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Executive Summary

Community Health Needs Assessment (CHNA) Purpose Statement

The purpose of this community health needs assessmenCHNA) is to identify and

prioritize significant health needs in the community served by Dignity HealthChandler
RegionalMedical Center (CRMC). The priorities identified in this report help to guide the

w~Ef xoep{uf r~|| ¥} xeO0 wtp{ew x| ¢~;t]|]t}a ¢t~ve¢e
well as its collaborative efforts with other organizations that share a mission to improve

health. This CHNA report meets requirements of the Pag&nt Protection and Affordable

Care Act that notfor-profit hospitals conducta CHNA at least once every three years.

CommonSpirit Commitment and Mission Statement

cwt w~£ xwop{UuUf r~]||xwo|t}e o~ t}vpvx}v 8xow ow
helping to address them with community partners is in keeping with its mission. As

CommonSpirit Health, we make the healing presence of God known in our world by

improving the health of the people we serve, especially those who are vulnerable, while we

advance social justice for all.

CHNA Collaborators

CRMC partnered with Maricopa County Department of Public

Health to conduct this CHNA, which wasdeveloped byMaricopa
County Department of Public Health. Another key CHNA

collaborator is Synapse a coalition of non-profit and federally qualified 'J
health care providersthat work togetherto collect dataand conduct M ARH COPA
CHNAs to guide community investments The following COUNTY
organizations are part of the Synaps€oalition: PUBLIC HEALTH

o
SYNAPSE

A Platform for Community
Health Partnership

9 Adelante Healthcare 1 Native Health
91 Banner Health 1 Neighborhood Outreach Access to Health
9 City of Hope 1 Phoenix Children’s

1 Circle the City 1 Valleywise Health
9 Dignity Health 1 Vitalyst Health Foundation
1 Mayo Clinic
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Community Definition

CRMC definesits community as individuals residing within its primary service area (PSA)
which accountsfor the top 75% ofCRMCu #@patient and outpatient discharges This PSA is
defined by zip codesand encompasses all populations, includindow-income and
underservedgroups.

CRMC is located in Maricopa County the fourth most populous county in the nationwith
a population ofover 4.4 million people’ Maricopa County spans9,202 square milesand
includes nearly five percentof Indigenous land from tribessuch as the~ort McDowell
Yavapai Nation, Gila River Indian Community, Salt River PimaMaricopa Indian

R~| ]| ¥} xe©; p}s c~w~Mv~ Ag~swp| Jpex-~}-=

Assessment Process and Methods

The health needsof CRMC were identified through an analysis of primary and secondary
data collected byMaricopa County Department of Public Health To ensure a
comprehensive understanding of ther ~ | | ¥ } x & ©1twé rounds bfsnputwere
gatheredfrom both internal stakeholders and externalcommunity partners.

Primary data sourcesior this assessmeninclude the 2023community

VEvE survey,’ focus groups” and key informant interviews." The first round of
/\} data collection, conductedin the spring of 203, encompassed all three data
sources A supplemental focus group was conducted in the winter of 2024.

Secondary data sourcesiclude health and social indicators from local, state,
and national datasets, coveringhealth outcomes, economic factors, health
behaviors, the physical environment, and health caredelivery.
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Process and Criteria to Identify and Prioritize Significant Health Needs

Indicator Review and Simplification

The Community Health Team at CRMC reviewed alist of common health indicator s,
streamlining it from 73 to 30 indicatorsto identify key areas of focus These areas were
chosenbasedon local leadershippriorities and indicators that reflected the greatest
disparities within CRMCu BSA.

CHNA Prioritization Workshops

In collaboration with Maricopa County Department of Public Health CRMC facilitated
onein-personand one hybrid (virtual/in -person)prioritization workshop. These
workshopsengagedboth internal stakeholders (executive leadership hospital community
board members,Community Health Committee, Community Grants Committee) and
external stakeholders(community -based organizations local town, faithcommunity and
governance, and community member$. The goal was talign on and prioritize significant
health needs.Structured feedbackfrom these workshops helpedCRMC finalize its
prioritized health needs

PhaseThree

Final Consensus of CHNAPriorities

In the final phase,input gatheredfrom Phase Twowasreviewed and consensuswas
developedon six CHNA priorities, which also includedseveralsub-priorities. Throughout
the entire process, dealth, social, and racial equity lens waapplied to better help identify
health disparities that disproportionately impact certain communities.
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List of Prioritized Significant Health Needs

The following statements summarizethe priority areas identified by CRMC, based ordata

and insights gatheredfrom both primary and secondary sourcesWhile recognizing the

health disparities present in the communities they serveCRMC focused onareaswhere

they could make the most significantimpact. For areaswithsub ¢ x ~¢ x e xt £; X o UE£ X
note that these represent just one aspect of the broader priority and are not the sole focus,

but part of a comprehensive approach to addressing the need.

The priorities were identified through a health, social, and racial equity lens. This approach
focuses on identifying disparities in historically marginalized communities and

recognizing that achieving equity requires targeted efforts to address the rootases of
these disparities.CRMC applied this lens to better understand the factors driving

inequities and to identify barriers faced by specific populations. By using this len€RMC
can develop and implement tailored interventions that promote optimal halth and well-
being for everyone in the community.

Mental Health (Including All Mental and Behavioral Disorders)

According to 2022 ageadjusted overall rates, all mental and behavioral disordersanked

#2 for inpatient hospitalization (IP) and #3or emergency department (ED) visits in the
PSA' The 2023 CHNA surveyighlighted anxiety (38.5%) and depression (33.5%) the

top two health issues that had the most impact on respondents and/or those they lived with
or cared forY

g Chronic Conditions (Including Cardiovascular Disease, Diabetes, Obesity)

According to 2022 ageadjusted overall rates, cardiovascular disease ranked #ar 1P, #2
for ED, and #1for death. Diabetes ranked #3or IP and #8for ED, while overweight ranked
#8for IP in the PSA’ The 2023 CHNA survey revealed that over 1 in(82.6%)
respondents indicated heart disease and over 1 in(45.6%)indicated diabetes as health
issues that had the most impact on respondents and/or those they lived with or cared for.

Social Determinants of Health(Including Housing and Homelessness,
Access to Food)

The 2022 Maricopa Association of GovernmentBoint in Time Count revealed thatthe
East Valleyexperienced the second-highest growth rate for unsheltered homelessness
increasing by 109% from 20180 2022 Additionally, t he 2023 CHNA surveyound that

2025 Community Health Needs Assessment Chandler RegionalMedical Center| 6



almost 3 in 471.9%)respondents ratedaccess to affordable housingnd overl in 256.3%)
rated access taaffordable healthy foodsast dir+or 6 oor+where they liveY

@ Access to Car€Including Dental Health)

Underserved populations face significant barriers to healthcare access, leading to delayed
care and poor health outcomesin CRMCu BSA,about nine percent of the population were
uninusured.* According to the 2022Behavioral Risk Factor Surveillance System39.3%of
Arizona residents did not visit the dentist or dental clinicwithin the past year for any
reason.Additionally, in 202241.3% of Arizona adults hadheir permanent teeth extracted
AccordingtoRa \ RR W x { s @entdl Glific, 80% of children with untreated decay sav
the dentist for restorative treatment completion. Additionally, 73% of children have dental
decay, alscessesor periodontal diseasedwhich indicates that a child is at high risk for
dental disease*

@ Violence and Injury Prevention

According to 2022 ageadjusted overall rates fall-related injuriesranked #5for IP and #1
for ED visits in the PSA’ The 2023 CHNA surveydentifie d intentional injuries (2.8%) and
unintentional/accidental injur ies(5.5%)as health issues that had the most impact on
respondents and/or those they lived with or cared for.Additionally, the 2022 Human
Trafficking Hotline reported 207 identified cases ofhuman trafficking in Arizona, most of
which were sex trafficking, involving 350 victimsXit At CRMC, there were 34,582 total
screenings for abuse, neglect, and violenc#.According to the Maricopa County Youth
Survey,19.4% of students fromgrades eight,10, andtwelve harassed or made fun of
another person online or through texin 2022¥ From 20212023, the top mechanisms of
injury were falls and motor vehicle collisions at CRMC

Q Cancer(Including Breast Cancer)

According to 2022 ageadjusted overall rates, all cancers ranked #2 for deaths in the PSA.
The 2023 CHNA surveighlighted cancer(13.4%)asone of thetop 10 health issuesthat
had the most impact on respondents and/or those they lived with or cared for.
Additionally, the 2022 Behavioral Risk Factor Surveillance Systemported that 32.9% of
women aged 40and olderin Arizona had not received anammogram within the past two
yearsX
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A data snapshoowf the priorit ized health needsselected byCRMC is summarized below
(Table J). Health indicator disparities are highlighted for each indicatoracrosssubgroups
by race, age, and sewith the highestrates forIP (%), ED @), and death §) when available
The data on identified significant health needs demonstrate that specific segments of the
community are affected differently, experience worse outcomes or elevated risks. This
evidence can help ensure that actionto address needs do not overlook those who are
disproportionately affected.

Significant Health Needs by Disproportionately Affected Populations

Indicator Race/Ethnicity Age (years) Sex

Mental Health
(CRMC PSAdata, Source:2022HDD ', only hospitalization datawere reported)

1
All Mental and Behavioral Disorders | American Indian/Alaska Native 2 ;giﬁ )

Chronic Conditions
(CRMC PSAdata, Sources: 2022HDD Y and 2022 Death Data

Cardiovascular Disease Black/African American 23 65+%23 Male 123
. American Indian/Alaska Native
Diabetes 1,23 65+ 23 Male +23
. Black/African American * 25441 1,23
Obesity (Count for ED <5for racelage) White 3 6543 Female

b~r&pqt¢| x}p}ef ~u Wtp{ow
(Maricopa County data, Sources2022 Maricopa Association ofGovernments Point-in-Time
Count*, Feeding America"")

Housing and Homelessness White/Caucasian 25+ Male
. . Not
Access to Food Black/African American <18 .
Available

Access to Care
(Combined Dignity East Valley andArizona data, Sources: 2022Census, Behavioral Risk Factor
Surveillance Systeny)

Without Health Insurance Hispanic or Latino 19-64 Male
Dental Health (aid not visit the dentist or

dental clinic within past year for any Black/African American 2534 Male
reason)

Violence and Injury Prevention

(CRMC PSAdata, Sources: 2022HDD Y and 2022 Death Dath

American Indian/Alaska Native 2 6541.2.3 Female®-2

Fall-related Injuries )
I White 3 Male 3
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15242
25443
65+1!

Female® 2
Male 3

American Indian/Alaska Native *3

Assault-related Injuries . )
J Black/African American 2

Cancer

(CRMC PSAdata, Source2022Death Data, only death data were reported)

Breast Cancer White 3 65+3 Female?®

Table 1.Health Indicator Disparities by subgroups of residents living inCRMCu BSA

Disparities related to social determinants of healthand access to carare presentedas
proportions, with the subgroupsshowing the highest proportions highlighted. Data for
mental health, chronic conditions, violence and injury prevention, and cancerare
presented agates per 100,000 peoplefrom hospital discharge data (HDD)

Resources Potentially Available

CRMC evaluated current programs, partnerships, and resourceeelated to eachof the
selected health priorities. These resources includecommunity organizations, facilities, and
programs, as well ashospital-provided services that could help addresghe identified
health needs*" Resources potentially available to support these priorities span various
sectors like healthcare, nonprofit, government and/or public entities. A full list of
resources can be found on page 62.

The Health Improvement Partnership of Maricopa Countyis a collaborative effort
involving Maricopa County Department of Public Health, public entities, and private
organizations around the county aimed ataddresdng priority health issues identified
through a community health improvement plan.With over 100 partner organizations the
Health Improvement Partnership of Maricopa Countyis a valuable resource foCRMC,
enabling the sharing of resources, knowledge, and expertise to align effortkr improving
health and well-being in Maricopa County.

Report Adoption, Availability, and Comments

This CHNA report was adopted byCRMCu €éommunity board in May 2025. The report is

8§xst{© p|px{pg{t ©v~ owt ¥qg{xr ~} w@wwt w~£ x¥op
inspection upon request aCRMCu €ommunity Health Office . Written comments on this

report can be submitted to theCRMCu €ommunity Health Department at 1750 E.

Northrop Blvd., Chandler, AZ 85286r by email to chandler-chna@commonspirit.org.

End of Executive Summary
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Introduction

Dignity Health originated as a single hospital founded
by the Sisters of Mercy, dedicated to providing care for
all. Established in 1854 as St. Mary's Hospital in San
Francisco, it became the city's oldest continuously
operating hospital. Over time, the oganization

1986, the Sisters combined their hospitals into Catholic
Healthcare West, later renamed Dignity Health in 2012.

Chandler Regional Medical Center(CRMC) is one of eight Dignity Health acute care
hospitals in the Arizonamarket. Dignity Health is a member of CommonSpirit Health, one
of the largest healthcare systems the nation. Chandler Regional is a notfor -profit
hospital in Chandler, Arizona, which is in the east valley of thgreater Phoenix metropolis.
It opened in 1961 as a small community hospital and has grown irdarobust medical
center which includes a Level | Trauma Center, and services in general surger
cardiology, and many other health care specialties. Chandler Regional recently added a
graduate medical education residency programs to its campus, training approximately 28
future health careproviders each yearAs offiscal year 2024, CRMC ha@®,988employees
and 133%hysicians representing all major specialties

Community Health Needs Assessment

Hospitals like CRMC are required to conduct a community health needs assessment

7TRW] P8 t | t¢0O0© owett Otpe¢ef ©wm~ xst}loeoxu®© p}lts p}p{

resources. This enables the hospitals to develop targetaaterventions and improve

community health outcomes.In addition to meeting the Internal Revenue Service

requirements under the Affordable Care Act,this CHNA reflectsSx v} x e © Wt p{ ewu £

commitment to the community by ensuring that health needs are identified, analyzed, and

addressed. The assessmentsgsthe most recert available data for the service area to

address the following:

1 Define the community it serves

1 Assess the health needs of that community

1 Take into account input received from persons who represent the broad interests of th.
community, including those with special knowledge of or expertise in public health

The CHNA is acomprehensivereportona wt r ~ | | ¥} xide@tilyiig tive tmai{ & w

causes ofiliness and death, and which groupsre most affected. CRMC uses the CHNAto

develop itsimplementation strategy, which outlines how the facility plans to address the

identified health needsthrough available activities, resources, angbrograms.
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Community Definition

CRMC is located in Maricopa County(outlined in orange below), the fourth most populous

county in the U.S, with a population ofover 4.4 million people!"Covering 9,202 square

miles, Maricopa Countyis comprised ofnearly five percentof Indigenous land from tribes
such as theFort McDowell Yavapai Nation, Gila River Indian Community, Salt River Pima
R~| | ¥} xe0©; "™p}s c~w~}~ ~u~swp|

\'pexr ~

p
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CRMCu €ommunity is defined as individuals residing within the primary service area
(PSA)of CRMC. The PSA is defined by the top5% of CRMCu patient and outpatient
dischargesand is outlined by zip codeshat encompassall populations, including low-

income and underserved populations.CR\ Ru £

_bP

XE ¥} Xj ¥t x}

Gila River Indian Community (GRIC). During fiscal year 2@3,the top 75% of patient

encounters atCRMC came from the following zip codes:85044, 85048, 85121, 85133128,

85138, 85139, 85142, 85147, 85202, 85204, 85210, 85218532328226, 85233, 85248,

85249, 852885283, 85284, 85286, 85295, 85296, 85297, 85298, andrigfii@a displays a

mapofRa\ RUE r ~| | ¥} xe ©O=

CRMC's Community Definition
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Demographic and SocioeconomicProfile

Table 2describes the2022demographic and socioeconomicprofile of residentsin CRMCu £
PSA Maricopa County, and Arizona.x For data related tohealth insurance type, only the
PSA hadMedicaid coveragespecific toinpatient hospitalization (IP) and emergency
department (ED).""CRMCu £ _b P x £ Cts~| x}p}re{O p
Maricopa County and Arizona are both urban and rural.

E¥g¥¢cqgp}

CR\ RUPSA Maricopa County Arizona

Total Population Size 1,181286 4,430,871 7,172282

Population by Race/Ethnicity
American Indian/Alaska Native

. . 2% 1% 4%
(non-Hispanic)
Asianand Natlv_e Hav_vauan/Pamflc 6% 1% 3%
Islander (non-Hispanic)
Black/African American (non-Hispanic) 6% 5% 4%
White (non-Hispanic) 5%/ 53% 53%
Hispanic/Latino 26% 326 32%

Population by Sex |

Male 50% 50% 50%
Female 0% 50% 50%
0-14years 2% 19% 18%
1524years 14% 1%% 14%
2544 years 29% 28% 26%
45-64 years 24% 24% 24%

Non-English LanguagesSpoken at
Home

and over
Less than 9th grade

%

S

65+years 13% 16% 18%
Languages among those 5 years and over \
2%

26%

26%

Population by Educational Attainment(Less than a high school diplomg)among those 25 years

5%

9th 612th grade, naliploma
Employment Status

4%

6%

6%

Median Household Income

$98,916

years

Income $80,675 $72581
Poverty (based on income thresholds & family size) |
Below poverty level all ages 9% 126 13%
Below poverty level all ages under 18 e 16% 18%

2025 Community Health Needs Assessment
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Health Insurance Coverage

Health Insurance Type

.. IP: 2%, ED: o o
Medicaid % 18% 21%
Health Professional Shortage Area No Yes Yes
Medically Underserved Area No Yes Yes
Medically Underserved, Low Income, : Medically Underserved,

S . Not available
Minority Populations Low Income
Number of Other Hospitals Serving the
Community - 2023 u 66 13

Table2 CR\ Ru £ , Mdri¢dpa County, and ArizonaDemographic and Socioeconomic Profile62022 ACS
Census, HRSA MUA Finder, PolicyMp

Medically Underserved Areas

Medically underserved groups are those experiencing health disparities or inadequate
access to care, often due to being uninsured anderinsured, or facing barriers such as
language, geographic location, financial constraints, and stigma. This also includes people
with limited English proficiency and those who encounter difficulties in accessing care due
to transportation issues or cost* The Arizona Medically Underserved Areas report,
prepared biennially by the Arizona Department of Health Services, helps plan the delivery
of primary care servicesTable 3displays medically underserved areasrom the 2024
Arizona Department of Health ServicesArizona Medically Underserved AreasReport.>

Alhambra Village Laveen Village

Avondale Maryvale Village

Buckeye Mesa Central

Camelback East Village Mesa West

Central City Village North Mountain Village

El Mirage andYoungtown Salt River PimaMaricopa Indian Community
Estrella Village and Tolleson South Mountain Village and Guadalupe

Fort McDowell Yavapai Nation Surprise North and Wickenburg

Glendale Central Tempe North

Table 3.Medically Underserved Areas inMaricopa County
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This section uses PolicyMap tshow medically underserved areaswithin CRMCu BSA
using data from the Health Resources and Services AdministrationTheseareasare
designated based orcriteria such asa shortage ofprimary care providers, high infant
mortality, high poverty rates, and/or a high elderly population. Medically underserved
populations aredesignated whenspecific groups face a shortage of primarycare health
servicesand encounter barriers, including economic, cultural, orlanguagechallenges
Figure 2displays medically underserved areain CRMCu BSA The PSA has medically
underserved areas inChandler, and in the GRIC (Stotonic, Sacaton and Blackwater) .

- - o .

C Medica"y Underserved Areas in CRMC's PSA (2024) & Chandler Regional Medical Center Medically Underserved Areas
Source: HRSA
| o -
Avorg)dale ‘ 14 — Chandler Regional PSA Year 2024
‘l\rlgba — = ==
i Insufficient Data
= = s tition Frel Medically Underserved
= Maricopa Village ".... %\’ uperstition Fr - Area
Py Guadglupe I G'"gert I Medically Underserved
3 | Population
trella o ] |
Not an MUA or MUP
Chandler
+ ii i Shaded by: Census Tract, 2010

Queelz} Creek

Sun Lakes
(8]

San Tap Valley

N

: {Sacatenl/Geelkis
Man(c’:opa

Ak-Chin\Village Florgnce
Coolidge
CasaGrande
.-”‘—‘,,_h_mm.h )
Phe nix Bypass Route
[FOILICY Y | Smi | © MapTiler ©@ OpenStreetMap contributors

Figure 2 Medically Underserved AreaPopulation in CRMCu BSA
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Primary Care and Mental Health Professional Shortage Are@HPSA) Status

Health professional shortage areasimpact health careaccessand overall health outcomes.
While these shortages areommon in rural areas due to limited providers and facilities,
they alsoexist in urban communities, driven by poverty, lack of public transportation, and
insufficient insurance coverage* Identifying these areashelps targetunderserved
communities needing morehealthcare resources. According tdhe Health Resources and
Services Administration, health professional shortage areasare definedby three criteria:
the ratio of population to healthcare providers, the proportion of the population below the
federal poverty level, and travel time to the nearest source of care outside thealth
professional shortage areas*

Figure 3displays theprimary care health professional shortage areasstatus inCRMCu BSA
in 2023 Primary care health professional shortage areasalso consider infant mortality rate
and low birth weight rate X The PSAhasprimary care health professional shortage areasin
Mesg, Coolidge, Maricopa, and in the GRIC Maricopa Village, Komatke, Stotonic,
Sacaton and Blackwatel).*

SN ——— R N T

Primary Care HPSA Status

Primary Care Health Professional Shortage Area status in '
| Source: HRSA
I
J

CRMC's PSA (2023)

Year. 2023

Insufficient Data

- Primary Care HPSA

Not a Primary Care HPSA

]
G?ad\_glupe 5 -! Gillgert

Estrella Shaded by: Census Tract, 2010

Chagdler
+

Sun Lakes

~

SacatonliGe ek

Casa Grande

.‘:-:‘-N""""’-"“-mn -
\
[FOLUICTTAP L2 “"" | ©MapTiler @ OpenStreetMap contributors

Figure 3 Primary Care Health Professional Shortage AreaStatus inCRMCu BSA
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Figure 4 displays themental health professional shortage areasstatus inCRMCu BSA in
2023. Mentalhealth professional shortage areasconsider substance and alcohol abuse
prevalence, and poportion of the population over age 6%yearsor under age 18ears** The
PSAhasmental health professional shortage areasin Mesa Maricopa, Queen Creek and
in the GRIC (Maricopa Village, Komatke, Stotonic, Sacaton and Blackwater) >

s 1 T T T 700 DL S U - I i
- Mental Health Professional Shortage Area status in CRMC's ¥ Chandler Regional Medical Center Mental HPSA Status

PSA (2023) Source: HRSA

e 1€ — Chandler Regional PSA Vear 2023

Insufficient Data

- Mental Health HPSA

Not a Mental Health HPSA

\ I ] 1

]
strella

- n”Oenucsypﬂﬁom

Bhe e Drnane o e

POLICYMAP | Smi | © MapTiler © OpenStreetMap contributors

Figure 4. Mental Health Professional Shortage AreaStatus inCRMCuU BSA
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Figure 5displays thedental health professional shortage areasstatus inCRMCu BSA in

2023 Dental health professional shortage areasalsoconsiderp} p¢t puf 8poet ¢ u{ ¥
statusX* The PSAhasdental health professional shortage areasin Maricopa, Coolidge, and

in the GRIC (Maricopa Village, Komatke, Stotonic, Sacaton and Blackwater) .

ok Chandler Regional Medical Center l Dental HPSA Status
Source: HRSA

T 1 1] 1 | [ [ | [ NI [LL UL L] i I
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Figure 5. Dental Health Professional Shortage AreaStatus inCR\ R UPSA

Evaluating primary care, mental, anddental health professional shortage areas in

R a \ RWESA iscrucial for effectively allocating resourcesand minimizing overlapping
efforts to addressthe identified health needs This targeted approachsupportsCRMC in
strengthening its commitment to addressing health disparities, ensuring that everyone in
the community has the opportunity to receive the care they need.

2025 Community Health Needs Assessment Chandler RegionalMedical Center| 17



Assessment Process and Methods

Maricopa County health centers and hospitals plag vital rolein enhancinge wt ¢t vx ~} U £
health and economy. Beyond providing high-quality medical care, these institutions

implement programsthat addresscommunity -specific needs.Many healthcare partners

serve overlappingpopulations, leading to collaborationacross Maricopa County. As a

result, organizations such asAdelante Healthcare, Banner Health, /e

........

Circle the City, City of Hope,Dignity Health, Mayo Clinic, Native
Health, Neighborhood Outreach Access to Health, Phoenix

Rwx {s¢t}ouf; p} spagnefwihtMargopd Countyt p {
Department of Public Health through the SynapseCoalition to YNAPSE
identify communit y strengths andaddress themost pressing health A Platform for iz:r;m:nity
needsthrough a coordinated CHNA.

Lt

Asa member ofthe SynapseCoalition, CRMC partnered with Maricopa County
Department of Public Healthto conduct the CHNA processusing a mixed-methods
approach This included gathering primary data dsuch ascommunity input from focus
groups, surveys, andkey informant interviews - and secondarydata, including hospital
discharge andvital records data By integrating both datatypes, the process ensured high
quality insights through cross referencing multiple sources, allowing for a more
comprehensiveunderstanding of community health needs.The following section provides
an overview of primary and secondary data sources.

Primary Data

Community Health Survey | Focus Groups | Key Informant Interviews

2023 Maricopa County Community Health Needs Assessment Survéverview"
(Appendix D)

During Marchd June 2023Maricopa County Department of Public Healthconducted the
2023 CHNA surveyand collected over 18,000 surveysThe survey was offered both on
paper and online using Alchemer®©. It was available in over 14 languages and Brailléne
2023 CHNA survey questionnaire was designed around the following categories:

1 Health Rating (Physical/Mental/Connection with Others)
Experiences with Healthcare

Health Issues

Experiences with Discrimination

Paying for Essentials

Community Health Rating

Demographics

Additional Health Experiences (write-in)

=4 =4 8 48 -8 4 9
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This comprehensive data collection proces$ from building the survey tool to conducting
survey outreachd was accomplished through crosssector collaboration and expertise
between Maricopa County Department of Public Health, CHNA outreach grant recipients,
Synapsehealthcare partners, and Halth Improvement Partnership of Maricopa County
community partners. Maricopa County Department of Public Healthmobilized
intradepartmental staff and an extensive network of community partners to conduct the
following:

1 Develop an accessible, inclusive, andulturally relevant survey tool through the
implementation of a community-based survey tool pilot program

{1 Build and pivot with regional outreach strategies to aid in collecting survey
responses with proportional representation from diverse populations

1 Promote and distribute the CHNA survey at community events and in the
communities that partners serve

20232024 CHNA Focus GroupsOverview" (Appendix D)

During Juned August 2023Maricopa County Department of Public Healthand its partners
contracted with the Southwest Interdisciplinary Research Center at Arizona State
University to conduct 46 in-person and virtual focus groups with 366 participantand 309
CHNA supplemental surveys The purpose of focus groups is to collect more idepth data
about community residents' lived experiences, opinions, and proposed solution3he
focus group design and execution proceeded through five phases: (1) focus group
discussion guide development; (2) focus group recruitment and location securement; (3)
focus group data collection; (4) analysis and findings methods; and 5) report wrigrand
presentation of findings.

During Septembkerd December 2024, Maricopa County Department of Public Health
collaborated with CRMC to conduct a supplemental focus groupvith six participants at the
Queen Creek Chamber of CommerceThe purpose of this focus group wase identify
additional community needs, strengths, and challengesn CRMCu £ . THisRocus group
entailed four stages: planning and recruitment, data collection, analysis, and reporting
The findings are used throughout the report to support the identified CHNA priorities.

2023Maricopa County Key Informant Interviews" (Appendix D)

During Januaryd May 2024,Maricopa County Department of Public Healthcontracted

with the OMNI Institute to carry out 24 key informant interviews for the CHNA.The 24
participants who were identified for key informant interviews were selected using
purposive sampling Participants were chosen across geographical regions around the
county, and they were in key leadership and senior management roles and could speak to
awt x¢ ~¢vp}x@pax~}}uf 8§~¢z x} r~]|| ¥}xaxt£

2025 Community Health Needs Assessment Chandler RegionalMedical Center| 19

7t



Community Outreach and Engagement Supervisorgetc.). Findings from this assessment
were grouped into three main categories: community strengths and assets, built
environment, and forces of change.

To read the primary data reports listed above, visitharicopahealthmatters.org.

Secondary Data

Hospital Discharge |Vital Records |SupplementalPopulation Data Sources

Population Health Framework

Many of the complex health issuedacing the United States in the Zlcentury require a
focus on the health of entire communitiesnot just individuals. This need has spurred the

ps~ ®x~} ~u p 0 ~ ¥{pex~} wtp{ew+ teCE traox,;t
Improvement, population healthrefersto6 s wt wt p{ew ~¥or ~|t£ ~u p Vv
x}r{¥sx}v owt sx£o¢xq¥ox~} *The®ciasowpopubdtion ~| t £ 8§

means addressing the factors that affect both individual and community health.

Population healthisE wp ts gq© p r~| | ¥} xe©uf E£~rxp{ p}ts ti
the quality of its medical care.This CHNA report usesa population health framework to

allow for a comprehensive analysis of health determinants and disparities.

Hospital Discharge Data (HDD)

Maricopa County Department of Public HealthreceivesHDD bi-annually from the

Arizona Department of Health Services" HDD includes IP and ED discharge datdrom
Arizona hospitals This data only cover facilities within Arizona, so hospitalizations and ED
visits of Maricopa County residents outside the state are not capturedacilities, such as
Veteran Affairs, Indian Health Services,as well asOutpatient services are excludedfrom
the HDD. The data presented in this reporare specific to Maricopa County residentsand
are collected based orthe patient discharge dates. Since 2015, diagnosdsave beencoded
using the International Classification of Disease, TenthRevision, Clinical Modification
(ICD-10-CM). Hospital discharges represent the number of discharges from facilities
Arizona during a calendar year andlo not representunique patients. Therefore, if a
individual washospitalized multiple times within the year, then they would appear

| ¥{ax {t w=wx|t£ x} w©wt spagapé£hoarrulermeamngihe~£ xaop{ £
patient visits the emergencydepartment and is admitted as an inpatient within 72hours,
the visits are combined into asingle billing account. In this case, the patient would be
recorded as an inpatient. Howeverthere are a few exceptionssuch a<ritical access
hospitals and certain insurance carriers thatusé £ { x g+which wgul fesult in the
same patientappearingin both the IP and ED datasets.
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Vital Records Data

Maricopa County Department of Public Healthreceivesannual vital records for birth and
death data fromArizona Department of Health Servicedor the previous year. The data in
this report pertain to deaths ofMaricopa County residents only, including those who
passed awaywithin Maricopa County andthose who passed awayelsewhere. However,
some outof-state deathsof Maricopa County residents may not be captured due to data
sharing between states. Datare reportedbased onthe date of death.Causes of death are
defined by using ICD-10 codes

Birth data include all births in Maricopa County, regardless ofe wt | ~reswénéyu £
status. The data presented in this repoiinclude births to mothersresiding in Maricopa
County, even if the births did not occur there Dataare reportedbased on the dateof birth.

Population Data

The American Community Survey by the U.S. Census Bureau measures the social and
economic characteristics of U.S. populations. For this assessment, 20R2-year estimates
were used toreport demographics forCRMCu BSA, Maricopa County, and Arizona.
PolicyMap provides geographic data on demographic, social, and health indicators across
the U.S. and was used in this assessment to evaluate social indicators wittRMCu BSA,
including medically underserved areas and health professional shortage areas. Healthy
People 2030 sets datalriven national objectives to improve health and weHbeing and was
used in this assessment to suppospecific data elements within the CHNA process.

Calculating Rates

Overall rates were calculated for the health indicators in this reportwhich were derived
from the Maricopa County HDD and death data. Additionally, rates by race/ethnicity, sex,
and age were calculated to demonstrate health disparities. The rates for the total
population and by race/ethnicity and sex were agedjusted using the P00 Standard
Population to account for variation in age within different groups. The birth indicator
(preterm birth rate) was calculated using the total number of live births ashe
denominator.
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Initial Round of Health Indicators

Primary and secondary datawere used toassess tle current needs of the communitythey
serve. CRMCu €ommunity Health team engaged internalleadershipto gather input on
the initial health indicators. Table 4 displaysthe list of 30 health indicators that CRMC

selected for initial evaluation;, 8 wxr w s ~t £} u & F@rtheHealth indicggoys©® ¢ p} z x

hospital dischargeand PolicyMapdata were wsedfor analysis - x*

Population
Demographics
Access to
Health Care

i Education, Income/Poverty, Employment Status

91 Health Insurance Coverage, Primary Payer Type (IP/ED)

1 Low Birth Weight, Preterm Births 1 Infant Mortality Rate
Cancer i1 Breast 1 Cervical 9 Colorectal 1 Lung 1 Prostate

9 Chronic Obstructive 9 Diabetes 9 Stroke

Chronic Disease Pulmonary Disease T P{ 2wt x| T Cardiovascular Disease
1 Asthma 1 Obesity 1 Congestive Heart Failure
9 High Blood Pressure

Mental Health 9 All Mental/Behavioral Disorders

BehavioralHealth  § Alcohol-related 1 Opioids 6Unintentional Overdose
Risk Factors 9 All Drug Overdoses 1 Youth Alcohol/Drug Use/Vaping

1 Intentional Self-Harm/Suicide 9§ Violence-related, Teen Against Teen
I Motor Vehicle Crash Violence/Bullying
9 Fall-related Injury

9 Nutrition/Diet, Access to 9 Transportation: No Vehicle Households
Food: Low Income LowAccess Y Housing: Cost Burdened (housing for
(food insecurity for families families experiencing poverty,

of Health experiencing poverty) homeless population)

Social
Determinants

Table 4. CRMCu #itial Round of Health Indicators

Building on the initial round of health indicators, CRMC begantheir CHNA prioritization
process focusing onidentify ing and narrowing down their significant health needs
through ahealth equity lens. This approach was applied during two data presentations
which highlighted the most pressing health disparities within their PSA. By analyzing
indicators stratified by race/ethnicity, age, and sex,CRMC aimed to ensurea
comprehensive assessment of community needs.
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Input Solicitation

CRMC worked closelywith key groupsincluding Maricopa County Department of Public
Health, internal committees, and community partners, to ensure the CHNAaddressed
community needs.Maricopa County Department of Public Healthprovided detailed
health dataspecific to CRMCu BSA, includingHDD / vital records, social determinants of
health, and health behaviors alongside community -specific dataon local health and social
needs. Thesedata helped identify health disparities andprioritize pressing healthissues.
Additionally, Maricopa County Department of Public Healthsupported the development
of a prioritization strategy, incorporating best practices fromsimilar activities facilitated
with other healthcare partners. The activities were designed to engage stakeholders and
ensure their interests were reflected in the process.

The Community Health Committee (CHC) plays a key role in ensuring thathe hospital
Community Board is actively involved in establishing and monitoring priorities, plans, and
programsaimed atimproving the health status of the communitiesserved. Representing a
g¢~ps ¢p}vt ~u f£opztw~{stc¢E; owt r~| | xoott
CHNA focused on addressing health needdt also provides a voice for those who may

benefit from the Dignity Health Community Investment and Community Health

Improvement programs. For this CHNA prioritization process, CRMC organized two

meetings with membersof S x v } x & © CWE gnd Commubity Grants Committee,
community -based organizations, andignity Health leadershipto leveragetheir expertise

and community insights.c wt  u ¥ { { ¢x~¢xwox?2peox~} Priotitzadt £ £
Description of Significant Community Health Needs= +

CHNA Prioritization Meetings

August 20, 2024 CHC, Community Grants Committee, Community -Based
Organizations, Community Members, Hospital Community Board, Dignity Health
Leadership: During this meeting, participants engaged in ascoring activity to help narrow
down 30 indicatorsto 15 indicatorsParticipants noted that the results aligned withtheir
work and reflected the trends observed in the communities they servé&ollowing the
workshop, participants receivedmeeting notes, preliminary priority results,and a survey to
offer one final opportunity for input on the health and social priorities.

September 17, 2028 CHC: During this meeting, participants engaged ina similar scoring
activity to selectsix final health priorities and their associated sukpriorities from the 15
data indicatorsidentified at the August prioritization meeting. Following the workshop,
CRMCu €Eommunity Health Team followed up with the CHC to gatheradditional
feedback andconfirm alignment on the proposed priorities.
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A full list of participating organizations in theprioritization meetings can be found in
Appendix A. CRMC invited written comments on the most recent CHNA report and
Implementation Strategy both in the documents and on the website where they are widely
available to the public. No written comments have been received. Details of the

prioritization processcan be found¥ } st ¢
Significant Community Health Needs.+

Assessment Data and Findings

¢Cx~¢

awt E£trax-~} 0

This sectionpresentsdata and findings from thehealth indicator analysis, community

survey, focus groups, and key informantinterviews, providing acomprehensiveview of the
r~| | ¥} kepi®®ueg and concernsWhere possible,a health equity lens was applied to

highlight disparities by race/ethnicity , age,and sex

Population Indicator Data for Initial Round of Health Needs

Of the 30 total health indicators reviewed byCRMC during the initial round of

prioritization, Table 5below ranks 23indicators (listed in no particular order) with available

HDD data (IP/ED ) or Death data based on2022overall age-adjusted rates per 100,000

population.V Wx v wt ¢

¢plzx}vE

gt { ~8 x} sxr pE&dlor p

gradients visually distinguish the rankings. The top five acrossmultiple categories
(IP/ED/Death) include: stroke, cardiovascular diseaseall mental/ behavioral disorders,

and fall-related injuries.""

(5 ) IP/ED/Death Ranking Legend Top5 6-9 10+
Indicator IP ED Death

All Cancers * 2
Breast Cancer * o
Cervical Cancer * *
Colorectal Cancer * *
Lung Cancer * 9
Prostate Cancer * *
Stroke o

Cardiovascular Disease 1 2 1
Congestive Heart Failure o b 3
Diabetes 6 8 *
P{2wtx|tc¢cut o o 6
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Obesity/Overweight 10 o *
Chronic Obstructive Pulmonary Disease i 10 7
Asthma o 5 o
High Blood Pressure o 7 o
All Mental/Behavioral Disorders 2 3 *
Alcohol-related Injuries b b 10
All Drug Overdoses o 9 8
Opioids-Unintentional Overdose ** o *
Intentional Self-Harm/Suicide ** ** *
Motor Vehicle Crash 9 4 *
Fall-related Injuries 5 1 *
Violence-related (assaultrelated injuries) 8 6 5

Table 5. Top Health Issue Indicators inCRMCu BSA

* Only nonfatal (IP and ED) rateswvere analyzed for All Mental and Behavioral Disorders and only
fatal (death) rateswere analyzed for cancers

99 X}sxrpaea~¢ sxs}ue ¢plz o~ @? =

Table 6displaysin the initial set ofhealth indicators alongside the populations who
experienced thegreatest health disparities in IP, ED, and deaths in Maricopa County.
These2022age-adjusted rates per 100,000allow for equitable comparisonsacross groups.
The datareveals significantdisparities in CRMCu BSA"i

Race/Ethnicity: Black/African American populations experienced higher rates of
low birth weight, preterm births, stroke, and cardiovascular disease. American
Indian/Alaska Natives experienced higher rates of colorectal cancer, diabetes,
alcohol-related injuries, and all drug overdoses.

-

Age:Older adults (65+years) had higher rates ofall cancers,stroke, cardiovascular
disease, and chronic obstructive pulmonary disease.oinger adults 544 years)

‘ showed higher rates of all mental and behavioral disordersall drug overdoses,
motor vehicle crashes, andassaultrelated injuries.

Sex:Maleshad higher ratesof congestive heart failure, cardiovascular disease, and

‘ diabetes. Females had higher rates of obesity/overweight and chronic obstructive
pulmonary disease.
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Recognizingthese disparitieshelps CRMC to createtargeted solutions that address the
unique needs of each groupByaddressingtheseinequities, CRMC strivesto build amore
equitable healthcare systemwhere everyonehasthe supportand resourcesneeded for
improved health outcomes The data below on significant health needs demonstrate that
specific segments of the community are affected differently, experience worse outcomes
or elevated risks. This evidence can help ensure that actions to address needs do not
overlook those who aredisproportionately affected.

* Birth indicators do not have nonfatal or fatal dataavailable.

**Only nonfatal (IP and ED) rates are analyzed for All Mental and Behavioral Disorders and only
fatal (death) rates are analyzed for cancers.

Significant Health Needs by Disproportionately Affected Populationan CRMCu BSA
Race/Ethnicity Age (years) Gender
Low Birth Weight* Female
) Black/African American 2544
Preterm Births* Male
Infant Mortality Rate* Hispanic/Latino Data Not Available
All Cancers** Black/African American Male
65+
Breast Cancer*
White Female
Cervical Cancer* 4564
American Indian/Alaska
Colorectal Cancer* Native Male
Lung Cancer* 65+ Female
Black/African American
Prostate Cancer* Male
IP/ED : Male
Stroke IP/ED/Death: Death: Female
Cardiovascular Black/African American
Disease
IP: American Indian/Alaska
Congestive Heart Native _
Failure ED/Death: Black/African IP/ED/Death: 1P/ E[;/{Dleath.
American 65+ ale
IP/ED/Death:
Diabetes American Indian/Alaska
Native
. IP: Male
N IP/ED : Black/African
a .
P{ wt x| teu American, Death: White ED/Death:
Female
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Race/Ethnicity Age (years) Gender
. IP: Black/African American IP: 2544
8beS|ty{ ht ED: Counts <5 ED: Counts <5
verwelg Death: White Death: 65+ IP/ED/Death:

. \ : i F |
Chronic Obstructive IP/ED : Bla?k/Af“Can IP/ED : 0-14 emaie
Pulmonary Disease American Death: 65+

Death: White ’
Asthma IP/ED A:ri';fzﬁf“ca” IP/ED :0-14 IP/ED : Female
Death. Counts <5 Death: Male

Death: Counts<5

IP: Counts <5

/P Counts <5

IP.: Counts <5

High Blood Pressure | ED/Death: Black/African ED/Death - 65+ ED: Ffamale
American Death: Male
Al IP/ED : American IP: 1524
Mental/Behavioral Indian/Alaska Native ED: 2544 R
Disorders**
Alcohol-related ED: 2544 IP/ED /Death:
Injuries IP/ Death: 4564 Male
All Drug Overd IP/ED/Death: IP/E D: 1524 IP/ED: Female
rug Veraoses American Indian/Alaska Death: 2544 Death: Male
Opioids Native
UrFl)intentionaI IP: 65+ IP/ED /Death:
ED/Death: 25-44 Male
Overdose
Intentional IP/ED . American IP/ED : 1524 IP/ED : Female
Selt-H ISuicid Indian/Alaska Native Death: 4564 Death: Male
eiFnarmysuicide Death: White : :
IP: American Indian/Alaska
Native
. . . IP: 1524 IP/Death: Male
Motor Vehicle Crash ED: BIack_/Afncan ED/Death: 65+ ED: Female
American
Death: Hispanic/Latino
IP/ED : American .
Fall-related Injuries Indian/Alaska Native P/ ED6/5D+eath.
Death: White .
\P/Death: American IP/ED: Female
Violence-related peatn. America IP: 65+ Death: Male
Indian/Alaska Native )
(assaultrelated ED: Black/African ED: 1524
injuries) ' Death: 2544

American

Table 6. Populations with the Greatest Rates of IP/ED/Deathin CRMCu BSA
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Community Input

cwt ¢t | x ~populatbn datahighlighll el key health issuescontributing to
hospitalization and death This sectionshifts focusto community -based datg shedding
light on the social context andhealth concerns mostaffecting residentsin Maricopa
County. Maricopa County Departmentof _ ¥ q { x r 2023GHNA wuivey provides
insight into the services, opportunities, and information thatCRMC could useto improve
community health and wellness

Figure 6 displays 203CHNA survey data, highlighting the proportions of top health issues
access to care solutions, and thiewest and highest ratedcommunity assetsas reportedby
survey respondents and/or the people they lived with or cared fof.

Top Health Issues Top Access toCare Solutions

Evening or weekend

Anxiety 39% : 46%
appointments
Depression 34% Lower out of p_ocket costs 42%
for services
High Blood Pressure  32% More appointments — 5q,,
available
Lowest RatedCommunity Assets Highest RatedCommunity Assets
Access to gffordable 37% Access to parks and greer 55%
housing spaces

Opportunity to participate
30% in religious, spiritual, or 55%
cultural events

Access to quality public
transportation

Access to quality and

0 : .
affordable childcare 28% Feeling safe in your home 55%

Figure 6. 2023CHNA Survey Top Outcomes

2025 Community Health Needs Assessment Chandler RegionalMedical Center| 28



During the 2023 CHNA survey, participantsated various aspects of their community using
theoptionsb et ¢© V~~s; + +0Ugx ©;] + adlpMaricbpa Cquaty, the= +
lowest and highestrated community assets by race/ethnicity and special population are
summarized below.Appendix C displays the lowest and highestated community assets
for all race/ethnicity and special populations

Lowest-Rated Community Assets ‘
Race/Ethnicity:

1 Access taaffordable housingreceived the lowest rating by all race categories

91 Ability to communicate with local leadershipwas the lowest rated community
assets by those who identified as American Indian or Alaska Native, Multiracial,
Black or African American, and Middle Eastern or North African.

91 Access to quality public transportationvas the lowest rated community asset by
those who identified as Asian and White.

Special Population:

1 Accessto affordable housingwas the lowest rated community asset for those who
identified as Lesbian, Gay, Bisexual, Transgender, or Questioning or Queer
(LGBTQ), foster youth/former foster youth, homebound, seniors living in a group,
persons with a disability, persons experiencing dimelessness, and refugee,
immigrant, and migrant populations.

1 Quality public transportation was the lowest rated community assefior those who
identified as elderly and military member/veterans. While access to quality and
affordable childcarewas identified by those who identified ascaregivers?

Highest-Rated Community Assets ¢ *
Race/Ethnicity:

1 Feeling safe in your homend access to park and green spacegre the first or
second highestrated community assets by participants of all race/ethnicities’.

Special Population

1 Feeling safe in your homend opportunity to participate in religious, spiritual, or
cultural eventswere the first or second highestated community assets by
participants of most special populations.
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Figure 7 highlights themesidentified from the 2023 CHNA focus groug with 366
participants from underserved andminority populations.”

Community Strengths and Assets

A Strengths inCommunity Centers, Community Groups, and Medical Centers
A Education

Systems of Power, Privilege, and Oppression

Discrimination, Racism or Oppression A Social Connectedness
Provider Competency A Community Representation
Community Safety A Community Care and Mutual Ai
Neighborhood Characteristics A Structural Racism

A Neighbor Relatability and Impact onFamilies J
J

To T o o

Social Determinants of Health

A Health Care Access and Quality
A Health Information Access and Preferences
A Social and Community Context
Healthy Behaviors and Outcomes
A Prevention A Substance Use
A Exercise A Poor Nutrition
A Self-Advocacy A Obesity
A Unmet Mental Health A Chronic Disease

Mental Iliness
Diabetes
Cancer

To Do Do

Additional Topics

A Innovation
A Trust

Q. 00Q0

Figure 7. 2023 CHNAFocus Group Themes
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Figure 8 highlights key themesfrom the 2024 key informant interviewswith 24 key
informants from 15 business, health, and community sectois.

Community Strengths and Assets

Community strengths: resiliency, resourcefulness commitment, knowledge, \
connections, pride, cultural cohesion

Organizational/agency strengths: robust health network, non-profit organizations,
government efforts, educational institutions

Opportunities for growth: barriers to basic needs, environmentahnd criminal justice
disparities, lack of awareness of services, racism, diversity, illicit substances

Utilizing community strengths : embracing local cultural practices, fostering passion of
community members, strengthening existing communication channels /

/Q\

Built Environment

Physicalassets andresources healthcare, community centers parks, trails, highway\
expansion, bike lanes

Challenges with built environment: geographic disparitiesin public transportation,
limited bicycle paths, socioeconomic and radal disparities 6high-income areashave
green spacesand well-maintained infrastructure, low-income areas lack basic amenities

Barriers with the built environment: lack robust transportation, language barriers

How the built environment affects health disparities need for affordable housing to
combat heat issues, more green spacgand access to healthy foods /

-

Forces of Change

Current forces of change environmental (heat), economic( housing affordability ),
political, and social

Major events and trends COVID-19 pandemic and climate changéed to societal shifts

Future forces of chang: housingissues substance use, rising temperatures, political
divide, advances inmedical diagnostics

Disproportionately impacted communities: Black, Indigenous, People of Color, LGBTQ,
immigrant, families with low income, people who are unhoused, working class

Addressing forces of changeaddressing discrimination, leveraging community
connectedness, applying datadriven approaches, sharing community voices /

N >

Figure 8. 2024 CHNAKey Informant Interview Themes
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SocialVulnerability Index

Social vulnerability describespopulations at higher risk of harm from disasters, climate
change, and extreme weather. To identify and support these areas, the Center Disease
R~} ac¢~{ p} s Geogpttinl Résearch; Analgsis, and Services Program created the
Social Vulnerability Index. This index highlights communities that may need extra help
during and after crises, focusing on fourulnerability categories:socioeconomic status,
household composition and disability, minority status and language, and housing and
transportation." Figure 9 shows thesocial vulnerability index in CRMCu BSA with the
following cities displaying high to moderate social vulnerability levels:Chandler, Mesa,
Coolidge, and in the GRIC (aricopa Village, Komatke, Stotonic, Sacaton and

Blackwater**

gvl'-'ﬂl-i’-u---IIIIImr L I-II-III-----A-

g Social Vulnerabilty Index Ranking in CRMC's PSA (2022) T R Chandler Regional PSA Social Vulnerabilty Index Ranking
] i-.w..nﬁiii g els'é Source: CDC
]

Year: 2022

Insufficient Data
High
Medium-High

Low-Medium

Low

Shaded by: Census Tract, 2022

= L3
‘Tag ~

3=
SrvErers
Mobile ar CLLl

P@UCYMAP I Smi | © MapTiler © OpenStreetMap contributors

Figure 9. Social Vulnerability Index Map inCRMCu BSA
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Vizient Vulnerability Index

The Vizient Vulnerability Index is a tool designed to measure and analyze social
determinants of health that contribute to community vulnerability. It provides a
comprehensive way to assess factors influencing health disparities and identify areas
where targeted interventions are most neded. The index providesthe overall vulnerability
index for each census tract and zip codia the U.S. fornine domains of social needs*

1 Economic 1 Neighborhood Resources 9 Social Environment
1 Education 1 Housing 91 Transportation
1 Healthcare Access 1 Clean Environment (EPA) 1 Public Safety

High vulnerability neighborhoodshave barriers to care thatexceedthe national average
and face greater challenges imccessing healthcare and resource%!’ Figure 1 highlights
the domain areasand zip codesn CRMCu BSAclassified as high vulnerability.

- Individuals below 200% of poverty rate

Economic 85121, 85147 - Unemployment
- Lower median income

- Adults without college degrees

Education 85147 - Lower high school enrollment
- Lower preschool enrollment

- Percent uninsured
Healthcare 85121, 85147 - Provider shortages
Access - Distance to a hospital

- No park access, Food deserts
ALEUE G c5151 85147 - Broadband availability and household broadband subscriptions
Access - Alcohol sales, Opioid dispensing

> o o

85044, 85048, 85202, 85204, 85210, - Air pollution
Clean 85212, 85224, 85225, 85233, 85248, - Water pollution
LIy 85282- 85284, 85286, 85296 - Hazardous waste and spill .
Social 85122, 85128, 85139, - Lower rates of voting participation
e a® 85147, 85210, 85339 - Single-parent families and incarceration rates
: - Households with no access to automobile or
LU L1l 85121, 85147 public transit
. f 85044, 85048, 85122, 85202, 85204, - Violent crime
UIMERELEVEY 35510, 85212, 85282-85284, 85339 - Gun violence

@

Figure 0. Vizient Vulnerability Index in CRMCu BSA
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Climate and Health

R~] ] ~}b x¢xao Wrtopu§es amenfiancingtite fiealth pf the communities they
serve in mind, body, and spirit. A healthy environment i€rucial for achieving better health
outcomes, as access to clean air, fresh water, and fertile soil for growing food is
fundamental to well-being. To foster healthier communities, CommonSpirit Health is
committed to environmental sustainability efforts.*v Although CRMC did not identify
climate and health as a significant health need in the CHNAaddressingclimate and
health remains essential for fostering healthier communities.

Derived from the Climate and Economic Justice Screen Tookigure 11displays
disadvantaged communities that face burdens in climate chang& A census tract is
considered disadvantaged if it meets thresholds in areas like environment, climate,
housing, or health, has a socioeconomic burden (income/education), is surrounded by
disadvantaged areas, and has over 50% low incom&' Communities like Coolidge, Casa
Grande, and in the GRIC Maricopa Village, Komatke, Stotonic, Sacaton and Blackwater)
have increased vulnerability to cIimate change‘iX

II Disadvantaged status in the climate change category of burden [ i = chandler Regional PSA Climate Change Category of Burden
il In CRMC'S PSA (2022) Suurce': Climate and Economic Justice

@ Screening Tool

1 Year 2022

. Insufficient Data

Disadvantaged in this
Category

Estrella Not Disadvantaged in this
Category

Shaded by: Census Tract, 2010

T\

i
Ak ChinVillage zz Florence
i i C Shuhthagi

hum

Figure 11 Climate ChangeBurdenin CRMCu BSA
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As globd temperatures rise and weather patterns shift, the effect of climate change

become increasingly apparentWhile climate change is a widespread global issue, its

consequences are not experiencedqually around the world. In fact, its effects are often

felt more intensely on a local and regional scale, where specific communities face unique

challenges and vulnerabilities.The National Institute of Environmental Health Sciences

{tpsEf wwt ][Jpoex~}p{ X}Eoxwo¥ot ~u Wtpgganduf t uu-~
health™iS¥t o~ w©owt Ef£opotuf ¥} xj ¥t r{GRMEet p}s t}]
identified the following indicators of focus: extreme heat,outdoor air quality, drought, and

pollution. Figure 12demonstratesexamplesof extreme heat and outdoor air quality

impacts on health
Climate Driver Health Outcome

More frequent,
severe, prolonged
heat events

Rising temperatures may lead to an increase in heat-related deaths
and illnesses

Climate Driver Health Outcome

Elevated Heat-related
temperatures death and illness

Increasing Worsened air quality Premature death,

OUtdOOI’ temperatures and (ozone, particulate acute and chronic

o o changing precipitation  matter, higher pollen cardiovascular and
Alr Qual Ity patterns counts) respiratory illnesses

25
—

Rising temperatures and wildfires and decreasing precipitation may
lead to increases in ozone and particulate matter, elevating the
risks of cardiovascular and respiratory illnesses and death.

Figure 12 Examples of Extreme Heat and Outdoor Air Quality Impacts on Health
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Major sources of air pollution include modes of transport (polluting fuels and vehicles),
inefficient combustion of household fuels for cooking, lighting, and heat, coafired power
plants, agriculture, and waste burning. Exposure to high levels of air gation can increase
health risks such as respiratory infections, heart disease, stroke, and lung can¢gr.
Pollution from these sources release fine parties known as particulate matter, which
significantly contribute to poor air quality. Particulate matter is defined as a mixture of
solid particles (dust, dirt, soot, or smoke)and liquid droplets found in the air*>* Figure 13
shows the particulate matter 2.5 level in ain CRMCu BSAX* The particulate matter 2.5
(PM2.5)indicator measures the potential exposure to inhalable particles 2.5 microns or
smaller (about 30 times smaller than the width of human hair) in terms of annual average
concentration in micrograms per cubic meterThis indicator is normalized to the nation
and the central and northwesternpart of CRMCu BSAface more exposure to PM2.5¢

AEVEEEE N - Yrvinuaic p v
Particulate Matter 2.5 Level in Air National Percentiles in l {{ = chandler Regional PSA National Percentile for Particulate
CRMC's PSA (2024) | Matter 2.5 EJ Index A
" E ! o Chandler Regional Medical Center | Source: Environmental Protection Agency
|_H 5 | (T ol “ Mes. B ‘)C (EPA), Environmental Justice Screening and
= -. L - e -- © — p s i & | Mapping Tool (EJScreen)
Superstition Freeway ' Year. 2024

‘Gilbert

Insufficient Data
50 or less
51to 80

Estrella

Chandler
g

+' | 811090
9110 95
96 or greater

| Shaded by: Census Tract, 2022

‘ISun Lakes —
O 3
; SanTa n Valley
Stotonic:

Maricopa /

Mobile ‘
AKIChinVillage Blackwatery// Florence
0 4 (ChukmalShuhthagi,

—_—

Queelz)Creek

Coolidge

Arizona City Elgy
POUCYMAP | Smi | © MapTiler © OpenStreetMap contributors

Figure 13 Particulate Matter 2.5 Level in Air National Percentiles itCRMCU BSA
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Addressing drought is essential not only to protect the environmertut also to safeguard
public health and wellbeing. Drought increases the risk of various health outcomes
including malnutrition, poor air quality , increase of disease vectorsand even mental
health.* People at elevated health risk from drought exposure include those who:

1 Have increased exposure to dust (e.g., people experiencing homelessness and/or
work outdoors)

1 Rely on water from private wells and small/poorly maintained municipal systems

Work in agriculture and/or live in an agricultural community

1 Have increased biologic sensitivity (e.g., those under age five, are age 65 or over, are
pregnant, and/or have chronic health conditions such as a mental illness or a
respiratory disease

=

Figure 14displays the2023risk index rating for droughtsin CRMCu BSA.Communities
like Casa Grande Coolidge, and in the GRIC(Stofonic, Sacaton and Blackwater) have
relatively higher drought risk compared to other communities:*

PENIAN—TaS A | . Scousaaie

I Qualitative ranking of risk to droughts compared to other
E communities in CRMC's PSA (2023)

vy mEEEEE LSt

{€ == Chandler Regional PSA Drought - Hazard Type Risk Index Rating
|
Source: FEMA

o Chandler Regional Medical Center | Year 2023

= rApacrieuullC
- F o

Insufficient Data
Very High
Relatively High
Relatively Moderate
Relatively Low

Very Low

No Rating

Shaded by: Census Tract, 2020

Figure 14.Risks to droughts inCRMCu BSA (2023)
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Equity Lens

Addressing health disparities and promoting equityrequires overcoming challenges
beyond closing resource gapsProgress depends on communitieseaching ashared
definition of equity. By applying a health*  social*", and racial* equity lensto the
CHNA priorities, CRMC cangain abetter understanding of the strengths andchallenges
faced by communities Through the analysis of quantitativeand qualitative data, this
CHNA highlights community needs and strengthdy examining key health metricsand
the lived experiences ofresidents within CRMCu BSA This comprehensiveapproachcan
support the development ofprograms, ensuresequitable distribution of resources and
fostersinclusive decisiorrmaking, ultimately improving community health outcomes

Health Equity

1 isthe commitment to remove barriers to a fair and jusbpportunity
to be as healthy as possible, especially among underserved, poor, ar
vulnerable populations.

Social Equity

1 is the fair, just and equitable management of all institutions serving the
public directly or by contract; and thefair and equitable distribution of
public services, and implementation of public policy; and the
commitment to promote fairness, justice and equity in the formation of
public policy.

1 is the process of eliminating racial disparities and improving outcomes
for everyone. It is theintentional and continual practice of changing
policies, practices, systemsand structures by prioritizing measurable
change in the lives of people of color.
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Process to PrioritizeSignificant Community Health Needs

An effective and engagingprioritization processis key to asuccessfulCHNA, asit supports
the collaborative identification ofther ~ | | ¥ } most@resBinghealth needs.For
CRMCu EHNA, the processof scoring and narrowing down health indicators wasguided
by prioritization criteria, existing disparities, and the perspectives of internal and external
stakeholders,whoseexpertise with the populations they serveplayed avital role.

A total of 30 health and social indicators were established in collaboration wittCRMC,
selected based on disparities analyzed macdethnicity, sex, and agewithin CRMC sPSA
Of the indicators that were analyzed, a top 10 ranking chaglong with more detailed data
for IP, ED, and death were presented tthe CHC, Community Grants Committee,
community -based organizations and internal leadership.CRMC and Maricopa County
Department of Public Health co-designed and implemented ahree-phased prioritization
process(Figure 15.

O, @ @

_ Phase Qne Phase Two Phase Three
Indicator Review and CHNA Prioritization Final Consensus of
Simplification Workshops CHNA Priorities

Figure 15 Phases ofCRMCu PErioritization Process
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PhaseOne

In PhaseOne, CRMCu €Eommunity Health team reviewed a comprehensive data
workbook with 73 health and social indicators provided byhe Maricopa County
Department of Public Health Division of Epidemiology and Informatics. To streamline the
process the team identified and selected30 indicators, prioritizing those that highlighted
existing disparities andaligned with the focus areas oCRMC. These 30 indicators were
selected for further in-depth analysis in the CHNA process to identify the most pressing
needswithin the PSA.

PhaseTwo

In PhaseTwo, Maricopa County Department of Public Health facilitated two prioritization
workshops tonarrow down the 30 data indicators Before the workshops, CRMC
collaborated with Maricopa County Department of Public Health to develop a set of
prioritization criteria (Figure 16) to guide the process Thesecriteria, usedwith various
other Synapse partners throughout their prioritization process, wertilored to meet the
needs of CRMC and theworkshop participants.

Community Organization
Population Data Feasibility Readiness & Partner Alignment
Expressed Need -
Alignment

Criteria Definitions ,O

Dignity Health East Valley has ability
to maobilize action to address need

Primary service area population
data demonstrates community
health needs

Community survey, focus group, Dignity Health East Valley has
and committee feedback desire & adequate infrastructure to
demonstrates community health address need
need Data Sources:
Data Sources: Synapse Partner's CHNA Priorities
Community Health Committee
experience and expertise

Strategic/impactful alignment with
community partners to address need

Data Sources:

Hospital Discharge Data,
PolicyMap

Data Sources:
Dignity Health's
mission/vision/values & internal
community health programs

Data Sources:

CHNA Survey/Focus Groups,
Dignity Health's Community Health
Committee
® Community partners and/or MCDPH

= Dispropertionate indicator
rates (2022, percent change
between 2022 & 4-year
average)

= Classified as top 10 indicator
by overall rate

= Indicator disparities displayed
by mapping tool (as available)

* Top health/social issues from

CHNA survey

* Community experiences from

CHMA focus groups

= Alignment frem Community

Health Committee on health
needs based on lived
experiences

Figure 16. Prioritization Criteria

= Practicality of implementing
immediate services and
programming to address priority
area based on available
prevention and treatment

= Possibility to make
improvements in 3 years based
on available resources

= Ability to track and measure
progress to determine
effectiveness.

2025Community Health Needs Assessment

= Organization risks in supporting
or expanding priority (insurance,
policies & compliance
implications)

= alignment to hospital mission,
purpose, scope, and
current/planned services

= staff/leadership capacity,
financial ability, tools &
technology, data
collection/reporting ability

Chandler RegionalMedical Center | 40

are already addressing this need and
Dignity Health East Valley can support
their work. Will addressing this
priority everburden an already cver-
taxed partner organization? Are there
ways to sustainably support partner
referrals and build infrastructure?

= Lack of partners in community

addressing need, Dignity Health East
Valley would need to spearhead effort

= Ability to track and measure progress

across agencies addressing this need



Prioritization Meeting 1

This meeting included theCHC, Community
Grants Committee, community -based
organizations, Dignity Health Executive
Leadership,and external stakeholders (local
town, faith community and governance,
community members). At this in-person
workshop, Maricopa County Department of
Public Health provided a detailed review of the
data for the 30 initial indicators. After reviewing
the data for each indicator,participants were
invited to scorethem based on the established criteriausinga scale of one (does not meet
the criteria) to five (meets criteria). The scoring activity was facilitatecthrough Menti, an
interactive polling platform . Figure 17displays an example of the scoring activity foone of
the 30 total indicators reviewed.This activity was conducted for all 30 health indicators.

Join at menticom | use code 7244 8163 i Mentimeter

Access to Health Care (Health Insurance Coverage, Primary Payer Type for IP/ED)

Population Data

Community Expressed Need

Feasibility

Organization Readiness & Alignment

Partner Alignment

Does not Meet Criteria Meets Criteria

Figure 17. Prioritization Activity #1 Menti &Criteria for Rating Access to Health Care

Once scoredor each criteriawere provided for all indicators, the averagescore foreach
criteria was calculated. Then, the average scorefor each criteria werecombined to
determine anoverall average foreachdata indicator. Theindicators were ranked in
descending orderbased on their overall averageso identify the top 15ndicators, which
advancedto the next round of prioritization in September(Table 7).
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Indicator Average Rating

Cardiovascular Disease 3.936

All Mental & Behavioral Disorders 3.876
Diabetes 3.856

Access to Health Care 3.612

High Blood Pressure 3.592
Obesity 3.542
Unintentional Overdose (Opioids) 3.490
Housing; Cost Burdened 3.460
Access to Food, Low Income Low Access, Food Insecurity 3.436
Breast Cancer 3418

Stroke 3.402

All Drug Overdoses 3.328
Intentional Self-Harm/Suicide 3.292
Low Birth Weight, Preterm Births 3.288
Fall-Related 3.282

Table 7. Top 15 Health Indicator Rankings

After the resulting 15 indicatorswvere shared, participants wereasked:6 S~t £ o wx £ ¢t £~
Sxew owt §~¢z owpe ©O~¥ s~ ~¢ Swpao ©O©O~¥uet £ttt x
Figure 18displays a snapshot of the resultsCRMCu €Eommunity Health team reviewed all

responsesto help inform finalization of priorities.

Join at menticom | use code 7244 8163 M Mentimeter

Does this resonate with the work that you do or what you're seeing in the communities that you serve?

56 responses

Yes Yes. We see these Acces to mental health
concerns dt our events. care. We provide

They rescnate with me counseling stipends to

Yes. We service all personally and especially families with financial

through Maricopa county as | am caring for older Yes, All of the top five need. Laloboy

and there are so many parents. | also see this in health indicators. That's Foundation

needs. Sometimesiit's our hospitals. what | see as a patient

hard to know how we can care advocate.

support. Or where to Yes | feel the 15 indicators

start. Yes in part. Don't always resonate with the work |
focus on the source of | think they do resonate. do and the populations
the problems vs treating However. | would include served

Yes! the symptoms. Suicide in with the mental

] 2]

Figure 18 Prioritization Activity #2 Menti
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Prioritization Meeting 2

At this hybrid workshop, Maricopa County
Department Public Health and hospital
community benefit leaders attended in
person, while the CHC joined via Zoom.
While the CHC attended the first
prioritization meeting in August, this
workshop served as a core oversight
responsibility of the committee to pre
approve the CHNA prioritiesbefore the 7
g~p¢suf p ¢~!p{ x} VPO

During this workshop, Maricopa County Department of Public Healthprovided a detailed
review of the data for the bindicators identified in the first prioritization meeting. The
goal was tonarrow the indicators down from 15to six to eight While similar prioritization
criteria were used the definitions were simplified for clarity based on feedback from the
first workshop. Menti was used again tescore each indicator building on the successof the
first workshop. To help participants better understand how taapply theestablished criteria
for scoring, Maricopa County Department of Public Health developedanew approach,
including an example data slide thatdemonstrated how each criterion applied to the
indicator (Figure 19).

[ ]
Inj u ry Population > Selected as priority by
. 1Synapse partner
Violence-Related (Assault) Data ynapsep
2027 Age-Adjusted Rates 2022 & {I.-qur Ayerdge % cnunge
per 100,000 - 8304 = (Combined Dignity East Valley PSA)
199 7,
oo %82 2070 ¥ w538 [N ED:-76 § |N Death:125 ¢
68.4 763 28.9 753 35.3 808
---ﬂ — =
P Y RankedinIP e Y Ranked in ED @
W Chandler Regional Medical Center @ Mercy Gilbert Medical Center
B Arizona General Mesa [ Arizona General Laveen ) Ranked in Death o

) 54.8% - Rated feeling safe in your home - not worrying about domestic violence, burglary in CHNA survey as “Very Good”

(11 Having the confidence of going out in the street and not having to fear that you'll encounter bad people who want to hurt you.
Racist people. And now with what you hear about kids being stolen, you're always scared that something is going to happen
to you and well, not having that happen because you're always scared now. It's not like it used to be back in the day. 5y

- Rural Focus Group

MA RH COPA IP: Inpatient Hospitalization, ED: Emergency Department

c,ﬂ‘,;',,’;[,'m" Sources: 2022 Hospital Discharge Data (rates per 100,000), 2023 CHNA Focus Groups, 2023 CHNA Survey 272

Figure 19. Example Data Indicator Criteria Slide
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After this demonstration, participants gained a better understanding of all the criterig

t"rt ©® u~¢ OutpExgx{xe®©+ p}s O~CRMCUE&2pox~1}p({
Community Health team pivoted and provided supplemental information about current

programing and initiatives at the organizational level that could support each health

indicator. This approach helpedCHC members feel more confident in votingon thesetwo

criteria.

Once scores werecollected, the Maricopa County Department of Public Health team
compiled the average scores, and the results were shared wittHC members(Table 8).

Indicator Average Rating

All Mental and Behavioral Disorders 4,552

Diabetes 4,398

Cardiovascular Disease 4,382

Breast Cancer 3.850

Access to Health Care 3.800

Obesity 3.760

Access to Food, Low Income Low Access, Food Insecurity 3.698

Table 8. Top 7 Health Indicator Rankings

PhaseThree

In PhaseThree, CRMCu €Eommunity Health team and CHC finalized the CHNA
priorities. Following the second prioritization meeting with the CHC, the rating activity
and further discussionresulted in a listing of identified priorities, some of which were
grouped together. From this discussion, six main priorities with supriorities were
identified and finalized (Figure 20). After the CHC prioritization meeting, the committee
received an email with the proposed recommendations, discussion noteand request for
approval. The proposed recommendations were approved by tl@HC.

Identified CHNA Priorities from 9/17/24 CHC Meeting

Health, Social, and Racal Equity
Chroni Social Violence and
Mental Health Gum;?tri'll;s Determinants Access to Care Injury Breast Cancer
of Health Prevention

Lens

Main
Priorities

Sub
Priorities

MARHlJCOPA COUNTY ‘36’ Dignity Health,

uuuuuuuuuuuu

Figure 20. Identified CHNA Priorities from CHC Meeting
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Prioritized Community Health Needs

The following section providesdetailed primary and secondarydata for each of CRMCu £
CHNA priorities and sub-priorities (Figure 2. For areas withsub ¢ x ~ ¢ x @ x t £ ;
to note that these represent just one aspect of the broader priority and amet the sole
focus, but part of a comprehensive approach to addressing the ned®iecognizing
disparities in health outcomes based on factors like race/ethnicity, sexand age iscrucial
to achieving equitableaccess to healthcareand improving health outcomes.

Mental Health

\-) All Mental and Behavioral Disorders

Chronic Conditions

\—) Cardiovascular Disease \.) Diabetes \9 Obesity

Social Determinants of Health

\-) Housing and Homelessness \.> Access to Food

Access to Care

\-> Dental Health

%)
c
)
-
2
5
o
LLl
I
o
©
o
o
c
(1]
I
)
)
(7))
o
=
4+
3]
I

Violence and Injury

Cancer

\-) BreastCancer

Figure 21 CR\ R OFhal CHNA Priorities
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MENTAL HEALTH

Including All Mental and Behavioral Disorders 2025 CHNA PRIORITIES

Importance and Impactin CR\ R UPSA

Mental health, including all mental and behavioral disordersnvas selected as aignificant health
needfor CRMC. All mental and behavioral disordersare defined asthe primary diagnosis of a
mental, behavioral, or neurodevelopment disorder® Mental health includes emotional,
psychological, and social welbeing. It influences thoughts, feelings, actions and plays a key role in
coping with stress, interacting with others, and making decision&*" It is avital component of
overall well-being. However, many individuals face barriers to accessing care, including stigma,
lack of resources, and limitedavailability of mental health providers.

\

In 2022, American Indians/Alaska Natives had the highest Y. Males had the highest
age-adjusted rates of IP hospitalization and visits due to all |II

mental and behavioral disorders per 100,000 people. —

IP and rates.

s 1,224.9

Disparities by Race/Gender/Age

American Indian/Alaska Native 2,238.2 B Those aged 15-24
Asian and Native.. ™ @  Years had the highest
- . — a IP rate. Those age
Black/African American B 25-44 years had the
Hispanic/Latino = ") highest I rate.
White S ED
\ /' Source: 2022 Hospital Discharge Data"'

Figure 22 All Mental and Behavioral Disorders6CR\ R UPSA

Substance Usand SelfHarm

Substance use and selfiarm areclosely linked to mental health and canaffect physical, emotional,
and socialwell-being. Mental health problems andsubstance use disordersften occur together, as
substances can trigger mental health symptoms, while mental health issues may lead to substance
misuse asa form of self-medication.”™" For manyindividuals, self-harm provides temporaryrelief
and is used to copavith feelings of loneliness, anger, or hopelessess™

o )

3 In 2022, American Indians/Alaska Natives had the highest B Females had the

5 age-adjusted rates of IP hospitalization, £ visits, and ./il highest IP and £D rates.

2 due to all drug-related overdose per 100,000 people. Males had the highest

8 - rate.

D

S American Indian/Alaska Native =====.86.2 225.5

o ) . 486 _ Those aged 15-24 years

B Asian and Native..; @  had the highest IP and

2 Black/African American S a rates. Those aged

= Hispanic/Latino === m|P L 25-44 years had the

8 L — ED highest rate.

2 White Death

D . .
- / Source: 2022 Hospital Discharge Data"

Figure 23 All Drug-related OverdosedCR\ R UPSA & 2022 Death Data
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In 2022, American Indians/Alaska Natives had the highest
age-adjusted rates of IP hospitalizations and £D visits due to
self-harm suicide per 100,000 people. Whites had the highest

I 53.4

Asian and Native...

qT

Females had the
/il highest IP and
i rates. Males had the
highest rate.

142.4

| &

mED
Death

*Counts <5 )

Those aged 15-24
years had the highest
IP and rates. Those
aged 45-64 years had
the highest rate.

Source: 2022 Hospital Discharge Data"

& 2022 Death Data

Figure 24. Self-Harm/Suicide 6CR\ R UPSA

Community -ldentified Issuesin Maricopa County

Recognizing thatCR\ R UPSAfalls within Maricopa County, the following data provides additional
insight into mental health based on needén Maricopa County.

Mental Health Rating (™

Over half (52.9%)of survey respondens
rated their mental health such as their
mood and how they handle stress day to
day,asd Up mr¢ + ~+ ¢

Top Health Issues eb

Almost 4 in 10(38.5%)survey respondents
indicated anxiety and 1 in 33.5%)
indicated depressionas the top two health
issues that have the most impact othem
and/or the people they live with or care
for. Almost 1 in 10 (8.7%)indicated
alcohol/ substance misusesind under 1
in 20 (2.8%) indicated intentional injury
as health issues.

Unmet Mental Health Needs @

Focus group participantsreported that many are unableto receive
adequate formal mental health care(treatment or support) due to
lack of providers, increasing living costs,and long work hours.
Substance usevasidentified as acoping mechanism with many
individuals self-medicating due to limited access to careQueen
Creek focus group participants shared challenges such kmng
wait times, affordability , andlack of specialized mental health
providers covered by insurance.

Existing Stigma and lllicit Substances ﬁ

Key informant interviewees highlighted that individuals living

with mental health conditions facestigma, resulting in poor
treatment by service providers anddecreased engagementvith
services.There is also dack of servicesfor peoplewith substance
use disorders the unhoused , and the undocumented populations.

The biggest struggle that | have found is finding a therapist or a psychiatrist who are willing to see
transgender patients, even when it does not have to do with gender affirming care. Even it's just depression
or anxiety, I've been turned away for the simple fact that I'm transgender, even though it had nothing to do
with why | was going to need the mental health professional.

- 2023 LGBTQ+ Focus Group Participant

Access to that mental health can be difficult for young people is what I've found. As an educator, it can
take a lot to get the children, students, young adults...get them the help that they need. One of the things
I've heard very commonly over the last couple of years is the wait time is significant when you're dealing
with a behavioral or mental health organization

- 2024 Queen Creek Focus Group Participant

Sources: 2023 CHNA Survey2023/2024Focus Groups2024Key Informant Interviews ¥ Vi Vi
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CHRONIC CONDITIONS

Including Cardiovascular Disease, Diabetes, Obesity 2025 CHNA PRIORITIES

Importance and Impact inCRMR URSA

Chronic conditions, including cardiovascular diseasediabetes and obesity were selected as
significant health needsfor CRMC. Cardiovascular diseaseefers toconditions such aschronic
rheumatic heart, hypertensive, ischemic heart,pulmonary heart, pulmonary circulation,
cerebrovascular,arteries, arterioles, capillaries and other forms of heart diseas¢ Diabetes
includes both type 1 and 2liabetesand other specifieddiabetes mellitus.*' Obesity is defined as
primary diagnosis of overweight and obesity including obesity due toexcess calories, drug
induced obesity, morbid obesity with complications, and unspecific obesity!' Thesechronic
conditions are often interconnected, as they share common risk factorsuchasphysical inactivity
and poordietary habits. " xv.xv By focusing on prevention and early intervention the risk of
developing additional chronic diseases can be reduced.

. . ) . N\
In 2022, Black/African Americans had the highest age-adjusted
rates for IP hospitalization, ED visits, and due to |: Y.

. . Males had the highest
cardiovascular disease per 100,000 people. I g

IP, ED, and rates.

American Indian/Alaska Native

Asian and Native..

1,388.5 o Those aged 65+ years
ah

Black/African American S ———,401.2 had the highest IP,
-/ ED, and rates.
& Hispanic/Latino m— m|P
$ . I u ED
g White m— Death
S L _/ Source: 2022 Hospital Discharge Data"ii
9 . ) _ R . & 2022 Death Data
z Figure 25 Cardiovascular DiseasedCR\ R UPESA
&
>
0
< e A\
% In 2022, American Indians/Alaska Natives had the highest —
F age-adjusted rates for IP hospitalization, ED visits, and /il Males had the highest
a due to diabetes per 100,000 people. 1 IP, ED, and rates.
. . ) 674.3
American Indian/Alaska Native T 552.6
. . n
Asian and Natwe...r — ° Those aged 65+ years
Black/African American — ah had the highest IP, ED,
— m|P L and rates.
Hispanic/Latino s mED
Death
White == i
*Counts <5
- _/ Source: 2022 Hospital Discharge Data"ii

. . A . & 2022 Death Data
Figure 26. Diabetes6CRMCu BSA
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In 2022, Black/African Americans had the highest

(]

oo

if age-adjusted rate for IP hospitalizations due to overweight /'I Females had the highest
g per 100,000 people. Whites had the highest rate. ll IP, ED, and rates.
c

()

% American Indian/Alaska Native =

(&S]

3] . . |

= Asian and Native... - ° Those aged 25-44 years
2 . ) meessssssss— | 38.0 had the highest IP rate.
é Black/African American . m|P [- Those aggd 65+ years
E Hispanic/Latino _i =ED had the highest rate.
5] Death

a

White _*1 - o
A *Counts <
- _/ Source: 2022 Hospital Discharge Data'

. . A . & 2022 Death Data
Figure 27. Overweight 6CR\ R UPSA

Community -Identified Issues in Maricopa County

Recognizing thatCR\ R UPSAfalls within Maricopa County, the following data provides
additional insight into chronic conditions based on needs in Maricopa County.

Top Health Issue % Prevalence of Obesity + Diabetes heﬂ

Over 1in 4 (254%) survey Focus group participants sharedhey were seeingan increase in
respondentsindicated diabetesand obesity in their communities, noting therising costs of
over1in8(12.6%)indicated heart unhealthy food, limited healthy food options, andalack of
disease(33.5%)s health issues that places to beactive. Many participants, across variousage

have the most impact on them and/or groups, reported having or knowing someonewith diabetes.

the people they livewith or care for. They highlighted challenges inaccessing medication including

issues relatedto cost, supply, odifficulty setting a specialist.
Physical Health Rating (N

Over half (55.4%) of survey respondents
rated their physical health such ashow their Focus group participantsreported people in their communities
body feels day to dayasé U p &ré + ~+~ ¢ were experiencing chronic diseasesBarriersincluded having

too many unhealthy eating optionsavailable andwait times to
get into a doctoror getnecessary testingo find solutions.

Experiences with Chronic Disease Z

Well, right now, I'm fighting with these doctors, far as my diabetes is concerned...My doctor took me off of

this one medicine, ‘cause it wasn’t doing right. Then she sent me to a specialist. Well, the specialist never

‘ ‘ called me...Well, my diabetes is over 200, and I'm not hearing from any of these doctors to get in, to get new
medicine. | went back on my old medicine because | don’t wanna die...

- 2023 Seniors Focus Group Participant

...l am also overweight and have started my health more seriously. After losing 40 pounds, | reached a
‘ plateau and | want to change my diet but | am always busy and am a recovering picky-eater. | would love to
meet with a nutritionist or anyone to help me fix my relationship with food.
- 2023 CHNA Survey Participant

Sources:2023 CHNA Survey, Focus Groupy'
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SOCIAL DETERMINANTS OF HEALTH

Including Housing and Homelessness, Access to Food 2025 CHNA PRIORITIES

Importance and Impact inCR\ R UPSA

Social determinants of healthincluding housing and homelessnesand access to foogwere

selected @ significant health needsfor CRMC. According to Healthy People 2030, social
determinants of health are the conditions where people are born, live, work, play, worship, and age
that impact their health quality-of-life.*V Housing andfood accessare closelylinked to economic
stability and the built environment. People withstable incomesare more likely to afford safe

housing and nutritious food, both of which are essential for good healthHousing quality and

location can affect stress mental health outcomes,and environmental risks. ' The availability of
food options 6such as grocery storgfarmers marketscan support orlimit healthy eating "
Recognizingthese connectionshighlights the importance of having safe, stable housingand

reliable access to nutritious food.

Severely Cost Burdened Renters

Analyzing data on severely cost burdened renters helgs understand housinginsecurity and the
economic challenges within the community. Severelycost burdenedrenters aredefined as renter
households for whom gross rent is 50% or more of household incom& CR\ R UPSA citieslike
Gilbert, Chandler, Sun Lakes and Maricopa show higher proportions of severely cost burdened
renters (Figure 28) .

A :F-‘L
! €~ chandler Regional PSA Percent of Renters who are Severely
i
G J

Il Estimated percent of all renters who are severely cost burdened Pacay
urdene

i : ¥
il in CAMC's PSA (2019:2023) B 4 Chandler Regional Medical Center Source: Census

-

Year. 2019-2023

Insufficient Data
9.07% or less
9.08%t0 16.67%
16.68% 10 23.74%
23.75% t0 32.80%
32.81% or greater

Shaded by: Census Tract, 2022

- ‘ Eloy,
-
POLICYMAP. I |15 | © Maz;ﬁler @ OpenStreetMap contributors.

Figure 28 SeverelyCostBurdened Renters6CR\ R UPSA
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Food Stamp/SupplementalNutrition Assistance ProgranBenefits

Evaluating data on food stampand SNAP benefitshelps reveal areas with greaterfood insecurity.
By highlighting these
disparities, resources
like food assistance
programscan be
directed to locations
with the greatest need
In CR\ R UPSA,
communities like
Guadalupe Coolidge,
andin the GRIC
(Maricopa Village,
Stotonic, Sacaton and
Blackwaten have
higher proportions of
families receiving food
stamp or Supplemental
Nutrition Assistance
Program benefits
(Figure 29).*

Figure 29. Families Receiving Food StampSupplemental Nutrition Assistance ProgramdCR\ R UPSA

Community -Identified Issues in Maricopa County

Recognizing thatCR\ R UPSAfalls within Maricopa County, the following data provides additional
insight into social determinants of healthbased on needs in Maricopa County.

Paying for Food and Housing [aj Food Deserts 'il
[

Over 3in 10survey respondentsvered b ~ | t & wr| & 1£t+ t ¢ =

Key informant interviewees shared
able to pay forfood (30.5%)and mortgage/rent (30.4%). Y

that food desertsand limited access
to healthy food are more prevalent in

Rating Community Assets A% South Phoenix One participant

Over half (56.3%) of surveyrespondentsrated access to mentioned that the nearestfood
affordable healthy foodsand over7 in 10(71.9%)rated access options in the neighborhood were
to affordable housingasd U p ar® + ~ ~witete they live. convenience stores

So, the community garden is a way to get fresh produce into food deserts, because in South Phoenix, there
‘ are a lot of food deserts. And so, when | see community gardens, like Garden of Tomorrow and these spaces

of opportunity, like these different places that folks, community folks come together to meet that need that’s
one of the examples...that resiliency...

- 2024 Key Informant Interviewee

Sources:2023 CHNA Survey2024Key Informant Interviews " "
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