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Presenter
Presentation Notes
The Community Health Improvement Plan guides and monitors our work. The HIPMC is how we put this plan into action. We’re a partnership between more than 100 public and private organizations and coalitions who are working to reduce the rates of chronic diseases and increase access to care in Maricopa County. We all do this by collectively by addressing direct service needs, by addressing the determinants of health (purple ring), and by addressing the policies and systems where we live, learn, work, and play - creating a healthier community.  




HIPMC Champions!

Aetna
Alliance for a Healthier Generation

Alzheimer's Research & Prevention
Foundation

American Cancer Society

American Heart Association, Arizona
Chapter

Anthony Bates Foundation

Arizona Alliance for Livable
Communities

Arizona Community Action
Association

Arizona Department of Education

Arizona Department of Health
Services

Arizona Family Health Partnership

Arizona Hospital and Healthcare
Association

Arizona Living Well Institute

)

/

Arizona Public Health Association
Arizona Smokers Helpline

Arizona Spinal Cord Injury
Association

Artisan Food Guild

Banner Health

Blue Cross Blue Shield of Arizona
Boys & Girls Clubs of Metro Phoenix
Celerion

City of Goodyear

City of Phoenix- FitPHX

City of Phoenix Housing Department
Hope VI

Crisis Preparation and Recovery

Dignity Health Chandler Regional
Medical Center

Dignity Health Mercy Gilbert Medical
Center

Dignity Health St. Joseph's Hospital
and Medical Center

/)

Esperanca
Family Involvement Center
First Things First

George B. Brooks Sr. Community
School

Healthy Arizona Worksites Program
Honor Health

International Rescue Committee
Maricopa Integrated Health System

Maricopa County Community College
District

Maricopa County Correctional Health
Services

Maricopa County Food System
Coalition

Maricopa County Dept. of Air Quality

Maricopa County Department of
Public Health

Maricopa County Office of the Legal
Defender

Maricopa County Wellness Works
Mayo Clinic

Medical Accessibility, LLC

Mercy Care Plan

Midwestern University

Mission of Mercy Mobile Medical
Clinic

National Kidney Foundation of
Arizona

Native American Connections
Native Health

Protecting Arizona’s Family Coalition
(PAFCO)

Pinnacle Prevention
RightCare Foundation
Serenity Hospice & Palliative Care

Tanner Community Development
Corporation

TERROS/LGBTQ Consortium

Tanner Community Development
Organization

The Arizona Partnership for
Immunization

Trans Queer Pueblo
Touchstone Behavioral Health

University of Arizona Cooperative
Extension

University of Arizona College of
Medicine

Valley Metro
Valley Permaculture Alliance
Vitalyst Health Foundation



Presenter
Presentation Notes
As you can see, our network is growing and developing in wonderful way! We have a great diversity of Champions representing many different sectors and many different populations within our community.  





Presenter
Presentation Notes
This video testimonial from Suzanne Legander, CEO of S.T.A.R. - Stand Together And Recover Centers, Inc. is an example of a HIPMC partner who used the diverse network to enhance their services and better serve clients to lower the rates of tobacco use.
https://www.youtube.com/watch?v=pZ1edRV3NsM&list=PLP2MAxPP5rdsBS_lSMZwqD-3MAsnn2loc






HIPMC at a glance:
2012-2017 CHIP cycle

Total objectives that were

of objectives were
0 completed during a result of collaboration
the five-year cycle. among two or more

(359 of 423 total) organizations:

HIPMC Champions and

partners contributed towards
one or more objective(s) in the
CHIP workplan.


Presenter
Presentation Notes
Today I get the pleasure of sharing some of the successes the HIPMC partnership had over the last cycle from 2012 to 2017. As you may know, during the last cycle HIPMC Champions and partners submitted work plan objectives to the HIPMC for the CHIP work plan. Over 109 partners submitted 423 objectives to the CHIP and 83% of those objectives were completed during the cycle. That’s a huge success and definitely something to be celebrated. Another great success is that 45 of the objectives involved two or more organizations. That collaboration is one of the key tenets of the HIPMC and definitely a detail to celebrate! The upcoming slides will give us some more details about the objectives and how the last CHIP cycle addressed health in the county.


+ not yet completed 2017 Q4

423 objectives were identified during the 5 year CHIP Cycle.
83% were completed, 12% were collaborative efforts.
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2017

25 50 75 100 125 150

o


Presenter
Presentation Notes
This chart shows how objectives were identified and completed during the CHIP cycle. As you can see, 2014 was a record year but also important to note that each year after 2013 had more objectives submitted and completed than that first year. Again, I really want to emphasize the success of collaboration in these objectives!


1in 3 HIPMC Champions has led or participated in a collaborative objective.
Yet 69% of partners listed as collaborators are not yet HIPMC Champions.



Presenter
Presentation Notes
This slide really emphasized those collaborations that are so key to the overall success of the HIPMC, the CHIP and our individual organization efforts. So 1 in 3 Champions led or participated in a collaborative objective. Really important to note up here is that 69% of the partners identified as collaborator are not yet HIPMC Champions. This showcases how we can grow and how many organizations out there are doing important work. Work that we would love to have represented here at the HIPMC and as part of the CHIP!


®)

Strategies with the most completed objectives included:

2.3 Increase awareness & usability of community assets & resources, especially to underserved populations
3.9 Implement chronic disease-based prevention & treatment protocols and/or self-management programs
4.1 Coordinate, create and distribute messaging to impact healthy communities.

Assess Needs

Coordinate Partnerships
Implement Strategies
Coordinate Communication

Evaluate Efforts



Presenter
Presentation Notes
Here we have a detailed graph showcasing the type of work being done in those 423 objectives. Up top, you can see the strategies with the most completed objectives. Overwhelmingly, organizations were implementing strategies. Doing the work. Boots on the ground to get things done to improve the health of Maricopa County residents. It’s also great to see those partnerships here again with 25% of the objectives.  


HIPMC Champions' work took place most commonly within the
Community sector than any other sector.

62Y% Q 37% '@
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D =Bz
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*Note: Objectives often relate to more than one sector, thus total percentages will exceed 100%

38%

Education



Presenter
Presentation Notes
So we’ve talked about the objectives, how implementing strategies and partnerships were critical in the last cycle (as they always are). This slide shows what sectors that work was taking place. Please note, some objectives relate to more than one sector so the total is more than 100%. Many of you may remember the graphic used for the HIPMC. If you don’t, just take a look at your folder from today! Here we see that the community is where most of the work is happening. How exciting is that?! Also not to be left behind, Education and Healthcare nearly tied at 38 and 37% respectively. Worksites aren’t far behind at 28%. So we can see where we might have some room to grow and develop but also take a moment to think about how the work has impacted the community!


@roviding Linkages to Care was the risk factor most frequently-impacted (>30%)
by HIPMC Champions and their work within Maricopa County.

The risk factors: Active Living, Tobacco Use, and were impacted
by 20-25% of completed CHIP objectives.

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Presenter
Presentation Notes
What this graphic shows us is what risk factors were most frequently impacted by the work of HIPMC Champions. As you can see, the darkest green rectangle represents Linkages to Care, which as most frequently impacted at more than 30%. Followed closely by Active Living, Tobacco Use, and Healthy Eating, all of which were impacted by about 20-25% of CHIP objectives. So what this tells us is that the work being done by HIPMC partners is addressing several risk factors, which in turn impacts the diseases/conditions targeted by last cycle’s CHIP. Let’s look at the next slide for more about that. 


1959% of completed CHIP objectives worked towards decreasing rates of
Cardiovascular Disease throughout Maricopa County. Nearly 20% of completed
objectives worked towards decreasing Obesity and Diabetes, and 17% towards
iImproving Access to Care and decreasing rates of

Cardiovascular
Disease

Obesity Diabetes Access to Care

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Presenter
Presentation Notes
So here we have the priority areas set in the last cycle’s CHIP. CVD, Obesity, Diabetes, Access to Care and Lung Cancer. As most of you may know, this is vastly different than our focus for this next cycle, which includes Access to Care, Early Childhood Development, and Access to Healthy Food, so a bit more upstream than the 2012-2017 cycle. That being said, this is a great moment for us to celebrate how HIPMC partners and CHIP objectives addressed the diseases/conditions of the previous cycle. As you can see 25% of completed CHIP objectives focused on decreasing rates of CVD, appx 20% worked on decreasing Obesity and Diabetes, with about 17% focusing on Access to Care (our only non disease area) and Lung Cancer.  We’ll have more about these objectives and targets in April’s presentation in a few minutes. 


Relevance of HIPMC has been maintained as the partnership has grown.

| believe we can improve the health of Maricopa County Residents
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Presenter
Presentation Notes
The next series of slides is going to show us the growth of the HIPMC with both Partners in blue and Champions in purple. These were measured each quarter from 2014 to 2017 and we’ll see (and celebrate….a clear theme for me today), the amazing growth of this organization. 
Additionally, the two bars at the top show us the responses from the quarterly meetings to two important statements. 1) I believe we can improve the health of Maricopa County Residents and 2) Work from my organization can contribute to the goals of the CHIP. As you’ll notice, the graphic will shift a bit, sometimes merging into the neutral or disagree colors. However, it is overwhelmingly light or dark green over the last three years, which is a great success. 
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Presenter
Presentation Notes
* Note:  These same questions were not asked on the 2015 Q1 evaluation because it was the HIPMC Summit, therefore that slide is skipped and the partner and champion data was just added alongside 2015 Q2 info on this slide.  
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Presenter
Presentation Notes
Just look at this tremendous growth and while we’ve seen some shifting in the strength of agreement for those statements, we can see that the HIPMC partners believe in the work being done and the value their organizations bring to the table and the county. 
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Presenter
Presentation Notes
This slide brings us to the last meeting of 2017, which represents the end of the 2012-2017 CHIP cycle. How lovely is that growth and the power of belief in our collective ability to improve the health of Maricopa Residents! In encourage each of you today to celebrate this success with one another but also with those you work with, both within your organization and those you partnered with over the last few years.

As we move into a new CHIP cycle and start to identify how the HIPMC is going to develop and grow to address those new target areas, I encourage you all to continue to participate in these meetings! Also, please invite others that you believe will benefit and that you can see being part of this great organization. 





*Note:  2017 Q4 partner/champion numbers were added to this last slide  along with the 2017 Q3 data since they haven’t changed and we won’t have meeting evaluation results until the end of the Jan meeting this presentation is being presented in.  




Presenter
Presentation Notes
This video testimonial from María Valenzuela from Esperanҫa is an example of a HIPMC Champion using the network to enhance their services to better serve additional populations to lower the rates of chronic disease.
https://www.youtube.com/watch?v=pZ1edRV3NsM&list=PLP2MAxPP5rdsBS_lSMZwqD-3MAsnn2loc
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Goal for the 2012-2017 CHIP

e Cardiovascular Health
e Diabetes
e Access to Care

*Lung Cancer
* Obesity
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Presenter
Presentation Notes
Just a reminder of the 5 priorities for 2012-2017 and HIPMC’s goal. 
To strategically impact the current top five health priorities of Maricopa County—
—through collaboration of public and private partnerships.




CHIP Outcome Objectives to Report

1. Adults with High Blood Pressure
2. Adults with Diabetes

3. Adults with Health Insurance
4.Adults who are Active Smokers
5. Adults who are Obese

Note: The baseline values for each outcome are from
2011, and data was collected each year through 2016 to
show the change.

| i/
g


Presenter
Presentation Notes
As outlined in the Maricopa County 2012-2017 Community Health Improvement Plan or CHIP Framework, Maricopa County will report on these five outcomes
Note: 2017 data won’t be available until mid-2018.
All of these outcomes on this slide are from a large county wide survey called the Behavioral Risk Factor Surveillance Survey (BRFSS).  
For more info about Arizona’s BRFSS survey, see the link for   http://azdhs.gov/preparedness/public-health-statistics/behavioral-risk-factor-surveillance/index.php
To view the BRFSS reports for Maricopa County from 2011 through 2015, see the link http://www.maricopa.gov/Archive.aspx?AMID=101
The values presented are the weighted percentages based on the survey responses received.  These percentages are to be used as an estimate only.  Each year’s BRFSS has a different number of responses so the actual raw numbers will not be reported since they depend on the size of the survey and the number of individuals that answered all the questions.  Here is the number of responses Maricopa County received each year:
2011 – 1,626 responses
2012 – 2,122 responses
2013 – 1,029 responses
2014 – 7,944 responses
2015 – 4,100 responses
In addition to evaluating our data, we are also evaluating the extent that these indicators are measuring the impact of the HIPMC’s work.  
See slide 15 for the limitations on using this survey to measure the impact of HIPMC’s work.   


CHIP Outcome Objective - Cardiovascular Health

Adults informed they have High Blood Pressure
Goal: 24.5%

Adults who have been informed they have high blood pressure increased

by 3.1%
28.9%
28.1% 28.1% =,
Y
25.8%
Baseline — 25.8%
Goal - 24.5%
2011 2012 2013 2014 2015
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Presenter
Presentation Notes
The red baseline from 2011 was 25.8% of adults who have been informed they have high blood pressure.  The gold goal line was 24.5%
The survey did not ask this question in 2016 so the last value we have is for 2015.  
There is a 3.1% increase overall from 2011 to 2015.  This is opposite of what we were aiming for but there could be many factors that are influencing this trend.  
We hesitate to conclude that this is an overall negative thing.  This may be a reflection of more adults with health insurance are seeking care from a physician and getting diagnosed with high blood pressure. If this is the case, this could also mean that more individuals are managing their high blood pressure.  
Unfortunately, because the percentages are determined by an anonymous survey response, we are unable to track the individual respondents’ health insurance coverage and health provider utilizations to firmly conclude anything and we are unable to draw any correlations.  More research would need to be done to make any final inferences about this trend.    



Report Card for Cardiovascular Disease

Cardiovascular Disease Indicators

t Increase in adults who have been informed they have High Blood Pressure
l Decrease in adults who have been informed they have High Cholesterol

t Death rate due to Stroke
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Presenter
Presentation Notes
As seen in the previous slide, there has been a slight overall percent increase in people learning they have High Blood Pressure. Again this could possibly mean more people are seeing a doctor and being diagnosed.
We are pleased to see an overall decrease in adults who have been informed they have High Cholesterol since 2015.  
Unfortunately, the death rate due to Stroke has increased from 2011 to 2016.  It’s important to note that it could take many years to really see a significant decrease in the death rate for stroke.  
Death Rate due to Stroke is calculated using death record data and census data.  The total number of deaths recorded with stroke being listed as the primary diagnosis is divided by the total population and then multiplied by 100,000.  This gives us the rate per 100,000 of deaths due to stroke in Maricopa County for the year.  
For further information on methodology, please see Maricopa County’s Health Status Reports on the website http://www.maricopa.gov/Archive.aspx?AMID=99



CHIP Outcome Objective - Diabetes

Adults informed they have Diabetes
Goal: 8.6%

Adults who have been informed they have Diabetes increased by 1%
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Presenter
Presentation Notes
The red baseline from 2011 was 9.2% of adults who have been informed they have diabetes.  The gold goal line was 8.6% .  
The values haven’t changed much since 2011 with only minor fluctuations.  By 2016, there has been a 1% increase in adults informed they have diabetes.  
As before, there are a lot of factors that contribute to the diabetes rate for Maricopa County so this will need more work.  
Like adults diagnosed with high blood pressure, it could be that more adults with health insurance are going to a doctor and getting diagnosed.  
While we don’t want to see new Diabetes cases occurring, we do want to see those adults living with diabetes seeking care and managing this disease.  
Again, It is too soon to conclude that the slight increase is negative overall. To truly determine the reason for this trend, we would need to know more details about each survey respondent to understand.  



Report Card for Diabetes

Diabetes Indicators

t Increase in adults who have been informed they have Diabetes

l Decrease in death rate due to Diabetes
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Presenter
Presentation Notes
As seen in the previous slide, we did see a slight increase in the percentage of adults learning they have diabetes but we don’t want to conclude yet that this is a negative outcome.  This could mean more adults have seen a provider and got diagnosed.  
We are pleased to see an overall decrease in the death rate due to Diabetes.  
Death Rate due to Diabetes is calculated using death record data and census data.  The total number of deaths recorded with diabetes being listed as the primary diagnosis is divided by the total population and then multiplied by 100,000.  This gives us the rate per 100,000 of deaths due to diabetes in Maricopa County for the year.  
For further information on methodology, please see Maricopa County’s Health Status Reports on the website http://www.maricopa.gov/Archive.aspx?AMID=99




CHIP Outcome Objective - Access to Care

Adults with Health Insurance
Goal: 89.5%

Health care coverage for the 18-64 year old has increased by 5.7%

Goal - 89.5%
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Presenter
Presentation Notes
The red baseline value we started with was 77.1% of adults with health insurance. The gold goal line was 89.5%.  
We can see that in 2012 and 2013 we dipped below baseline but then have been trending upward since 2013.  
Although the goal wasn’t reached, there is an upward trend and the percentage of insured adults has increased by 5.7%.  
This is a trend we will work hard to continue.   



Report Card for Access to Care

Access to Care Indicators

t Increase in adults 18-64 who have health care coverage

l Decrease in adults who have one person they think of as their personal doctor or
health care provider
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Presenter
Presentation Notes
As seen in the previous slide, there has been an overall increase in the percentage of adults who have health care coverage.
Conversely, there has been a slight decrease in the percentage of adults who have one person they think of as their personal doctor or health care provider. 
Are more people using Urgent Care? Are they not seeing the same doctor every time? Unfortunately we don’t have the answers to this yet so this topic will need more research.  


CHIP Outcome Objective — Lung Cancer

Adults who are Active Smokers
Goal: less than 15.0%

The percentage of adults who are active smokers decreased by 5.5%
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Presenter
Presentation Notes
The red baseline was 18.5% of adults are active smokers.  The gold goal line was 15% or less.  
The percentage decreased by 5.5% since 2011. 
We encourage all the work continuing in this area so that we can have a long term impact of decreasing the rate of lung cancer and other associated diseases.


Report Card for Lung Cancer

Lung Cancer Indicators

l Decrease in adults who are Active Smokers
l Decrease in high school students who Smoked in the last 30 days
l Decrease in high school students who tried Smoking

l Decrease in death rate due to Lung Cancer
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Presenter
Presentation Notes
As noted, the percentage of adults who are active smokers has decreased from 2011 to 2016.    
We are pleased to see an overall decrease in the percentage of high school students who have tried smoking and/or smoked in the last 30 days.  
The source for high school student smoking information is the Arizona Youth Risk Behavior Surveillance Survey https://www.cdc.gov/healthyyouth/data/yrbs/results.htm
It has been pointed out that while high school student smoking has decreased, e-cigarette use has greatly increased.  The smoking rates from the statistics presented did not include e-cigarettes, but in 2016, the Arizona Youth Survey (AYS) from the Arizona Criminal Justice Commission has started tracking e-cigarette use in 2016.  It could be seen just in the year 2016 that e-cigarette use is higher than cigarette use among high schoolers. 
We are also pleased with the overall decrease in the death rate due to lung cancer. 
Death Rate due to Lung Cancer is calculated using death record data and census data.  The total number of deaths recorded with Lung Cancer being listed as the primary diagnosis is divided by the total population and then multiplied by 100,000.  This gives us the rate per 100,000 of deaths due to Lung Cancer in Maricopa County for the year.  
For further information on methodology, please see Maricopa County’s Health Status Reports on the website http://www.maricopa.gov/Archive.aspx?AMID=99
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CHIP Outcome Objective - Obesity

Adults who are Obese
Goal: less than 24.0%

The percentage of adults who are obese increased by 3.1%

28.4% 28.1% 28.3%
25.2% 25.4% . — -
| >4 24.5% Baseline — 25.2%
Goal - 24.0%
2013 2014 2015 2016
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Presenter
Presentation Notes
The red baseline from 2011 was 25.2% of adults who are considered obese.  The gold goal line was 24.0% or less.  
The values increased slightly since 2011.  By 2016, there has been a 3.1% increase in adults considered obese.  
This is an issue with a lot of contributing factors so we will continue to work hard on this with the next CHIP. 


Report Card for Obesity

Obesity Indicators

Increase in adults who meet aerobic physical activity recommendations

Increase in adults who meet muscle strengthening recommendations

Decrease in adults at a healthy weight

" No change in obese high school students

t Increase in adults who are obese
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Presenter
Presentation Notes
While there has been an overall increase in the percentage of adults who are meeting aerobic physical activity recommendations, there has been a decrease in the percentage of adults who meet muscle strengthening recommendations. 
Unfortunately, again aren’t able to report a positive change for adults at a healthy weight and adults who are obese.  
There has been no change in the percentage of high school students who are obese.  
The source for high school students and obesity is the Arizona Youth Risk Behavior Surveillance Survey https://www.cdc.gov/healthyyouth/data/yrbs/results.htm
We also realize that many of these are long term goals and it may be years before we see the full effects or our efforts from the 2012 to 2017 CHIP.
It has been requested to see data on diabetes & obesity incidence among children. The limitation to capturing that information is that the data is very incomplete.  A lot of children enrolled in WIC will have that information recorded, but that is only up to age 5 and only those children enrolled in WIC.  Later, high schoolers will be surveyed with that question.  Otherwise, unless a child is admitted to a hospital and it is noted, we haven’t yet found a clear way to capture the obesity rate of children.
Children with diabetes are only recorded if they seek care in a hospital. Otherwise, we are unable to truly capture the diabetes rate in children.



More data available

To see all 20 indicators in greater detail, please visit the
website www.arizonahealthmatters.org to view the CHIP

Tracker (2012-2017).
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Presenter
Presentation Notes
I encourage you to check out the website to view all 20 of the data indicators we used to attempt to measure the impact of our work.  They are reported on the 2012-2017 CHIP Tracker.  Even if you’re not a data geek you may find these interesting!





http://www.arizonahealthmatters.org/

®)

Closing Thoughts

 Unable to Tease Out Data
* Long-Term Impact

e Continue to Monitor

e Data that Really Matters

It’s not a failure if we learn from it
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Presenter
Presentation Notes
Limitations:
We are unable to tease out the impact of the HIPMC’s work when using county-wide BRFSS data that is estimated.  With about 1,100 and 7,900 approximate survey responses (see slide 3 notes for exact numbers), we do not have a great deal of confidence that enough residents were surveyed to really capture the impact of the HIPMC.  This survey information is great to know to get a general idea of how we are doing as a county in each area, but it may not be sensitive enough to capture work year by year.  We believe that with continued work, we will see a long term impact but that will take time.    
When calculating the death rate due to a disease, such as stroke or diabetes, we only count individuals who have the disease of interest listed as the primary cause of death.  Utilizing this current method, we recognize that individuals who suffered from the disease of interest but had a different primary cause of death listed will not be counted.  

County-wide changes can often take years before a positive change can be measured.
Going forward we will continue to look at data regarding health outcomes related to our current priorities, but we will also be tracking data more closely related to actual work by our HIPMC Partners
This is why we will be asking for your input on the drivers. We want to collect data based on the drivers. We want outcomes that express the true impact of our work. 
Does anyone have any questions?
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www.hipmc.org

Thank you!

See you on April 10!

CONNECT. CULLABIRATE INNOVATE.
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@ Maricopa County Community Health Improvement Plan Tracker (2012-
2017)

Back to Maricopa County Health Matters Home »

The Maricopa County Community Health Improvement Process launched in June 2011 to align and support the National Prevention Strategy, the
Arizona Chronic Disease Strategic Plan as well as existing community health improvement initiatives across the County. The 2012-2017 CHIP Framework
and Workplan includes a strategic grouping of objectives targeting community health improvement in five priority areas uncovered during an extensive
Community Health Assessment process.

The goal of the Maricopa County CHIP is to provide a framework for accountability, community action, and stakeholder engagement to advance the
health of all Maricopa County residents. The indicators below show how Maricopa County is measuring up to our desired community health outcomes
by priority area. This "CHIP Tracker" is updated annually by the Maricopa County Department of Public Health using data from the Maricopa County
Health Status Report and localized data from the Behavioral Risk Factor Surveillance System Survey.

Indicator Legend

The gauge represents the distribution of communities reporting the data, and tells you how you compare to other communities.
Keep in mind that in some cases, high values are "good" and sometimes high values are "bad."

# 4 Green represents the "best" 50th percentile.
7 Yellow represents the 50th to 25th quartile.

/-4 Red represents the "worst" quartile.

The circle represents a comparison to a target value.

.j@;. The current value has met, or is better than the target value.

© The current value not met the target value.

The diamond represents a comparison to a single value.

dAh A A H i

& & < The current value is lower than the comparison value.
£y &> <5 The currentvalue is higher than the comparison value.

e The current value is not statistically different from the comparison value.

The square represents the measured trend.

7 There has been a non-significant increase over time.

Y There has been a non-significant decrease over time.
There has been a significant increase over time.
There has been a significant decrease over time.

[E] There has been neither a statistically significant increase nor decrease over time.

The triangle represents a comparison to a prior value.

A A A Thecurrentvalue is higher than the previously measured value.
YV ¥V ¥ Thecurrentvalue is lower than the previously measured value.

= The current value is not statistically different from the previously measured value.

Our icons are color-coded. Green #f is good. Red "® is bad. Blue @ is neither.

Access to Health Services
County: Maricopa
VALUE COMPARED TO:
Adults age 18-64 who have health care

coverage 82.8 A @

Percent of adults
2016 Prior Value Trend HP 2020 Target
(e010) (82.2) (89.5)

Adults who have a usual source of
http:/s ve e NERIERL GATEL w1 ciiicr o g o s o ...U.WZJ\,\,Q....V..V. ...WWW.VV.. wv..wu.t}fu Wv.vw@u.ww 1/3
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Percent of adults Prior Value Trend
(2016) (73.4)
Diabetes
County: Maricopa
VALUE COMPARED TO:
Adults who have been told they have
Diabetes 1 02 A -f
Percent of adults Prior Value Trend
(2016) ©2)

Death rate due to Diabetes

25.1 \v/ Ed

Rate per 100,000 Prior Value Trend
population (26.2)
(2016)

Exercise, Nutrition, & Weight
County: Maricopa

VALUE COMPARED TO:
Adults who meet aerobic physical
activity recommendations 589 A
Percent of adults Prior Value Trend
(2016) (53.3)

Adults who meet muscle strengthening

recommendations 284 V \l

Percent of adults Prior Value Trend
(2016) (31.5)

Obese High School Students
10.9 A (%)

tmmnmnt Nl Tenalaw /0040 ONATN

HP 2020 Target
(72.4)

©

Community

Target
(8.6)

&)

HP 2020 Target
(23.22)

©

HP 2020 Target
(57.9)

HP 2020 Target
(24.1)

Percent of high school Prior Value HP 2020 Target
students 10.7) 9.7)
(2015)

Overweight High School Students
14.7 A (%)

Percent of high school Prior Value HP 2020 Target
students (12.7) (12.4)
(2015)

Percentage of adults at a healthy
weight 347 A \l

Percent of adults Prior Value Trend
(2016) (32.2)

Percentage of adults who are Obese
28.3 A Ed

Percent of adults Prior Value Trend
(2016) (28.1)

Percentage of adults who are

Overweight 347 V

Percent of adults Prior Value Trend
(2016) (37.4)

Heart Disease and Stroke
County: Maricopa
VALUE COMPARED TO:

http:/, v Adults, who have been told, they have

HP 2020 Target
(33.9)

©

HP 2020 Target
(24)

©

HP 2020 Target
(33.3)

TULUIL  1HUIUULUT DALV TU UL HHTUUARUUUUT T UUDT TIVUUT UL T UUV TUTUU TV U T UVUY
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High Blood Pressure

Adults who have been told they have
High Cholesterol

Death rate due to Stroke

County: Maricopa

Adults who are current smokers

Death Rate Due to Lung Cancer

Students who have tried cigarettes.

Students who have tried smokeless
tobacco

Students who used cigarettes in the
past 30 days

Students who used smokeless tobacco
in the past 30 days

Llanlth s A vicana -

ladinmtmva o« Maviann~

28.9

Percent of adults

(2015)

36.7

Percent of adults
(2015)

31.3

Rate per 100,000
population

(2016)

Tobacco Use

VALUE

13.0

Percent of adults

(2016)

33.7

Rate per 100,000
population

(2016)

18.3

Percent of students
grades 8 through 12

(2016)

7.0

Percent of students
grades 8 through 12

(2012)

7.6

Percent of students
grades 8 through 12

(2016)

5.8

Percent of students
grades 8 through 12

(2016)

COMPARED TO:

A

Prior Value
(12.0)

\'/

Prior Value
(36.3)

\'/

Prior Value
(22.6)

\

Prior Value
9.7)

\

Prior Value
(10.4)

\

Prior Value
(7.8)

s M Aamamaiimib Llaaltlh lmanvairianmaant Dlan TeaalAae /IONA4D ONAT7N
Prior Value Trend HP 2020 Target
(28.1) (24.5)
Prior Value  HP 2020 Target
(39.9) (13.5)
Prior Value Trend HP 2020 Target
31.7) (34.8)

©

Trend HP 2020 Target
(15)
Trend HP 2020 Target
(32.67)
Trend HP 2020 Target
(4.3)

©

HP 2020 Target

(0.6)
Trend Community
Target
(8.3)

© B8

Community Trend

Target
(4.6)

http://www.arizonahealthmatters.org/index.php?module=indicators&controller=index&action=dashboard&id=83016456137610063
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