementing that action plan. To be effective, that plan and its implementation would have
to be a coordinated effort that could be sustained for several years, suggesting the need for a
more formal and consistent partnership among interested stakeholders. Thus, the Health
Improvement Partnership of Maricopa County (HIPMC) was born from the advisory groups that
had supported the community health assessment.
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The HIPMC brings together partner agencies and advocacy organizations and provides a stable
infrastructure to share ideas and resources, identify gaps and barriers to existing services, and
engage in thoughtful planning to achieve a shared vision. Professionals from public and private
organizations, as well as community residents, hear about the HIPMC through quarterly
meetings, MCDPH collaborative projects, community networking, and communication outreach
activities, including a website, a HIPMC Facebook page, and a monthly HIPMC e-newsletter.
MCDPH is both a member and the convener of the
HIPMC Vision – Original (2012)
HIPMC. MCDPH also serves as the partnership’s
“backbone” by providing infrastructure, dedicated
Empowered communities working
together to reach optimal health and staff and other resources to support and sustain the
partnership. Infrastructure developed for the HIPMC
quality of life.
includes a public portal for communication and
dissemination of all related materials and activities.
MCDPH funded the build-out of the Maricopa County-specific pages of the Arizona Health
Matters website for all HIPMC materials (see www.MaricopaHealthMatters.org). The website
houses a virtual “toolbox” as a resource for evidence-based practices, grant opportunities,
communication tools, and related reports, data, and health indicators. The site houses all the
documents of the 2012 CHA and CHIP and provides a venue for inclusion of new partners.
At present, the HIPMC is a partnership of more than 100 public and private organizations
representing 50 different community sectors (a complete list of members and their sector
representation is provided in Appendix A). It is led by a 15-person Steering Committee
composed of representatives from each of the major sectors of the HIPMC’s membership.
Members come from traditional public health services (e.g., healthcare, social services,
education, etc.) and non-traditional sectors (e.g., housing, transportation, military, and refugee
services, etc.). Candidates for the Steering Committee are nominated by members of the
HIPMC and undergo a thorough review and selection process. The Steering Committee is
governed by formal bylaws established by its inaugural members in 2015.
Maricopa County CHNA Collaborative (MCCC)
In addition to public health departments, a number of other community agencies conduct
similar community-level assessments for a variety of reasons. For instance, nonprofit hospitals
are required by federal regulations to conduct a community health needs assessment (CHNA)
periodically to maintain their federal tax-exempt status. Federally-qualified health centers
(FQHCs) are required to document community health needs as part of their renewal of federal
grant funding. These agencies use that information not only to respond to their particular
regulatory requirements, but more importantly to better direct their current operations,
identify gaps in services, anticipate related opportunities, and develop new services to better
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meet the needs of their clients, customers, and community. Their shared need for that
valuable information has also motivated these agencies to collaborate in their community
health assessment efforts [7].
In 2014, MCDPH and a core group of HIPMC-member nonprofit hospitals and federally qualified
community health centers recognized their shared needs as an opportunity to formalize a joint
effort for coordinated community health assessment and health improvement planning. The
Maricopa County CHNA Collaborative (MCCC) is a group of seven of the county’s nonprofit
hospital systems and federally-qualified health centers (FQHCs) that are now working together
to align their individual agencies’ assessments and action plans, both with each other and with
the broader such efforts of MCDPH and the HIPMC. While MCCC’s member agencies were
already part of the HIPMC, the consolidation of their formerly parallel, independent efforts is a
significant leap forward in the coordinated assessment of Maricopa County’s health. The
modified title of “coordinated community health needs assessment” used for the present report
is to reflect the substantial contribution of the MCCC to the larger assessment effort in
Maricopa County.
Shared Collaborative Relationships
As with HIPMC, MCDPH is both a member and the
convener of the MCCC. MCDPH provides the
organizational infrastructure for MCCC with dedicated
staff and other resources supported by its contracts
with each MCCC member. The Venn diagram at right
depicts the organizational relationships between
MCDPH, HIPMC, and MCCC. MCDPH overlaps with
HIPMC as a member of HIPMC and its facilitator and
infrastructure provider. A representative of MCDPH
also holds a seat on the HIPMC Steering Committee, ex
officio.

MCDPH

CCHNA
CHIP

HIPMC

MCCC

Similarly, MCDPH’s contractual arrangements with the MCCC members define its role as a
member of MCCC and as its paid infrastructure provider, producing the overlap between
MCDPH and MCCC. In a sense, the relationship between MCCC and HIPMC could be depicted as
fully-overlapping since each member of MCCC is also a member of HIPMC. However, as an
independently-functioning collaborative in its own right, the collective identity of MCCC is
different than that of its individual members’ association with HIPMC. As a unique entity,
MCCC is depicted as partly overlapping with HIPMC, both because of the aforementioned
relationships of its individual members to HIPMC, and by virtue of the seat MCCC holds on
HIPMC’s Steering Committee, ex officio.
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Coordinated Assessment
While all MCCC members are also members of HIPMC where they participate in the overall
MAPP process and support the CCHNA and CHIP, their roles in MCCC differ slightly in their focus
on the production of their individual CHNAs. The support
of the MCCC enhances the scope of the CCHNA, and each
Hospital
hospital/FQHC will use findings from the CCHNA to
CHNA
FQHC
Hospital
inform their work.
DoN

FQHC
DoN
FQHC
DoN

CHNA

CCHNA
for
Maricopa
County
Hospital
CHNA

Hospital
CHNA
Hospital
CHNA

The figure at left represents the complementary and
overlapping nature of each hospital’s CHNA and FQHC’s
Documentation of Need (DoN). The CCHNA will be the
common shared source for core information needed by
each MCCC member. MCDPH will support the MCCC
members with additional data and analysis for their
individual CHNAs and other needs.

Collective Impact
The CCHNA and CHIP are the shared products of all three entities and will constitute the guiding
documents for their joint actions. A long-term goal is to align the priority issues of the MCCC
members’ CHNAs with those of the CCHNA (see the Phase 4 – Identifying Strategic Issues
chapter), as well as to align their respective health improvement interventions with the CHIP.
Presently, the MCCC partners are working toward aligning the timelines for all CHNAs to be on
the same three-year cycle, then to align that with CCHNA/CHIP 3-year cycle. This collective
impact approach capitalizes on the synergy of partnerships and mutual reinforcing activities to
realize greater outcomes than those that might be achieved individually [8].
Quality Improvement
HIPMC has integrated the “Community of Solutions” model promulgated as part of the SCALE
(Spreading Community Accelerators through Learning and Evaluation) initiative of the Institute
for Healthcare Improvement [9]. The Steering Committee and HIPMC membership have
embraced the Model’s quality improvement approach for both the CCHNA and CHIP
frameworks and evaluation including the use of multiple QI tools such as driver diagrams,
prioritization matrices, and rapid feedback forms. The SCALE Community of Solutions is a model
of community change based in reflective practice, collaboration, design thinking, improvement
science, equity, and generative sustainability. It is intended to help communities develop a set
of leadership skills and capacities to produce “a set of behaviors, processes, and systems that,
over time, promise to lead to sustainable, growing improvements in health, well-being, and
equity (Culture of Health Outcomes)” [9, p. 9].
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Planning and Preparation for MAPP
MCDPH staff supporting the HIPMC began initial preparations for the present MAPP cycle in the
spring of 2015, including defining organizational tasks and setting a preliminary timeline (see
table below).
While the HIPMC and MCCC groups
were already in place, partnership
development and organization has
been an ongoing process. Prior to
fully-engaging in the first phase of
MAPP, the HIPMC Steering
Committee was established in the
fall of 2015 and its members were
trained in the MAPP approach.
Soon thereafter, the full HIPMC
participated in a visioning session in
October of 2015 (see the Phase 2 –
Visioning chapter), and later
received additional training in
MAPP.

MARICOPA COUNTY MAPP TIMELINE
Q2 MCDPH staff preparations
2015

Q3 Phase 1 – Planning and Partnerships
Q4 Phase 2 – Visioning
Q1

2016

Q2 Phase 3 – The Four Assessments
Q3
Q4 Phase 4 – Identifying Strategic Issues
Q1

2017

Q2
Q3
Q4

CCHNA documentation and dissemination

Phase 5 – Formulating Goals and Strategies

Throughout the CCHNA process, the
2018
HIPMC and its Steering Committee
Phase 6 – The Action Cycle
have met on a quarterly basis and
2020
the MCCC has met bimonthly. To
plan these gatherings and support
the CCHNA process overall, the
MCDPH internal CHA/CHIP team has met monthly.
Note that the creation and dissemination of this report appears in Q1/Q2 of 2017, marking the
end of Stage 1 of MAPP. Planning for Stage 2 (the community health improvement phase),
including Phases 5 and 6, was underway at the time of this report.
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Phase 2 – Visioning
Every great journey needs a destination,
even if that destination is more of an ideal
than a place. The second phase of MAPP,
“visioning,” inspires community
stakeholders to think boldly in crafting a
shared vision of that ideal, a healthy
community.
In the fall of 2015, the HIPMC
membership participated in a visioning
exercise to kick-off the new CCHNA
process. HIPMC had previously
established a vision statement when the
group formed in 2012, but many new members had joined the group since then. The group
also recognized the growth in their perspectives on their work. In particular, they felt the need
to establish a clear set of values to insure that their approaches would be equitable,
transparent, accessible, and inclusive, that the community would drive and own the process,
and that they could share power with those affected by the health inequities the group sought
to address.
At a general meeting of the HIPMC membership, the partners in attendance participated in a
nominal group exercise that asked them to brainstorm reflections on the following question:
“In five years, if our community successfully worked towards achieving health equity, what
would we have accomplished?”
The members’ responses were recorded and later reviewed by the HIPMC Steering Committee
to look for themes and group the responses into categories that might help define the group’s
vision and values. The core themes that emerged from the exercise are described in the table
below. The Steering Committee then established a small Vision and Values Workgroup to craft
vision and value statements. The
workgroup produced several possible
HIPMC Vision – Revised (2016)
revised versions of the vision and
A County with collaborative communities and
distilled the themes into a new set of
stakeholders equipped with resources, opportunities, and
five core values and presented these
environments to maximize health and well-being for all.
to the Steering Committee and then
to the HIPMC as a whole.
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THEMES FROM HIPMC VISIONING EXERCISE
Thematic
Category

Representative Responses

Affordable
Quality
Health Care

-

Affordable insurance (KidsCare)
Equal access to care (all adults and children insured)
Access to care (affordable and quality)
Improved mental health access inpatient/outpatient
Access to care: spiritual, physical and behavioral

Sustainable
Health Outcomes

-

Better quality of life
Improve community health outcomes
Sustainable improved health care outcomes
Inequity gaps for health priories are reduced
Fewer health disparities

Health is a
Political Priority

-

Political will
Integrate prevention
Health impact: part of all discussions; policy making
Community health valued as much as economic health

Cross-Sector
Collaboration

- Collaborate
- Put support into action by being transparent through policies that share
information within diverse communities
- Increase community involvement in change

Critical
Infrastructure
to Support
Healthy
Communities

-

Health
Literacy

Have access to healthy food, safe exercise locations
Built infrastructure (e.g. transportation)
Access to Technology
Sustainable Systems
Neighborhood based approach
Safe place to play

- Health literacy
- Improved health literacy!
- Have access to education/messaging

-
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The final vision and value statements were adopted by the HIPMC in April, 2016. The
membership selected a new vision statement that added a focus on collaboration and
acknowledged the role of assets and environment in creating opportunities for health. The
HIPMC now embraces the following Vision and Values that have led them through the MAPP
process to date:

HIPMC VISION AND VALUES - 2016
Vision

A County with collaborative communities and stakeholders equipped with resources,
opportunities, and environments to maximize health and well-being for all.
Diversity

Values

Understanding, respecting, celebrating, and welcoming all people regardless of
ethnicity, income, gender, age, heritage, or lifestyle.

Health Equity

Optimizing health conditions for all groups, especially for those who have
experienced socioeconomic disadvantages or historical injustices.

Collaboration

Networked communities working together with mutual respect and
cooperation.

Education

Providing quality, comprehensive healthcare, and community services that are
navigable, accessible, and affordable to all community members.

Access

Providing tools, encouragement, and knowledge to all people so that they can
make positive, informed decisions resulting in healthy lifestyles and positive
health outcomes.

The figure at right is a
“word cloud “based on
discussions during the
HIPMC’s and its Steering
Committee’s visioning
meetings in October,
2015.
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Phase 3 – The Four MAPP Assessments
As we continue our journey, following the
path marked on our “community roadmap
to health,” the terrain begins to rise. Each
step requires a little more effort than the
last. But we know that each step also lifts
us a bit closer to our lofty vision. We lean
forward and start our climb into the “four
assessments” region of MAPP.

Putting the Pieces Together
At the heart of the community health
assessment stage are MAPP’s four
assessments. Together, they comprise the
bulk of the information-gathering and analysis activities that produce the results needed to
focus the subsequent community health improvement plan (CHIP). The assessments that make
up Phase 3 of MAPP include:
3a. Community Health Status Assessment
3b. Local Public Health Systems Assessment
3c. Community Themes and Strengths Assessment
3d. Forces of Change Assessment
As depicted in the figure below, each of the assessments are essential interlocking pieces in the
jigsaw puzzle we must assemble to have an accurate portrait of our community and its health.
Toward that end, each assessment seeks the answers to important questions that form and
shape each piece of our community health puzzle:
How well are the 10 Essential Public Health
Services being provided to our community?

What does the health status
of our community look like?

Community
Health Status

Forces
of
Change
What external forces are impacting
the health of our community?

Local
Public Health
Systems

Community
Themes
and Strengths

What is important to our community?
And how can we build upon existing assets?
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What does the health status of the community look like? The Community Health Status
Assessment (CHSA) may be what most people picture when talking about community health
assessment. The CHSA’s primary output is a community health profile that includes a collection
of epidemiological statistics on a wide range of specific health conditions, leading causes of
death, utilization of health care, etc. Because every possible health condition and consequence
cannot be tracked, these statistics are a selected sub-set used as indicators for the overall
health of the community.
How well are the 10 Essential Public Health Services being provided to the community? The
Local Public Health System Assessment (LPHSA) examines the organized systems and resources
that support public health and measures how well they function. The local health department
is the primary focus of the assessment which is based on the National Public Health
Performance Standards (NPHPS). NPHPS is a set of evaluation criteria created to assess the
quality of public health programs and assistance in each of the ten essential public health
service areas, identify areas in need of improvement, and strengthen the relationships existing
between various agencies, organizations and governing bodies.
What is important to the community? And how can we build upon existing assets? The
Community Themes and Strengths Assessment (CTSA) provides important community context
to the assessment. The CTSA gathers input directly from community residents, with special
attention to including traditionally underrepresented groups. While statistical data, like that
from the CHSA, can give us facts and figures about health conditions in our community, the
CTSA adds more meaning and significance to those facts by asking community members directly
about what health issues are most important to them and what impact they see these having
on their quality of life. The CTSA is an important source of “ground truth” based on input from
community residents regarding their perceptions of the issues and their priorities for
addressing them.
What internal and external forces are impacting the health of the community? The Forces of
Change Assessment (FOCA) seeks to identify the events, trends, and other factors that influence
the health of the community or the function of the local public health system. These events
(like the loss of a major employer), trends (like an increasing population), or factors (like the
urban or rural nature of a community) can produce specific challenges or threats that might
negatively impact the community’s health. They can also produce new opportunities that could
be developed to generate positive impacts.
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Gathering Information and Collecting Input
A community health assessment is only as good as the information on which it is based. To
provide a comprehensive and accurate perspective, the four assessments require large
amounts of information. The process of gathering the information and input required for each
of the assessments requires multiple activities and procedures that are complementary and
overlapping. In the previous puzzle illustration, the four assessments formed interlocking
pieces. Their interlocking nature not only reflects how the assessments support each other in
forming a whole picture, but also how a data gathering activity intended to support one
assessment may also reveal information applicable to another assessment. With this in mind,
many of the data collection tools used were designed to gather information to feed more than
one assessment.
The use of multiple information-gathering methods was also required to encompass the diverse
sources needed for the broadest possible inclusion and engagement of community
stakeholders with special attention given to insure that traditionally-underserved populations
were appropriately represented. Toward those ends, the CCHNA relied on six major approaches
to gather information and input for the four assessments. The table below shows how each of
the six major data collection approaches was associated with each of the four assessments.

MARICOPA COUNTY CCHNA MAJOR DATA SOURCES
MAPP
Assessment

Secondary
Health
Data

Community
Health
Status

X

LPHSA
Instrument

Local Public
Health
System

X

Surveys
Professional

Community

x

x

Focus
Groups

Key
Informant
Interviews

SWOT

x

Community
Themes
and
Strengths

X

X

X

x

x

Forces
of
Change

x

x

x

x

X

Primary Source

X

Secondary Source

x

Incidental Source
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As shown in the next table below, data collection began in the fall of 2015 and continued
through 2016 and was largely sequential, with some overlap that was made possible where the
targeted audiences were substantially different.

MARICOPA COUNTY CCHNA DATA COLLECTION TIMELINE
Data
Sources

2015
Q3

2016
Q4

Q1

Q2

Q3

Q4

Focus Groups
Secondary
Health Data
Surveys
Key Informant
Interviews
SWOT
LPHSA Instrument
and Discussions

Methods associated with each of the data collection tools are summarized briefly in the next
sections that follow. Full details regarding the methods used and the results from each
approach are presented in individual subsidiary reports that are provided as separate
Appendices to this CCHNA report, including:


Maricopa County 2017 CCHNA Community Health Status Report



Maricopa County 2017 CCHNA Local Public Health System Assessment Report



Maricopa County 2017 CCHNA Community Health Surveys Report



Maricopa County 2017 CCHNA Focus Groups Report



Maricopa County 2017 CCHNA Key Informant Interviews Report



Maricopa County 2017 CCHNA SWOT Analysis Report

Results from each of the data collection activities were integrated and evaluated to form the
conclusions highlighted in the chapters on each of the four assessments provided later in this
report.
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Secondary Health Data
As mentioned previously, the goal of the Community Health Status Assessment (CHSA) portion
of MAPP is to produce a community health profile that includes a collection of epidemiological
statistics on a wide range of specific health conditions, leading causes of death, utilization of
health care, etc. A tremendous wealth of such information is available from a wide variety of
sources, mostly gathered through epidemiological surveillance efforts by local, state, and
federal agencies for other purposes (aka “secondary data”), much more than can be condensed
into a single community health profile. Further, there are even more health conditions and
other factors that might be of interest, but are not routinely tracked by the systems readily
available.
With so much data (and potential information) to consider, where should we focus our
attention?
Epidemiology Expert Work Group
For the 2017 CCHNA, we put this question in the hands of a group of experts. The Epidemiology
Expert Work Group (EEWG) included 19 professionals representing eight local agencies. The
EEWG met together along with a facilitator over three months to establish a set of community
health indicators for Maricopa County.
Indicator Selection Process
The EEWG began by considering guidelines offered by the U.S. Centers for Disease Control and
Prevention (CDC) for the most commonly recommended community health metrics, including
42 metric categories. (REF) Assessing each of these metrics means finding specific data
measures, or indicators, to support them. Usually, this requires multiple indicators for each
metric, although these indicators are not specified in the CDC guidelines.
Through a series of meetings and reviews of available data, the EEWB established 41 metric
categories for use in the CCHNA as shown in the table below. The small difference in the
number of metric categories reflects both additions and deletions of categories, as well as
rearrangement of some indicators into new or different categories.
To support these metrics, the EEWG identified 194 specific indicator measures. A more
detailed accounting of the metric selection process is provided in the Maricopa County 2017
CCHNA Community Health Status Report (Appendix B) and the Maricopa County 2017 CCHNA
Public Health Priorities Prioritization Process Report (Appendix H).
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MARICOPA COUNTY CCHNA HEALTH METRICS
(NUMBER OF INDICATORS FOR EACH METRIC)
Health Outcome Metrics

Health Determinant and Correlate Metrics

Mortality
(44)

Morbidity
(61)

Demographics
(21)

Social
Environment
(27)

Access to
Health Care
(11)

Health
Behaviors
(16)
Alcohol,
Tobacco, and
Other Drug Use
/ Abuse (2)

Physical/Built
Environment
(15)

Leading Causes
of Death (8)

Chronic
Diseases (5)

Population (4)

Violence and
Crime (13)

Health
Insurance
Coverage (6)

Infant
Mortality (1)

Infectious
Diseases (35)

Age (2)

Domestic
Violence and
Child Abuse (3)

Provider
Rates (3)

Physical
Activity (2)

Housing (2)

Injury-Related
Mortality (1)

Mental Health
Conditions (1)

Gender (2)

Education (3)

Health Centers
(2)

Nutrition (2)

Transportation
(3)

Motor Vehicle
Mortality (1)

Cancer
Rates (5)

Race /
Ethnicity (2)

Early Childhood
Development
(3)

Unsafe
Sex (2)

Recreation
Access (3)

Suicide (1)

Obesity (2)

Income (3)

Social
Capital (4)

Preventive
Healthcare
Utilization (8)

Food
Access (2)

Homicide (1)

Low
Birth-Weight
(6)

Poverty
Level (2)

Substance Use
/ Abuse
Mortality (1)

Hospital
Utilization (7)

Educational
Attainment (2)

Environmental
Health (5)

Employment
Status (4)
Immigration
Status (1)

The full selection of metrics and indicators are described in the separate Maricopa County 2017
CCHNA Community Health Status Report (Appendix B). Selected highlights from these
indicators are presented in the community health profile found later in this report.
The work of assessment does not end with this report. As new data arises from both
epidemiological and community sources during the period for which this assessment covers,
these data will be added to this report that will be reviewed by the Steering Committee and
presented to the HIPMC for consideration and modification of plans. An addendum document
will reflect the addition of these new data.
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LPHSA Instrument
The Local Public Health Systems Assessment (LPHSA) examines the organized systems and
resources that support public health and measures how well they function. The local health
system is the primary focus of the assessment which is based on the National Public Health
Performance Standards (NPHPS). NPHPS is organized around ten essential public health
services that should be found in every public health system. NPHPS provides two to four model
standards for key functions required to perform each of the essential services. In turn, there are
two to five performance measures to assess each of the model standards. In total, this makes
for ten essentials services, 30 model standards, and 98 performance measures.
The LPHSA Instrument is a survey-like tool used to rate the local public health system’s
performance according to each of the NPHPS criteria. The instrument was created by a
cooperative effort supported by the CDC and involving six national public health organizations.
The instrument is regularly updated and published by the National Association of County & City
Health Officials (NACCHO). The instrument consists of a series of 98 questions, one for each of
the performance measures. Each question asks the respondent to rank the level at which the
local public health system performs activities related to the performance measure, with
responses on a 5-point scale including no, minimal, moderate, significant, or optimal activity.
Ideally, the instrument is used in a group setting where a collection of local public health system
representatives and partners can be led through a facilitated discussion of each model standard
and the performance of the local system can be debated and a final ranking determined through
a voting process. Often, several small group meetings are held to address only a few of the
essential services at a time, with the participants selected for their expertise specific to those
services, and this was the primary approach used for Maricopa County’s LPHSA.
Representatives from community partner organizations were invited to participate in the LPHSA
(see list in Appendix A) and asked to complete a questionnaire about their daily work in order to
assign them to one of three meetings based on the ten essential public health services. Three
meetings were held that addressed a total of eight of the ten essential services. A planned fourth
meeting to address the two remaining services failed to coalesce, so the invitees for this meeting
were asked to complete an online survey version of the instrument to collect their rankings.
Quantitative data were processed with an online tool provided by the Public Health Foundation
to calculate performance scores in each area. Qualitative analysis was performed to identify
key themes from comments made during the group meetings. Selected highlights from these
results are presented in the LPHSA Chapter found later in this report. Full results are included
in the separate Maricopa County 2017 CCHNA Local Public Health System Assessment Report
(Appendix C).
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Community Surveys
Broad-based community input is essential to any community health assessment. Toward that
end, MCDPH partnered with a wide variety of community-based agencies and healthcare
partners to distribute and collect community surveys from residents and professionals within
Maricopa County.
The surveys were based on an example developed by the National Association of County & City
Health Officials (NACCHO). This was modified by members of HIPMC, MCCC, and MCDPH staff
to expand its response options to include additional health issues and determinants. The survey
was designed in two versions, one to be applicable to community and another for professional
audiences.
The community version had a total of 17 questions while the professional version had a total of
13 questions. Both versions asked respondents to identify factors which contribute to overall
quality of life, note the most important health issues and behaviors observed in the community,
rate the health of themselves and/or the community, and to provide personal demographic
information.
The survey was widely publicized on MCDPH websites and social media platforms, and
members of the HIPMC and MCCC distributed marketing materials for the survey throughout
their networks. The questionnaire was provided on paper, as well as online through a link made
available on websites and distributed via email. Paper copies were located at several WIC
locations throughout Maricopa County and at the Maricopa County Office of Vital Registration
in Central Phoenix. Additionally, several non-profit community agencies were contracted to aid
with the collection of surveys from traditionally under-represented groups and minorities.
A total of 5,883 surveys were collected from community residents age 12 and above within
Maricopa County, and the Professional Survey collected 825 responses. Participants were
allowed to take both surveys if they chose to. A complete description of the respondents’
demographics, along with the full results of the surveys, are provided in the Maricopa County
2017 CCHNA Community Health Surveys Report (Appendix D).
Primarily, the surveys were meant to support the Community Themes and Strengths
Assessment (CTSA), but also informed the Community Health Status Assessment (CHSA) and the
Forces of Change Assessment (FOCA). Relevant results from the surveys are featured in each of
the chapters for these assessments found later in this report.
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Focus Groups
Many minority and other groups are commonly underserved by public health and health care
systems and other support services. Often, these groups are also under-represented in public
surveys and other forms of data collection. To ensure that the unique concerns of these groups
were not overlooked in the CCHNA, MCDPH and its partners contracted with the Southwest
Interdisciplinary Research Center (SIRC) at Arizona State University to conduct a series of focus
groups with medically underserved populations across Maricopa County, including:
 African American Community
 Native American/American Indian Community
 Asian American/Pacific Islander Community
 Hispanic/Latino Community
 Lesbian, Gay, Bisexual, & Transgender Community
 People with low socio-economic status
 Older adults
 Young adults
 Adults, with and without children under the age of 18, who were with and without
health insurance
To reach these populations, SIRC recruited 367 residents from the target groups who
participated in focus groups conducted at locations throughout the county. A total of 36 focus
groups were conducted over an eight-month period. All participants provided informed
consent, and each was offered a modest stipend in the form of a gift card.
Each focus group session was led by a trained facilitator who guided the participants through a
set of discussion questions intended to uncover barriers and pathways to community health,
cultural components of health and health-seeking behaviors, quality of life indicators, and the
most salient conditions currently impacting health in Maricopa County. Sessions were recorded
and transcribed for later analysis to identify key themes.
Primarily, the focus groups were meant to support the Community Themes and Strengths
Assessment (CTSA), but also informed the Community Health Status Assessment (CHSA) and the
Forces of Change Assessment (FOCA). Relevant results from the focus groups are featured in
each of the chapters for these assessments found later in this report.
Complete details of focus groups, including methods used, participant demographics, and full
results, are provided in the Maricopa County 2017 CCHNA Focus Groups Report (Appendix E).
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Key Informant Interviews
Key Informant Interviews (KIIs) are a common qualitative research tool to gather input from
individuals who hold strategic positions in an organization or community. Through their
exclusive positions, these individuals may have unique perspectives on policies and systems and
may offer authoritative information not generally available.
Although professionals were a target for one of the community surveys, KIIs were employed to
reach key community leaders with the goal of gaining deeper insight into the essential needs of
the community and how vital issues might be addressed.
Recruitment targeted leaders from 12 different community sectors, including: built
environment, business, education, faith-based, healthcare, justice/law enforcement, media,
philanthropy, public health, local/state government, volunteer/civic, and other special
populations. HIPMC members nominated individuals for the KIIs, and selections were made by
MDCPH staff based on the number of nominations and the distribution among sectors.
A total of 20 individuals were invited to participate, and 16 interviews were ultimately
conducted. Interviews were performed by MCDPH staff members specially-trained in the
interview protocol. All informants provided informed consent, and no incentives were offered
for their participation.
Interviews were semi-structured around 11 discussion questions designed to elicit opinions on
the nature of community health and its current status in Maricopa County. Questions also
asked interviewees to identify any trends and people or organizations that may be influencing
the community, and to describe their perceptions of the leading community health concerns
and any barriers that stand in the way of addressing those concerns. Known community
strengths and resources were also queried.
Interviews were recorded and transcribed for later analysis. The analysis involved reviewing
transcripts using computer software to code responses and identify recurrent themes both
across the entire interview and specifically within the responses to each question.
While primarily intended to support the Forces of Change Assessment, the KIIs also informed
the Community Themes and Strengths Assessment. Relevant results from the KIIs are featured
in the chapters for these assessments found later in this report. A more thorough description
of the KII methodology, participant demographics, and complete results can be found in the
Maricopa County 2017 CCHNA Key Informant Interviews Report (Appendix F).
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SWOT Analysis
SWOT is an acronym for Strengths, Weaknesses, Opportunities, and Threats, and is the
common name of a group exercise used as an environmental scan to identify internal
(strengths, weaknesses) and external (opportunities, threats) factors that may impact an
organization or collective effort. The exercise asks participants to think broadly about the
group’s operating environment and to brainstorm lists of specific characteristics, conditions,
policies, and other actual or potential influences in each of the four SWOT categories.
For the CCHNA, members of the HIPMC Steering Committee participated in a SWOT exercise
conducted through an online survey and in-person dialogue. The committee members were
asked to look both inwards at the strengths and weakness of the HIPMC network and outwards
to the opportunities and threats within Maricopa County that could affect the HIPMC’s efforts
to improve community health. More specifically, the survey used the following questions to
elicit responses in each of the four SWOT areas:
STRENGTHS of HIPMC & the Public Health Network
 What do we do exceptionally well?
 What advantages do we have?
 What do we, as partners, identify as strengths?
 What valuable assets and resources do we have?
WEAKNESSES of HIPMC & the Public Health Network
 What could we do better?
 Where are we vulnerable?
OPPORTUNITIES in Maricopa County
 What opportunities do we know about but have not addressed?
 Are there emerging trends on which we can capitalize?
THREATS in Maricopa County
 What external roadblocks exist that block our progress?
 Is there significant change coming in Maricopa County?
 What are the economic or political conditions affecting our community?
Nine of the 14 (64%) members of the Steering Committee submitted responses to the survey.
The data were analyzed using qualitative coding methods and themes were developed to
summarize the main categories of comments. The SWOT analysis was directed at the Forces of
Change Assessment, but also supported the Community Themes and Strengths Assessment.
Relevant results of the SWOT analysis, including members’ discussion of the results, are
featured in the chapters for these assessments found later in this report. Full details can be
found in the Maricopa County 2017 CCHNA SWOT Analysis Report (Appendix G).
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Phase 3a - Community Health Status Assessment
What does the health status of the
community look like? The Community
Health Status Assessment (CHSA) may be
what most people picture when talking
about community health assessment. The
CHSA’s primary output is a community
health profile that includes a collection of
epidemiological statistics on a wide range
of specific health conditions, leading
causes of death, utilization of health care,
etc. The CHSA relies on a combination of
existing statistical health information and
new qualitative information collected as
part of the other assessments in MAPP that reflect the community’s perceptions and priorities.

Community Health Profile
When the 2017 CCHNA community survey asked local
residents – “How would you rate the health of your
community?” – the majority responded “somewhat
healthy” or “healthy,” while only about 7% rated it as
“very healthy.” This sentiment was shared by key
informants who noted the community is not as healthy
as it could be, and faces ongoing challenges due to
persistent health problems, inadequate access to care,
and limited understanding of health issues, all of which
disproportionately affect disadvantaged populations.

MOST MARICOPA COUNTY RESIDENTS
RATE THEIR COMMUNITY AS “SOMEWHAT
HEALTHY” OR “HEALTHY.”
5,837 responses

Very Healthy

7.1%

Healthy

32.3%

Somewhat Healthy

41.9%

Unhealthy

13.5%

Very Unhealthy

5.2%

Perhaps it’s not surprising to learn that Maricopa County’s health may be less than perfect.
Clearly, more needs to be done to help our community achieve optimal health, but what are the
health problems that stand in our way of our progress? The answer to that question and many
others related to it may be found here in our community health profile. The abbreviated profile
that follows includes a selection of indicators that highlights key facts, trends, and notable
disparities in the health of our community’s residents.
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For a full accounting of all the community health indicators selected by the Epidemiology Expert
Work Group, please see the separate Maricopa County 2017 CCHNA Community Health Status
Report (Appendix B). That report also contains citations for sources of all the secondary data
described in the figures and tables found in this chapter.
Maricopa County, Arizona
Maricopa County encompasses
over 9,200 square miles composed
of a mix of urban, suburban, and
rural areas, and is roughly the size
of the state of Massachusetts. The
region is commonly referred to as
“The Valley of the Sun,” both for
its location in the Sonoran Desert
at the foot of the mountainous
terrain that climbs several
thousand feet up to the Colorado
Plateau to the north and west, and
for the nearly 300 days of sunshine
that occur on average each year.
The valley enjoys brief yet mild winters with low temperatures rarely reaching the freezing
point. In striking contrast, the warm weather season is long, stretching from mid-April to midNovember. Average monthly high temperatures exceed 100 from June through September.
At their peak, daily high temperatures can push 120. Average annual precipitation is a mere
eight inches (the national average is about 39).
As home to the major metropolitan cities of Phoenix (the state’s capitol), Scottsdale, Mesa,
Glendale, and Tempe, as well as the whole or parts of five sovereign American Indian
Reservations, Maricopa County serves as the state’s primary political and economic center.
Manufacturing and tourism, traditionally the base of the region’s economy, are being joined by
growing technology and financial services sectors. The county encompasses the intersection of
two major interstate highways, and portions of a third. I-10 and I-8 serve as bustling routes for
trucking and other trade to San Diego and Los Angeles in California, and the combination of I-17
and I-10 support the flow of international trade to the north and west from the Mexican state
of Sonora.
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Demographics
Population
Maricopa County’s population of more than 4 million people makes it the fourth most populous
county in the country and the nation’s third largest public health jurisdiction.
Gender distribution is approximately equal across
Maricopa County, the state, and the nation. The
POPULATION (2014)
age distribution for Maricopa County (and Arizona)
Maricopa
United
is slightly younger than that of the U.S. as a whole.
Arizona
County
States
Maricopa County (and Arizona) has a notably
larger proportion of Hispanics than the nation, at
4,087,191
6,731,484 318,857,056
almost double the percentage. Maricopa County
(and Arizona) also has a greater percentage of American Indians. In contrast, Maricopa
County’s proportion of African Americans is substantially lower.

MARICOPA COUNTY – DEMOGRAPHICS (2015)
Demographic
Gender

Age

Category

United
States

49.4%

49.7%

49.2%

Female

50.6%

50.3%

50.8%

0 to 9 years

13.8%

13.3%

12.9%

10 to 19 years

13.9%

13.5%

13.4%

20 to 34 years

21.2%

20.6%

20.6%

35 to 64 years

37.3%

36.7%

39.3%

65 to 84 years

12.1%

14.0%

11.9%

1.7%

1.9%

1.9%

57.0%

56.2%

62.8%

Asian/Pacific Islander

4.0%

3.2%

4.9%

Black or African American

5.0%

4.1%

12.2%

American Indian/Alaska Native

1.7%

4.0%

0.7%

Other

2.0%

1.9%

2.3%

Hispanic

30.3%

30.5%

16.9%

U.S. Born Citizen

85.0%

86.3%

86.7%

Naturalized U.S. Citizen

5.5%

5.3%

6.3%

Not a U.S. Citizen

9.5%

8.3%

7.0%

White

Immigration
Status

Arizona

Male

85 years and over

Race/Ethnicity

Maricopa
County
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MARICOPA COUNTY DEMOGRAPHICS (2015)

GENDER
Female
50.3%

AGE
85+,
17.0%

0 to 9,
13.8%

10 to 19,
13.9%

65 to 84,
12.1%
Male
49.7%

20 to 34,
21.2%

35-64,
37.3%

RACE/ETHNICITY
Hispanic,
30.3%
White,
57.0%

IMMIGRATION STATUS

Other,
2.0%

American
Indian/
Alaska
Native
1.7%

Naturalized
Citizen

Black or
African
American,
5.0%

Not a
U.S.
Citizen

Asian/ Pacific
Islander, 4.0%

U.S.
Born
Citizen
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Maricopa County is the fastest growing county in the United States, adding more than 222
persons per day in 2016 [1]. Maricopa County’s population growth was almost double that of
Arizona and the U.S. Net domestic migration accounted for the majority of Maricopa County’s
growth, with the addition of 43,189 people. The county also added 25,428 people from natural
increase and 10,188 people from net international migration. The largest increases in
population were seen in the 65 to74 year old age group (22%) and among African Americans
(13.2%) and American Indians (13.2%).

MARICOPA COUNTY SAW ALMOST DOUBLE THE POPULATION GROWTH OVER THE
LAST FIVE YEARS WHEN COMPARED TO THE U.S. AND ARIZONA.

6.7%

Total Population

6.5%

Males

Females

3.7%
2.9%
3.9%
3.1%

6.6%

Maricopa County

3.8%

3.0%

Arizona

US

AFRICAN AMERICANS AND AMERICAN INDIANS SAW THE LARGEST POPULATION
INCREASE AMONG ALL RACE/ETHNICITIES FROM 2010 TO 2014
White Non-Hispanic

3.9%

8.8%

Hispanic

African American

13.2%

American Indian

13.2%

Asian Pacific Islander

6.5%
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Educational Attainment
As shown in the table below, educational attainment in Maricopa County is roughly equivalent
to that at the state and national levels.

EDUCATIONAL ATTAINMENT, POPULATION 25 YEARS AND OVER, MARICOPA COUNTY (2015)
Maricopa
County

Education Level
Less than 9th grade

United
States

Arizona

6.5%

6.4%

5.6%

6.7%

7.5%

7.5%

High school graduate (or equivalent)

23.0%

24.3%

27.7%

Some college, no degree

25.2%

25.7%

21.0%

Associate’s degree

8.4%

8.5%

8.2%

Bachelor’s degree

19.2%

17.3%

18.7%

Graduate or professional degree

11.0%

10.3%

11.4%

th

th

9 to 12 grade, no diploma

More than 90% of Asians are high school graduates or higher, while these percentages are in
70s for Pacific Islanders (79%), African Americans (76%), and Hispanics or Latinos (74%). The
percentage is lowest among Native Americans at 64%.
PERCENT OF HIGH SCHOOL GRADUATE OR HIGHER WAS LOWEST AMONG NATIVE
AMERICANS IN 2015
MARICOPA COUNTY

NATIVE AMERICAN

HISPANIC OR LATINO

PACIFIC ISLANDER

WHITE

ASIAN

AFRICAN AMERICAN

91%
86%
79%
76%
74%
64%
80%
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Employment Status
Maricopa County’s unemployment rate of 5.6% in 2015 was higher than the national average of
5.3% in the same year. Among races/ethnicities, American Indians had the highest
unemployment rate in the county (11.5%). Asians had the lowest (4.7%) followed by Whites
(5.0%). Younger residents of Maricopa County had the highest levels of unemployment, while
the 35-44 year old age group had the lowest (3.8%).

EMPLOYMENT, MARICOPA COUNTY, 2015 ESTIMATES
Labor Force
Participation
Rate

Total
Population

Age Range
16 years and over

Employment/
Population
Ratio

Unemployment
Rate

3,256,158

63.1%

59.4%

5.6%

16 to 19 years

228,687

39.3%

31.3%

20.2%

20 to 24 years

284,969

76.0%

69.3%

8.4%

25 to 29 years

305,718

81.9%

76.1%

6.9%

30 to 34 years

289,073

80.8%

76.5%

4.8%

35 to 44 years

548,668

80.7%

77.4%

3.8%

45 to 54 years

537,317

80.2%

77.2%

3.7%

55 to 59 years

247,837

70.8%

67.8%

4.3%

60 to 64 years

220,865

54.7%

52.1%

4.7%

65 to 74 years

345,123

23.3%

22.2%

4.8%

75 years and over

247,901

5.4%

5.2%

4.6%

THE UNEMPLOYMENT RATE WAS HIGHEST AMONG AMERICAN INIDANS/ALASKA
NATIVES IN MARICOPA COUNTY IN 2015.
Hispanic or Latino origin (of any race)
Native Hawaiian/Pacific Islander
Asian

5.9%
No Estimate
4.7%

American Indian and Alaska Native

11.5%

Black or African American
White

9.2%
5.0%
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Income/Poverty
Maricopa County’s poverty rate (17.1%) is higher than the nation’s (15.6%), but not as high as
Arizona’s (18.2%). The median household income in Maricopa County is lower than that for the
state and nation, and is lowest among Blacks/African Americans. The CCHNA community
survey asked, “On a monthly basis, do you have enough money to pay for essentials such as
food, clothing, and housing?” Overall, 5.2% of respondents indicated that they never have
enough money for these essentials, while 43.4% said they sometimes have enough money, and
54.4% said they always have enough.

MARICOPA COUNTY – INCOME/POVERTY (2015)
Maricopa
County

Arizona

Less than $24,999

21.7%

24.1%

23.2%

$25,000 to $49,999

24.9%

26.0%

23.7%

$50,000 to $74,999

18.4%

18.5%

17.8%

$75,000 to $99,999

12.3%

11.8%

12.2%

$100,000 to $149,999

13.4%

11.9%

13.0%

9.4%

7.7%

10.1%

$49,928

$53,689

$53,482

Percent Population on Food Stamps/SNAP

12.0%

13.6%

13.0%

Percent Population Below Poverty Level

17.1%

18.2%

15.6%

Metric

Income

Category

$150,000 or more
Median Household Income

United
States

MEDIAN HOUSEHOLD INCOME WAS LOWEST AMONG BLACK/AFRICAN
AMERICANS IN MARICOPA COUNTY IN 2015.
2 or more races
Some other race alone

$51,188
$41,634

Native Hawaiian or Pacific Islander

$60,180

Asian
American Indian or Alaskan Native
Black or African American
White alone

$75,377
$41,176
$40,343
$62,303
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Mortality
Mortality rate is the rate of deaths or number of people who died within a population.
Mortality data looks at the prevalence of diseases, how likely a particular disease is to be
deadly, and if it impacts specific demographics. Mortality rates are represented by the number
of deaths per 100,000 individuals per year unless otherwise noted.
Leading Causes of Death
The following table represents the top ten leading causes of all deaths in Maricopa County
between 2011 and 2015. Overall, leading causes of death in Maricopa County were consistent
from 2011 to 2015 with no cause changing more than one rank during that time span. Cancer
and Heart Disease were first and second until 2015 when they exchanged ranks.

LEADING CAUSES OF DEATH – MARICOPA COUNTY – 2011 TO 2015 – ALL RACES/ETHNICITIES
Rank

2011

2012

2013

2014

2015

1

Cancer

Cancer

Cancer

Cancer

Heart Disease

2

Heart Disease

Heart Disease

Heart Disease

Heart Disease

Cancer

3

Alzheimer’s
Disease

Chronic Lower
Respiratory

Chronic Lower
Respiratory

Chronic Lower
Respiratory

Chronic Lower
Respiratory

4

Chronic Lower
Respiratory

Alzheimer’s
Disease

Alzheimer’s
Disease

Alzheimer’s
Disease

Alzheimer’s
Disease

5

Stroke

Unintentional
Injury

Stroke

Stroke

Stroke

6

Unintentional
Injury

Stroke

Unintentional
Injury

Unintentional
Injury

Unintentional
Injury

7

Diabetes

Diabetes

Diabetes

Diabetes

Diabetes

8

Suicide

Suicide

Suicide

Suicide

Suicide

9

Falls

Falls

Falls

Falls

Falls

10

Liver Disease

Liver Disease

Liver Disease

Liver Disease

Liver Disease
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Heart Disease is the leading cause of death in the United States and is the second leading cause
of death in Maricopa County. The graph below (2011-2014) is a comparison of deaths due to
heart disease at the national, state, and local level. In general, deaths due to heart disease
have been on a steady decline at all levels. [10]
MARICOPA COUNTY'S DEATH RATE DUE TO HEART DISEASE IS DECLINING, BUT IS
STILL HIGHER THAN THE HP2020 GOAL.
(RATES ARE PER 100,000 PEOPLE)
200
180
160
140
120
100
80
2011
U.S.

2012
Arizona

2013

Maricopa County

2014
Peer Counties

HP 2020

Cancer is the second leading cause of death in the United States. Cancer in Maricopa County
had been the number one leading cause of death for five consecutive years until 2015 where it
fell below heart disease. The graph below (2011-2014) is a comparison of cancer deaths at the
national, state, and local level. Cancer death rates average higher nationally than in
comparison to the state of Arizona, and Arizona rates are marginally higher than those for
Maricopa County. [10]
MARICOPA COUNTY'S DEATH RATE DUE TO ALL CANCERS IS BELOW
GOAL AND CONTINUES TO DECLINE.

THE HP2020

(RATES ARE PER 100,000 PEOPLE)
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170
160
150
140
2011
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Mortality Disparities
The high proportion of Whites in the population (57%) accounts for the leading causes of death
being the same for this group as for the population overall. Heart disease and cancer are the
top two causes of death across all races/ethnicities except for American Indians for whom liver
disease is the leading cause, followed by heart disease and cancer. Diabetes is seventh for
Whites/Overall, but rises to third for African Americans, fourth for Hispanics and Asians, and
fifth for American Indians. Unintentional Injury is sixth for Whites/Overall, but rises to third for
Hispanics, and fourth for African Americans and American Indians. Homicide doesn’t make the
list for the 10 leading causes of death overall, but is ninth for Hispanics and seventh for African
Americans.

LEADING CAUSES OF DEATH - MARICOPA COUNTY - 2015 - BY RACE/ETHNICITY
Rank

White

Hispanic

African
American

American
Indian

Asian

1

Heart Disease

Cancer

Heart Disease

Liver Disease

Cancer

2

Cancer

Heart Disease

Cancer

Heart Disease

Heart Disease

3

Chronic Lower
Respiratory

Unintentional
Injury

Diabetes

Cancer

Stroke

4

Alzheimer’s
Disease

Diabetes

Unintentional
Injury

Unintentional
Injury

Diabetes

5

Stroke

Stroke

Stroke

Diabetes

6

Unintentional
Injury

Alzheimer’s
Disease

Alzheimer’s
Disease

7

Diabetes

Chronic Lower
Respiratory

Homicide

8

Suicide

Liver Disease

Chronic Lower
Respiratory

9

Falls

Homicide

Falls

10

Liver Disease

Suicide

Counts too small
for reliable rankings.
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Stroke (cerebrovascular diseases) is the fifth leading cause of death in the United States and
Maricopa County. In 2014, stroke deaths accounted for 133,103 lives in the United States. [10]
The graphs below are a comparison of stroke-related deaths at the national, state, and local
level (2011-2014). When comparing stroke deaths by gender in Maricopa County, women have
a proportionally higher rate than men. In addition, stroke deaths were higher amongst Whites
and those ages 75+ in comparison to other racial/ethnic and age groups in Maricopa County.

THE FEMALE DEATH RATE DUE TO STROKE IS HIGHER THAN MALES IN MARICOPA
COUNTY. (RATES ARE PER 100,000 PEOPLE)
40
35
30
25
20
15
2010

2011

2012
Male

2013

2014

Female

THE DEATH RATE DUE TO STROKE IS HIGHEST AMONG WHITES.
(RATES ARE PER 100,000 PEOPLE)
50
40
30
20
10
0
2010
White

2011
Hispanic

Black

2012
American Indian

2013
Asian

2014
Other/Unknown

Page 47as
65

Diabetes is the seventh top leading cause of death in the United States and in Maricopa
County. In 2014, diabetes accounted for 76,488 lives in the United States. [10] The graph below
shows diabetes deaths within Maricopa County between 2011 and 2014. Death rates were
higher in the American Indian and Black populations.
THE DEATH RATE DUE TO DIABETES IS HIGHEST AMONG AMERICAN INDIANS.
(RATES ARE PER 100,000 PEOPLE)
70
60
50
40
30
20
10
0
2010
White

2011
Hispanic

2012
Black

2013

American Indian

2014

Asian

Other/Unknown

Unintentional injury deaths are most often related to motor vehicle accidents which show
some notable age disparities. In 2014, motor vehicle traffic deaths accounted for 33,736 lives
in the United States. [10]. In Maricopa County, motor vehicle accident-related death rates are
highest among two disparate age groups; 20-25 and 75+. These deaths are lowest among 0-14
year olds. The middle range includes the age groups of 15-19 and those between 25 and 74.
THE DEATH RATE DUE TO A MOTOR VEHICLE ACCIDENT IS HIGHEST AMONG THE
75+ AGE GROUP FOLLOWED CLOSELY BY THE 20-25 AGE GROUP.
(RATES ARE PER 100,000 PEOPLE)
20
15
10
5
0
2010

2011

2012

2013

2014

0 to 4

5 to 9

10 to 14

15 to 19

20 to 24

35 to 44

45 to 54

55 to 64

65 to 74

75+

25 to 34
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Infant mortality is often used as an indicator to measure the health and well-being of a nation
because factors affecting the health of entire populations can also impact the mortality rate of
infants. [11]
According to the Centers for Disease Control and Prevention, in 2014, over 23,000 infants died
in the United States. The infant mortality rate is the number of infant deaths that occur for
every 1,000 live births. This rate in Maricopa County, infant mortality rates are higher for the
youngest (<20) and oldest (40+) mothers, and for African Americans and American Indians.

THE INFANT MORTALITY RATE IS HIGHEST AMONG MOTHERS LESS THAN 20 YEARS
OF AGE OR MOTHERS OVER THE AGE OF 40.
(RATES ARE PER 1,000 BIRTHS)
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THE INFANT MORTALITY RATE IS HIGHEST AMONG AFRICAN AMERICAN MOTHERS.
(RATES ARE PER 1,000 BIRTHS)
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Morbidity
Morbidity refers to the state of being diseased or unhealthy within a single population.
Morbidity rates look at the incidence of a disease across a population and/or geographic area.
Chronic Disease
Chronic diseases and conditions are among the most common, costly, and preventable of all
health problems. About half of all adults have one or more chronic health conditions.
Diabetes is a chronic disease affecting more than 29 million Americans and accounts for more
than 20% of health care spending in America.6
THE PERCENTAGE OF ADULTS IN MARICOPA COUNTY WHO HAVE BEEN TOLD THEY
HAVE DIABETES IS INCREASING GRADUALLY.
14%
12%
10%
8%
6%
4%
2%
0%
2010

2011

2012

National

Arizona

2013

2014

Maricopa County

Asthma is a chronic disease that has no cure. It creates a serious health and economic burden,
costing $56 billion each year, and causing millions of missed days of school or work. [12]
THE PERCENTAGE OF ADULTS WITH ASTHMA IN MARICOPA COUNTY HAS
PLATAUED OVER THE LAST FEW YEARS.
15.0
14.5
14.0
13.5
13.0
2011

2012
U.S.

2013
Arizona

2014

Maricopa County
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Obesity
Overweight/obesity was ranked second among the “most important health problems that
impact your community” in the 2017 CCHNA community survey. Obesity is considered a
common, serious and costly condition. Over one-third of the U.S. adult population is considered
obese. Obesity is related to heart disease, type 2 diabetes, stroke, and certain types of cancers.
In 2008, the estimated annual medical cost of obesity was at $147 billion U.S. dollars. [13]
The graph below is a comparison of adult obesity rates and overweight rates from 2011
through 2014 across the United States, Arizona, and Maricopa County. The data shows that in
2014 obesity rates averaged close to 29% and overweight rates close to 35% across the board.
MARICOPA COUNTY'S PERCENT OF ADULTS CONSIDERED OBESE IS ONLY SLIGHTLY
LOWER THAN THE US AND AZ.
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MARICOPA COUNTY HAS A HIGHER PERCENTAGE OF ADULTS CONSIDERED
OVERWEIGHT WHEN COMPARED TO THE US AND AZ.
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Infectious Disease
Tuberculosis (TB) is one of the world’s deadliest infectious diseases. In 2015, 10.4 million
people became sick with TB and with over 1.8 million TB-related deaths worldwide. An
estimate of 9,557 TB cases were reported in the United States in 2015. [14] The graph below
compares the rate of Tuberculosis between the United States, Arizona, and Maricopa County. In
2014, the United States and the state of Arizona had almost the same rate of TB cases while the
rate in Maricopa County was slightly lower. TB rates had been in decline but have plateued in
recent years.
MARICOPA COUNTY'S RATE OF TUBERCULOSIS IS LOWER THAN THE US AND AZ.
(RATES ARE PER 100,000 PEOPLE)
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Sexually-Transmitted Diseases (STDs), including chlamydia, gonorrhea, syphilis, and genital
herpes, are some of the most common infectious diseases under routine surveillance. In
Maricopa County, the most notable changes in prevalence have been an increase in syphilis and
a decrease in genital herpes.
PREVALENCE OF GENITAL HERPES HAS FALLEN AND SYPHILIS HAS INCREASED IN
RECENT YEARS. (RATE IS PER 100,000 PEOPLE)
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Human Immunodeficiency Virus (HIV) is the infectious agent that causes Acquired
Immunodeficiency Syndrome (AIDS). In 2014, 44,073 cases were diagnosed with HIV in the U.S.
The graphs below show rates of HIV and AIDs in Maricopa County between 2009 and 2014.
The prevalence of HIV cases in Maricopa County increased through 2012 but declined in 2013.
In contrast, the prevalence of AIDS has been a dramatic decline in recent years.

THE PREVALENCE RATE OF HIV IN MARICOPA COUNTY HAS BEGUN A DECLINE.
(RATE IS PER 100,000 PEOPLE)
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THE PREVALENCE RATE OF AIDS IN MARICOPA COUNTY HAS SEEN A DRAMATIC
DECLINE OVER THE LAST FIVE YEARS. (RATE IS PER 100,000 PEOPLE)
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Cancer Rates
In 2015, cancer fell from first to second among the leading causes of death in Maricopa County.
The rate of new cases of cancer overall has fallen in recent years. The incidence rates for
breast, lung and bronchus, and colorectal cancers have declined since 2011 in both Maricopa
County and the State of Arizona. However, the rate of new cases of melanoma cancer have
increased.

THE OVERALL CANCER INCIDENCE RATE HAS DECLINED IN MARICOPA COUNTY AND
ARIZONA. (RATES ARE PER 100,000 PEOPLE)
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SPECIFIC CANCER INCIDENCE RATES IN MARICOPA COUNTY ARE DECLINING,
EXCEPT FOR MELANOMAS. (RATES ARE PER 100,000 PEOPLE)
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Low Birth Weight
Low birth weight infants are more likely to have health problems and seek specialized medical
care in the neonatal intensive care unit compared to babies born at a normal weight.
Premature birth and restriction of fetal growth are the leading causes to low birth weight. Both
causes are influenced by the mother’s health and genetics. [15]
The rate of low birth weight infants in Maricopa County has gradually decreased since 2010 and
has plateaued between 2013 and 2014. The prominent race group for delivering low birth
weight infants are the African American population.

THE RATE OF INFANTS BORN THAT ARE CONSIDERED LOW BIRTH-WEIGHT (<2,500
GRAMS) HAS PLATEAUED. (RATES ARE PER 1,000 BIRTHS)
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THE PERCENT OF BIRTHS TO AFRICAN AMERICAN MOTHERS CONSIDERED VERY
LOW BIRTH-WEIGHT (<1500 GRAMS) REMAINS HIGHER THAN ALL OTHERS.
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Social Environment
Violence and Crime
According to the Federal Bureau of Investigation (FBI), property crime includes offenses of
burglary, larceny-theft, motor vehicle theft, and arson. When it comes to violent crimes, it can
be defined as a crime in which an offender uses or threatens force upon a victim. It is also
composed of four offenses: murder and non-negligent manslaughter, forcible rape, robbery,
and aggravated assault. [16] According to the graphs below, national rates of total property
crimes reported are higher at the County and State levels compared to National level. Data for
total violent crimes reported show a substantial spike in 2012.
TOTAL PROPERTY CRIME RATES ARE HIGHER IN MARICOPA COUNTY THAN IN
ARIZONA AND THE NATION. (RATES ARE PER 100,000 PEOPLE)
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RATES OF VIOLENT CRIMES ARE ALSO HIGHER IN MARICOPA COUNTY THAN IN
ARIZONA AND THE NATION. (RATES PER 100,000 PEOPLE)
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Child Abuse
Child abuse accounted for 1,640 child deaths in 2012, according to the National Center for
Injury Prevention and Control [17].
According to the graphs below, from 2010 to 2014, the rate of child abuse victims has more
than doubled in the State of Arizona. National rates have been steady over that same time
period. However, national rates are slightly higher than the state of Arizona. In addition,
neglect cases seem to be the most common type of child abuse in Arizona and the U.S.

THE RATE OF CHILD ABUSE IS HIGHEST IN THE U.S., BUT ARIZONA HAS HAD A
LARGE INCREASE IN THE PAST FEW YEARS.
(RATES ARE PER 1,000 CHILDREN)
10
8
6
4
2
0
2010

2011

2012
National

2013

2014

Arizona

NEGLECT RANKS AS THE MOST COMMON FORM OF CHILD ABUSE IN ARIZONA.
(PERCENTAGE OF ALL CHILD ABUSE BY TYPE)
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Education System
In 2016, Maricopa County had 1168 public schools serving 722,891 students from kindergarten
through the 12th grade. There were an additional 307 private schools serving 93,638 K-12
students.
Student success can be an indicator of school and education system performance. In Maricopa
County, the percentage of students who graduate high school within four year is highest among
Asians (91%) and lowest among American Indians/Alaskan Natives (64%),
FOUR YEAR HIGH SCHOOL GRADUATION RATES IN MARICOPA COUNTY WERE
LOWEST AMONG AMERICAN INDIANS/ALASKAN NATIVES IN 2015.
64%
74%
76%
79%
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80%
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1
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Despite a modest decrease from 2010 to 2012, a substantial proportion of youth remain at high
risk of academic failure.
THE PERCENT OF YOUTH AT HIGH RISK FOR ACADEMIC FAILURE HS PLATEAUED.
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40%
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Early Childhood Development
Preschool can provide a significant improvement in readiness for school and early school
success. Preschool enrollment in Maricopa County has seen modest increases in public school
settings, but private school enrollments have not yet fully regained the level achieved in the
2008-2012 cohort.
THE TOTAL PERCENTAGE OF CHILDREN IN MARICOPA COUNTY ENROLLED IN
PRESCHOOL HAS INCREASED SLIGHTLY IN RECENT YEARS.

14.60%

14.60%

15%

18.30%

20.30%

20.30%

20.40%
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15.30%

Public School
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State-administered maternal, infant, and early childhood home visiting programs target families
with risk factors that may negatively impact child development. For measurement purposes,
high risk families are defined as those living with at least one of their own children in a
household earning 1.3 times the Federal Poverty Level or less. The percent of families served
by home visiting programs increased from SFY2014 to SFY2015 in both Maricopa County and
the state.
LESS THAN A THIRD OF MARICOPA COUNTY'S AT-RISK FAMILIES ARE BEING
SERVED BY STATE-ADMINISTERED HOME VISITING PROGRAMS.
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Social Capital
Voter engagement is an indicator of social capital. The graph below shows a comparison
between Maricopa County and the entire state of Arizona for registered voters between 2010
and 2014. Data shows that the number of registered voters slightly increased in 2014 for both
Maricopa County and the entire state. Voter turnout evaluates the percentage of eligible voters
who cast a ballot in an election. In 2012, the state of Arizona saw a proportionately higher
percentage of voter turnout, whereas in 2014, there was almost a 30% decrease.
THE NUMBER OF REGISTERED VOTERS IN MARICOPA COUNTY AND THE STATE HAS
INCREASED SLIGHTLY.
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ARIZONA'S VOTER TURNOUT INCREASES DURING PRESIDENTIAL ELECTION YEARS.
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Our contributions to building social capital in our community begins when we are young. Young
people’s perceptions of their community reflect not only how they value their place in the
community, but may also be indicative of their current (and perhaps later) level of motivation
to contribute to their community. As shown in the figure below, an increasing number of youth
in Maricopa County have a low sense of attachment to their neighborhoods. This increase
parallels that at the state level, although it is notably lower overall at the county level.
THE PERCENTATGE OF YOUTH IN MARICOPA COUNTY WITH POOR NEIGHBORHOOD
ATTACHMENT IS GROWING.
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Young people are less likely to become involved with their community in positive ways when
they don’t perceive rewards to be associated with their involvement. The percentage of youth
who perceive there to be community rewards for prosocial involvement has decreased notably
in both the county and the state from 2012 to 2014.

THE PERCENTAGE OF YOUTH WHO PERCEIVE THERE ARE COMMUNITY REWARDS
FOR PROSOCIAL INVOLVEMENT HAS DECREASED.
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Access to Health Care
Access to health care was ranked first among the “most important health problems that impact
your community” in the community survey. Access to health care was number one for all
special populations except veterans. Access to health care ranked highest for all age groups
except 75+.
Provider Rates
Substantial portions of Maricopa
County have been federally-designated
as health professional shortage areas
(HPSAs). There are 56 areas designated
as having a shortage of primary care,
dental, and/or mental health providers
as depicted in the map at right.
The graph below shows that the rate of
HPSAs per 100,000 people in Maricopa
County for primary care and dental
care have remained fairly constant over
the past five years. However, the
number of HPSAs for mental health has
nearly tripled since FY2012.

THE RATE OF HEALTH PROFESSIONAL SHORTAGE AREAS IN MARICOPA COUNTY
HAS BEEN STEADY, EXCEPT THOSE FOR MENTAL HEALTH WHICH HAS CLIMBED.
(RATES ARE PER 100,000 POPULATION)
2
1.5
1
0.5
0
FY 2012

FY 2013

Provide Primary Medical Care

FY 2014
Provide Dental Care

FY 2015

As of 5/29/16

Provide Mental Health Care

Page 62
80

Community Health Centers
Community health centers are nonprofit clinics located in medically-underserved areas. In
return for serving the at-risk populations in these underserved areas, and doing so for patients
regardless of their insurance coverage status, these health centers can receive certain
designations from the federal government that grant differing combinations of funding,
increased reimbursements, and other advantages that can help to sustain their operations.
The number of community health centers providing primary care in Maricopa County has
increased in recent years as shown in the graph below.
THE PRESENCE OF COMMUNITY HEALTH CENTERS PROVIDING PRIMARY CARE IN
MARICOPA COUNTY HAS INCREASED IN RECENT YEARS.
(RATES ARE PER 100,000 POPULATION)
1
0.8
0.6
0.4
0.2
0
FY 2012

FY 2013
Health Center Sites

FY 2014

FY 2015

As of 5/29/16

Health Center Grantees

Health Centers that receive federal designations (including grants) often provide care at more
than one site. According to the Arizona Alliance for Community Health Centers, there are
presently 57 such health center sites providing primary, dental, and/or mental health care to
underserved populations in Maricopa County.

Page 63as
81

Health Insurance Coverage
The cost of health care is a major determinant of its use. Healthcare insurance coverage is one
buffer that can improve access to health care. Overall, the percentage of people without health
care insurance in Maricopa County has declined noticeably in the years since the
implementation of the Affordable Care Act. In 2015, the percentage of Maricopa County’s
population without health insurance was 16.5%. More recently, respondents to our community
survey conducted in 2016 reported that 15.1% had no health insurance, possibly suggesting
that uninsured rates are still declining.

HEALTH INSURANCE COVERAGE (2015)
Maricopa
County

Category

Arizona

United
States

Population without Health Insurance

16.5%

16.3%

11.7%

Population < 18 years without Health Insurance

11.4%

12.0%

6.0%

The figure shows the increase in health insurance coverage in Maricopa County was consistent
regardless of type. TRICARE/Military and VA Healthcare insured the largest segments of the
population at 13.9% and 13.8%, respectively, in 2014. Medicaid was a close third at 13.6%. Our
2016 community survey respondents reported 27.8% having Medicaid/AHCCCS, suggesting the
survey population may have over-represented this group.
ALL TYPES OF HEALTH COVERAGE INCREASED IN MARICOPA COUNTY FROM
2011 TO 2014. (PERCENT COVERED)
14
12
10
8
6
2011

2012

Employer-based health
TRICARE/Military Health
Medicaid/means-tested public

2013

2014

Direct-purchase health insurance
Medicare coverage
VA Healthcare
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Those without health insurance coverage are often unable to afford needed healthcare, and
even those with insurance can sometimes not afford the costs that insurance may not cover,
and thus may avoid seeking needed health care. Coincident with the increase in health
insurance coverage described on the previous page, the figure below shows a decrease in the
percent of adults who could not afford needed healthcare from 2012 to 2013, as shown in the
figure below. However, 45.9% of respondents to our 2016 community survey indicated that
45.9% sometimes did not have enough money to pay for health care expenses on a monthly
basis.
THE PERCENT OF ADULTS WHO COULD NOT AFFORD NEEDED HEALTHCARE HAS DECLINED.
22
20
18
16
14
2011

2012
National

Arizona

2013
Maricopa County

When health care is not affordable, many people cannot maintain a consistent source of
routine care, i.e. a medical home. Despite the improvements mentioned above, the figure
below shows a decline in the percentage of adults in Maricopa County with a usual source of
health care.
THE PERCENT OF ADULTS WITH A USUAL SOURCE OF HEALTH CARE DECLINED IN
MARICOPA COUNTY AND ARIZONA IN 2013.
80
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70
65
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National

Arizona

2013
Maricopa County
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Health Behaviors
Health behaviors are associated with the social determinants of health. Social situations such as
a person’s level of education, access to food, security, social economic status, discrimination,
and social support – to name a very few – are likely to influence individual behaviors and
contribute to social patterning of health, diseases, and illnesses. Frequently, these
determinants co-occur to compound the impact upon health. [18]
Physical Activity
Physical activity is an important factor in health, and can reduce risk of many lifestyleassociated diseases like diabetes, heart disease, and stroke. In our community surveys, lack of
exercise rated fifth among the most important unhealthy behaviors seen in the community.
The percentage of adults in Maricopa County who meet recommended exercise guidelines has
fallen below the national level, and is well below targets set by Healthy People 2020.
THE PERCENTAGE OF ADULTS WHO MET EXERCISE GUIDELINES HAS DECLINED IN
MARICOPA COUNTY, DESPITE INCREASES IN THE STATE AND NATION.
62
61
60
59
2011
National

2013
Arizona

Maricopa County

Similarly, the percentage of youth in Arizona who do not participate in at least 60 minutes of
physical activity exceeds the national level.
THE PERCENT OF YOUTH WHO DO NOT PARTICIPATE IN AT LEAST 60 MINUTES OF
PHYSICAL ACTIVITY PER DAY IS CLIMBING.
18
16
14
12
10
2011

2013
National

Arizona
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Diet and Nutrition
Diet and nutrition make significant contributions to our health. Poor eating habits can lead to
becoming overweight or obese, and increases our risk of diabetes, heart disease, stroke, and
other serious health problems. In our community surveys, poor eating habits rated fourth
among the most important unhealthy health behaviors seen in the community.
Sadly, the percentage of adults in Maricopa County who meet dietary guidelines by consuming
five or more servings of fruits or vegetables a day has fallen steadily in recent years.
THE PERCENTAGE OF ADULTS WHO CONSUME 5+ VEGETABLES AMD FRUITS A DAY
IN MARICOPA COUNTY IS DECLINING STEADILY.
23%

21%

19%

17%

15%
2011

2012

2013

Similarly, the percentage of adults in Arizona who consume less than one serving of fruits or
vegetables has risen above the national level.

THE PERCENTAGE OF ADULTS WHO CONSUME <1 VEGETABLE OR FRUIT A DAY IS
SUBSTANTIALLY LOWER IN MARICOPA COUNTY THAT THE NATION.
50
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Eat <1 Fruit A Day (US)
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Alcohol, Tobacco, and Other Drug Use/Abuse
Substance use and abuse contributes to many health problems. Tobacco use is associated with
cancers of the lung and upper respiratory track, including the throat and mouth. Excessive
drinking can lead to liver problems, and drug abuse can lead to overdose and death. In our
community surveys, alcohol and drug abuse were rated as the first and second most important
unhealthy behaviors seen in the community. Tobacco use was ranked seventh in importance.
Adult tobacco use in Maricopa County has decreased in recent years, following a nationwide
trend. Binge drinking by adults in Maricopa County had been declining, but rebounded in 2014.
The death rate due to drug poisoning in Maricopa County continues a steady climb virtually
identical to that at the national level.
THE PERCENTAGE OF ADULTS WHO ARE CURRENT SMOKERS IS DECLINING.
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THE PERCENTAGE OF ADULTS WHO ARE BINGE DRINKERS HAS RESURGED IN
MARICOPA COUNTY AND ARIZONA.
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THE DEATH RATE DUE TO DRUG POISONING IN INCREASING.
(RATE IS PER 100,000 PEOPLE)
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Preventive Health Care Utilization
Many preventive services can reduce the risk of serious health problems. Screenings can detect
risk factors or signs of disease early enough to reduce the severity of later consequences.
Vaccinations may be one of the greatest public health triumphs in history, and has contributed
to the eradication of some formerly common and potentially deadly infectious diseases, and
the tight control of many others. The use of preventive health services was a positive theme
noted in our focus group discussions. “Not getting shots to prevent disease” was rated among
the most important unhealthy behaviors seen in the community by survey respondents.
A Pap test is a method of screening for cervical cancer recommended to be performed no more
than once every three years during a routine gynecological exam. Prior to 2012, the
recommended frequency was “at least every 3 years” but many women received the Pap test
annually. This change may have contributed to the fall in the percent of women in Maricopa
County who have had a Pap test within the past three years between 2012 and 2014.
THE PERCENT OF WOMEN AGED 18+ WHO HAVE HAD A PAP TEST WITHIN THE
PAST THREE YEARS HAS FALLEN IN MARICOPA COUNTY AND THE NATION.
82%
80%
78%
76%
74%
72%
2012

2014
National

Arizona

Maricopa

Pneumococcal infections include those of the lung we commonly call pneumonia as well as
sinus, ear, and bloodstream infections, all of which can be dangerous for young children and
seniors, as well as many other people with certain health vulnerabilities For older people,
pneumococcal vaccination is recommended at about age 65. In Maricopa County, vaccination
rates have remained steady in a range about half that at the state and national level.
THE PERCENT OF ADULTS 65+ WHO HAVE EVER HAD A PNEUMONIA VACCINATION
IS INCREASING SLIGHTLY IN MARICOPA COUNTY.
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Physical and Built Environment
Environmental Health
Air quality can have wide-ranging health effects, and can be especially detrimental to those
with asthma and other respiratory conditions or susceptibilities. In 1970 the Clean Air Act
(CAA) was signed into law and set requirements for States, local, and Tribal entities to assess
and protect air quality through an air monitoring program. The National Ambient Air Quality
Standards (NAAQS) establish levels for each criteria pollutant (CP) by using health and welfarebased criteria. [19] Studies have been done that show air pollution exposure has an effect on
health and specifically can act as a trigger for asthma. Ozone and particulate matter (PM) are
often found in smog, dust, and smoke, and are two of the six CPs that are monitored by the
Maricopa County Department of Air Quality (MCDEQ). [20]
THE PERCENT OF DAYS IN MARICOPA COUNTY WITH PARTICULATE MATTER 2.5
LEVELS OVER THE NAAQS BEGAN TO DECLINE IN 2012.
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THE NUMBER OF DAYS WHEN THE MAXIMUM 8-HOUR AVERAGE OZONE
CONCENTRATIONS WERE OVER THE NAAQS IN MARICOPA COUNTY HAS ALSO
DECLINED.
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Lead Exposure poses a significant health risk, especially for children. There are at least 4
million households in the U.S. that have children living in homes that have high lead levels and
around half a million children between the ages of 1-5 have blood lead levels above 5
micrograms per deciliter (the reference level that the Centers for Disease Control and
Prevention recommends action be taken). No blood lead level is safe and lead exposure can
affect almost every system in the body. Children exposed to lead have an increased risk of
damage to the brain and nervous system, slowed growth and development, learning and
behavior problems, and hearing and speech problems. [21] There are fifty-two high risk zip
codes in Arizona, with the majority being within the cities of Phoenix and Tucson. Maricopa
County has 67 zip codes that are considered high risk. [22]
MARICOPA COUNTY HAS A LOWER PERCENTAGE OF CHILDREN AGE 6 AND UNDER
LIVING IN AREAS WITH HIGH LEAD CONTAMINATION.
0.7%
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THE PERCENTAGE OF CHILDREN WITH BLOOD LEVELS BETWEEN 5-10 ΜG/DL
WITHIN MARICOPA COUNTY HAVE VARIED ONLY MODESTLY IN RECENT YEARS.
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Transportation
Public transportation in the United States is a crucial part of the solution to the nation’s
economic, energy, and environmental challenges. This brings a better quality of life. In 2016,
Americans took 10.4 billion trips on public transportation. [23]
The table below shows that cars, trucks, and vans are the most common mode of
transportation to work, with 77% of workers driving in their own vehicles alone. Only 2.2% of
workers take public transportation. This distribution remained relatively consistent for the five
year period of 2010-2014 (the most recent data available).

MODE OF TRANSPORTATION TO WORK, MARICOPA COUNTY, 2010-2014
Modes

2010

Car, truck, van- drove alone
Car, truck, van- carpooled
Public Transportation
Walked
Other means
Worked at Home

76.6%
11.9%
2.1%
1.5%
2.0%
5.9%

2011

2012

75.5%
11.9%
2.3%
1.7%
2.7%
5.9%

2013

77.3%
10.8%
2.3%
1.4%
2.7%
5.6%

76.3%
10.8%
2.8%
1.5%
2.6%
5.6%

2014
77.0%
10.4%
2.2%
1.5%
2.8%
6.2%

Average commuting distance in Maricopa County has remained steady at just under 16 miles
one-way for the past several years. In 2015, the average commute time for workers in
Maricopa County was almost 25 minutes, comparable to those for Arizona and the U.S.

AVERAGE COMMUTING TIME, MARICOPA COUNTY, 2015
Maricopa
County
Mean travel time to work in minutes

Arizona

24.7

United
States

25.4

26.0

AVERAGE MILES TRAVELLED TO WORK (ONE-WAY) ,
MARICOPA COUNTY, 2010-2015
2010

2011

2012

2013

2014

2015

13.9

15.0

15.8

15.8

15.8

15.7

Page 72
90

Housing
According to the American Community Survey, median monthly gross residential rent in the
United States was $959.00 in 2015. At this rate, the median gross rent in the United States was
at its highest level in 2015 since 2005. [24]
According to the graphs below, individuals spending 30% or more of Household Income on rent
and utilities has increased nationally, but had decreased in Maricopa County and in the State of
Arizona. In addition, Median Home Values have risen from 2010 to 2014.

THE PERCENT OF INDIVIDUALS SPENDING 30% OR MORE OF HOUSEHOLD INCOME
ON RENT AND UTILITIES IN MARICOPA COUNTY IS FALLING.
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THE MEDIAN HOME VALUE IN MARICOPA COUNTY HAS SEEN A STEADY INCREASE
SINCE 2012.
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Parks and Recreation
Parks and Recreation are critical to communities because they provide economic value, health
and environmental benefits, and social importance. They help provide quality of life in
communities and ensure the health of families and youth. They contribute to the economic and
environmental well-being of a community, and communities pride themselves on having
accessible parks within their neighborhoods. The tables below present information on parks
and recreation for Maricopa County’s six most populous municipalities. With the exception of
the City of Gilbert, total spending on parks and recreation per resident fell from 2013 to 2015.
The number of park acres per person also fell during the same time period. In both cases, some
of this change may be attributable to the challenge of keeping pace with the rapid growth in
population in Maricopa County.
THE NUMBER OF PARK ACRES PER RESIDENT IS FALLING IN MARICOPA COUTNY
MUNICIPALITIES.
31.53
31.15
30.43

Average

128.9
127
125

Scottsdale
9.4
9.3
8.7
6.6
6.8
5.5
6.2
6.1
6
5
5.2
5.4

Glendale
Gilbert
Chandler
Mesa

33.1
32.5
32

Phoenix
0

20

40

60
2013

2014

80

100

120

140

2015

$66
$69

$82

$100
$98
$53
$36
$29

$55
$58
$66

$74

$73
$68
$68

$84
$79

$101

$147

THE TOTAL AMOUNT OF DOLLARS SPENT ON PARKS AND RECREATION PER PERSON
IN MARICOPA COUNTY MUNICIPALITIES IS ALSO FALLING.
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Food Access
Feeding America describes food insecurity as an inability to provide enough food for every
person in a household. Working families in the United States face innumerable situations that
result to food insecurity and hunger. Currently, the United States faces the struggle of hunger in
1 in 8 people. Food insecurity creates various impacts depending on each individual including
serious health complications when forced to choose between paying for food and healthcare,
and a child’s inability to learn and grow. [25]

ARIZONA'S RATE OF FOOD INSECURITY IS HIGHER THAN THE NATIONAL RATE AND
THE RATE IN MARICOPA COUNTY.
18%

17%

16%

15%
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Arizona
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In 2015, 13.1 million children lived in food-insecure households and Arizona was rated one of
the top five states with the highest rate of food-insecure children under 18. [26]
ARIZONA AND MARICOPA COUNTY HAVE MUCH HIGHER RATES OF FOOD
INSECURE CHILDREN THAN THE U.S.
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Phase 3b - Local Public Health System Assessment
How well are the 10 Essential Public
Health Services being provided to the
community? The Local Public Health
System Assessment (LPHSA) examines the
organized systems and resources that
support public health and measures how
well they function. The local health
system is the primary focus of the
assessment which is based on the
National Public Health Performance
Standards (NPHPS). NPHPS is organized
around the ten essential public health
services that a local public health
department is expected to provide:
1. Monitor Health Status to Identify Community Health Problems
2. Diagnose and Investigate Health Problems and Health Hazards
3. Inform, Educate, and Empower People about Health Issues
4. Mobilize Community Partnerships to Identify and Solve Health Problems
5. Develop Policies and Plans that Support Individual and Community Health Efforts
6. Enforce Laws and Regulations that Protect Health
7. Link People to Needed Personal Health Services
8. Assure a Competent Public Health and Personal Healthcare Workforce
9. Evaluate Effectiveness, Accessibility, and Quality of Personal and Population-Based Health
Services
10. Research for New Insights and Innovative Solutions to Health Problems
As described earlier in this report, the LPHSA relies
on a survey-like tool used with groups of
community stakeholders who meet to discuss the
performance of the local public health system in
each of the ten essential services. The participants
rate the system’s performance on a scale that
indicates the level of activity occurring in each the
ten services as shown in the table at right. A list of
the participating organizations is provided in
Appendix A.

Levels of Public Health
System Performance
Rank

Score

% Standard Met

5

Optimal Activity

76-100%

4

Significant Activity

51- 75%

3

Moderate Activity

26- 50%

2

Minimal Activity

1- 25%

1

No Activity

0%
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Findings
The 2017 LPHSA shows that the Maricopa County public health system is performing at the
level of “significant activity,” with scores for each essential public health service ranging from
61% to 85% activity, with an average score of 74.4% activity across all ten essential public
health services, as shown in the figure below.

Essential Public Health Service Performance Scores improved
from 2012 to 2017.

Optimal Activity

95

90
85
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80

80
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70
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59
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50
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2017 Score
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The first LPHSA conducted in Maricopa County took place in 2012. The overall score for that
assessment was also at the “significant activity” level. However, the scores for each essential
public health service ranged between 54% and 73% activity, with an average score of 60.4%
activity for all ten. The Maricopa County Local Public Health System has seen an increase of
approximately 14% activity towards achieving “optimal activity” overall. Each essential
service’s level of activity has increased by between 6% and 12%, with the exception of ES #6 Enforce Laws, which decreased by 6% over the five-year span.
The quantitative results above are complemented by the qualitative comments made during
the group discussions and rating sessions. Key themes were identified regarding the local
public health system’s performance in each of the ten essential service (ES) areas, including:
ES1. Monitor Health Status to Identify Community Health Problems - Participants reported
partnership as evident within the local public health system, especially in regard to the HIPMC.
However, while most public health efforts are aligned with the previous CHA and CHIP, there
are still shortcomings with public health data being collected by multiple organizations in a noncollaborative and uncoordinated manner.
ES2. Diagnose and Investigate Health Problems and Health Hazards - Participants perceived
various parts of the local public health system to be efficient in performing disease
investigations and related tasks. There is good awareness of the protocols in place for these
tasks and the county is seen as being prepared should an outbreak occur. However, there are
perceived barriers to disease data
collection, especially in hard-to-reach
populations, due to limited resources.
ES3. Inform, Educate, and Empower
People about Health Issues –
Communication efforts around potential
public health threats are seen as
effective, but health education and
promotion efforts are challenged by
community residents’ engagement in,
and understanding of, the public health
system. Efforts to communicate the
availability of public health services are
seen as ineffective in reaching the
populations targeted for these services.
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ES4. Mobilize Community Partnerships to Identify and Solve Health Problems – Maricopa
County benefits from its partnerships and the resources partner organizations can provide,
again acknowledging the HIPMC in this regard. There is still room for improvement in systemwide collaboration, both in better identifying community health needs and in delivering
appropriate services to address those needs, with greater need for inclusion of the targeted
population in these planning and implementation efforts.
ES5. Develop Policies and Plans that Support Individual and Community Health Efforts –
Participants perceived that policy efforts are poorly organized and lack focus that results in
poor alignment with community needs and ineffective implementation.
ES6. Enforce Laws and Regulations that Protect Health – This service was addressed through
the online survey only, and no written comments were received regarding this service.
ES7. Link People to Needed Personal Health Services – While resources exist to assist many
people in need, special populations continue to face many barriers to accessing care,
particularly those with physical or mental disabilities. In some cases, this is because the
services are offered in a manner that is inconsistent with the needs and capacities of the
populations they are intended to serve.
ES8. Assure a Competent Public Health and Personal Healthcare Workforce – The public
health workforce in Maricopa County is not held to a system-wide standard, and practices may
differ somewhat from agency to agency. Workforce training is viewed as specialized and
piecemeal, and is often poorly attended due to competing time demands on workers.
ES9. Evaluate Effectiveness, Accessibility, and Quality of Personal and Population-Based
Health Services – The system is effective in evaluating health care resources, but less so in
evaluating health care services. The results of these evaluations are seen as inconsistent, with
many agencies evaluating individual services or providers instead of a collective effort to
evaluate the system as a whole.
ES10. Research for New Insights and Innovative Solutions to Health Problems – While some
resources are available to conduct research and develop improvement plans, available funding
is insufficient to support research on the system-wide scope that is needed. This may
contribute to the perceived lack of collaboration among the many players in the system who
are each conducting their own smaller-scale research activities independently.
While the negative tone of some of these comments might seem to contradict the very positive
quantitative ratings of the local public health system’s performance, it should be noted that
participants may have seen the opportunity for comments as a means to express the remaining
weaknesses in the system without feeling the need to acknowledge all of its strengths beyond
that already expressed in the quantitative rankings.
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Phase 3c - Community Themes and Strengths Assessment
What is important to the community?
And how can we build upon existing
assets? The Community Themes and
Strengths Assessment (CTSA) provides
important community context to the
CCHNA. The CTSA gathers input directly
from community residents, with special
attention to including traditionally
underrepresented groups.
While statistical data, like that from the
CHSA, can give us facts and figures about
health conditions in our community, the
CTSA adds more meaning and significance to those facts by asking community members directly
about what health issues are most important to them and what impact they see these having
on their quality of life. The CTSA is an important source of “ground truth” based on input from
community residents regarding their perceptions of the issues and their priorities for
addressing them
The primary sources of information intended to support the CTSA were our widely-distributed
community surveys and our more narrowly-targeted focus
CTSA Key Themes
groups with underserved populations. Some questions
discussed in interviews with key informants also touched on
Quality of Life
similar topics, and the SWOT analysis with the HIPMC
Community Strengths and Assets
Steering Committee identified some corresponding issues as
Community Concerns
well.
Threats and Opportunities
Health Care Needs
Health Care Choices
Health Care Experiences
Health Care Barriers
Prevention Strategies
Suggestions for Improvement

Qualitative analysis of the focus groups produced a list of
key themes that provide a helpful rubric to categorize and
integrate the input from all these sources of input for the
CTSA. Highlights from these sources are organized by theme
and presented on the following pages. Complete results
from each source can be found in the full source-specific
reports found in the Appendices.
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Quality of Life
In the focus groups, participants were asked to reflect on their own current situation in terms of
their health, environment, community, fulfillment of expectations, and meeting needs or
desires. Participants considered what they and other people want for their lives and the extent
to which they feel they have achieved fulfillment of those wants.
The factors most consistently highlighted
as important to participants’ quality of
life, included social connections and
sense of community, access to healthcare
and other services, agency
(independence, ability and opportunity;
the capacity of individuals to act in a
given environment), and mental and
physical health.

To me, quality of life means having a healthy, happy
family…being able to take care of one another, being
able to be productive in their community, being able to
live a life that allows healthy decision-making for
children and for family and the extended family.
-Focus Group Participant-

Additional contributors to quality of life included financial security, positive outlook/attitude,
awareness/knowledge of community resources, dignity/respect/acceptance, good families,
exercise (e.g., access to parks and recreation opportunities; bike lanes), sense of safety/security
(e.g., positive relationships with law enforcement), and education/opportunities for children’s
success. Key informants pictured an idealized “healthy community” as one that has resources,
opportunities, and supports that are accessible to all.
Many of these perceptions regarding quality of life were echoed by the broader audience who
responded to the community surveys. When asked about the most important factors that will
improve quality of life in their neighborhood, respondents most frequently cited good jobs,
affordable housing, and good schools.
A strong economy was among the top three responses from 65-74 year olds and Asian/Pacific
islanders (instead of good schools and affordable housing, respectively). Among all
respondents, 48.6% indicated that they did not always have enough money to pay for essentials
such as food, clothing, and housing.
Lower crime ranked in the top five for most respondents, but rose to the top three for 45-54
and 75+ year olds, Veterans, and LGBTQ people, replacing good schools for each group.
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Community Strengths and Assets
Community strengths and assets can be viewed as resources. Some may be tangible – people,
places, structures, services available or provided – and other may be intangible – social
connections, social capital, neighborhood values, and trust.
One important intangible asset is pride in one’s community. Nearly 60% of respondents to our
community surveys said they were always proud to be living in their community while only
about 2% said they were never proud.
Participants in the focus groups were able to identify many other strengths and resources that
they valued in their communities. Regarding relationships, participants spoke of a general sense
of community and inclusion (e.g., lack of judgment), the diversity of their communities (e.g.,
age and culture), community members’ friendliness and willingness to help others, and the
importance of networks (i.e., relationships among community members).

I would say my favorite thing about
being part of this community is just the
variety of resources that we have here.
Access to good schools and education
for my son. It’s important.
-Focus Group Participant-

Community members noted that the availability of
spaces and programs for activities were
important. They highlighted assets such as
community activities, classes, and events
(especially for youth and seniors). They also
commented that they valued their local parks,
mountains, bike paths, and the beauty and
cleanliness of their neighborhoods.

Regarding services, participants remarked about the importance of convenient and available
resources (e.g., community centers, health clinics, senior centers, gyms, grocery stores and
libraries). They also mentioned feelings of safety and peace in their neighborhoods (specifically
police and fire presence and lack of noise, sirens, crime, and traffic).
Specific people and organizations, or types of people and organizations, were seen as
community assets as well, particularly community advocates or those who help people navigate
systems and those organizations that provide some sort of necessary social support or
assistance. Key informants also noted that various organizations, programs, and services were
important resources and a source of strength in the community.
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Community Concerns
The theme of community concerns encompasses things people would like to improve in their
communities or that they feel are less than ideal. These may include unmet community needs,
gaps in services, disconnections between individuals and power structures, and perceptions of
threats to others’ wellbeing.
Among focus group participants, general
concerns centered on a lack of social
cohesion, participation in community events,
and access to information/available
community resources. Racism, discrimination,
and a lack of respect for others were
highlighted as issues that eroded sense of
community and participation in the
community. Participants also worried about
bad decision making among youth (e.g., drugs,
gangs, lack of values, lack of knowledge about
healthy decision making).

I say they should clean up on the drugs, help
the homeless out, and basically more things
for children to do, and the teenagers. The
teenagers are making wrong decisions
because the company they keep and the
environment they’re in. If they had more
things to do around here, I feel like it would
be a little better place for them.
-Focus Group Participant-

Related to health, participants felt their communities had a lack of culturally competent health
care providers (specifically highlighted by LGBTQ, Native American, and Hispanic/Latino
groups). They also noted their lack of access to insurance, doctors, and dentists. Diabetes
(particularly in Native American and African American communities), substance abuse, and lack
of healthy, affordable food options were also mentioned, as was inadequate transportation
services (particularly for the elderly, disabled, and poor). Financial hardships were a common
concern and were tied to access issues.

…being able to access healthcare is the biggest fear.
I mean, most of the people I’ve seen are not worried
about what they eat, but they are mostly worried about
having some sort of safety net for their health….
-Key Informant-

Access to healthcare systems and
supports was the most common
concern identified by key
informants. They also saw
economic stressors, such as
poverty and unemployment, as
important concerns.
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Threats to and Opportunities for Community Health
Community health threats and opportunities are factors that may impact individuals’ physical
or mental wellbeing, with the potential to be positive (opportunities) or negative (threats).
These factors can be related to prevention, treatment or maintenance, and may involve
individuals, structures or organizations that threaten or promote community health.
Focus groups participants were asked to share both threats and opportunities for community
health, although the threats listed far outnumbered the mentions of opportunities. A common
threat was poor treatment from doctors. Some noted that they often felt like they were
wasting time and money because doctors did not really help. Participants feared being
misdiagnosed, receiving the wrong medications or over-medicating, and not being respected
because they are on AHCCCS or because of their gender identity or other characteristics.
Participants also noted a related threat of
Lots of paperwork. Lots of trying to study,
confusing procedures and documentation
trying to understand, what does this really
concerns regarding health care. Participants
mean? Cuz when I was filling it out, I was like,
feared that they were contacting the wrong
this is written in a language of alien code and
departments for help with payments and
no way I can understand.
paperwork. They commented on a lack of
-Focus Group Participant- communication and coordination among
medical staff. They mentioned issues with
transferring medical documents between
health centers. Also, concerns arose regarding complicated forms and requirements and
confusing language on contracts and insurance documents.
Focus group participants noted insufficient health and nutrition education/literacy and
mentioned healthy foods were expensive in their communities. The also felt schools served
unhealthy foods.
Survey respondents were asked to identify the most important health problems in their
community. The most common response was “access to care” followed by overweight/obesity,
and domestic violence. Surveys also asked for the most important unhealthy behaviors seen in
the community. Alcohol abuse lead that list, followed by drug abuse and texting/cell phone use
while drive. Poor eating habits was a close fourth.
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As previously mentioned, key informants emphasized problems with access to health care
systems and supports as a leading concern for the community. Limited access to other facilities
and resources that relate to health, such as parks and groceries stores, were seen by key
informants as a major barrier to improving the health of the community.
Among the focus groups, two common themes arose regarding opportunities. First, participants
noted that some organizations and resources do exist that are available for immigrants;
examples were translation services and assistance completing forms. Second, participants felt
they were in some ways gaining a greater sense of individual agency and power to direct own
healthcare.
Key informants were asked directly to
identify strengths and resources in the
community. The most common response
pointed to various community organizations
and their programs and community
strength/resources, resonating to some
degree with the focus groups’ response
described above. Key informants also noted
the power of a “sense of community” to unite
and engage citizens.

I think there’s a good discussion about
leveraging resources that organizations can’t
do it alone. How we partner together, and
not to just say that we’re you know,
networking, but really truly working together
where you’re sharing resources and
leveraging resources.
-Key Informant-

In contrast to the perceptions of the focus groups, key informants suggested there were good
resources within the community that address food security, access to healthy foods, and
nutrition initiatives. The key informants did, however, acknowledge more exposure and greater
promotion was needed to build community awareness of these positive efforts.
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Healthcare Needs
The theme of healthcare needs refers to perceived gaps in healthcare services and unmet
healthcare desires. A number of themes regarding healthcare needs arose from the focus
groups.
Overall, focus group participants desired increased access to health care services, particularly
specialty care and mental, dental, and vision health services. Participants cited examples of
people going to Mexico for health care. Others mentioned that specialists were not accessible
in their geographic location.
Focus group participants suggested that the health care system was hard to navigate and was
seen to require a significant amount of personal effort and persistence. They reported feeling
that the healthcare system was disjointed and wanted better communication and greater
coordination across providers. Participants remarked often getting referred back and forth
between all different types of doctors for one issue. They found it difficult to get to the right
person and found the process of transferring records and documents between providers
unpleasant and cumbersome.
Focus group participants also wanted more dedicated, respectful doctors and staff. They felt
that their doctors did not listen to their needs, that they looked down on them as patients, and
that doctors tried to push pills. They also felt that their care providers did not stick to the
medical appointment schedules.
Eligibility restrictions, insurance issues, and a lack of low costs options for care were issues
identified by the focus groups as well. Regarding lower cost options, they desired more free or
discounted services, less expensive specialists, and lower deductibles. Some participants noted
challenges from having incomes that were just above the low-income requirements for
subsidies and discounts. Persons who did not qualify for AHCCCS coverage but identified as lowincome noted difficulties in paying for coverage (e.g., copays and deductibles) and out of pocket
medical expenses. Some participants lacked health insurance and others felt the process of
attaining insurance, specifically understanding restrictions, was confusing and complicated.
Focus group participants remarked that most resources were available but located in
Phoenix/downtown making it difficult for people outside of those communities to access
services. They noted needing more information and access to resources in the outlying
communities.
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Participants noted a need for greater access to affordable medical transportation. These issues
were particularly salient for those who have to travel long distances for services or do not drive
(such as the elderly, disabled, and those without vehicles or gas money).
Better access to healthier food and nutrition information was another important theme.
Participants felt food stamps did not adequately allow them to purchase enough healthy food.
Some noted a lack of grocers that sold healthy food. Produce was noted as expensive, and
participants desired discounts. They also wanted information on how to maintain health
through nutrition rather than medical care only.

I think they need – we need more medical transportation.
The one I use is VMT, and they’re the only one that will
pick you up. The other ones, you got have a case
manager call in for you and make an appointment to go
anywhere. I’m not a kid, I’ll do it myself. Medical
transportation is really needed.
-Focus Group Participant-
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Healthcare Choices
The theme of healthcare choices encompasses what people are currently doing for healthcare
(prevention, treatment or maintenance), places they are going, and the services being sought
or accessed.
Regarding care, focus group participants often sought care from free clinics, urgent care
centers, and the emergency room. Several people used healthcare providers in other states or
countries. For example, lack of affordable
healthcare and inadequate insurance coverage
[I] go to Nogales, Sonora, and see the
drove some individuals to seek services in
doctor in Mexico because I don’t qualify
Mexico where services were less expensive.
for any insurance here. If I pay for the
Pharmacies were often used for immediate
insurance at work it is very expensive and
assistance, flu shots, and physicals. Some utilized
I don’t qualify for AHCCCS because I don’t
homeopathic treatments and/or natural
have children at home.
remedies. Several participants used mobile
-Focus Group Participant- phone applications to monitor aspects of their
health, especially diet and physical activity.
When asked where they would go for help with a mental health problem, the majority of
respondents to the community survey indicated they would go to a medical doctor (47.4%) or
counselor (22.9 %). However, about one-in-eight (12.4%) were unsure of where to go, and an
additional 4.2% said they would go to no one for help.
Focus group participants highlighted the need to be an advocate for yourself and others. They
commented that they would conduct their own research to ensure adequate care was
provided. Participants noted that they get most of their healthcare information online. Other
common sources of information included Arizona 211, health fairs, family members,
newspapers, televisions programs/advertisements, word of mouth, magazines, and literature
received in the mail. Others highlighted that they attended health fairs and workshops.
AHCCCS was the most common insurance provider discussed in the focus groups, and was the
second most common health insurance held by community survey respondents (27.8%), with
the general category of “private insurance” being first (31.7%). The third most common
response was “none” (15.1%).
Key informants noted that economic challenges (e.g. poverty, unemployment) were an ongoing
limiting factor in health care access, but also saw some positive developments such as Medicaid
expansion.

Page 88
106

Healthcare Experiences
Personal experiences with healthcare providers was another common theme.
Focus group participants told
She had been to the emergency room. All these
numerous stories relating to their
people were prescribing different drugs on top of
experiences with the healthcare
what she was already taking. They never said to
system. While many were positive
stop anything. Nobody was ever reading her chart.
experiences (e.g., I have a doctor who
Nobody ever read her chart.
is absolutely fantastic…my doctor has
-Focus Group Participantnever had any problems. I’ve not had
any problems getting referrals to
specialists… I think the medical
attention around here has been absolutely fantastic), across the cycles it appeared that twice as
many stories were negative as were positive based on reasons such as those listed next as
healthcare barriers.
Key informants also noted that distrust of medical providers was a factor keeping people from
doing what needed to be done to improve their health and quality of life.

If something serious happened to me, really serious –
cuz I’ve had bad issues in this state. I would not go
to a hospital here. I’d get on a plane…. I wouldn’t
ever go to a hospital in this state, ever…. I just
wanted to say I’ve had a lot of bad things happen to
me here. I don’t think that Arizona has very good
health care.
-Focus Group Participant-
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Healthcare Barriers
The healthcare barriers theme included anything that people perceived or actually experienced
as inhibiting their access to or ability to receive or benefit from healthcare services.
As previously mentioned, distrust of medical providers was frequently mentioned by focus
group participants as a barrier to care.
Participants commented about their lack
They gonna try to treat you like you’re stupid
of relationship with doctors. They felt
when you go in the hospital. They’re gonna try
doctors did not listen to their needs and
to order tests for you, they’re gonna try to do
noted that their experiences were
things like you’re stupid. You’ve gotta watch
rushed. They felt doctors were not
what you’re doing. Because like I say, all of a
knowledgeable about nutrition or
sudden they hear an age and you’ve got all these
alternative care options and reported
mental problems and you can’t handle your own
that they could often find better
stuff….
information about their issues online. It’s
also worth reiterating that key
informants also perceived that distrust of
providers was a problem.

-Focus Group Participant-

Focus group participants described financial limitations as a barrier to healthcare. Participants
listed the costs of copays, prescriptions, specialists, insurance, healthy foods, recreational
programs, and medical costs in general. Participants noted the dilemma of choosing the
health/wellness of children over self because of limited funds. Some remarked that they did not
find out about costs until after the services had been received, and some expressed fears of
receiving unexpected or unaffordable
bills in the mail. Additionally, paying
We don’t do it because of the cost. It is not easy to
for medical costs was noted as a lower
have medical insurance because the majority of
priority compared to paying for food
jobs don’t offer those protections, even if you have
and housing. Participants noted
to pay a fee, the employer doesn’t provide a
having incomplete insurance coverage
medical plan for you. So what can you do to get
as a barrier, specifically lacking dental
one? It is very expensive to buy one. It is very costly
or vision care, or they did not qualify
to pay; that’s why we don’t go.
due to their income or number of
-Focus Group Participant- hours worked.
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The majority of respondents to the community surveys indicated that they “sometimes” had
enough money for health care expenses on a monthly basis (45.9%), while 37.2% said they
“always” had enough, and 16.9% never did. As previously mentioned, key informants noted
that economic challenges (e.g. poverty, unemployment) were an ongoing limiting factor in
health care access, but also saw some positive developments such as Medicaid expansion and
improved insurance coverage rates. Only 15.1% of survey respondents indicated that they had
no health insurance.
Focus group participants were also discouraged by logistical challenges associated with
accessing care. Issues around long wait times, inadequate hours of operation, time constraints,
citizenship status, transportation, and resources being only available online were among the
complaints. They also expressed frustration with their preferred doctors’ offices not accepting
new patients.

The way that the healthcare plan has you locked
with particular providers is ridiculous, especially
when it’s not in private care. I use AHCCCS. I use
public insurance, basically. I should have a more
wide range of specialists that I could see, and it
should be easier for me to get to the specialist. I
shouldn’t need to go get a referral from over here,
get a referral from over there, just to see this one
doctor. To me, that’s ridiculous.
-Focus Group Participant-
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Prevention Strategies
Preventions strategies include anything people are doing to be healthy and prevent illness,
injury or other physical or mental health conditions.
Focus group participants identified a
We do that in my community, we have a group, and
number of ways that they attempted
we do exercise one day per week. We do exercise
to maintain or improve their health.
with our children, and they like to do it. And we also
Physical activity was noted as an
prepare healthy food on a specific day.
important prevention strategy.
-Focus Group Participant- Activities mentioned included
walking/jogging, gyms, yoga classes,
bike riding, and sports for children.
“Lack of exercise” was the fifth most common unhealthy behavior seen in the community
reported by respondents to the community surveys.
Eating healthy was another prevention
strategy mentioned by focus group
participants. They noted a need to
decrease sugar in their families’ diets and
a need to balance nutrition. Some did or
desired to grow food at home. They
wanted healthier school lunches. Some
participants discussed the importance of
preparing raw and healthy meals.

We started growing our own garden at home, so
my children will know where the food comes
from. Sometimes somebody will ask [child’s
name], where did the milk come from? And he’s
like, “from Food City.” He didn’t know that it
came from a cow.
-Focus Group Participant-

Focus group participants also noted that preventative care services were important. Some
participants highlighted the importance of massages. Immunizations/vaccinations were cited as
important. Also, dental care and mental health check-ups were deemed useful in aiding overall
health and quality of life.
Education regarding health care and nutrition was also mentioned by focus group participants
as a prevention strategy. Participants educated themselves regarding drug interactions,
nutrition, and navigating the healthcare system. Many expressed a desire to be aware of the
existing healthy food resources in their communities.
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Suggestions for Improvement
Suggestions for improvement include tangible solutions or alternatives to improve individual or
community health or healthcare services.
The majority of respondents to the community surveys said they felt they could “always”
(45.4%) or “sometimes” (49.7%) contribute to making their community healthier. Only 4.9%
felt they “never” could.
Focus group participants wished there were ways to lower the costs of insurance, copays,
specialists, and health care services. They thought sliding scale fees might help. Specific areas
mentioned that needed to be more affordable were mental and oral healthcare services.
Focus group participants noted that
The nearest grocery store, any direction, you can go
access to healthy food and access to
for miles, and you’re not gonna find it, but you’ll find
nutrition information were
17 Circle K’s. When you’re hungry, that’s all you’ve
important. Ideas included having EBT
got to eat, and it’s not right.
cards accepted at farmer’s markets,
offering nutritional education and
-Focus Group Participantgardening classes, creating
community gardens and food co-ops,
and providing more affordable healthy food options (e.g. fresh fruits and vegetables at food
banks). Additionally, participants desired children to have healthier food options available at
school.

Having space to exercise easily, not
have to drive two hours outta the
way to go running, or feeling okay to
run.
-Focus Group Participant-

Focus group participants of low income or those living
in low-income communities desired improved access
to physical fitness facilities and activities. They
wanted more free programs and services at libraries
and more health fairs as well. They hoped programs
could be offered at varying hours so more people
could take advantage of the opportunities.

Focus group participants also felt that more trained community health workers, navigators,
advocates, and aides were needed to help people navigate the healthcare system. Participants
saw these individuals as able to help people access healthcare and better maintain their health.
They also saw these trained individuals as ombudsmen or liaisons who could communicate with
healthcare providers on behalf of patients.

Page 93as
111

Phase 3d - Forces of Change Assessment
What internal and external forces are
impacting the health of the community?
The Forces of Change Assessment (FOCA)
seeks to identify policies, systems, and
environmental and other influences that
affect (or might affect) the health of the
community and the function of the public
health system. These influences can
involve factors (discrete characteristics of
the community), trends (changes in
factors over time), and events (specific
one-time occurrences) that are already
present or might be anticipated, that
could produce effects now or in future, with the potential for positive or negative impacts.
These can result from changes in social, economic, political, technological, environmental,
scientific, legal, ethical, or other conditions.
The primary source of information intended to support the FOCA was the SWOT analysis done
by the HIPMC Steering Committee. SWOT is an acronym for Strengths, Weaknesses,
Opportunities, and Threats, and is the common name of a group exercise used as an
environmental scan to identify internal (strengths, weaknesses) and external (opportunities,
threats) factors that may impact an organization or collective effort. The exercise asks
participants to think broadly about the group’s operating environment and to brainstorm lists
of specific characteristics, conditions, policies, and other actual or potential influences in each
of the four SWOT categories. For the CCHNA, members of the HIPMC Steering Committee
participated in a SWOT exercise conducted through online surveys. The committee members
were asked to looks both inwards at the strengths and weakness of the HIPMC network and
outwards to the opportunities and threats within Maricopa County that could affect the
HIPMC’s efforts to improve community health.
In addition to the SWOT analysis, some questions discussed in interviews with key informants
also touched on similar topics. A few similar issues were also identified by the focus groups and
the community surveys. Highlights from these sources are presented within the strengths,
weaknesses, opportunities, and threats structure of the SWOT analysis on the following pages.
Complete results from each source can be found in the full source-specific reports found in the
Appendices.
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SWOT Analysis – Themes and Priorities
The results from the SWOT surveys completed by the HIPMC Steering Committee members
produced long lists of conditions and concerns under each of the four SWOT categories.
Qualitative analysis was used to review these lists and identify common themes that recurred
across the individual SWOT surveys. The main themes developed from the coded qualitative
data are presented in the table below.

SWOT ANALYSIS – MAIN THEMES
Strengths
Inclusion & Diversity

HIPMC
(internal)

Broad, Robust Network
County (MCDPH) Support
Strong Communication
Leadership

Weaknesses
Unclear Expectations, Goals, and Mission
Limited Action
Lack of Partnership with the Private Sector
Public Unaware of HIPMC

Opportunities

Maricopa
County
(external)

Threats

Healthcare Reform

Current Political Climate

Health Equity Priority

Healthcare Reform

Focus on Social Determinants of Health

Size of HIPMC

Broader Recruitment of Members

Size of Maricopa County

To better understand the potential implications of these themes, a “prioritization matrix” was
used. A prioritization matrix is a quality improvement tool that can be used to understand
choices in a systematic approach using criteria.
The main themes were then placed in a 2x2 matrix table where the strengths and weakness of
the HIPMC Network formed the x-axis, and the opportunities and threats within the broader
Maricopa County environment formed the y-axis. This arrangement places results in quadrants
juxtaposing the internal categories (regarding the HIPMC Network) and the external factors (of
Maricopa County) inviting comparisons and suggesting where synergistic effects may occur.
The colors of the matrix are reminiscent of those of a traffic light and allow the intuitive
identification of both internal and external positive forces, as well as internal and external
negative forces:
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Green – “Good to go.” – Some of these positive forces might combine to produce
synergy that could lead to rapid progress, making these a high priority for exploitation.



Red – “Hold back.” – Some of these negative forces might produce synergy that could
lead to serious challenges to progress, making these a high priority for mitigation.



Yellow/Orange – “Proceed with Caution” – Some of these positive/negative factors
may combine to balance each other which could produce relatively neutral
circumstances that don’t especially favor or disfavor progress, making these secondary
priorities.

FOCA - SWOT ANALYSIS - PRIORITIZATION MATRIX
Strengths of
HIPMC
Inclusion & Diversity
Broad Robust Network
County (MCDPHS) Support
Strong Communications

Strengths of
HIPMC
Inclusion & Diversity
Broad Robust Network
County (MCDPH) Support
Strong Communications

Opportunities in
Maricopa County

vs
.

Weaknesses of
HIPMC

vs
.

Opportunities in
Maricopa County

Health Care Reform

Unclear expectations /
goals / mission

Health Equity

Limited action

Health Equity

Broader Recruitment

Lack of partnership with
“private sector”

Broader Recruitment

vs
.

Threats in
Maricopa County

Weaknesses of
HIPMC

Health Care Reform

vs
.

Threats in
Maricopa County

Political Climate

Unclear expectations /
goals / mission

Healthcare Reform

Limited action

Healthcare Reform

Size of HIPMC

Lack of partnership with
“private sector”

Size of HIPMC

Political Climate

The Steering Committee members discussed the key themes and noted where opposing factors
might combine to present opportunities for future work. Among these, the members
acknowledged the weakness of lacking partnership between the HIPMC and private sector, and
recognized the opportunity this presented for broader recruitment of new HIPMC members
from this sector. The members also remarked about how healthcare reform was seen as both
an opportunity and threat, and thus appeared in all four quadrants of the prioritization matrix.
Similarly, they noted that, while a diverse, broad, and robust membership can be a strength to
the network, it can also be a weakness because in such a large group progress can to get lost.
The HIPMC Steering committee members recommended that the results of this assessment be
considered during the process for the selection of the priority strategic issues for the CHIP. The
HIPMC Steering Committee also decided to revisit the SWOT results as part of their annual
strategic planning process.
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Additional Forces of Change
Information gathered from other stakeholders through community surveys, focus groups, and
key informant interviews identified a wide variety of issues that are potential forces of change.
Many of these issues were repeated across the data collection methods, and some also resonate
with the themes in the SWOT analysis by the HIPMC Steering Committee. The tables on the
following pages present these issues informally grouped into themes and categorized as
“opportunities/ community strengths” or “threats/community weaknesses.” It should be noted
that the questions used to elicit these responses were not presented in the strengths/
weaknesses/opportunities/threats rubric of a SWOT analysis, although thematic analysis for the
CTSA clustered some results in a similar way. Furthermore, most questions were implicitly
framed as externally- focused and were not intended to prompt an internally-focused response.
Consistent Opportunities/Community Strengths
A positive sense of self-agency was a theme reflected in the community surveys and focus
groups. Key informants also noted a sense of increasing personal awareness and receptive
attitudes among community residents. Appreciation for recreational facilities and activities was
also identified by both the focus groups and key informants. Likewise, both key informants and
focus groups saw community health organizations and their programs as important positive
assets to the community (presumably including many HIPMC member organizations).
Consistent Threats/Community Weaknesses
One of the most notable and consistent themes concerned various inadequacies in access to
care. This theme was identified through all three methods (surveys, focus groups, key informant
interviews) and was often addressed in multiple ways. Both the focus groups and key informants
also expressed concern about access to healthy foods, and poor eating habits was among the
most important “unhealthy behaviors” seen in the community by survey respondents. Racism,
discrimination, segregation, and the disparities that result from these practices were also
consistently noted. While the nature of the survey questions necessarily limited responses, a
number of other themes were shared between the focus groups and key informants, including
distrust of health care providers, limited opportunities for youth, and the impact of poverty and
other economic challenges (e.g. the cost of health care).
Inconsistent Themes
There were also a handful of themes that recurred by appearing on both sides of the
opportunities/threats divide. Some, like the availability of health care information online were
intentionally noted by focus groups as having both positive and negative potential. Others, such
as the perceived “lack of” versus “increasing” personal engagement in the community may reflect
the different perspectives of the focus group participants (underserved residents) and the key
informants (community leaders).
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ADDITIONAL FORCES OF CHANGE - OPPORTUNITIES/COMMUNITY STRENGTHS
Community Surveys
Positive Pride in Community:
“Are you proud to be living in your
community?”
- 58.8% Always proud
- 39.0% Sometimes proud
- 2.2% Never proud
Positive Sense of Agency:
“Do you feel you can contribute to
making your community healthier?”
- 45.4% Always
- 49.7% Sometimes
- 4.9% Never
Positive Perceived health of community
– “How would you rate the health of
your community?”
- 7.1% Very Healthy
- 32.3% Healthy
- 41.9% Somewhat Healthy
- 13.5% Unhealthy
- 5.2% Very Unhealthy
Positive Perceived Personal Health:
“How would you rate your own
personal health?”
- 14.5% Very healthy
- 45.0% Healthy
- 29.9% Somewhat Healthy
- 6.4% Unhealthy
- 4.2% Very Unhealthy

Focus Groups

Key Informant Interviews

Sense of community/inclusion, personal
relationships with neighbors

Greater personal awareness, receptive
attitudes

Increasing sense of self agency, control
over health care decisions

Increasing individual engagement in
community, more engaged citizens

Availability of community activities,
events, and classes

Medicaid expansion
Increasing access to recreation facilities

Recreational opportunities and facilities
- parks, bike lanes, hiking trails
Community facilities – community
centers, senior centers, health clinics,
libraries
Social support organizations, especially
for immigrants, others in need
Availability of health care
information/education online when
accurate (also a threat/weakness when
inaccurate)

Schools and early childhood education
facilities are community strengths /
resources
Community organizations and their
program, doing more, working together
Health care organizations and health
plans are community strengths /
resources
Job growth, lower unemployment
Lower crime rates

Computer/smart-phone “apps” to
monitor and manage diet, exercise,
health
Recognition of role of diet and exercise
for good health

Growth of public transportation system
A wide variety of successful private and
public projects that support/promote
community health (too numerous to list)

Use of preventive health services,
immunizations, check-ups
Desire for more health
education/resources
Desire for more food education, how to
garden, etc.
Desire for more community health
workers, navigators, health aides
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ADDITIONAL FORCES OF CHANGE - THREATS/COMMUNITY WEAKNESSES
Community Surveys

Focus Groups

Key Informant Interviews

Perceived important health problems:
“What do you think are the three most
important ‘health problems’ that impact
your community?”
- 37.3% Access to Care
- 26.1% Overweight/Obese
- 20.3% Cancers
- 19.6% Diabetes
- 18.2% Mental Health
- 18.1% Child Abuse/Neglect

Inadequate Access to Care
- High cost
- Poor/no insurance coverage
- Coverage for prescriptions, dental,
mental, vision care
- Physical access, locations

Poor access to health care systems and
supports

Perceived important unhealthy
behaviors:
“What do you think are the three most
important ‘unhealthy behaviors’ seen in
your community?
- 49.9% Alcohol abuse
- 35.8% Drug abuse
- 28.0% Text/Cell while Driving
- 25.2% Poor eating habits
- 20.8% Lack of exercise
- 19.9% Discrimination

Perceived unhealthfulness of
community population
Stigma/distrust of health care providers

Difficulty navigating the health care
system
- Forms/paperwork complexity
- Obtaining/managing referrals
- Transferring records
- Poor coordination by providers
- Time requirements
- Low health literacy
Poor quality of care
- Lack of cultural competent
providers
- Fear, mistrust of providers
- Lack of respect from providers
- Poor communication from
providers
Lack of personal engagement in
community

Economic challenges, poverty,
unemployment, low wages
Economic effects of recession
Homelessness
Limited access to parks and other
recreational facilities
Limited access to grocery stores
Population growth
Constant in/out flux of population
Growth of immigrant and refugee
population outpacing growth of services
to support them

Racism, discrimination
Youth issues
- Drug use
- Gangs
- Inadequate facilities and activities
Lack of healthy and affordable foods
- Difficulty balancing diet
- Food stamps insufficient to buy
healthy foods
- Poor foods in schools
Inadequate public transportation,
especially medical transportation

Persistent segregation, discrimination,
xenophobia
Social inequities, health disparities
Discriminatory legislation and budget
cutbacks
Politicians’ intentions have worsened
Inadequate funding of education
Limited opportunities for youth

Availability of health care
information/education online when
inaccurate (also a strength/opportunity
when accurate)
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Phase 4 - Identifying Strategic Issues
The four MAPP assessments provide an
enormous about of information and input
that can be used to inform the community
health improvement plan (CHIP). Phase
four of MAPP focuses on sifting through
that mass of information to winnow the
large number of health concerns and
related factors into a small number of
priority strategic issues that will serve to
focus the CHIP. With so much
information at hand, it can be difficult to
know where to start.
Throughout our journey, our compass has been a firm commitment to seeking out
upstream root causes where our limited efforts might find the most leverage over a broader
range of downstream health issues with an emphasis on impacting underserved communities.
This is a value embodied in MAPP’s admonition that communities should choose only three-tofive issues to address in their subsequent CHIPs, and its emphasis that these issues must be
strategic in nature.

Getting From Indicators to Issues
The prioritization of strategic issues plays a significant role in the transition between the
findings of the Community Health Assessment (CHA) and the development of the Community
Health Improvement Plan (CHIP). As previously mentioned, the Epidemiology Expert Work
Group (EEWG) established 41 metric categories with 190 specific indicator measures to be
evaluated during the Community Health Status Assessment. This list of metrics also served as
the starting point in our four-step strategic issue prioritization process depicted below.
November
2016

December
2016

DATA MATRIX

INTER-RELATIONSHIP
DIAGRAM

MCDPH creates list
& cuts topics not
supported by data

Steering Committee reviews
relationships/identifies root
causes

MCDPH, HIPMC, & Public separately rate issues:
Relevance, Appropriateness,
Impact, and Feasibility

Manageable list
of topics

List of Potential
Strategic Issues

Ranked List of
Strategic Issues

February
2017

January
2017

COMPREHENSIVE RATING OF ISSUES

March
2017

FINAL
REVIEW/SELECTION
Steering Committee selects
priorities

Final Priorities
List
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Step 1 - Indicator Matrix
Of the 41 metric categories, 10 were demographic categories, leaving 31 “health issue” metric
categories with a total of 169 specific indicator measures that provided relevant data about
each health issue. To further refine the field, the EEWG led the creation of an “indicator
matrix” to review and rate all of the remaining metric categories and individual indicators.
Community
Health
Status

Community
Themes
and
Strengths

Local Public
Health
System

Forces of
Change

Priority
Strategic
Issues

The purpose of the indicator matrix was to
insure that both data and contextual factors
were taken into consideration in a systematic
manner. While most of the data was
provided by the Community Health Status
Assessment, some additional data and
virtually all of the contextual factors were
provided by information collected as part of
the other three MAPP assessments. As a
result of this additional input from the other
assessments, six more health issues along
with their six indicators were added to
Indicator Matrix, for a total of 37 metric
categories and 174 indicators.

The Indicator Matrix was used to combine and weight ratings of data and context factors based
on several criteria:


Scoring by the EEWG on each indicator’s perceived link to prevention and its potential
impact on community health.



Health issues reported as priorities on community surveys completed by traditionally
under-represented minorities.



Health issues that arose as key themes in the professional surveys, focus groups, and/or
key informant interviews.

The Indicator Matrix rating process resulted in 23 health issue metrics moving on to the next
stage of consideration. These are listed in the Interrelationship Diagram table on the following
page.
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Step 2 - Getting to Root Causes
Once a manageable list of topics was produced using the Indicator Matrix described above, the
next step involved analyzing the relationships between these health topics to determine which
topics were key drivers of the health of our community. While all of the topics that made it to
this stage of the prioritization process were supported by multiple data sources, it was
acknowledged that if we focus on those health topics ‘upstream’, meaning those that
contribute to poorer health outcomes, it may offer a greater opportunity to affect multiple
health outcomes with a smaller number of strategies.
In order to systematically determine which of the 23 topics were key drivers and which were
better classified as key outcome indicators, an interrelationship diagram, was used. The
interrelationship diagram is a quality improvement tool that is used to explore causal
relationships between multiple items in a group. Each pair of topics is examined independently
and the stronger cause or influence relationship between the two topics is identified. The
HIPMC Steering Committee used a survey and discussion process to reach consensus on which
issues were most likely key drivers of health of key outcomes of those drivers.

INTERRELATIONSHIP DIAGRAM ACTIVITY RESULTS
Key Health Drivers

Key Health Outcomes

Inadequate Access to Health Care
Lack of Physical Activity
Poor Recreation Access
Poor Nutrition
Inadequate Food Access
Low Social Capital/Connectedness
Poor Education Quality
Poor Early Childhood Development
Inadequate Housing
Inadequate Transportation

Overall Health Status
Mental Health Conditions
Physical Activity
Nutrition
Violence and Crime
Stroke
Diabetes
Obesity
Heart Disease
High Blood Pressure

Equivocal Driver/Outcome Rating
Substance Use/Misuse/Abuse
Cancer Rates (all)
Domestic Violence & Child Abuse
Alzheimer’s Disease
STD/HIV incidence/prevalence

It should be noted that physical activity and nutrition were seen as both key drivers influencing
some outcomes as well as key outcomes that were influenced by some drivers.
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Step 3 - Comprehensive Ranking of Drivers
The ten key health drivers moved on to the next stage of consideration that involved ranking of
the drivers by the HIPMC, MCDPH leadership, and the community-at-large through five public
forums. Following presentations and small group discussions, participants used a “prioritization
matrix,” another quality improvement tool, to rate each driver on a 1 to 4 scale for relevance,
appropriateness, impact, and feasibility. Total scores for each driver were tallied by group
(HIPMC, MCDPH, and Public Forums) and then averaged across groups to produce a final
ranked list as shown below.

Comprehensive Ranking Results
Rank
Order

Key Health Driver

Average
Score

1.

Inadequate Access to Health Care

13.12

2.

Poor Nutrition

12.91

3.

Inadequate Food Access

12.75

4.

Poor Early Childhood Development

12.67

5.

Poor Education Quality

12.31

6.

Lack of Physical Activity

11.92

7.

Inadequate Transportation

11.59

8.

Inadequate Housing

11.37

9.

Poor Recreation Access

10.75

10.

Low Social Capital/Connectedness

10.48

Step 4 - Final Selection and Approval
The results were presented to the HIPMC Steering Committee and MCDPH Leadership Team in
March 2017. After some deliberation, both groups came to a unanimous consensus to select
only three health issues as strategic priorities. Two priorities emerged that could have
overlapping focus: Poor Nutrition and Inadequate Food Access. Both groups were also in
agreement that Inadequate Food Access provided more of an upstream process when it came
to root causes, whereas the related issue of Poor Nutrition could be a measurable outcome to
Food Access.
The final selection of the three health priorities was presented publically at the HIPMC Meeting
on April 11th, 2017.
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Priority Strategic Issues
Three priority strategic issues were selected as the final outcome of the prioritization process.
Targeted focus on the top three for the CHIP and joint efforts with our partners provides for
stronger collective impact. These include access to care, access to healthy food, and early
childhood development.
Access to Care
Health care doesn’t have to mean just the
medical care we seek when we’re sick or injured.
A lot of people don’t go to the doctor
In a broader sense, health care encompasses all
because they can’t afford to go to the
the services and supports that help us achieve
doctor. The people that need care are
and maintain a state of optimal health
too far away from the free services.
throughout our lifetime. But sometimes, even
- Focus Group Participantour most basic and urgent health care needs can
be difficult to meet. The considerable rate at
which the cost of medical and behavioral health
care is rising is a leading concern. Heath insurance coverage provides a measure of security for
many of us, but while the percentage of Maricopa County residents with some form of health
coverage has risen to an all-time high, that coverage comes with its own out-of-pocket costs
that many of us cannot bear. Nearly 46% of respondents to our community survey said they
cannot always afford needed medical care on a monthly basis.
Getting to the care we need can also be a challenge. The location, distribution, and accessibility
of medical care facilities are outstanding in some parts of our community and remarkably poor
in others. Substantial portions of Maricopa County have been designated as shortage areas for
providers of primary, dental, and/or mental health care.
Access to care was a recurring theme identified both by focus groups and key informants in the
CTSA. It was also rated as the most important “health problem” in community surveys.
Appropriate access to care means that everyone receives the services and supports they need
to maintain optimal health and wellbeing throughout their lifetimes. This encompasses both
medical and non-medical care that effectively prevents, treats, and/or minimizes the effects of
health problems and supports quality of life. This requires that care services be obtainable,
accessible, and affordable to all, and be designed to ensure that individuals understand how to
navigate efficiently through the care delivery system to meet their needs. Such care must also
impart the best possible health outcomes, and be delivered through a respectful relationship
between the caregiver and recipient that is based on mutual trust and understanding.
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Access to Healthy Food
A nutritious diet is essential for good health, yet this obvious goal can be difficult for many of us
to achieve and maintain. For some, it is a basic and urgent question of how to feed the family
today when the grocery bill has to compete with the rent and utility bills and the numbers just
don’t add up. Each month, about 1 in 6 residents of Maricopa County face this kind of “food
insecurity” – some more regularly due to factors like persistent poverty, while others more
sporadically due to problems like sudden job loss or unexpected health problems.
Some others may be fortunate to have easy access to foods that are affordable within their
means, but they can still make poor choices, perhaps more often than not. Many heavilymarketed prepared and packaged foods appeal to our natural appetite for sugars and fats.
Calories come in large supply with these foods while nutrition may not. Our less-than-ideal
diets can lead to being overweight and increase our risk for diabetes, heart disease, and stroke.

We live in a world where food that’s not
great for you costs $0.59, but anything that
is worth eating and healthy for your body
costs $10. …it’s easier to make your money
stretch to eat unhealthy…in order for your
kids to be able to have anything in their
belly or to have a roof over their heads.
You just give up one for the other because
it’s easier. It costs less. It’s faster.
-Focus Group Participant-

Healthy foods can also sometimes be difficult
to find. In some parts of our community, the
distance to a full-service grocery store is
measured in miles rather than blocks, resulting
in a virtual “food desert.” Convenience stores
are more common but offer a smaller selection
that often favors prepared items and “junk
food.” Going a few extra miles to a grocery
store can seem like an insurmountable
challenge when balancing bus schedules, work
hours, child care, and other complications that
cost too much time, money, and frustration.

Access to healthy foods was identified both by focus groups and key informants in the CTSA.
Overweight/obesity was the second most important health problem and poor eating habits the
fourth most common unhealthy behavior noted in community surveys.
Appropriate access to healthy food means that all individuals can easily obtain high quality,
fresh, affordable and nutritious food. In both urban and rural settings, regular access to healthy
food retailers and other healthy food outlets that offer fruits, vegetables and other staples at
affordable prices contributes to a more equitable food environment. Such a food environment
reduces food insecurity and hunger, supports nutritious diets that lead to healthier lifestyles
and provides opportunities for thriving local economies. Special attention must be paid to
ensure that culturally appropriate healthy food options are available to all communities.
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Early Childhood Development
Early childhood is a critical period that can have profound influence over the person we
eventually become:
That is…because basic elements of every individual’s life-long mental and emotional framework
emerge during a child’s first few years of life. The brain…can change significantly in the first few
years, as its genetic makeup interacts with its everyday experiences. Gradually, the neural
networks arise to support thinking, behavior, social interaction, self-regulation and physical
health. The consequences, once set, are difficult to undo. [Without] an ample supply of
nutrition, attention, stimulation and love during this crucial period…it will almost certainly cast a
shadow over [one’s] whole life and, indirectly, over the life of their community. There are
opportunities for remediation later on, but they are expensive and often unsuccessful.
(Hart, Manning, & Shoemaker, 2015)

I think a lot of education with the kids, too. If you
educated them correctly, it is easier for them to
get a good job. [The] education system probably
needs a little more work here in Arizona.
-Focus Group Participant-

Developing language and literacy skills
begins at birth through everyday loving
interactions. Children exposed to high
levels of stress are not able to learn.
Toxic stress can have damaging effects
on learning, behavior, and health across
the lifespan.

Parents, grandparents, and teachers play a very important role in preparing young children for
future success and helping them become self-confident and motivated learners and should
have the resources to become competent caregivers. When we help expectant and new
parents to learn to raise happy, healthy, and educated children, we are going about as far
“upstream” as we can in prevention.
Appropriate early childhood development means that all young children grow up in safe and
supportive environments and receive the nurturing care and interaction needed to promote
their physical, mental, and emotional growth and resilience that enables them to become
healthy, happy, and productive in later life. This requires that children be protected from harm,
neglect, and other undue adverse experiences. It also means that families, parents, and other
caregivers must have the physical, social, and economic means to provide for their children’s
needs as well as their own. Adequate support, education, and other services must also be
available for children and families to address any problems during early childhood when these
interventions are most likely to be effective.
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Addressing Other Community Health Issues
In addition to the selected priority strategic issues, many other important community health
concerns remain. As mentioned previously, the prioritization process initially identified 23
issues that were supported by data and local contextual factors. These issues included:
Access to Healthcare*
Cancer (All)
Domestic Violence and Child Abuse
Education
Heart Disease
Housing
Mental Health Conditions
Overall Health Status
Recreation Access
STD/HIV incidence and prevalence
Substance Use/Abuse
Violence and Crime

Alzheimer's Disease
Diabetes
Early Childhood Development*
Food Access*
High Blood Pressure
Lack of Physical Activity
Obesity
Poor Nutrition
Social Capital
Stroke
Transportation
*selected priority strategic issue

It is important to remember that the next step of the prioritization process looked for
relationships between these issues in order to distinguish between those that were upstream
root causes from those that were downstream consequences. The final selection process
favored root causes in order to focus our work higher in the system where we might have
impact on a number of downstream problems.
While the selected priority strategic issues may contribute to a number of the issues identified
in the list above, there are also many other issues (both some of those listed and many others
not listed) where the upstream connection may be less apparent. Although they were not
chosen as strategic priorities and will not be the focus of the forthcoming CHIP, these remaining
issues will not be ignored.
Undoubtedly, many of these issues will be addressed more directly by the efforts of many
individual agencies and groups that chose to focus on more proximal conditions. Furthermore,
while the remaining issues may not be specifically addressed in the forthcoming CHIP, the interrelated nature of social and ecological determinants means that action on one of our selected
priority strategic issues may have notable impact on another, seemingly disparate, issue that is
not among our present priorities.
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Alignment of Local, State, and Federal Priorities
Assessing alignment of local priorities for public health improvement with those at the state
and federal levels is not a formal part of MAPP, but is a requirement of the PHAB standards for
community health assessment.
Maricopa County Priorities:
Prospective consideration of federal and state health
improvement priorities occurred during the strategic
issue identification and prioritization process in Phase
4 as described in the previous section. For the sake of
consistency with the prior (2012) community health
assessment, local priorities were compared to those
expressed in the National Prevention Strategy at the
federal level [27]. State priorities were taken from
2016-2020 State Health Improvement Plan created by
the Arizona Department of Health Services [28].
Many of the individual health indicators evaluated
during the prioritization process corresponded to a
number of federal and state priorities. The value of
alignment was taken into account in the final review
and selection step of the prioritization process.
Ultimately, though, all the candidate issues
considered in the final round of prioritization were
judged to align with some existing federal and state
priorities, so alignment was not a criterion in the
outcome of the prioritization process.

•Access to Care
•Access to Healthy Food
•Early Childhood Development

State Priorities:
•Obesity
•Tobacco Use
•Substance Abuse
•Teen Pregnancy
•Creating Healthy Communities and
Lifestyles
•Healthcare-Associate Infections (HAI)
•Suicide
•Diabetes
•Heart Disease
•Oral Health
•Unintentional Injury
•Other Chronic Diseases (cancer,
respiratory disease, asthma)
•Access to Health Insurance Coverage
•Access to Well Care
•Access to Behaviroal Health Services

Federial Priorities:
•Tobacco Free Living

Once Maricopa County’s three priority strategic issues
•Preventing Drug Abuse and Excessive
were selected, their alignment with federal and state
Alcohol Use
•Health
Eating
priorities was re-assessed retrospectively. Judging
•Active Living
this alignment in a consistent objective manner is not
•Injury and Violence Free Living
possible due to the diverse ways in which these
•Reproductive and Sexual Health
priorities have been expressed as constructs, both
•Mental and Emotional Well-Being
between the three jurisdictional levels as well as
within each of them. Some are specific protective factors or avoidance of particular risk factors
(e.g. tobacco free living), some are general states of health (e.g. mental and emotional
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well-being), some are specific health/disease conditions (e.g. diabetes) or broad areas of health
practice (e.g. oral health), and so on. This is further complicated by their varying position along
the causal chain: Some are proximal risk factors (e.g. substance abuse), some are highly distal
root causes (e.g. early childhood development), and others are somewhere in between.
In light of these inconsistencies among the priority constructs, alignment was assessed through
a subjective affinity diagramming process [29]. This resulted in the identification of nine
schemas that were used to categorize priorities into overlapping affinity groups (see figure
below).
Alignment of National, State, and Local Health Improvement Priorities
Affinity Schemas

US Prevention Strategy

AZ SHIP Priorities

Preventing Drug Abuse and
Excessive Alcohol Use

Substance Abuse

Tobacco Free Living

Tobacco Use

Healthy Eating

Obesity
Diabetes
Heart Disease

HIPMC Priority Strategic Issues

Substance Use

Chronic Disease
Lifestyle Factors
Diet and Nutrition

Active Living

Physical Activity

Food Access

Other Chronic Disease
(cancer, asthma, etc.)

Early Childhood Development
Reproductive Health
Intentional/Unintentional
Injury

Behavioral Health

Reproductive and Sexual Health

Teen Pregnancy

Injury and Violence Free Living

Unintentional Injury

Mental and Emotional Well Being

Early Childhood Development

Suicide
Access to Behavioral Health Care
Access to Well Care

Access to Care

Access to Health Care
Access to Health Insurance
Oral Health
Health Care Associated Infections

The affinity relationships are more easily recognizable in some cases than in others. For
instance, the local priority strategic issue of access to healthy food is plainly aligned with state
and federal priorities that address healthy eating and diet-influenced chronic diseases.
Likewise, it is easy to see the affinity between access to care at the county level and the more
specific access issues listed at the state level. However, because the priority strategic issues for
Maricopa County are high-level root causes, they may have affinity with a wide range of
potential downstream risk and protective factors. This led to rather inclusive affinity
judgments, especially for the strategic issue of early childhood development.
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While the alignment of the priorities across jurisdictional levels is admittedly subjective, it
would be a misinterpretation to suggest that this subjectivity indicates that the Maricopa
County priority strategic issues lack alignment with state and national priorities. When viewed
from the right, beginning with the Maricopa County priority strategic issues, the overlapping
character of the affinities is suggestive of root causes. The very nature of the root causes
concept suggests that our local priority strategic issues (e.g. access to healthy food) encompass
the health behavior-based risk and protective factors in the state and federal priorities (e.g.
healthy eating, active living), and these in-turn encompass many of the general health states
and specific diseases found at those levels (e.g. diabetes, heart disease).
There is an additional aspect of alignment of community health improvement priorities that
arises from the unique collaborative partnership arrangements in Maricopa County. That is the
alignment of priorities among the MCCC partner hospitals and health clinics, and between
these partners and the HIPMC. As previously stated, improving alignment along both of these
dimensions is one of the long-term goals of the MCCC in order to promote coordinated action
for greater collective impact [8]. As shown in the table below, MCCC partner priorities vary
widely, but already show some degree of alignment, particularly around access to care and
prevention /treatment/management of chronic diseases and their risk factors (e.g. cancer,
diabetes, obesity, etc.). While the MCCC partners will always have some independent priorities
based on each partner’s unique needs and capabilities, the next step toward greater alignment
will be for the MCCC partners to include the three priority strategic issues in their plans during
their next community health improvement cycle.
Maricopa County CHNA Collaborative – Parnter Priorities

Transplant

Substance
Abuse

Social Determinants
of Health

Smoking/ Tobacco Use

Respiratory
Illness

Prenatal Outreach and
Maternal/Child Health

Oral Health

Obesity/Physical
Activity/ Nutrition

Neurology

Mental/Behavioral
Health

Injury and/or
Trauma Prevention

Homelessness

Geriatric Health/ Aging

Diabetes

Developmental
and Sensory Screening

Chronic Disease Prevention
and Management

Cardiology/ Cardiovascular
Disease

Cancer Treatment
and/or Prevention

Access to
Health Care

Priority Topic Areas
MCCC
Partner
Hospitals
and
Health
Centers

Banner
Health
Hospital
Dignity
Health
Mayo
Clinic
Mountain
Park Health
Center
Phoenix
Children's
Hospital
Adelante
Health
Center
Native
Health

Priorities not yet specified.

Priorities not yet specified.
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Phases 5 & 6 - Next Steps
Community Health Improvement
The completion of the CCHNA is
significant achievement, and while we
pause to celebrate, we know there is little
time to rest. Reaching our chosen
destinations as embodied in our three
priority strategic issues won’t be a simple
ride off into the sunset. With the CCHNA
in hand, we now begin to plot our courses
to them with care. There may be many
roads to each of our destinations, so we
must choose between the available
alternatives using the new information available to us and our best judgment. And, sometimes,
the most desirable destinations have no roads leading to them at all, so we must decide if we
can build them along the way. Then, ultimately, we must put our redrawn map to the test by
resuming our march forward and measuring our progress against our best laid plans. These are
the metaphorical steps in MAPP’s second stage, community health improvement.
Phase 5 – Formulating Goals and Strategies
Deciding which route to follow means committing to specific waypoints as objectives and
choosing the most appropriate means to reach those objectives. In the next, fifth phase of
MAPP, the HIPMC will use information about our community from the CCHNA to initiate the
development of a community health improvement plan, or CHIP. The CHIP begins with the
creation of goal statements that, if accomplished, would make substantial strides in addressing
each of the three priority strategic issues. Potential strategies for approaching each of those
desired goals are also identified. The means to implement those strategies are refined in
greater detail in the next and final phase.
Phase 6 – The Action Cycle
In Phase 6 of MAPP, the CHIP is drafted in detail by adding specific objectives, timelines, work
plans, and assignments of responsibility for the tasks required to meet those objectives. For
many members of the HIPMC, this means making explicit commitments to work collaboratively
in a highly-coordinated fashion to achieve a greater collective impact on one or more of the
CHIP’s goals. This collective impact approach capitalizes on the synergy of partnerships and
mutual accountability to realize greater outcomes than those that might be achieved
individually [8].
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Phase 6 doesn’t end with the printing of a final plan. It encompasses the implementation of
that plan and the evaluation of its outcomes over the next three years. The heart of the Action
Cycle is putting the plan into action! The CHIP work plan will be implemented over a three-year
period, from 2018 through 2020. Implementation of the work plan is similar to the traditional
plan-do-study-act cycle for quality improvement. Although the CHIP will use a consistent
framework, its work plan is not necessarily a static document. During its implementation,
activities will be continually evaluated and our results monitored so that feedback can be used
to adjust and improve our course as necessary.
Although PHAB accreditation standards require a community health assessment be conducted
every five years, MCDPH and its partners are committing to a three-year cycle, in part to better
align with the three-year cycle of CHNAs as required by federal regulations for the MCCC
member hospitals. Thus, the next CCHNA for Maricopa County will commence in 2019 and be
completed in early 2020 to support the development of the next CHIP that will be implemented
in 2021 through 2024.
Maricopa County Community Health Assessment and Improvement Cycles
Cycle

Assessment
conducted

Assessment
published

CHIP
created

CHIP
published

CHIP
implemented

Previous

2011-12

2012

2012-13

2014

2012-17

Current

2016-17

2017

2017-18

2018

2018-20

Next

2019-20

2020

2020-21

2021

2021-24

Help Us Reach New Heights!
This report of the 2017 CCHNA, our metaphorical travelogue, has been but a brief rest stop as
we gather our strength for the next leg of our journey. We know that leg will be even more
challenging, but it also holds the promise of being even more rewarding, so we are eager to
proceed. In our anticipation of the achievements to come, we are buoyed by the support of
our partners and the prospect that more fellow travelers will join us along the way.
Learn more about the HIPMC and how you or your organization can join the journey to a
healthier Maricopa County by visiting us on the web at:

www.HIPMC.org
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List of Frequent Abbreviations
AHCCCS

Arizona Health Care Cost Containment System

CCHNA

Coordinated Community Health Needs Assessment

CHA

Community Health Assessment

CHIP

Community Health Improvement Plan

CHNA

Community Health Needs Assessment

CHSA

Community Health Status Assessment

CTSA

Community Themes and Strengths Assessment

FOCA

Forces of Change Assessment

HIPMC

Health Improvement Partnership of Maricopa County

LPHSA

Local Public Health System Assessment

MAPP

Mobilizing for Action through Partnerships and Planning

MCCC

Maricopa County CHNA Collaborative

SWOT

Strengths, Weaknesses, Opportunities, and Threats

WIC

Women, Infants, and Children program
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Appendix A – HIMPC Member Agencies and Sector Representation
The member agencies of the Health Improvement Partnership of Maricopa County represent
our community and its many sectors. Sector representation for each member agency listed
below.
Abrazo Health, Maryvale Campus: healthcare,
underserved populations
Abrazo Health, West Campus: healthcare,
underserved populations
Adelante Healthcare: healthcare, underserved
populations, Hispanic
Aetna: healthcare, underserved populations,
Medicaid
Alliance for a Healthier Generation: schools,
youth
Alzheimer’s Research and Prevention
Foundation: healthcare, seniors

Arizona Living Well Institute: health
*Arizona Public Health Association: public health,
advocacy, member organization
Arizona Public Interest Research Group (PIRG):
non-profit, advocacy
Arizona Small Business Association: business
Arizona Smokers’ Helpline: health
Arizona Spinal Cord Injury Association:
healthcare, voluntary associations, advocacy
Arizona State University, College of Health
Solutions: higher education

*American Cancer Society: healthcare, voluntary
associations, advocacy

*ASU Southwest Interdisciplinary Research
Center: higher education, health disparities,
underserved populations

*American Heart Association, Arizona Chapter:
healthcare, voluntary associations, advocacy

Artisan Food Guild: non-profit, member
organization

American Lung Association, Arizona Chapter:
healthcare, voluntary associations, advocacy

Asian Pacific Community in Action: non-profit,
Asian Americans, advocacy

*Anthony Bates Foundation: healthcare,
advocacy

Az. Chapter of the American Academy of
Pediatrics: healthcare, member organization,
advocacy

Arizona Action for Healthy Kids: advocacy, youth,
non-profit
Arizona Alliance for Community Health Centers:
healthcare, member organization, underserved
populations
Arizona Alliance for Livable Communities:
community design, member organization

Banner Health: healthcare
Be A Leader Foundation: non-profit, youth,
education
Blue Cross Blue Shield of Arizona: healthcare,
insurance

Arizona Coalition for Military Families: military

Boys & Girls Clubs of Metro Phoenix: non-profit,
youth, underserved populations

Arizona Community Action Association: nonprofit, advocacy

Brain Body Fitness: public health, worksites,
youth

Arizona Department of Education: government,
schools

Bridgeway Health Solutions: healthcare,
Medicaid, underserved populations

*Arizona Department of Health Services
government, public health

*Chicanos por la Causa: underserved populations,
Hispanics, public health, behavioral health

*Arizona Family Health Partnership: non-profit,
healthcare, advocacy

Cigna: healthcare, insurance

Arizona Health and Physical Education: nonprofit, youth

City of Phoenix- FitPHX: government, recreation

*Arizona Hospital and Healthcare Association
healthcare, member organization

City of Goodyear: government
City of Phoenix Housing Department Hope VI:
government, housing

Arizona in ACTION: advocacy, health
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Crisis Preparation and Recovery: behavioral
health

Maricopa County Correctional Health Services:
justice involved

*Dignity Health Chandler Regional Medical
Center: healthcare

Maricopa County Department of Public Health:
public health

*Dignity Health Mercy Gilbert Medical Center:
healthcare

Maricopa County Education Service Agency:
government, underserved communities,
education

Dignity Health St. Joseph's Hospital and Medical
Center: healthcare
EMPACT: behavioral health

Maricopa County Food Systems Coalition:
advocacy, underserved populations

Esperanca: public health, global health,
environmental health, housing, non-profit

Maricopa County Office of the Legal Defender:
government, justice

Family Involvement Center: non-profit, families

Maricopa County Wellness Works: government,
worksites

Feeding Matters: non-profit, families, advocacy
First Things First: government, early childhood
development
George B. Brooks Sr. Community School:
education, African Americans, youth

Maricopa Medical Society Alliance: healthcare,
member organization, advocacy
*Mayo Clinic: healthcare
Medical Accessibility, LLC: healthcare, disability

Greater Valley Area Health Education Center:
healthcare, public health, rural health

*Mercy Care Plan: healthcare, insurance,
underserved populations

Health-eOptions: healthcare

Mercy Maricopa: healthcare, behavioral health

Healthways, Inc.: healthcare, worksites, insurance

Midwestern University: higher education

Healthcare Information and Management
Systems Society: non-profit, healthcare

Mission of Mercy Mobile Medical Clinic:
healthcare, underserved populations

Healthy Arizona Worksites Program: public
health, worksites

National Kidney Foundation of Arizona:
healthcare, voluntary association, advocacy

Helping Families in Need: non-profit,
underserved communities, economic
development, housing

Native American Connections: healthcare,
behavioral health, underserved populations,
Native Americans

*HonorHealth: healthcare

*Native Health: healthcare, behavioral health,
underserved populations, Native Americans

*International Rescue Committee: non-profit,
refugees
Keep Phoenix Beautiful: non-profit, advocacy
Kyrene School District : education, youth
Lifewell Behavioral Wellness: non-profit,
behavioral health
Magellan Health Services: healthcare, behavioral
health, underserved populations
Maricopa Integrated Health System: healthcare,
behavioral health, underserved populations
Maricopa Association of Governments
government
Maricopa County Air Quality: government,
environmental health
Maricopa County Community College District:
higher education

*Phoenix Children's Hospital: healthcare, youth,
families
*Phoenix Fire Department: government,
emergency services
Phoenix Revitalization Corporation: non-profit,
economic development
Pinnacle Prevention: non-profit, public health
Preventive Health Consulting, LLC: non-profit,
public health
Protecting Arizona's Family Coalition (PAFCO):
non-profit, advocacy, families
RightCare Foundation: philanthropy, advocacy,
healthcare
Roosevelt School District: education, underserved
populations, Hispanic, African American
Southwest Autism Research and Resource
Center: non-profit, advocacy, youth, disability
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*Southwest Center for HIV/AIDS: non-profit,
advocacy, GLBTQ
St. Vincent de Paul Family Wellness Program:
non-profit, healthcare, families, homelessness
*Susan G. Komen Arizona: healthcare, advocacy
*Tanner Community Development Corp.: faithbased, African American, non-profit

*The HIPMC members noted with an asterisk in
the list above are those that participated in the
Local Public Health System Assessment (LPHSA).
In addition to these HIPMC members, the
following organizations also participated in the
LPHSA and are not HIPMC members:
Ability360: disabilities, advocacy, non-profit

Terros/LGBTQ Consortium: non-profit, advocacy,
GLBTQ

Arizona Commission of African American Affairs:
advocacy, African Americans

*The Arizona Partnership for Immunization:
healthcare, member organization, advocacy

Arizona Community Dental Clinic: healthcare,
dental health, underserved populations

The Faithful City: faith-based, advocacy, trauma

Arizona Dental Foundation: philanthropy, dental
health

The Wellness Community – Arizona: healthcare,
advocacy, non-profit
Touchstone Behavioral Health: behavioral health,
advocacy, non-profit
Town of Gila Bend: government, rural
*Trans Queer Pueblo: non-profit, advocacy,
GLBTQ
Unified in Hope: disability, families, youth, nonprofit
United Healthcare: healthcare, insurance
University of Arizona Cooperative Extension:
higher education

Arizona Developmental Disabilities Planning
Council: advocacy, disabilities
Arizona Medical Association: healthcare,
advocacy, member organization
Arizona State University- Obesity Solutions:
higher education
Arizona State University, School of Public Affairs:
higher education
Celerion: clinical research studies, pharmaceutical
research
Centene: insurance, underinsured populations
Chamorro Community: underserved population

University of Arizona College of Medicine: higher
education

City of Phoenix: government, human services

*University of Arizona – Mel and Enid Zuckerman
College of Public Health: higher education

Community Information and Referral Services (AZ
211): non-profit, human services

Unlimited Potential: non-profit, underserved
population, Hispanic

Cultivate South Phoenix: non-profit, advocacy,
underserved populations

Valle del Sol: non-profit, underserved population,
Hispanic, behavioral health

Empowerment Research, LLC: economic security

Valley Metro: government, transportation
Valley of the Sun United Way: philanthropy
Valley Permaculture Alliance: non-profit,
sustainability

Jobs for Arizona’s Graduates: economic
development
Maricopa County Office of the Legal Defender:
government, justice
Mountain Pointe High School: education

Virginia G. Piper Charitable Trust: philanthropy,
healthcare, public health

Partners in Recovery: behavioral health,
disabilities, recovery services

Viridian Health Management: worksites

Planned Parenthood Arizona: healthcare,
advocacy, education

*Vitalyst Health Foundation: philanthropy,
healthcare, public health
Walgreens: healthcare
Wesley Community and Health Center:
behavioral health, healthcare, public health,
underserved populations

University of Phoenix: higher education
Western Region Public Health Training Center:
workforce development
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Appendices B through H
The following Appendices referenced in this report are subject to independent revision from
time to time. For this and other reasons, they are maintained as separate documents and are
available in an electronic format only. Each of these reports can be found online at:
www.HIPMC.org
- or www.WeArePublicHealth.org

Appendix B – Maricopa County 2017 CCHNA Community Health Status Report
Appendix C – Maricopa County 2017 CCHNA Local Public Health System Assessment Report
Appendix D – Maricopa County 2017 CCHNA Community Health Surveys Report
Appendix E – Maricopa County 2017 CCHNA Focus Groups Report
Appendix F – Maricopa County 2017 CCHNA Key Informant Interviews Report
Appendix G – Maricopa County 2017 CCHNA SWOT Analysis Report
Appendix H – Maricopa County 2017CCHNA Public Health Priorities Prioritization Process
Report
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Substantial support for the Coordinated Community Health Needs Assessment for Maricopa
County was provided by the members of the Maricopa County CHNA Collaborative:

Adelante Healthcare
Banner Health
Dignity Health
Maricopa County Department of Public Health
Mayo Clinic
Mountain Park Health Center
Native Health
Phoenix Children’s Hospital

Overall financial support for the
Coordinated Community Health Needs
Assessment for Maricopa County was
provided by the Vitalyst Health Foundation
and the Arizona Department of Health Services.

ARIZONA DEPARTMENT OF HEALTH SERVICES
Health and Wellness for All Arizonans

HIPMC is supported in-part by a Spreading
Community Accelerators through Learning and
Evaluation (SCALE) grant as part of the
100 Million Healthier Lives initiative of the
Institute for Healthcare Improvement.
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This report was written by staff of the Maricopa County Department of Public Health on behalf of the
Health Improvement Partnership of Maricopa County and the Maricopa County CHNA Collaborative. The
contents do not necessarily represent the official position of or endorsement by the individual member agencies of
these groups.
Suggested reference:
Maricopa County Department of Public Health (2017). Coordinated Community Health Needs Assessment
for Maricopa County. Phoenix, AZ: Author.
© 2017 Maricopa County Department of Public Health
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Addendum- Additional Community Health Data Reports
The following reports have been added to the Community Health Needs
Assessments to complement the existing data. These new reports provide
additional local, primary data on Access to Healthy Food (Maricopa County
Food System Coalition 2017 County Food Access Organizations Survey
Results and the Building Community Networks Through Community Foods
Report) and Access to Care (Overdose Death Report).

Maricopa County Food System Coalition 2017 County Food
Access Organizations Survey Results
Building Community Networks Through Community Foods
Maricopa County Overdose Deaths 2019 Monthly Report
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Maricopa County Food System Coalition
2017 County Food Access Organizations Survey Results
BACKGROUND
The Maricopa County Food System Coalition identified the need to better understand current assets and
efforts to alleviate hunger, improve nutrition, and bring healthier and more affordable foods to
underserved communities in Maricopa County, Arizona. This was determined to be an essential first step
in assessment and planning towards addressing “food access”, a top priority of the Coalition. In late
summer and fall of 2016, the Food Assessment Coordination Team (FACT) developed a survey to identify
and categorize the various types of “food access”, “food insecurity” and “anti-hunger” work
implemented by formal organizations throughout the county. In addition to documenting the type and
diversity of efforts, the survey sought to better understand where this work is concentrated, what
communities are targeted, as well as any recommendations these “food access” organizations wanted
to provide to the Coalition to guide our action planning. We intend to use these results to identify
additional assessment needs, convene stakeholders, educate and raise awareness about food access,
foster partnerships, influence policy and support the work of these organizations.

METHODS
To guide survey development and implementation, we defined the following terms as follows:
“Food Access” includes a diverse set of efforts to improve the quality, availability and affordability of
healthy and culturally appropriate foods among individuals and communities with few options.
“Food Insecurity” is defined as limited or uncertain availability of nutritionally adequate and safe foods
or limited or uncertain ability to acquire acceptable foods in socially acceptable ways.
FACT members with experience in food access and food insecurity brainstormed all the relevant
programs, projects and activities common to this field of work and organized each under the following
seven main categories (see appendix for a copy of the survey and list of programs and activities).
Definitions, categories, programs and activities were further refined using best practices and survey
examples from the field of public health nutrition and Feeding America. Respondents were asked to
check all the programs and activities their organization has operated and implemented in Maricopa
County over the past 5 years, and not programs implemented by partner agencies or partner
organizations.
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Main Categories of Food Access Work
1. General Food Distribution efforts to address immediate hunger and food insecurity needs by
providing free food, or food available for a small donation.
2. Direct Services refer to programs and strategies beyond food distribution where organizations
engage directly with individuals to provide basic necessities, resources, or help to improve
knowledge, skills, attitudes and behaviors.
3. Policy and Advocacy refers to efforts and activities that aim to influence formal laws, rules,
and/or regulations enacted by elected officials at the city, county, state, or federal level.
4. Systems Change efforts are complex, ongoing, and often qualitative strategies that target
changes at multiple organizational levels, often across multiple organizations or businesses.
5. Government, Fundraising and Other Nutrition Assistance Programs often support activities
noted in previous categories. Here, we would like to identify all the government, charitable, and
private programs that provide funding or reimbursement to your organizations for those efforts.
6. Creating or Improving Places where people can access healthy, affordable and culturally
appropriate foods. Here we would like to understand what your organization does to create or
improve specific locations where people can access food (excluding pantries and meal sites).
7. Research, Assessment or Evaluation activities include any efforts conducted by your
organization or by external researchers, consultants, or students commissioned by you over the
past 5 years to understand food access and food insecurity issues, and/or evaluate the impact of
your programs within Maricopa County.
Respondents were then asked to provide information on the communities they serve, including
estimated reach and specific place names or zip codes where work occurs. Lastly, the survey provided
the opportunity for respondents to share specific information on challenges, recommendations for the
coalition and asked if they would like to be included in a directory.
The survey was administered online and promoted through the Maricopa County Food System
Coalition’s listserv and directly to organizations by Coalition members over a three month period.
RESULTS
Fifty-five different Maricopa County
organizations completed the survey ranging
from food pantries, faith-based
organizations, community-based and
statewide non-profit organizations, food
banks, schools, and local, county and state
government agencies.
Almost 24% of projects, programs and
activities underway fall under "Direct
education and outreach" with only 10% of
activities falling under the more complex
“Systems Change” category as outlined in
the chart to the right. This is similar to most

145

communities across the U.S. and is reflective of higher response rates from health education
organizations, food pantries and other organizations that provide meals.
It is notable that almost 20% of activities are research, assessment and evaluation orientated. This
suggests that many food access organizations are actively engaged in collecting data to determine need
and understand the impact of their services.
The following charts outline the food access work being implemented within each of the previously
noted types of services and strategies. Of the 55 responding organizations, 39 provide nutrition
education or counseling. A significant subset of these organizations deliver education through skill based
learning such as gardening and cooking. When you exclude nutrition and cooking education, a large
share of education and outreach approaches seek to prevent food insecurity in the first place by
assisting people with employment and government food assistance.

Despite efforts to prevent hunger and food insecurity through education and outreach, many
organizations are more reactive, responding to the need to alleviate hunger through various free or
reduced cost food distribution strategies.
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As previously mentioned, many organizations that responded to our survey conduct research,
assessment or evaluation to understand need, improve their services and measure impact. This suggests
that some sort of collective and local understanding around food access and food insecurity issues
exists, along with a broad understanding of the lived experiences of residents dealing with these issues.
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In addition to providing education, outreach and meals to meet the immediate needs of Maricopa
County residents, many organizations are working to improve the laws, regulations, and physical
landscapes to shape opportunities for better food access. Some are even working to change the ways in
which organizations operate internally or how they operate in partnership with other organizations to
make even bigger and more long-term impacts. In the field of community health, these are often
referred to as “Policy, Systems and Environmental Change” approaches.
Most of the organizations engaged in Policy, Systems and Environmental strategies are actively involved
in either communicating directly with elected officials on policy issues, or educating and mobilizing other
local organizations on policy issues. A small sub-set are working to develop or improve food distribution
to redirect waste or create new market opportunities for food producers such as Farm-to-School/Farmto-Institution. Others are working with farmers markets on redemption systems that accept nutrition
benefits like SNAP and WIC. Some provide technical assistance and resources to increase the availability
and/or promotion of healthful foods at retail, worksites, churches, schools or other places throughout
community. Most of the organizations working in this area are providing technical assistance, resources
and/or operating community, school and learning gardens.
One limitation of our survey was that we did not inquire about specific policies or policy issues that
organizations are focusing their food access efforts on. A few respondents told us they are working to
improve transportation policies, federal rules and federal programs. We did gather information on the
funding sources that support work in the county, much of which is connected to federal and state policy.
The charts below illustrate the breakdown of Policy, Systems and Environmental strategies, as well as
the various sources of food access funding that support these organizations.

148

149

This map shows the
where Food access work
is concentrated and
where residents based
on survey results.
Responses that
identified “all of
Maricopa County”
where excluded from
the map, however at
least 3 organizations
noted they serve the
entire county.
The infographics on the
following pages
illustrate who benefits
from food access work,
and recommendations
for what the coalition
should focus on to
address food access.
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APPENDIX
Maricopa County Food Access Assets Survey
WHO: The Maricopa County Food Systems Coalition (MCFSC) invites any organization working in
Maricopa County that addresses hunger, food security, food access, nutrition, gardening or any of the
social and economic factors that influence hunger and poor nutrition to take this survey. A combination
of organizational leadership and program staff may be needed to fill out this survey in order to
completely represent your work.
WHAT: As part of our Comprehensive Food Assessment, the MCFSC would like to identify all of the
agencies, organizations, activities and programs throughout the county attempting to address “Food
Access” and “Food Insecurity”.
WHEN: This survey will close on September 30, 2016
WHERE: We are focusing on work completed or underway in Maricopa County. We understand that
many organizations have a statewide reach or provide programming in other counties. Please only
include activities your organization operates/implements within Maricopa County.
WHY: “Food Access” was recently identified by Coalition Members as a top priority to be addressed by
the Coalition. We intend to use the results to convene stakeholders, educate and raise awareness about
food access, foster partnerships, influence policy and support your efforts.
HOW: This survey was developed by Coalition Members who are actively engaged in food access and
food security efforts at multiple levels. It should take you approximately 15 minutes to complete this
survey. A summary of the results will be shared with the public on our website
https://marcofoodcoalition.org/ by January 2017.
For questions or additional information contact: Kate O’Neill at kateoneill@pinnacleprevention.org or
Gina Lacagnina at GinaLacagnina@mail.maricopa.gov
Categories of Food Access Work
Please check all of the “food access” related programs and activities your organization has operated and
implemented in Maricopa County over the past 5 years. Please do not check programs implemented by
partner agencies or partner organizations.
1. General Food Distribution efforts to address immediate hunger and food insecurity needs by
providing free food, or food available for a small donation. Please check all that apply.
Retail Store Donation Program/Grocery Rescue
Mobile Pantry
Repack Bulk
Back Pack Program/Child Weekend Take Home Food
School Pantry
Senior Brown Bag/Food Box Distribution
Senior Home-Delivered Meals
On-Site Client Pantry
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On-Site Adult or Senior Congregate Feeding Program
On-Site Child Congregate Feeding Program
Mass Volume Production Kitchen
Food Bank or Pantry Gleaning from Farm
“Plant a Row” program
Other, please describe:

2. Direct Services refer to programs and strategies beyond food distribution where organizations
engage directly with individuals to provide basic necessities, resources, or help to improve
knowledge, skills, attitudes and behaviors. Please exclude policy, advocacy, or any activities where
resources or technical assistance is provided to organizations, as this is addressed later. Please check
all that apply.
Nutrition Education/Nutrition Counseling
Gardening/Garden-based Education
Cooking Education/Demos
Job Training
Provide Direct Job Opportunities for Underemployed/Unemployed
SNAP Outreach (signing up individuals for SNAP)
WIC Outreach
Other, please describe:

3. Policy and Advocacy refers to efforts and activities that aim to influence formal laws, rules, and/or
regulations enacted by elected officials at the city, county, state, or federal level. Please check all
that apply.
Meet with and/or communicate with City Council or County Board of Supervisors, State
Legislators or State Agency Appointed Officials, and/or Members of Congress or their staff
about food access, food insecurity, job creation, workforce development and/or other
economic issues (henceforth referred to as “policy issues”).
Ask grassroots supporters and/or constituents (such as advocates, volunteers, agencies,
etc.) to act on policy issues, such as contacting legislators and other government officials
regarding specific policy issues involving legislation and regulation
Ask “grasstop” allies (i.e. individual influential community leaders such as board members,
business owners, corporate partners, state and local elected officials, etc.) to act on policy
issues
Educate and/or mobilize local organizations (such as agriculture, education, health, business
institutions, development, planning, etc.) specifically about policy issues
Other, please describe:
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4. Systems Change efforts are complex, ongoing, and often qualitative strategies that target changes at
multiple organizational levels, often across multiple organizations or businesses. Please check all
that apply.
Develop and implement new food assistance benefit redemption systems at farmers
markets and other food access locations (e.g. SNAP EBT, WIC, FMNP or other incentives).
Farm-to-Cafeteria/Farm-to-School/Farm-to-Institution
Develop or improve distribution systems that redirect food to food insecure individuals that
would otherwise be wasted.
Develop or improve distribution systems that provide new market opportunities for food
producers and increase the availability and quality of foods for those with few options.
Develop or improve transportation systems so that people have better access to preferred,
affordable and healthy retail outlets, as well as to job and economic opportunities.
Other, please describe:

5. Government, Fundraising and Other Nutrition Assistance Programs often support activities noted in
previous categories. Here, we would like to identify all the government, charitable, and private
programs that provide funding or reimbursement to your organizations for those efforts. Please
check all that apply.
SNAP
SNAP-Ed/Champions for Change
WIC
National School Breakfast/Lunch Program
Summer Food Service Program
Fresh Fruit and Vegetable Program
After School Care Snack Program
Child and Adult Care Food Program
The Emergency Food Assistance Program
Commodity Supplemental Food Program
Food Distribution Program on Indian Reservations
WIC Farmers’ Market Nutrition Program
Senior Farmers’ Market Nutrition Program
Double Up Food Bucks or Fresh Fund
Charitable Funding and/or Fundraising
Other, please describe:

6. Creating or Improving Places where people can access healthy, affordable and culturally appropriate
foods. Here we would like to understand what your organization does to create or improve specific
locations where people can access food (excluding pantries and meal sites). Please check all that
apply.
Operate or manage a Mobile Market, Farmers Market, Farm Stand and/or CSA.
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Provide resources and technical assistance to improve or develop new Mobile Markets,
Farmers Market, Farm Stand and/or CSA.
Operate or manage a school, learning or community garden.
Provide resources and technical assistance to support home, school, learning or community
gardens.
Provide resources and technical assistance to increase the availability and/or promotion of
healthful foods at retail, worksites, churches, schools or other places throughout
community.
Operate an Enterprise Grocery Store (i.e. Food Bank or other selling non-donated food at a
reduced cost).
Other, please describe:
7. Research, Assessment or Evaluation activities include any efforts conducted by your organization or
by external researchers, consultants, or students commissioned by you over the past 3 years to
understand food access and food insecurity issues, and/or evaluate the impact of your programs
within Maricopa County. Please check all that apply.
Survey or interviews of agencies or partner organizations
Survey or interviews of clients
Focus groups of agencies or partner organizations
Focus groups of individuals served
Analysis of need in your community
Evaluation of specific programs
Analysis of food bank operations data (e.g. pounds distribution, agency locations)
Strategy development of long-range planning
Others, describe:
8. If feasible, what is the total number of Maricopa County residents reached each year by the all of
activities you have identified above combined (actual or estimated)?
9. Which cities, towns, neighborhoods AND/OR zip codes in Maricopa County do your activities target?

10. Please tell us more about the communities you target if applicable (e.g. Hispanic and Latino,
children, etc.)

11. What can the Maricopa County Food Systems Coalition do to help your organization?

12. What major challenges related to food access work should the Maricopa County Food Systems
Coalition prioritize?
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13. Would you like your organization to be included in our directory and database of food access
organizations?
Yes
No
If you answered yes, please provide us with primary and secondary contact information if
possible.
Organization Name:
Primary Contact Name and Title:
Primary Contact Email:
Primary Contact Phone Number:
Secondary Contact Name and Title:
Secondary Contact Email:
Secondary Contact Phone Number:
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Maricopa County Overdose Deaths
2019 Monthly Report
Deaths in Maricopa County which are potentially due to unnatural causes are investigated by
the Maricopa County Office of the Medical Examiner (OME), where postmortem examinations
and laboratory testing is performed. The following data are based on toxicology results for
deaths which were certified by the OME to be substance use caused, also referred to as
overdose deaths. Please keep in mind that these are counts of deaths and any interpretation or
comparisons to other jurisdictions should take into account the underlying population. These
data reflect all cases investigated by the OME and include all drug-related overdose deaths that
occurred in Maricopa County for both residents and non-residents. Approximately ten percent
of the total cases are for non-residents (out of county or out of state) or for homeless or
transient individuals. Including all cases occurring within Maricopa County is important in order
to show the burden it places on our emergency and medical services.
All substance-related deaths were included regardless of the substance itself, this includes over
the counter, prescription, and illicit drugs. This dataset does not identify whether any
prescription medications detected were actually prescribed to the deceased individual or
whether they were obtained illegally.
Additionally, drug and toxin metabolism can vary by individual and the circumstances
surrounding their death and positive toxicology results are based on an overall positive test for
that substance, not a specific threshold for toxic levels. The information on specific substances
should be interpreted in light of that limitation.
The figures below only include 2018 data, except for the time-series graphs that show the past
year data. Data presented for 2017 and 2018 should be considered provisional as the full
caseload for each of those years has not been completed. This data includes autopsy results
through November 2018 and totals 1219 drug overdose deaths for 2018.
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From December 2017 to November 2018, there were 1,304 drug-related overdose deaths in
Maricopa County, and the majority of overdose deaths involved opioids, methamphetamines, or
alcohol.

More overdose deaths involved opioids, methamphetamines, or alcohol.
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In 2018, about 86% of overdose deaths involved more than one drug, and 89% of overdose
deaths were determined to be accidental.
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Opioids (including prescription opioids and heroin) killed 880 people between December 2017
to November 2018, and over 71% of all opioid overdose deaths involved prescription opioids
(including fentanyl).

Overdose deaths involving prescription opioid are (almost)
double those for heroin
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In 2018, 68% of all drug overdose deaths involved at least one opioid. And among those with
an opioid involved, 43% had only one opioid in their system.
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Overall, 35 to 44-year-olds had more drug overdose deaths than other age groups.
50

Number of Overdoses
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In 2018, drug overdose deaths were seen predominantly in males (71% male; 29% female). And
drug overdose deaths were much higher (64%) in non-Hispanic white population than other
race/ethnic groups.
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