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Executive Summary 

Community Health Needs Assessment (CHNA) Purpose Statement 

The purpose of this community health needs assessment (CHNA) is to identify and 

prioritize significant health needs in the community served by Dignity Health b¤= Y~£t wù£ 

Hospital and Medical Center (SJHMC). The priorities identified in this report help to guide 

¤wt w~£ x¤p{ù£ r~||¥}x¤© wtp{¤w x| ¢~¦t|t}¤  ¢~v¢p|£ p}s r~||¥}x¤© qt}tux¤ pr¤x¦x¤xt£; 

as well as its collaborative efforts with other organizations that share a mission to improve 

health. This CHNA report meets requirements of the Patient Protection and Affordable 

Care Act that not-for-profit hospitals conduct a CHNA at least once every three years. 

CommonSpirit Commitment and Mission Statement 

cwt w~£ x¤p{ù£ r~||x¤|t}¤ ¤~ t}vpvx}v §x¤w ¤wt r~||¥}x¤©; p££t££x}v  ¢x~¢x¤© }tts£; p}s 

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  

SJHMC partnered with Maricopa County Department of Public 

Health to conduct this CHNA, which was developed by Maricopa 

County Department of Public Health. Another key collaborator is 

Synapse, a coalition of non-profit and federally qualified health care 

providers that work together to collect data and conduct CHNAs to 

guide community investments. The following organizations are part 

of the Synapse Coalition :  
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Community Definition  

Located in the heart of Phoenix, Arizona, SJHMC defines its community as Maricopa 

County, since the primary service area (PSA) spans the entire county. The PSA is defined 

by the top 80% of bYW\Rù£ inpatient and outpatient discharges and is outlined  by zip 

codes that encompass all populations, including low-income and underserved groups.  

SJHMC is located in Maricopa County, the fourth most populous county in the nation, with 

a population of over 4.4 million people.i, ii Maricopa County spans 9,202 square miles and 

nearly five percent of Indigenous land from tribes such as the Fort McDowell Yavapai 

Nation, Gila River Indian Community, Salt River Pima-Maricopa Indian Community, and 

c~w~}~ ^ù~swp| ]p¤x~}=iii , iv 

 

Assessment Process and Methods 

The health needs of SJHMC were identified through an analysis of primary and secondary 

data collected by Maricopa County Department of Public Health. To ensure a 

r~| ¢twt}£x¦t ¥}st¢£¤p}sx}v ~u ¤wt r~||¥}x¤©ù£ }tts£; two rounds of input were 

gathered from both internal stakeholders and external community partners. 

 

Primary data sources for this assessment include the 2023 community survey,v 

focus groups,vi and key informant interviews.vii The first round of data collection, 

conducted in the spring of 2023, encompassed all three data sources. 

 

Secondary data sources include health and social indicators from local, state, 

and national datasets, covering health outcomes, economic factors, health 

behaviors, the physical environment, and health care delivery.   
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Process and Criteria to Identify and Prioritize Significant Health Needs 

 

 

 

 

bYW\Rù£ Community Benefit team reviewed a list of common health indicator s, 

streamlining it from 57 to 27 indicators to identify  key areas of focus. These areas were 

chosen based on local leadership priorities and the indicators that reflected the greatest  

disparities in Maricopa County.  

 

 

 

 

In collaboration with Maricopa County Department of Public Health, SJHMC facilitated  

three virtual , interactive workshops. These workshops engaged both internal  and external 

community stakeholders through the Community Benefit Health Equity Committee 

(CBHEC) and Health Equity Alliance (HEA). The goal was to align on and prioritize 

significant health needs. Structured feedback from these workshops helped SJHMC 

finalize its prioritized health  needs. 

 

 

 

 

In the final phase, input gathered from Phase Two was reviewed and consensus was 

developed on seven CHNA priorities , which also included several sub-priorities.  

Throughout the entire process, a health and social equity lens was applied to better help 

identify health disparities that disproportionately impact certain communities. 

 

 
 
 
 
 

 Phase One 

Indicator Review and Simplification 

Phase Two 

CHNA Prioritization Workshops 

Final Consensus of CHNA Priorities  

Phase Three 
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List of Prioritized Significant Health Needs 

The following statements summarize the priority areas identified by SJHMC, based on 

data and insights gathered from both primary and secondary sources. While recognizing 

the health disparities present in the communities they serve, SJHMC focused on areas 

where they could make the most significant impact. 

 
 
 
 
According to 2022 age-adjusted overall rates, all mental and behavioral disorders ranked 

#1 for inpatient hospitalization (IP) and #3 for emergency department (ED) visits in the 

Maricopa County.viii  The 2023 CHNA survey highlighted  anxiety (38.5%) and depression 

(33.5%) as the top two health issues that had the most impact on respondents and/or those 

they lived with or cared for.v 

 

 

The 2022 Maricopa Association of Governments Point in Time Count revealed that the 

Central Valley experienced the third -highest growth rate for unsheltered homelessness 

increasing by 78% from 2018 to 2022.ix According to the Maricopa County Public Health 

Heat Dashboard, there were 466 confirmed heat caused and heat contributed deaths in 

Maricopa County for 2024.x The 2023 CHNA survey found that almost 3 in 4 (71.9%) 

respondents rated access to affordable housing and almost 1 in 2 (47.9%) rated access to 

 {prt£ ¤~ £¤p© r~~{ s¥¢x}v w~¤ |~}¤w£ p£ öUpx¢÷ ~¢ ö_~~¢÷ §wt¢t ¤wt© {x¦t=v 

 

 

In 2022, 11% of the population in Maricopa County were uninsured.xi The 2023 CHNA 

survey found that almost 2 in 5 (35.8%) indicated that in the past 12 months, they were 

öb~|t¤x|t£÷ ~¢ ö]t¦t¢÷ pq{t ¤~ vt¤ |tsxrp{ rp¢t §wt} ¤wt© }tts ¤~= 

 
 

 

According to 2022 age-adjusted overall rates, diabetes ranked #5 for IP and #7 for ED. 

Cardiovascular disease ranked #2 for IP, #2 for ED, and #1 for death.vii i Chronic kidney 

disease did not rank top 10. The 2023 CHNA survey revealed that over 1 in 4 (25.6%) 

Chronic Conditions (Diabetes, Cardiovascular Disease, Chronic Kidney Disease) 

Mental Health  

Social Determinants of Health (Housing, Heat) 

Access to Care  
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indicated diabetes and over 1 in 8 (12.6%) respondents indicated heart disease as health 

issues that had the most impact on respondents and/or those they lived with or cared for.v 

 
 
 
According to 2022 age-adjusted overall rates, all drug overdoses ranked #8 for IP, #9 for 

ED, and #4 for death. Additionally, opioid overdose was ranked #8 for death.viii  The 2023 

CHNA survey revealed that almost 1 in 10 (8.7%) indicated alcohol/substance misuses as a 

health issue that had the most impact on respondents and/or those they lived with or cared 

for.v Almost 7 in 10 (67.8%) of survey respondents rated access to substance use treatment 

£t¢¦xrt£ p£ öUpx¢÷ ~¢ ö_~~¢÷ x} ¤wtx¢ r~||¥}x¤©=v 
 
 
 
 
 
According to 2022 age-adjusted overall rates, all cancers ranked #2 for deaths in Maricopa 

County.vii i Cancers with high rates of death in Maricopa County include lung cancer 

(among the total population); breast cancer (among the female population); and prostate 

cancer (among the male population).viii  The 2023 CHNA survey highlighted  cancer (13.4%) 

as one of the top 10 health issue that had the most impact on respondents and/or those 

they lived with or cared for.v  

 

 

In 2022, there were 5,052 preterm births in Maricopa County, representing 10 percent of 

live births.xii The 2023 CHNA survey highlighted sexual and reproductive health issues 

(5.2%) as a health issue that had the most impact on respondents and/or those they lived 

with or cared for.v  

 

 
 

According to 2022 age-adjusted overall rates, fall-related injuries ranked #4 for IP and #1 

for ED visits in Maricopa County.viii  Assault-related injuries ranked #6 for IP, #6 for ED, 

and #3 for death.viii  The 2023 CHNA survey identified unintentional/accidental injuries 

(5.5%) and intentional injuries  (2.8%) as health issues that had the most impact on 

respondents and/or those they lived with or cared for.v  

 

 

Cancer  

Violence and Injury Prevention (Fall-related, Assault-related Injuries) 

Substance Use 

Maternal and Child Health (Preterm Births) 
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A data snapshot of the priorit ized health needs selected by SJHMC is summarized below 

(Table 1). Health indicator disparities are highlighted for each indicator across subgroups 

by race, age, and sex and by IP (1), ED (2), and death (3) 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 actions to 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  
(Maricopa County data, Source: 2022 HDD vii i, only hospitalization data were reported) 

All Mental and Behavioral Disorders  
Black/African American  1 

American Indian/Alaska Native 2 

15-24 1 

25-44 2 
Male 1, 2 

b~rxp{ St¤t¢|x}p}¤£ ~u Wtp{¤w 
(Maricopa County data, Sources: Maricopa Association of Governments Point-in-Time Countx , 
Maricopa County Heat Dashboardxi) 

Housing and Homelessness  White/Caucasian  25+ 

Male Heat-related Illness 

White Non-Hispanic 

65+ 

Heat-related Death 35-49 

Access to Care 
(Maricopa County data, Source: 2022 U.S. Census ACSix) 

Access to Care (Uninsured)  Hispanic/Latino  19-64 Male 

Chronic Conditions  
(Maricopa County data, Sources: 2022 HDDviii  and 2022 Death Data) 

Diabetes  
Black/African American 1, 2 

American Indian /Alaska Native 3 

45-64 2 

65+ 1, 3 

Male 1, 2, 3 Cardiovascular Disease  

Black/African American 1, 2, 3 65+ 1, 2, 3 

Chronic Kidney Disease 

Table continued on next page 
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Substance Use 
(Maricopa County PSA data, Sources: 2022 HDDviii  and 2022 Death Data) 

All Drug Overdoses 
Black/African American  1, 2 
American Indian/Alaska Native 3 

15-24 1, 2 

25-44 3 

Female 1, 2 

Male 3 

Indicator  Race/Ethnicity  Age (years) Sex 

Opioid Overdoses 
Black/African American 1    

American Indian/Alaska Native 2, 3 
25-44 1, 2, 3 Male 1, 2, 3 

Cancer  
(Maricopa County data, Source: 2022 Death Dataviii , only death data were reported) 

Lung Cancer 

Black/African American  3 65+ 3 

Male 3 

Colorectal Cancer 

Breast Cancer Female 3 

Maternal and Child Health 
(Maricopa County data, Source: 2022 Birth Dataviii) 

Preterm Births American Indian/Alaska Native  N/A  N/A  

Violence and Injury Prevention  
(Maricopa County data, Sources: 2022 HDDviii  and 2022 Death Data)  

Fall-related Injuries 

American Indian/Alaska Native 1 

Black/African American 2  

White 3  

65+ 1, 2, 3 Female 1, 2 

Male 3 

Assault-related Injuries 
American Indian/Alaska Native 1, 3 

Black/African American 2 

65+ 1   
15-24 2             
25-44 3 

Male 1, 3 

Female 2 

 
 

Disparities related to social determinants of health and access to care are presented as 

proportions, with the subgroups showing the highest proportions highlighted.  Data for 

mental health, chronic conditions, substance use, cancer, and violence and injury 

prevention are presented as rates per 100,000 people from hospital discharge data (HDD), 

with the highest rates for inpatient hospitalization (IP 1), emergency department (ED 2), 

and deaths 3 identified by subgroup.viii  

Table 1. Health Indicator Disparities by subgroups of residents living in Maricopa County 
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Resources Potentially Available  

SJHMC evaluated current programs, partnerships, and resources related to each of the 

selected health priorities. These resources include community organizations, facilities, and 

programs, as well as hospital-provided services, that could help address the identified 

health needs.xiii  Resources potentially available to support these priorities span various 

sectors, including community and healthcare organizations, local government agencies, 

and social services. 

The Health Improvement Partnership of Maricopa County is a collaborative effort 

involving Maricopa County Department of Public Health, public entities, and private 

organizations around the county, aimed at addressing priority health issues identified 

through a community health improvement plan.  With over 100 partner organizations, the 

Health Improvement Partnership of Maricopa County is a valuable resource for SJHMC, 

enabling the sharing of resources, knowledge, and expertise to align efforts for improving 

health in Maricopa County. 

 
Report Adoption, Availability, and Comments 

This CHNA report was adopted by bYW\Rù£ community board in April  2025. The report is 

§xst{© p¦px{pq{t ¤~ ¤wt  ¥q{xr ~} ¤wt w~£ x¤p{ù£ §tq£x¤t; p}s p  p t¢ r~ © x£ p¦px{pq{t u~¢ 

inspection upon request at bYW\Rù£ Community Benefit and Health Equity Department. 

Written comments on this report can be submitted to the bYW\Rù£ Community Benefit 

and Health Equity Department at 3033A N. 7th Avenue Phoenix, Arizona 85013 or by e-mail 

to CommunityHealth -SJHMC@DignityHealth.org. 

 

 

 

 

 

 

 

 

 

 

 
End of Executive Summary

mailto:CommunityHealth-SJHMC@DignityHealth.org
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Introduction  

Founded in 1895 by the Sisters of Mercy, 

b¤= Y~£t wù£ Hospital and Medical Center 

(SJHMC) was the first hospital in the 

Phoenix Area. SJHMC is a member of 

Dignity Health, which is a part of 

CommonSpirit Health. b¤= Y~£t wù£ x£ p 

nationally recognized center for quality 

quaternary care, medical education and 

research. It includes the internationally 

renowned Barrow Neurological 

Institute®, the Norton Thoracic Institute, Center for Women's Health, the Dignity Health ô 

Rp}rt¢ X}£¤x¤¥¤t p¤ b¤= Y~£t wù£ W~£ x¤p{ p}s \tsxrp{ Rt}¤t¢; p}s p [t¦t{ X c¢p¥|p Rt}¤t¢ 

verified by the American College of Surgeons. The hospital is also a respected center for 

orthopedics, internal medicine, primary care and many other medical services. U.S. News 

5 f~¢{s at ~¢¤ ¢~¥¤x}t{© ¢p}z£ b¤= Y~£t wù£ p|~}v ¤wt ¤~  w~£ x¤p{£ x} ¤wt d}x¤ts b¤p¤t£ 

for neurology and neurosurgery. As of 2024, SJHMC has 5,743 employees, 512 Employed 

Faculty Physicians, and 1,135 Credentialed Community Physicians.  

Community Health Needs Assessment 

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

(CHNA) every three years to identify and p}p{©ªt p r~||¥}x¤©ù£ wtp{¤w }tts£ p}s 

resources. This enables the hospitals to develop targeted interventions and improve 

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

requirements under the Affordable Care Act, this CHNA reflects Sxv}x¤© Wtp{¤wù£ 

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

addressed. The assessment uses the most recent available data for the service area to 

address the following: 

 

 

 

 

The CHNA is a comprehensive report on the communityù£ wtp{¤w, identifying the main 

causes of illness and death and which groups are most affected. SJHMC uses the CHNA to 

develop its implementation strategy, which outlines how the facility plans to address the 

identified  health needs through available activities, resources, and programs.  

¶ Define the community it serves 

¶ Assess the health needs of that community and take into account input received from 

persons who represent the broad interests of that community, including those with 

special knowledge of or expertise in public health 
 



 

2025 Community Health Needs Assessment   b¤= Y~£t wù£ W~£ x¤p{ p}s \tsxrp{ Rt}¤t¢ |  12 

Community Definition  

SJHMC is located in Maricopa County, the fourth most populous county in the U.S., with a 

population of over 4.4 million people.i, ii  Covering 9,202 square miles, Maricopa County is 

comprised of nearly five percent of Indigenous land from tribes such as the Fort McDowell 

Yavapai Nation, Gila River Indian Community, Salt River Pima-Maricopa Indian 

R~||¥}x¤©; p}s c~w~}~ ^ù~swp| ]p¤x~}=iii, iv  

bYW\Rù£ community is defined as Maricopa County (outlined in orange below) due to the 

broad t¨ p}£t ~u bYW\Rù£ primary service area (PSA). The PSA is defined by the top 80% 

~u bYW\Rù£ x} p¤xt}¤ p}s ~¥¤ p¤xt}¤ sx£rwp¢vt£ p}s x£ ~¥¤{x}ts in pink by zip codes that 

encompass all populations, including low-income and underserved groups. During fiscal 

year 2024, the top 80% of patient encounters at SJHMC came from zip codes listed in 

Appendix B. Figure 1 displays a map ~u bYW\Rù£ stux}ts r~||¥}x¤©. 

 

  

Figure 1. bYW\Rù£ Community Definition ô Maricopa County 
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Demographic and Socioeconomic Profile 

Table 2 describes the 2022 demographic and socioeconomic profile of residents in 

Maricopa County and Arizona.ix Maricopa County and Arizona are predominantly an 

urban and rural community.  

 Maricopa County Arizona 

Total Population Size 4,430,871 7,172,282 

Population by Race/Ethnicity 
American Indian/Alaska Native (non-Hispanic) 1% 4% 
Asian and Native Hawaiian/Pacific Islander 
(non-Hispanic) 

4% 3% 

Black/African American  (non-Hispanic) 5% 4% 
White (non-Hispanic) 53% 53% 
Hispanic/Latino  32% 32% 
Population by Sex 
Male 50% 50% 
Female 50% 50% 
Population by Age Group 
0-14 years 19% 18% 
15-24 years 14% 14% 
25-44 years 28% 26% 
45-64 years 24% 24% 
65+ years 16% 18% 
Languages, among those 5 years and over 
Non-English Languages Spoken at Home 26% 26% 
Population by Educational Attainment (Less than a high school diploma), among those 25 years 
and over 
Less than 9th grade 5% 5% 
9th ô 12th grade, no diploma 6% 6% 
Employment Status 
Unemployed 5% 5% 
Median Household Income 

Income $80,675 $72,581 
Poverty 
Below poverty level all ages 12% 13% 
Below poverty level all ages under 18  years 16% 18% 
Health Insurance Coverage 
Uninsured 11% 11% 
Health Insurance Type 
Medicaid 18% 21% 

Health Professional Shortage Area Yes Yes 

Medically Underserved Area Yes Yes 
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Medically Underserved Areas  

Medically underserved groups are those experiencing health disparities or inadequate 

access to care, often due to being uninsured or underinsured, 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. xiv The Arizona Medically Underserved Areas report, 

prepared biennially by the Arizona Department of Health Services, helps plan the delivery 

of primary care services. Table 3 displays the medically underserved areas from the 2024  

Arizona Department of Health Services Arizona Medically Underserved Areas Report.xv 

 

Medically Underserved, Low Income, Minority 
Populations 

Medically Underserved,  
Low Income 

Number of Other Hospitals Serving the 
Community  - 2023 

66 138 

Alhambra Village Laveen Village 

Avondale Maryvale Village 

Buckeye Mesa Central 

Camelback East Village Mesa West 

Central City Village North Mountain Village  

El Mirage and Youngtown Salt River Pima-Maricopa Indian Community  

Estrella Village and Tolleson South Mountain Village and Guadalupe 

Fort McDowell Yavapai Nation Surprise North and Wickenburg 

Glendale Central Tempe North 

Table 2. Maricopa County and Arizona Demographic and Socioeconomic Profile - 2022 ACS Census, HRSA 

MUA Finder, PolicyMap  

Table 3. Medically Underserved Areas in Maricopa County 
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The section uses PolicyMap to show medically underserved areas within Maricopa County, 

using data from the Health Resources and Services Administration. These areas are 

designated based on criteria such as a shortage of primary care providers, high infant 

mortality, high poverty rates, and/or a high elderly population. Medically  underserved 

populations are designated when specific groups face a shortage of primary care health 

services and encounter barriers, including  economic, cultural, or language challenges. 

Figure 2 displays medically underserved areas in Maricopa County which include 

Wickenburg, Gila Bend, Sun City, Glendale, and Phoenix.xiv  

 

 

 

 

 

 

 

Figure 2. Medically Underserved Areas in Maricopa County  
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Primary Care and Mental Health Professional Shortage Area (HPSA) Status 

Health professional shortage areas impact health care access and overall health outcomes. 

While these shortages are more common in rural areas due to limited providers and 

facilities, they also exist in urban communities, driven by poverty, lack of public 

transportation, and insufficient insurance coverage.xvi Identifying these areas helps target 

underserved communities needing more healthcare resources. According to the Health 

Resources and Services Administration, health professional shortage areas are defined by 

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 the health professional shortage areas.xvii  

Figure 3 displays the primary care health professional shortage areas status in Maricopa 

County in 2023 which include Aguila, Gila Bend, Glendale, Mesa, and Phoenix. Primary 

care health professional shortage areas also consider infant mortality rate and low birth 

weight rate.xiv  

Figure 3. Primary Care Health Professional Shortage Areas Status in Maricopa County  
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Figure 4 displays the mental health professional shortage areas status in Maricopa County 

in 2023 which include Wickenburg, Glendale, Tempe, Mesa, and Queen Creek. Mental 

health professional shortage areas consider substance and alcohol abuse prevalence, and 

proportion  of the population over age 65 years or under age 18 years.xiv  

 
 

 
 
 

Figure 4. Mental Health Professional Shortage Areas Status in Maricopa County  
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Assessment, Process, and Methods 

Maricopa County health centers and hospitals play a vital role in enhancing ¤wt ¢tvx~}ù£ 

health and economy. Beyond providing high-quality medical care, these institutions 

implement  programs that address community-specific needs. Many health care partners 

serve overlapping populations, leading to collaboration across Maricopa County. As a 

result, Adelante Healthcare, Banner Health, Circle the City, City 

of Hope, Dignity Health, Mayo Clinic, Native Health, 

]txvwq~¢w~~s ^¥¤¢tprw Prrt££ ¤~ Wtp{¤w; _w~t}x¨ Rwx{s¢t}ù£; 

and Valleywise Health partner with Maricopa County Department 

of Public Health through the Synapse Coalition to identify 

communit y strengths and address the most pressing health needs 

through a coordinated CHNA.  

As a member of the Synapse Coalition , SJHMC partnered with Maricopa County 

Department of Public Health to conduct the CHNA process using a mixed-methods 

approach. This included gathering primary data ô such as community input from focus 

groups, surveys, and key informant interviews ô and secondary data, including  hospital 

discharge and vital records data. By integrating both data types, the process ensured high-

quality insights through cross referencing multiple sources, allowing for a more 

comprehensive understanding of community health needs. The following section provides 

an overview of the primary and secondary data sources. 

 

Primary Data  
 

2023 Maricopa County Community Health Needs Assessment Survey Overviewv 

(Appendix C) 

During  Marchõ June 2023, Maricopa County Department of Public Health conducted the 

2023 CHNA survey and collected over 18,000 surveys. The survey was offered both on 

paper and online using Alchemer©. It was available in over 14 languages and Braille. The 

2023 CHNA survey questionnaire was designed around the following categories: 

 

 

 

 

 

 

Primary Data 

Community Health Survey | Focus Groups | Key Informant Interviews 

¶ 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) 
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This comprehensive data collection process õ from building the survey tool to conducting 

survey outreach õ was accomplished through cross-sector collaboration and expertise 

between Maricopa County Department of Public Health, CHNA outreach grant recipients, 

Synapse healthcare partners, and Health Improvement Partnership of Maricopa County 

community partners. Maricopa County Department of Public Health mobilized 

intradepartmental staff and an extensive network of community partners to conduct the 

following:  

¶ Develop an accessible, inclusive, and culturally relevant survey tool through the 

implementation of a community-based survey tool pilot program 

¶ Build and pivot with regional outreach strategies to aid in collecting survey 

responses with proportional representation from diverse populations  

¶ Promote and distribute the CHNA survey at community events and in the 

communities that partners serve  

2023 CHNA Focus Groups Overviewvi (Appendix C) 

During  JuneõAugust 2023, Maricopa County Department of Public Health and its partners 

contracted with the Southwest Interdisciplinary Research Center at Arizona State 

University to conduct 46 in-person and virtual focus groups with 366 participants and 309 

CHNA supplemental surveys. The purpose of focus groups is to collect more in-depth data 

about community residents' lived experiences, opinions, and proposed solutions. The 

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 writing and 

presentation of findings. 

2023 Maricopa County Key Informant Interviewsvii  (Appendix C) 

During  JanuaryõMay 2024, Maricopa County Department of Public Health contracted 

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 

¤wtx¢ ~¢vp}xªp¤x~}ù£ §~¢z x} r~||¥}x¤xt£ 7t=v=; T¨tr¥¤x¦t Sx¢tr¤~¢; St ¥¤© Sx¢tr¤~¢; 

Community Outreach and Engagement Supervisor, etc.). 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, visit maricopahealthmatters.org.  

 

 

https://maricopacounty-my.sharepoint.com/personal/tiffany_tu_maricopa_gov/Documents/Desktop/Dignity%20EV%20CHNA%20Report%20Materials/Draft%201/maricopahealthmatters.org
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Secondary  Data  
 
 

Population Health Framework 

Many of the complex health issues facing the United States in the 21st century require a 

focus on the health of entire communities, not just individuals. This need has spurred the 

ps~ ¤x~} ~u p ö ~ ¥{p¤x~} wtp{¤w÷  t¢£ tr¤x¦t= Prr~¢sx}v ¤~ ¤wt X}£¤x¤¥¤t u~¢ Wtp{¤wrp¢t 

Improvement, population health refers to ö¤wt wtp{¤w ~¥¤r~|t£ ~u p v¢~¥  ~u x}sx¦xs¥p{£; 

x}r{¥sx}v ¤wt sx£¤¢xq¥¤x~} ~u £¥rw ~¥¤r~|t£ §x¤wx} ¤wt v¢~¥ =÷xviii  The focus on population 

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

Population health is £wp ts q© p r~||¥}x¤©ù£ £~rxp{ p}s tr~}~|xr r~}sx¤x~}£; p£ §t{{ p£ 

the quality of its medical care. This CHNA report uses a population health framework to 

allow for a comprehensive analysis of health determinants and disparities.  

Hospital Discharge Data (HDD)  

Maricopa County Department of Public Health receives HDD bi-annually from the 

Arizona Department of Health Services.vii i HDD includes inpatient hospitalization (IP) and 

emergency department (ED) discharge data from Arizona hospitals. These data only cover 

facilities within Arizona, so hospitalizations and ED visits of Maricopa County residents 

outside the state are not captured. Facilities, such as Veteran Affairs, Indian Health 

Services, and Outpatient services, are excluded from the HDD . The data presented in this 

report are specific to Maricopa County residents and are collected based on the patient 

discharge dates. Since 2015, diagnoses have been coded using the International 

Classification of Disease, Tenth Revision, Clinical Modification (ICD-10-CM). Hospital 

discharges represent the number of discharges from facilities in Arizona during a calendar 

year and do not represent unique patients. Therefore, if an individual was hospitalized 

multiple times within the  year, then they would appear multiple times in the dataset. Most 

w~£ x¤p{£ qx{{ ¥}st¢ ¤wt öFA-hour rule,÷ meaning if a patient visits the emergency 

department and is admitted as an inpatient within 72-hours, the visits are combined into a 

single billing  account. In this case, the patient would be recorded as an inpatient. However, 

there are a few exceptions, such as critical access hospitals and certain insurance carriers 

that use ö£ {x¤ qx{{x}v,÷ which would result in the same patient appearing in both the IP and 

ED datasets. 

Vital Records Data 

Maricopa County Department of Public Health receives annual vital records for birth and 

death data from Arizona Department of Health Services for the previous year. The data in 

this report pertain to deaths of Maricopa County residents only, including those who 

Secondary Data  

Hospital Discharge | Vital Records | Supplemental Population Data Sources 
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passed away with in Maricopa County and those who passed away elsewhere. However, 

some out-of-state deaths of Maricopa County residents may not be captured due to data 

sharing between states. Data are reported based on the date of death. Causes of death are 

defined by using International C lassification of Disease, Tenth Revision (ICD-10) codes.   

Birth data include all births in Maricopa County, regardless of ¤wt |~¤wt¢ù£ residency 

status. The data presented in this report include births to mothers residing in Maricopa 

County, even if the births did not occur there. Data are reported based on the date of 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, 2022 five-year estimates 

were used to report demographics for 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 within Maricopa County, including 

medically underserved areas and health professional shortage areas. Healthy People 2030 

sets data-driven national objectives to improve health and well-being, and it was used in 

this assessment to support specific data elements within the CHNA process. 

Calculating Rates 

Overall rates were calculated for the health indicators in this report, which 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 age-adjusted using the 2000 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 as the 

denominator. 
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Initial Round of Health Indicators  

Primary and secondary data were used to assess the current needs of the community they 

serve. bYW\Rù£ Community Benefit team engaged internal leadership to gather input on 

the initial round of health indicators. Table 4 displays the list of 27 health indicators that 

SJHMC selected for initial evaluation, which d~t£}ùt reflect any ranking. For the 

indicators, hospital discharge and PolicyMap data were used for analysis.viii , xiv 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 

Building on the initial round of health indicators, SJHMC began their CHNA prioritization 

process, focused on identify ing and narrowing down their significant health needs through 

a health equity lens. This approach was applied during three data presentations, which 

highlight ed the most pressing health disparities within their community . By analyzing 

indicators stratified by race/ethnicity, age, and sex, SJHMC aimed to ensure a 

comprehensive assessment of community needs. 

 

Table 4. SYW\Rù£ Initial Round of Health Indicators  

Heat 

Mental Health ¶ All Mental and Behavioral Disorders 

Chronic Conditions 

¶ Cardiovascular Disease 

 ¶ Chronic Kidney 

Disease ¶ Diabetes 

 

¶ Chronic Obstructive Pulmonary Disease 

 ¶ Overweight/Obesity  

 

Substance Use 
¶ Alcohol-related 

¶ All Drug Overdose 

¶ Opioid Overdose 

Injury  
¶ Assault-related Injuries 

¶ Self-Harm/Suicide  

¶ Fall-related Injuries 

Birth  
¶ Inadequate Prenatal Care 

¶ Low Birth Weight 

¶ Preterm Births 

Cancer 
¶ Lung Cancer 

¶ Breast Cancer 

¶ Colorectal Cancer 

Access to      

Health Care 

¶ Health Care Coverage 

¶ Poverty 

¶ Primary Payer Type 

Social Determinants 

of Health 

¶ Access to Food 

¶ Housing; Homelessness 

¶ Income 

¶ Transportation 

¶ Violence-related 

¶ Heat-related Illness and Death 
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Input Solicitation  

SJHMC worked closely with key groups, including Maricopa County Department of Public 

Health, internal committees, and community partners, to ensure the CHNA process 

identified pressing community needs. Maricopa County Department of Public Health 

provided detailed health data specific to Maricopa County, including HDD / vital records, 

social determinants of health, and health behaviors, alongside community -specific data 

highlighting local and social needs. These data helped identify health disparities and 

prioritize pressing health issues. Additionally, Maricopa County Department of Public 

Health supported the development of a prioritization strategy, incorporating best practices 

from similar activities facilitated with other healthcare partners. The activities were 

designed to engage stakeholders and ensure their interests were reflected in the process. 

The Community Benefit Health Equity Committee (CBHEC) is a subcommittee of 

bYW\Rù£ community board. It comprises members who provide stewardship and direction 

for the hospital as a community resource. The Health Equity Alliance (HEA) is a large 

group of community organizations that bYW\Rù£ community benefit staff bring together 

quarterly to work on the shared goal of improving the health and well-being of Maricopa 

County residents while reducing health disparities. For this prioritization process, SJHMC 

organized three meetings with members of CBHEC and HEA to leverage their expertise 

and community insights. cwt u¥{{  ¢x~¢x¤xªp¤x~}  ¢~rt££ x£ £wp¢ts x} ¤wt £tr¤x~} ö_¢x~¢x¤xªts 

St£r¢x ¤x~} ~u bxv}xuxrp}¤ R~||¥}x¤© Wtp{¤w ]tts£=÷ 

 

CHNA Prioritization Meetings  

May 16, 2024 ô CBHEC: During this meeting, a scoring activity was conducted to narrow 

down 27 indicators to 12 indicators. These 12 indicators proceeded into the next phase of 

the prioritization  process.  

September 18, 2024 ô CBHEC: This meeting involved a similar scoring activity, where the 

top eight indicators were revealed from the 12 data indicators established at the May 

meeting. After results were shared, Maricopa County Department of Public Health 

facilitated a discussion with the committee on whether the identified priorities aligned 

with their perspectives and experiences. From this discussion, four priorities were 

finalized, and five additional priorities (from the top 12 reviewed) were identified for 

consideration in the final phase of the prioritization process.  

October 1, 2024 ô HEA: During this meeting, data were presented for the top eight 

indicators established at the September prioritization meeting. Instead of having 

participants score the indicators, feedback was compiled through an interactive exercise 

facilitated on Menti.  Participants were asked to share their agreement on a scale of one 
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(strongly disagree) and five (strongly agree) about whether SJHMC should prioritize the 

presented health needs.  

A full list of participating organizations in the prioritization meetings can be found in 

Appendix A. SJHMC 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 process can be found ¥}st¢ ¤wt £tr¤x~} ö_¢x~¢x¤xªts St£r¢x ¤x~} ~u 

Significant Community Health Needs.÷ 

Assessment Data and Findings 

This section presents data and findings from the health indicator analysis, community 

survey, focus groups, and key informant interviews, providing a comprehensive view of the 

r~||¥}x¤©ù£ key issues and concerns. Where 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 27 total health indicators reviewed by SJHMC during the initial round of 

prioritization , Table 5 below ranks 15 indicator s with available HDD data (IP/ED ) or Death 

data based on 2022 overall age-adjusted rates per 100,000 population.viii  Higher rankings 

below indicate a higher priority in Maricopa County. Color gradients visually distinguish 

the rankings; §wx{t öõ÷ indicates unavailable data. Indicators that ranked top five across 

multiple categories included: all mental/ behavioral disorders, cardiovascular disease, and 

fall -related injuries.viii   

 

IP/ED/Death Ranking Legend  Top 5 6-9 10+ 

 

Indicator   IP  ED  Death  

All Mental and Behavioral Disorders 1 3 * 

Cardiovascular Disease 2 1 

Chronic Kidney Disease ** 

Diabetes 5 7 ** 

Chronic Obstructive Pulmonary Disease 9 10 6 

Overweight/Obesity  ** 

Alcohol-related  10 ** 9 

All Drug Overdose 8 9 4 
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Opioid Overdose ** 8 

Assault-related Injuries 6 3 

Self-Harm/Suicide  ** 

Fall-related Injuries 4 1 * 

Lung Cancer 

* 

10 

Breast Cancer ** 

Colorectal Cancer  ** 

 

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

** Indicator did not rank top 10.   
 

Table 6 displays the initial set of health indicators alongside the populations who 

experienced the greatest health disparities in IP, ED, and deaths in Maricopa County.viii  

These 2022 age-adjusted rates per 100,000 allow for similar  comparisons across groups. 

The data reveals disparities in Maricopa County.viii  

 

Race/Ethnicity:  Black/African American and American Indian/Alaska Native  

populations experienced higher rates across many health conditions such as all 

mental and behavioral disorders, cardiovascular disease, all drug overdose, assault-

related injuries, and cancer.  

 

Age: Older adults (65+ years) had higher rates of cardiovascular disease and fall-

related injuries. Youth (15-24 years) and younger adults (25-44 years) showed higher 

rates of self-harm/suicide and substance use. 

 

Sex: Males had higher rates of all mental and behavioral disorders, cardiovascular 

disease, and alcohol-related injuries. Females showed disparities in health 

conditions like chronic obstructive pulmonary disease. 

 

 

 

 

Table 5. Top Health Issue Indicators in Maricopa County 
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Recognizing these disparities helps SJHMC to create targeted solutions that address the 

unique needs of each group. By addressing these inequities, SJHMC strives to build a more 

equitable healthcare system where everyone has the support and resources needed 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 are disproportionately affected. 

Significant Health Needs by Disproportionately Affected Populations 

 Race/Ethnicit y Age (years) Gender 

All Mental and 
Behavioral Disorders** 

IP: American Indian/Alaska 
Native 

ED: Black/African American  

IP: 15-24 
ED: 25-44 

IP/ED:  
Male 

Cardiovascular Disease 

IP/ ED/Death:             
Black/African American  

IP/ED/Death:  
65+ 

IP/ED/Death: 
Male 

 

Chronic Kidney 
Disease 

Diabetes 

IP/ED: Black/African 
American  

Death: American 
Indian/Alaska Native  

IP/ Death: 65+ 
ED: 45-64 

Chronic Obstructive 
Pulmonary Disease 

IP/ED : Black/African 
American  

Death: White 

IP/ED/Death: 
65+ 

IP/ED/Death: 
Female 

Alcohol-related 
IP/ED/Death:  

American Indian/Alaska 
Native 

IP/ Death: 
45-64 

ED: 25-44 

IP/ED/Death: 
Male 

All Drug Overdose 

IP/ ED: Black/African 
American 

Death: American 
Indian/Alaska Native  

IP/ED : 15-24 
Death: 25-44 

IP/ ED: Female  
Death: Male 

Opioid Overdose 
IP: Black/African American   

ED/Death: American 
Indian/Alaska Native 

IP/ED/Death: 
25-44 

IP/ED/Death: 
Male 
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 Race/Ethnicity  Age (years) Gender 

Assault-related Injuries 
IP/Death: American 
Indian/Alaska Native  

ED: Black/African American  

IP: 65+ 
ED: 15-24 

Death: 25-44 

IP/Death: Male  
ED: Female 

Self-Harm/Suicide  

IP/ED: Black/African 
American  

Death: American 
Indian/Alaska Native  

IP/ED: 15-24 
Death: 45-64 

IP/ED: Female 
Death: Male 

 

Fall-related Injuries 

IP: American Indian/Alaska 
Native 

ED: Black/African American  
Death: White 

IP/ED/Death: 
65+ 

Low Birth Weight* Black/African American  N/A  N/A  

Preterm Births* 
American Indian/Alaska 

Native 
N/A  N/A  

Lung Cancer** 

Black/African American  65+ 

Male 

Breast Cancer** Female 

Colorectal Cancer** Male 

 
 
* Birth indicators do not have nonfatal or fatal data available. 

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

fatal (death) rates are analyzed for cancers. 

 

 

 

 

 

 

 

 

Table 6. Populations with the Greatest Rates of IP/ED/Death in Maricopa County   
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Community Input  

cwt  ¢t¦x~¥£ £tr¤x~}ù£ population data highlight ed key health issues contributing to 

hospitalization and death. This section shifts focus on community -based data, shedding 

light on the social context and health concerns most affecting residents in Maricopa 

County. Mp¢xr~ p R~¥}¤© St p¢¤|t}¤ ~u _¥q{xr Wtp{¤wù£ 2023 CHNA survey provides 

insight into the services, opportunities, and information that SJHMC could use to improve 

community health and wellness. 

Figure 5 displays 2023 CHNA survey data, highlighting  the proportions of top health issues, 

access to care solutions, and the lowest and highest rated community assets as reported by 

survey respondents and/or the people they lived with or cared for.v 

 
 
  

Top Health Issues Top Access to Care Solutions 

 
Anxiety 39% 

 

Evening or weekend 
appointments 

46% 

 
Depression 34% 

 

Lower out of pocket costs 
for services 

42% 

 
High Blood Pressure 32% 

 

More appointments 
available 

38% 

Lowest Rated Community Assets  Highest Rated Community Assets 

 

Access to affordable 
housing  

37% 
 

Access to parks and green 
spaces 

56% 

 

Access to quality public 
transportation 

30% 
 

Opportunity to participate 
in religious, spiritual, or 

cultural events 
55% 

 

Access to quality and 
affordable childcare 

28% 
 

Feeling safe in your home 55% 

Figure 5. 2023 CHNA Survey Top Outcomes 
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During  the 2023 CHNA survey, participants rated various aspects of their community using 

the options öet¢© V~~s,÷ öUpx¢,÷ ö_~~¢,÷ ~¢ ö]~¤ p  {xrpq{t.÷ In Maricopa County, the 

lowest and highest-rated community assets by race/ethnicity and special population are 

summarized below.v Appendix F displays the lowest and highest-rated community assets 

for all race/ethnicity and special populations.v 

 

Lowest-Rated Community Assets 

Race/Ethnicity:   

¶ Access to affordable housing received the lowest rating by all race categories 

¶ Ability to communicate with local leadership was 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.  

¶ Access to quality public transportation was the lowest rated community asset by 

those who identified as Asian and White. 

Special Population:  

¶ Access to affordable housing was 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 homelessness, and refugee, 

immigrant, and migrant populations.  

¶ Quality public transportation was the lowest rated community asset for those who 

identified as elderly and military member/veterans. While access to quality and 

affordable childcare was identified by those who identified as caregivers. 

 

 

Highest-Rated Community Assets 

Race/Ethnicity:   

¶ Feeling safe in your home and access to parks and green spaces were the first or 

second highest rated community assets by participants of all race/ethnicities.  

Special Population:  

¶ Feeling safe in your home and opportunity to participate in religious, spiritual, or 

cultural events were the first or second highest rated community assets by 

participants of most special populations. 
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Figure 6 highlights themes identified from the 2023 CHNA focus groups with 366 

participants from underserved and minority populations.vi  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 
Figure 6. 2023 CHNA Focus Group Themes 

Chronic Diseases 

Additional Topics 

Community Strengths and Assets 

¶ Neighbor Relatability and Impact on Families 

¶ Strengths in Community Centers, Community Groups, and Medical Centers  

¶ Education 

Systems of Power, Privilege, and Oppression 

¶ Discrimination, Racism or Oppression 

¶ Provider Competency 

¶ Community Safety 

¶ Neighborhood Characteristics 

¶ Social Connectedness 

¶ Community Representation 

¶ Community Care and Mutual Aid 

¶ Structural Racism 

Social Determinants of Health 

¶ Health Care Access and Quality 

¶ Health Information Access and Preferences 

¶ Social and Community Context 

Healthy Behaviors and Outcomes 

¶ Prevention 

¶ Exercise 

¶ Self-Advocacy 

¶ Unmet Mental Health 

Needs 

¶ Substance Use 

¶ Poor Nutrition  

¶ Obesity 

¶ Chronic Disease 

¶ Mental Illness 

¶ Diabetes 

¶ Cancer 

¶ Innovation  

¶ Trust 

 



 

2025 Community Health Needs Assessment   b¤= Y~£t wù£ W~£ x¤p{ p}s \tsxrp{ Rt}¤t¢ |  31 

Figure 7 highlights key themes from the 2024 key informant interviews with 24 key 

informants from 15 business, health, and community sectors.vii  

 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 7. 2024 CHNA Key Informant Interview Themes 

Forces of Change 

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, environmental and 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 

Built Environment  

V7 

Physical assets and resources: healthcare, community centers, parks, trails, highway 
expansion, bike lanes 

Challenges with built environment: geographic disparities in public transportation, 
limited bicycle paths, socioeconomic and racial disparities ô high-income areas have   
green spaces  and 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 spaces, and access to healthy foods 

 

 

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

Major events and trends: COVID-19 pandemic and climate change led to societal shifts 

Future forces of change: housing issues, substance use, rising temperatures, political 
divide, advances in medical diagnostics 

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

Addressing forces of change: addressing discrimination, leveraging community 
connectedness, applying data-driven approaches, sharing community voices 
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Social Vulnerability Index  

Social vulnerability describes populations at higher risk of harm from disasters, climate 

change, and extreme weather. To identify and support these areas, the Center for Disease 

R~}¤¢~{ p}s _¢t¦t}¤x~}ù£ Geospatial Research, Analysis, and Services Program created the 

Social Vulnerability Index. This index highlights communities that may need extra help 

during and after crises, focusing on four vulnerability  categories: socioeconomic status, 

household composition and disability, minority status and language, and housing and 

transportation.xix In Maricopa County, the following cities showed high to moderate social 

vulnerability levels: Buckeye, Glendale, Gila Bend, Phoenix, and Mesa.xvii  

 

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 needed. The index provides the overall vulnerability 

index for each census tract and zip code in the U.S. for nine domains of social needs:xx  

¶ Economic: Individuals below 200% poverty rate, unemployment, lower median 

income 

¶ Education: Adults without college degrees, lower high school/preschool enrollment 

¶ Healthcare Access: Percent uninsured, provider shortages, distance to a hospital 

¶ Neighborhood Resources: No park access, food deserts, broadband availability and 

household broadband subscriptions, alcohol sales, opioid dispensing 

¶ Housing: Lower rates of homeownership, homes with incomplete plumbing, 

crowded housing, low-income households with housing expenses >50% income 

¶ Clean Environment: Air/water pollution, hazardous waste and spill risk 

¶ Social Environment: Lower rates of voting participation, single-parent families and 

incarceration rates 

¶ Transportation: Households with no access to automobile or public transit 

¶ Public Safety: Violent crime, gun violence 

 

High vulnerability  neighborhoods have barriers to care that exceed the national average 

and face greater challenges in accessing healthcare and resources.xx Appendix D highlights 

the high vulnerability domain areas and zip codes in Maricopa County.  

 

 

 

https://www.vizientinc.com/what-we-do/health-equity/vizient-vulnerability-index-public-access
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Climate and Health 

CommonSpirit Wtp{¤wù£ |x££x~} t| wp£xªt£ x| ¢~¦x}v the health of the communities they 

serve in mind, body, and spirit. A healthy environment is crucial 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.xxi SJHMC identified  social 

determinants of health, among those heat, as a significant health need in the CHNA.  

Heat, climate, and health are interconnected as the rising temperatures from climate 

change can increase heat-related illness, such as heat exhaustion and heat stroke. 

Additionally, hot temperatures can contribute to deaths from heart attacks, strokes, and 

other forms of cardiovascular disease.xxii Derived from the Climate and Economic Justice 

Screen Tool, Figure 8 displays disadvantaged communities that face burdens in climate 

change in Maricopa County.xiv 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 

income.xxiii  Communities li ke Aguila, Buckeye, Maricopa Village, and Komatke have 

increased vulnerability to  climate change.xiv 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 8. Climate Change Burden in Maricopa County 
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Equity Lens 

Addressing health disparities and promoting equity requires overcoming challenges 

beyond closing resource gaps. Progress depends on communities reaching a shared 

definition of equity. By applying a healthxxiv, socialxxv, and racialxxvi equity lens to the CHNA 

priorities, SJHMC can gain a better understanding of the strengths and challenges faced by 

communities. Through the analysis of quantitative and qualitative data, this CHNA 

highlights community needs and strengths by examining key health metrics and the lived 

experiences of residents within Maricopa County. This comprehensive approach can 

support the development of programs, ensures equitable distribution of  resources, and 

fosters inclusive decision-making, ultimately improving community health outcomes. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

Health Equity 

îis achieved when all people have the opportunity to attain their full 

health potential and no one is disadvantaged from realizing this goal 

because of their race, income level, gender, zip code, or other socially 

determined circumstance. 

Social Equity 

îis the fair, just and equitable management of all institutions serving the 

public directly or by contract; and the fair 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. 

Racial Equity 

îis the process of eliminating racial disparities and improving outcomes 

for everyone. It is the intentional and continual practice of changing 

policies, practices, systems, and structures by prioritizing measurable 

change in the lives of people of color. 
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Process to Prioritize Significant Community Health Needs 

An effective and engaging prioritization  process is key to a successful CHNA,  as it  supports 

the collaborative identification  of the r~||¥}x¤©ù£ most pressing health needs. For 

SJHMCù£ CHNA,  the process of scoring and narrowing down health indicators relied on 

prioritization  criteria,  existing disparities, and perspectives of internal  and external 

stakeholders, whose expertise with  the populations they serve played a vital  role.  

A total of 27 health and social indicators were established by SJHMC and selected based on 

review of hospital discharge data and disparities analyzed by race/ ethnicity, sex, and age 

in Maricopa County. Of the indicators that were analyzed, a top 10 ranking chart along 

with  more detailed data for IP, ED, and death were presented to CBHEC, HEA, and 

Community Grants Committee. SJHMC and Maricopa County Department of Public 

Health co-designed and implemented a three-phased prioritization process (Figure 9). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 9. Phases of bYW\Rù£ Prioritization Process  

Phase One 

Indicator Review and 

Simplification  

Phase Two 

CHNA Prioritization 

Workshops 

Phase Three 

Final Consensus of 

CHNA Priorities  



 

2025 Community Health Needs Assessment b¤= Y~£t wù£ W~£ x¤p{ p}s \tsxrp{ Rt}¤t¢ | 36 

Phase One 

In Phase One, bYW\Rù£ Community Benefit team reviewed a comprehensive data 

workbook containing 57 health and social indicators provided by the Maricopa County 

Department of Public Health Division of  Epidemiology and Informatics. To streamline the 

process, the team identified 27 indicators, prioritizing those that highlighted existing 

disparities and aligned with the focus areas of SJHMC. These 27 indicators were selected 

for further in -depth analysis in the CHNA process to identify the most pressing needs 

within the community . 

Phase Two 

In Phase Two, Maricopa County Department of Public Health  facilitated t hree 

prioritization workshops to begin narrowing down the 27 data indicators. Before the 

workshops, SJHMC collaborated with Maricopa County Department of Public Health to 

develop a set of prioritization criteria (Table 7) to guide the process. The criteria, used with 

various other Synapse partners throughout their prioritization process, were tailored to 

meet the needs of SJHMC and the workshop participants. 

 

Prioritization Meeting 1 

This virtual workshop included members of  CBHEC and Maricopa County Department of 

Public Health provided a detailed review of the data for the 27 identified initial indicators. 

After reviewing the data for each indicator, committee members were invited to score each 

Table 7. Prioritization Criteria  
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indicator based on the established criteria on a scale of one (does not meet the criteria) and 

five (meets criteria). The scoring activity was facilitated in Google Sheets (Figure 10). The 

google sheet allowed the committee to score at their individual pace, rescore indicators if 

needed, and gave both the Maricopa County Department of Public Health and bYW\Rù£ 

Community Benefit team an indication of current progress. 

 

Once scores for each criteria  were provided for all indicators, the average score for each 

individual criteria was calculated. Then, the average scores for each criteria were 

combined to determine an overall average for each data indicator. The indicators were 

ranked in descending order based on their overall averages to identify the top 12 indicators, 

which advanced to the next round of prioritization in September (Table 8).  
 

 

 

 

 

 

 

 

 

 

 

 

 

Table 8. Top 12 Health Indicator Rankings 

Figure 10. Prioritization Activity #1 Google Sheet 
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After the resulting 12 indicators were shared, a few participants were surprised that some 

of the other initial indicators were not ranked in the top 12. As a result of this conversation, 

Maricopa County Department of Public Health collaborated with SJHMC to develop a 

survey for the committee, which asked what additional indicators from the initial list  they 

would like to see a deeper data dive on in the next presentation. Committee members had 

the option to select up to two additional indicators. Results were reviewed by Maricopa 

County Department of Public Health and the top four indicators were identified  to be 

included in the September prioritization workshop: (alcohol-related hospitalizations, 

inadequate prenatal care, self-harm/suicide, and heat-related illness and death). Figure 11 

displays the final results from the survey shared with the committee. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prioritization Meeting 2 

At this virtual workshop, Maricopa County Department of Public Health presented to 

CBHEC on the 12 indicators identified from the first prioritization meeting  and four 

indicators identified from the indicator survey. The goal of this workshop was to simplify 

from 16 indicators to eight or less. Similar prioritization criteria were used however, based 

on feedback received from the first workshop, the criteria definitions were simplified for 

clarity. Google Sheets was used again to score each indicator based on the successful 

outcome from the first workshop. After all scores were added, the Maricopa County 

Department of Public Health team compiled all the average scores, and the results were 

shared with the committee (Table 9). 

Figure 11. Top 4 Additional Indicators Selected for September Prioritization Meeting 
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After results were revealed, Maricopa County Department of Public Health facilitated an 

interactive discussion with the committee using Mural, a virtual whiteboard used to 

brainstorm ideas. The goal of this discussion was to build consensus on the top ranked 

indicators and hold a space to finalize the CHNA priorities. The following questions were 

asked throughout the discussion: 

¶ Does this priority order resonate with you?  

¶ What issues stand out as the most important or have the biggest impact for Dignity 

Health to focus on? 

¶ Thinking about the criteria that we used to score today, do you think these priorities 

will be feasible for the organization to address in the next 3 years? 

¶ Are there any priorities that can be grouped together? 

¶ Are ¤wt¢t p}©  ¢x~¢x¤xt£ ¤wp¤ sxs}ù¤ |pzt x¤; ¤wp¤ £w~¥{s qt r~}£xst¢tsN 

Committee members resonated with most of the top ranked indicators and established 

four main priorities along with their sub-priorities (Figure 12). Additionally, there were five 

additional priorities that were shared for consideration. These priorities were shared by a 

few committee members based on existing data and current need in the communities that 

they serve. There was also consensus established among the other members provided via 

verbal agreement or through the thumbs-up reaction feature on Zoom. 

Table 9. Top 8 Health Indicator Rankings 

Figure 12. Prioritization Meeting #2 Discussion Mural Activity 
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Prioritization Meeting #3 

At this virtual workshop, Maricopa County Department of Public Health presented to the 

HEA on data disparities from the top eight indicators narrowed down at the September 

CBHEC prioritization meeting. The purpose of this workshop was to compile feedback 

from HEA members on whether the top eight priorities should be prioritized by SJHMC. 

Feedback was compiled through Menti , an interactive voting platform. After data was 

presented for each indicator, participants were encouraged to share their agreement on a 

scale of one (strongly disagree) and five (strongly agree) for the prioritization of each 

indicator. Figure 13 demonstrates an example of the voting activity in Menti. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

After the voting activity, members of the HEA were asked to share about: 

¶ What stood out to you the most about the eight identified health needs?  

¶ Sxv}x¤© Wtp{¤wù£ r~||¥}x¤© q~p¢s p{£~ considered a few additional CHNA 

priorities. Please indicate your agreement.  

¶ Are there any additional priorities that should be considered and why?  

SJHMC also distributed a brief survey to their Community Grants Committee to compile 

additional feedback on the data indicators presented at the HEA prioritization meeting. 

Similar data and polling questions were included on the survey. Tables 10 and 11 display 

the average scores for the top eight indicators. All feedback was reviewed by the bYW\Rù£ 

Community Benefit team to help inform the selection of the final CHNA priorities. 

Figure 13. Prioritization Meeting #3 Menti Voting Activity  
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Phase Three 

In Phase Three, bYW\Rù£ Community Benefit team finalized the CHNA priorities. Seven 

main priorities with sub-priorities were approved by members of CBHEC (Figure 14). After 

u¥¢¤wt¢ r~}£xst¢p¤x~}; RQWTR pv¢tts ¤~ wp¦t öprrt££ ¤~ rp¢t÷ qt p |px}  ¢x~¢x¤©; ¢p¤wt¢ 

than the proposed sub-priority.  

 

 

 

 

 

 

 

 

 

 

 

Table 11. Community Grants Committee Top Eight Health Indicators Rankings (Agreement) 

Figure 14. Identified and Approved CHNA Priorities  

Table 10. Health Equity Alliance Top Eight Health Indicators Rankings (Agreement) 
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Prioritized Community Health Needs  

The following section provides detailed primary and secondary data for each of bYW\Rù£ 

CHNA priorities  and sub-priorities  (Figure 15). Recognizing disparities in health outcomes 

based on factors like race/ethnicity, sex, and age is crucial to achieving equitable access to 

healthcare and improving health outcomes.  

Figure 15. bYW\Rù£ Final CHNA Priorities  
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Mental Health 
 

 

 

Importance and Impact in Maricopa County                 

 

Mental health was selected as a significant health need for SJHMC. All mental and behavioral 

disorders are defined as the primary diagnosis of a mental, behavioral, or neurodevelopment 

disorder.xxvii Mental health encompasses emotional, psychological, and social well-being. It 

influences thoughts, feelings, actions and plays a key role in coping with stress, interacting with 

others, and making decisions.xxviii  Mental health is a vital component of overall well-being, yet 

many individuals face barriers to accessing care, including stigma, lack of resources, and limited 

mental health providers. 

 

 

 

 

 

 

 

 
 

 

Self-Harm and Suicide 

Self-harm, suicide, and mental health are deeply interconnected, often stemming from common 

underlying issues such as emotional distress, trauma, or mental health disorders. For many, self-

harm offers a temporary sense of relief and is used to cope feelings of loneliness, anger, or 

hopelessness.xxix Self-harm behaviors, suicide attempts, and suicidal ideation are significant global 

mental health challenges due to their rising prevalence and severity.xxx 

 

 

 

 

 

 

 

 

 

 

Figure 16. All Mental and Behavioral Disorders ô Maricopa County  

Figure 17. Self-Harm/Suicide ô Maricopa County 
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Community -Identified Issues in Maricopa County 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Over half (52.9%) of survey respondents rated 

their mental health such as their mood and how 

they handle stress day to day as öUpx¢÷ or ö_~~¢.÷  

Almost 4 in 10 (38.5%) survey respondents 

indicated anxiety and 1 in 3 (33.5%)  indicated 

depression as the top two health issues that have 

the most impact on them and/or the people they 

live with or care for.  

 

Almost 1 in 10 (8.7%)  indicated alcohol/substance 

misuses and under 1 in 20 (2.8%)  indicated 

intentional injury  as health issues. 

Focus group participants reported the inability to 

receive adequate formal mental health care (treatment 

or support) is due to lack of providers and increasing 

costs of living and long work hours. Substance use was 

a common challenge p£ x¤ù£ ¥£ts p£ p coping 

mechanism, with a lack of access to care, more people 

are self-medicated. Substance users included youth, 

adults, and people living with homelessness. 

Key informant interviewees shared that those living 

with mental health conditions face stigma, leading to 

poor treatment by service providers and/or decreased 

engagement with services. There is also a lack of 

services for those with substance use disorders, the 

unhoused , and the undocumented populations. 

Sources: 2023 CHNA Survey, Focus Groups, Key Informant Interviewsv, vi, vii 
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Social Determinants of Health 
 

 

 

Importance and Impact in Maricopa County                 

 

Social determinants of health, specifically housing and heat were selected as significant health 

needs for SJHMC. 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. xxxii  Housing and heat are closely tied to economic stability and the neighborhood 

and built environment. For housing, it can lead individuals to reside in substandard housing 

conditions. Economic instability can also limit access to cooling resources and for those working in 

agriculture or construction, in that can increase their risk of heat-related illness. The neighborhood 

and built environment affect housing and heat exposure by influencing infrastructure and housing 

quality. Communities with limited green spaces increase vulnerability to greater heat exposure.xxxi 

 

Housing - Severely Cost Burdened Renters 
 

Housing quality and location can impact stress, mental health outcomes, and environmental 

risks.xxxiii  Evaluating data on severely cost burdened renters helps provide insight into housing 

insecurity and highlights economic challenges within the community. öSeverely cost burdened 

renters÷ is 

defined as renter 

households for 

whom gross rent 

is 50% or more 

of household 

income. In 

Maricopa 

County, cities 

such as Aguila, 

Wickenburg, 

Anthem, 

Glendale, and 

Phoenix contain 

areas with higher 

proportions of 

severely cost 

burdened 

renters           

(Figure 18).xiv  Figure 18. Severely Cost Burdened Renters ô Maricopa County 
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Housing - Homelessness 

Homelessness can impact various social determinants of health, which can create barriers to 

health, stability, and well-being. The annual Point-in-Time homeless count tracks the number of 

people experiencing homelessness in Maricopa County during a given point in time. In 2022, there 

were 9,026 people experiencing homelessness in Maricopa County. From 2018 to 2022, the Central 

region in Maricopa County had the third highest growth rate for unsheltered homelessness (on the 

streets or other place not meant for human habitation) in the County, which increased by 78%. The 

municipalities with the highest unsheltered count in 2022 are listed below, all of which are within 

Maricopa County.x  

Top Municipalities in Maricopa County - Unsheltered Count   
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Heat 

The number of people experiencing extreme heat is rapidly increasing across all regions as a result 

of climate change.xxxiv Heat stress, the leading cause of weather-related deaths, can exacerbate 

underlying illnesses such as cardiovascular disease, diabetes, mental health disorders, and 

asthma.xxxiv Heat-related illnesses and deaths are preventable and are a large concern because 

prolonged exposure to extreme temperatures can lead to serious health risks. As of 10/26/2024, 

there were 466 total confirmed heat-caused and heat-contributed deaths in Maricopa County 

during 2024 (preliminary data).xi Figure 20 displays data on heat-related illness and deaths in 

Maricopa County for 2024. 

 

 

Figure 19. 2022 Maricopa County Point-in-Time Count by Race/Ethnicity  
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Heat impacts communities differently based on geography, infrastructure, and socioeconomic 

conditions. Urban areas with fewer green spaces often face higher temperatures due to the urban 

heat island effect, where developed areas are warmer than nearby rural areas.xxxv Identifying 

communities most affected by heat helps focus resources and prepare for health risks. Figure 21 

shows the 2024 heat and health index rank in Maricopa County , which consider historical 

temperature, heat-related illness, and community characteristics to highlight vulnerable areas.xiv In 

Maricopa County, cities such as Buckeye, Glendale, Phoenix, and Mesa contain areas with a higher 

rank, indicating greater vulnerability to heat-related health risks.xiv 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 20. 2024 Heat-Related Illness and Death - Maricopa County  

Figure 21. Heat and Health Index Rank ô Maricopa County 
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Community -Identified Issues in Maricopa County 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Over 2 in 5 (42.7%) focus group participants shared that they 

spend more than half of their monthly income on housing 

(mortgage or rent). Additionally, participants from groups all 

across the valley mentioned homelessness as one of their 

main concerns. 

Over 7 in 10 (71.9%) survey respondents 

rated access to affordable housing as 

öUpx¢÷ or ö_~~¢÷ where they live.  

Key informant interviewees shared about the increase of heat-

related deaths in the county among the unhoused and low-

income  ~ ¥{p¤x~}£= cwt¢tù£ r~}rt¢} pq~¥¤ poor air quality and 

the inability to afford to pay for electricity for air conditioning . 

Sources: 2023 CHNA Survey, Focus Groups, Key Informant Interviewsv, vi, vii 

Almost 1 in 20 (3.1%) survey respondents 

indicated heat-related illness as a health 

issue that has the most impact on them 

and/or the people they live with or care for.  
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Access to Care 
 

 

 

Importance and Impact in Maricopa County                 

 

Access to care was selected as significant health need for SJHMC. Social determinants of health 

like economic, social, cultural, and geographic factors can create barriers to healthcare services like 

receiving preventative care and treatment= cwt¢t p¢t p{£~ p£ tr¤£ ~u prrt££ ¤~ rp¢t ¤wp¤ p¢t}ù¤ 

directly influenced by social determinants of health. In the current landscape, access to care is 

becoming more important due to various factors like reducing health disparities in communities, 

managing chronic diseases, and improving health outcomes. Inadequate health insurance 

coverage is one of the largest barriers to health care access, which contributes to disparities in 

health.xxxvi Primary payer type is crucial because it affects access to services, cost, and health 

outcomes ô all of which play a key role in overall health and well-being. 

Health Care Coverage and Primary Payer Type 

Health insurance coverage supports the health and well-being of individuals and communities as 

studies confirm that it improves access to care; supports positive health outcomes; incentivizes 

appropriate use of health care resources; and reduces financial strain.xxxvii  In Maricopa County, 

cities such as Gila Bend, Glendale, Phoenix, and Mesa contain areas with higher proportions of 

people without health insurance (Figure 22).xiv  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Figure 22. People Without Health Insurance ô Maricopa County 
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Knowing primary payer type data is crucial for determining individuals' access to healthcare 

services based on their insurance coverage. It also helps providers understand financial barriers, 

ensuring appropriate care for those with different insurance statuses. Figure 23 displays the top 

three primary payer types for inpatient hospitalization (IP) and emergency department (ED) visits 

and breakouts by race/ethnicity in Maricopa County.viii  

 

 

 

 

 

 

 

 

 

 

 

 

 

Poverty 

Poverty x£ p ¦x¤p{ £~rxp{ st¤t¢|x}p}¤ ~u wtp{¤w p£ x¤ x| pr¤£ }tp¢{© t¦t¢© p£ tr¤ ~u p} x}sx¦xs¥p{ù£ 

well-being. It can limit access to basic needs and also increase exposure to risks such as 

environmental hazards, contributing to poorer health outcomes. In Maricopa County, 11.5% of 

people in Maricopa County were living below the poverty level in 2022.ix Figure 24 displays the top 

three racial/ethnic and age groups living below the poverty level.ix 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 23. Top Three Primary Payer Types by Race/Ethnicity  ô Maricopa County (2022) 

Figure 24. Top Three Racial/Ethnic and Age Groups Living Below the Poverty Level ô Maricopa County 
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Community -Identified Issues in Maricopa County 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Almost half (45.7%) of survey respondents 

indicated that having evening or weekend 

appointments would help them get the care 

they need. Over 2 in 5 (41.9%) indicated 

lower out of pocket cost for services. 

Focus group participants shared barriers such as: long wait 

times for procedures and appointments with providers, 

difficulties using insurance, high cost of care, limited medical 

facilities  equipped for emergencies or specialized needs, 

inadequate provider training, and unreliable transportation.  

Almost 2 in 5 (35.8%) survey respondents were 

sometimes or never able to access medical 

care in the past 12 months when needed.  

Key informant interviewees shared that technology 

could be leveraged to foster better collaboration 

between organizations, enhance understanding of gaps 

in care, provide more information on cost and service 

pricing, and increase access to care. 

Sources: 2023 CHNA Survey, Focus Groups, Key Informant Interviewsv, vi, vii 
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Chronic Conditions 
 

 

 

Importance and Impact in Maricopa County                 

 

Chronic conditions, specifically diabetes, cardiovascular disease, and chronic kidney disease were 

selected as significant health needs for SJHMC. Cardiovascular disease is defined as the primary 

diagnosis of acute rheumatic fever and the following diseases: chronic rheumatic heart, 

hypertensive, ischemic heart, pulmonary heart, pulmonary circulation, cerebrovascular, arteries, 

arterioles, capillaries, and other forms of heart disease.xxxviii  Diabetes is defined as the primary 

diagnosis of type 1 and 2 and other specified diabetes mellitus.xxxix Diabetes and cardiovascular 

disease are closely connected, as they share common behavioral risk factors, such as lack of 

physical activity and poor dietary patterns.xl, xli , xlii  The leading cause of kidney failure is diabetes, 

followed by high blood pressure.xliii  Focusing on prevention and early intervention can lower the 

risk of developing other chronic disease, ultimately improving overall quality of life.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Figure 26. Cardiovascular Disease ô Maricopa County 

Figure 25. Diabetes ô Maricopa County 
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Community -Identified Issues in Maricopa County 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Sources: 2023 CHNA Survey, Focus Groupsv, vi 

Over half (55.4%) of survey respondents 

rated their physical health such as how their 

body feels day to day, as öUpx¢÷ or ö_~~¢.÷  

Over 1 in 4 (25.4%) survey respondents 

indicated diabetes and over 1 in 8 (12.6%) 

indicated heart disease (33.5%) as health 

issues that have the most impact on them 

and/or the people they live with or care for. 

Many  focus group participants across many age 

groups also reported having or knowing someone 

who had diabetes and highlighted problems with 

accessing medication, due to cost, supply, or getting 

in with a specialist.  

Focus group participants reported people in their 

communities were experiencing chronic diseases. 

Barriers included having too many unhealthy eating 

options available and wait times to get into a doctor or 

get necessary testing to find solutions. 

Figure 27. Chronic Kidney Disease ô Maricopa County 
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Substance Use 
 

 

 

Importance and Impact in Maricopa County                 

 

Substance use was selected as a significant health need for SJHMC. Substance use disorders are 

linked with many health issues and significantly increase the risk of overdose and death. Opioid 

use disorder, has seen a sharp increase in fatalities in recent years, highlighting the need for 

prevention and treatment efforts.xliv Beyond health, substance use impacts families, burdens 

healthcare systems, and impacts economic productivity and public safety. Addressing substance 

use requires a comprehensive approach, including prevention, early intervention, treatment, and 

recovery support services, as well as efforts to reduce stigma and promote education.xlii  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 29. Opioid Overdose ô Maricopa County 

Figure 28. All Drug Overdose ô Maricopa County  




















































































