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1. Executive Summary 

Community Health Needs Assessment Background
The Community Health Needs Assessment (CHNA) is designed as a tool for guiding policy, advocacy, and 
program-planning efforts. The Patient Protection and Affordable Care Act (ACA), enacted on March 23, 
2010, introduced new requirements for nonprofit hospitals to maintain their tax-exempt status. Included in 
the new regulations of the Internal Revenue Code (“Code”) was a requirement that all nonprofit hospitals 
must conduct a CHNA and develop an Implementation Strategy (IS) every three years. 

The 2022 CHNA builds upon the earlier assessments, distills new qualitative and quantitative research, 
prioritizes local health needs, and identifies areas for improvement. Using this information, Hoag Memorial 
Hospital Presbyterian (Hoag) will develop strategies to address critical health needs and to improve the 
health and well-being of community members.

Both the CHNA reports, and the corresponding IS plans for Hoag are available publicly at https://www.
hoag.org/about-hoag/community-benefit/reports. A paper copy of the CHNA is available without charge 
and upon request by emailing CommunityBenefit@hoag.org.

IRS regulations allow for the conduct of a joint CHNA when hospitals define their service area communities 
the same. In compliance with these regulations, this CHNA was conducted jointly by Hoag Hospital Newport 
Beach, Hoag Hospital Irvine, and Hoag Orthopedic Institute. Project oversight of the CHNA process was 
overseen by Minzah Malik, MBA, MPH, Manager Community Benefit Program and Lauren Tabios, MBA, 
MPH, Community Health Specialist. This CHNA was adopted by the Board of Directors of Hoag Memorial 
Hospital Presbyterian in November 2022.

Process and Methods
Hoag and AdvanceOC started planning the 2022 CHNA in March 2022 and began collecting data in May 
2022. The goal was to gather community feedback, understand existing data about health status, and 
prioritize local health needs. 

This report summarizes findings gleaned from primary data collected through stakeholder interviews, a 
provider survey, a community survey, and focus groups conducted with health care experts, leaders of 
community-based organizations (CBOs), and community members with a variety of lived experiences in 
Orange County, California. These investigations and evaluation tools were designed and conducted from 
May to August 2022 by a team of research professionals at AdvanceOC in collaboration with the Hoag 
Community Benefit Team. 

Secondary data sources were selected to understand general county-level health, specific underserved 
and underrepresented populations, and to fill previously identified information gaps. The teams collected 
data from existing sources using the Orange County Equity Map and Social Progress Index Orange County 
and other online sources, such as the California Department of Public Health and the U.S. Census Bureau. 
Findings from the previous community health needs assessment (2019) and available sub-county data 
(cities and neighborhoods) were also used whenever available. In addition to traditional measures of health, 
broader social and environmental determinants of health such as housing, financial insecurity, education, 
and transportation were included.



6

Community health needs were identified in October 2022 by (1) synthesizing primary qualitative research 
data and secondary data and (2) filtering those needs against a set of criteria. Hoag and AdvanceOC 
collectively discussed the health needs that were identified through the community assessment and 
identified the greatest health needs. See Prioritization of Health Needs for a complete description. Hoag 
used the following criteria to determine the priority order: 

•	 Top priorities for the community 

•	 Community Benefit Program team input 

•	 Community Benefit Committee feedback

•	 Hoag Leadership Feedback

•	 Hoag Board of Directors Feedback

•	 Known gaps in service 

•	 Hoag’s legacy priorities

Identified 2022 Community Health Needs 
Based on the criteria described above, Hoag identified 8 health needs, listed below in alphabetical order. 

1.	 Access to Health Care

2.	 Behavioral and Mental Health

3.	 Cancer/Chronic Disease

4.	 Community and Family Safety

5.	 COVID-19 / Contagious and Infectious Diseases

6.	 Economic and Financial Insecurity

7.	 Environment/ Climate Change

8.	 Housing and Homelessness
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Identified 2022 Community Health Needs
The following descriptions of the 8 identified community health needs summarize the data, statistics 
and community input collected during the community health needs assessment. 

1. Access to Health Care
One of the greatest barriers to healthcare identified through this needs assessment was access to and 
delivery of care. Seven (39%) of 18 interviewees noted healthcare access and delivery were the greatest 
health needs and 19% of provider survey respondents (n=160) indicated healthcare access and delivery 
were contributing to poor health outcomes in the communities they serve. This was also a pervasive theme 
throughout focus groups. Barriers associated with healthcare access included 1) costs 2) availability of 
services 3) navigating the healthcare system 4) lack of awareness and education about resources available 
in the community.

2. Behavioral and Mental Health
Consistent across all data, behavioral and mental health was identified as a significant concern in the 
community. Nearly a quarter (23%) of community survey respondents (n=637) indicated that the most 
pressing health need (out of a list of 23 needs) in their household was emotional well-being.Furthermore, 
when asked about the most pressing health need in their communities, focus group and interview 
participants overwhelmingly cited behavioral health despite not being prompted with a list. This includes 
78% of interviewees (14 interviewees) and eight of the nine focus groups. Additionally, provider survey 
(n=160) respondents also indicated that behavioral and mental health is the most pressing health issue.

3. Cancer/Chronic Disease
Ten percent of respondents in the provider survey listed cancer as a top health concern, which placed it 
among the top 10 health concerns identified by a community of medical practitioners, community health 
workers and other service providers. Twenty-five percent of community survey respondents also cited 
cancer as a top health concern.

Population health data from secondary data collection shows cancer as the second leading cause of death 
in Orange County, and rates of childhood cancer diagnoses are higher in Orange County compared to 
California. Orange County also ranks in the top three highest counties in California for overall cancer 
prevalence. Cancer accounts for nearly one in four deaths among men and women in Orange County. 
Research has found that health disparities related to cancer contribute to higher, avoidable death rates 
among low-income and ethnic minority populations. The Orange County Health Care Agency reports that 
Asians are most impacted by cancer (death rate of 129 per 100,000 residents).

4. Community And Family Safety 
Provider survey respondents (21%) and interviewees (22%) indicated that community and family safety 
was the most pressing non-behavioral health concern observed. Providers (n=160) further noted that 
some of the greatest contributors to poor health outcomes in the communities they serve include Adverse 
Childhood Experiences (29%), neighborhood violence and safety (17%), and abusive relationships (17%). 
These experiences can exacerbate mental and behavioral health outcomes, causing further stress and 
anxiety for community members. Additionally, 10% of community survey respondents (n=637) indicated 
that community and family safety was a top health concern in their household. 
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5. COVID-19 / Contagious and Infectious Diseases
When community survey respondents (n=637) were asked to rank the top three health concerns in their 
households from a list of 23 items, more than one-third of respondents indicated that contagious/infectious 
diseases was their top concern (40%). 

6. Economic Insecurity 
One of the top barriers to healthcare was the high cost of services. This barrier is further inflated by the 
economic insecurity and financial stress community members are experiencing. Seventeen percent of 
community member survey respondents (n=635) indicated that financial insecurity was one of the factors 
that contribute the most to their household’s health issues. When looking at factors contributing to their 
household’s mental or behavioral health issues (n=602), twice as many (34%) respondents indicated 
financial stress. This suggests that not only is financial insecurity contributing to physical health issues, but 
it is also contributing to mental or behavioral health issues. 

7. Environment / Climate Change
Eleven percent of stakeholder interviewees cited the environment and climate change as a top health 
concern facing Orange County, making it one of the top 10 health needs cited by a wide range of 
community health leaders. Secondary data collection validates these concerns as Orange County is found 
to have a significantly higher density of roads compared with the state average. Roads, highways, and 
interstates are built very close to high density residential neighborhoods resulting in a greater exposure 
to particulate matter in the air from car exhaust fumes that ultimately can contribute to asthma and other 
respiratory ailments. In addition, Orange County has less tree canopy cover than the state average. Less 
trees equate to less natural defenses to carbon dioxide for neighborhoods near traffic and impact low-
income communities from a lack of shade during extreme heat waves. Longer-term concerns cited by 
interviewees include rising sea levels and erosion that impact the coastal cities of Orange County.

8. Housing and Homelessness 
One of the greatest health needs identified by providers, interviewees, and focus group participants was 
the need to address homelessness and housing insecurity. Half of interviewees shared that this was the 
greatest health need in the community and 31% of provider survey respondents (n=160) indicated that 
homelessness/ housing insecurity was contributing to poor health outcomes in the communities they serve. 
According to focus group participants, accessible housing is a concern with the rise of evictions and those 
needing emergency housing services. The parallel between housing and health was also acknowledged in 
that having housing is important for one’s health.

Next Steps
After making the 2022 CHNA report publicly available on its website, Hoag will solicit feedback and 
comments on the report until two subsequent CHNA reports have been published. Hoag will also develop 
an implementation plan based on the CHNA results, which will be filed with the IRS in 2023.



9

2. Introduction and Background

Affordable Care Act
Enacted on March 23, 2010, the Affordable Care Act (ACA) provided guidance at a national level for 
CHNAs for the first time. Federal requirements included in the ACA stipulate that hospital organizations 
under 501(c)(3) status must adhere to new 501(r) regulations, one of which is conducting a community 
health needs assessment every three years. The CHNA report must document how the assessment was 
done, give a description of the community served, list who was involved in the assessment, describe the 
process and methods used to conduct the assessment, and name the community’s health needs that were 
identified and prioritized as a result of the assessment. Final requirements were published in December 
2014. 

The definition of a community health need includes the social determinants of health that contribute to 
an issue in addition to the associated rate of morbidity and mortality. For the purposes of this assessment, 
Hoag did not limit the definition of “community health.” The CHNA uses the term “community health” to 
go beyond traditional measures of health to include indicators about broader social and environmental 
determinants of health such as housing, financial insecurity, education, and transportation.

In addition to providing a national set of standards and definitions related to community health needs, the 
ACA has had an impact on upstream factors. For example, the ACA created more incentives for health care 
providers to focus on prevention of disease by including lower or no copayments for preventive screenings. 
The ACA has also established new funding to support community-based primary and secondary prevention 
efforts. 

SB 697 and California’s History of Assessments 
Enacted in 1994, California Legislative Senate Bill 697 stipulates that private nonprofit hospitals submit 
an annual report to the California Department of Health Care Access and Information (HCAI), formerly 
known as the Office of Statewide Health Planning and Development (OSHPD). The report is to include  a 
description of the activities that the hospital has undertaken to address identified community needs within 
its mission and financial capacity. Additionally, hospitals must describe the process by which they involve 
community groups and local government officials in helping identify and prioritize community needs to 
be addressed.The community health needs assessment must be updated at least once every three years. 

The 2022 CHNA meets both CA SB 697 and federal (IRS) requirements mandated by the ACA. 
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Brief Summary of the Prior CHNA Conducted
In 2019, Hoag participated in a collaborative process to identify significant community health needs and 
to meet the IRS and SB 697 requirements. The resulting 2019 CHNA report is posted on Hoag’s website.

https://www.hoag.org/about-hoag/community-benefit/reports/

The 6 health needs that were identified through the 2019 CHNA process were:

1.	 Mental Health

2.	 Access to Care

3.	 Economic Security

4.	 Prevention of Chronic Disease & Management

5.	 Women’s Health 

6.	 Substance Use

Written Public Comments to the Prior CHNA
To offer the public a means to provide written input on the CHNA reports, Hoag offers a public email for 
direct contact: CommunityBenefit@Hoag.org

At the time the 2022 CHNA report was completed, Hoag had not received written comments about the 
2019 CHNA report. Hoag will continue to accept submissions and make sure that all relevant feedback is 
reviewed and addressed by appropriate hospital staff.
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Hoag’s nonprofit regional health care delivery network consists of two acute-care hospitals – Hoag 
Hospital Newport Beach, which opened in 1952, and Hoag Hospital Irvine, which opened in 2010 – in 
addition to 14 urgent care centers and nine health centers and has delivered a level of personalized care that 
is unsurpassed among Orange County’s health care providers. Renowned for its excellence, specialized 
health care services and exceptional physicians and staff, Hoag is admired as one of California’s leading 
hospitals. It is one of the county’s largest employers with approximately 7,000 employees and more than 
2,000 volunteers. Hoag’s network of more than 1,700 physicians represents 52 different specialties. 

Hoag is a designated Magnet® hospital by the American Nurses Credentialing Center (ANCC) and is fully 
accredited by DNV. Hoag offers a variety of health care services to treat virtually any routine or complex 
medical condition. Through its medical staff, state-of-the-art equipment and modern facilities, Hoag 
provides a full spectrum of health care services including six institutes that provide specialized services 
in the following areas: cancer, heart and vascular, neurosciences, women’s health, digestive health and 
orthopedics through Hoag’s affiliate, Hoag Orthopedic Institute, which consists of an orthopedic hospital 
and four ambulatory surgical centers. 

To further Hoag’s commitment to provide comprehensive care to the community, Hoag Medical Group 
was established in 2012 with the core values of excellence, innovation and compassion. The physician 
group comprises specialists and subspecialists in internal medicine, family medicine, pediatrics, 
geriatrics, acupuncture, neuromusculoskeletal, endocrinology, genetics, rheumatology, diabetes, allergy 
& immunology and HIV medicine.

3. About Hoag Memorial Hospital Presbyterian

Healthcare Infographics

Our mission is to serve our communities 
as a nonprofit, faith-based hospital by 

providing health care services of highest 
quality. 

Our vision is that Hoag  is a trusted, 
nationally recognized leader in the 

development of new treatments and health 
care advancements. 

. 

Our values include Excellence, 
Respect, Integrity, Patient 

Centeredness, Community Benefit

MISSION

VISION VALUES
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Community Health Initiatives
Hoag’s Community Benefit Program was formalized in 1995 through Hoag’s Community Health Department 
and has grown significantly since that time. Hoag has served over 100 nonprofit community organizations 
in a variety of health and social service categories. Hoag continues to emphasize the development of 
sustained collaborative relationships and the provision of unduplicated services to disadvantaged residents 
in Hoag’s community as core elements of the program.

The Department of Community Health provides direct services and collaborates with other not-for-profit 
community-based organizations to promote the health of Hoag’s communities. The department coordinates 
Hoag’s Community Benefit activities, driven by the health needs of Hoag’s surrounding communities, which 
are regularly reviewed in an ongoing manner.

Hoag’s Community Benefit Program is guided by five Core Principles:

1.	 Emphasis on Disproportionate Unmet Health-Related Needs – Hoag concentrates on residents 
who have a high prevalence of severity for a particular health concern; and on residents with multiple 
health problems and limited access to timely high-quality health care.

2.	 Emphasis on Primary Prevention – Hoag focuses on program activities that address the underlying 
causes of persistent health problems as part of a comprehensive strategy to improve health status 
and quality of life in local communities.

3.	 Build a Seamless Continuum of Care – Hoag works to develop and sustain operational linkages 
between clinical services and community health improvement activities to manage chronic illnesses 
among uninsured and publicly insured populations.

4.	 Build Community Capacity – Hoag targets its charitable resources to mobilize and strengthen 
existing effective community health services.

5.	 Emphasis on Collaborative Governance – Hoag emphasizes networking to exchange information; 
Coordination of synergistic activities; Cooperation in sharing resources; and Collaboration to enhance 
the combined capacity of community health partners.



13

The department of Community Health provides services which are unduplicated in the community and 
relieve government burden. These currently include mental health services, community nurse navigation, 
community-based program grants, and other health and wellness programs and services. In order to 
promote effective access to health care and related services, the department works in collaboration with 
a number of not-for-profit community-based organizations to provide insurance coverage as well as free 
services to underserved and vulnerable residents. Charity care is an integral component of the benefit that 
Hoag provides to the community. The current hospital Charity Care and Self Pay Discount Policy provides 
assistance on a sliding scale for uninsured and self-pay patients with family income up to 400% of the 
Federal Poverty Level. 

Community Served
Hoag defines the community served by a hospital as those individuals residing within its hospital service 
area. A hospital service area includes all residents in a defined geographic area surrounding the hospital and 
does not exclude low-income or underserved populations. Hoag Hospital Newport Beach, Hoag Hospital 
Irvine and Hoag Orthopedic Institute provide Orange County communities with access to a full spectrum 
of health care services through its more than 1700-member medical staff, state-of-the-art equipment and 
modern facilities. The hospitals’ service area includes all 88 zip codes and all 582 census tracts in Orange 
County. Hoag’s patient population comes from all 34 cities and unincorporated communities in Orange 
County as shown on the next page. 

Among the top 5 cities served by Hoag (Irvine, Huntington Beach, Costa Mesa, Newport Beach and Santa 
Ana), the average age of patients range from 29 years to 48 years old with younger patients on average 
residing in the cities of Costa Mesa and Santa Ana. Among Hoag’s obstetrician visits, the average age of 
Costa Mesa and Santa Ana patients is 29 years. For Emergency Department visits, the youngest patients 
reside in Costa Mesa and Irvine and the oldest patients reside in Newport Beach. 

The number of Medicaid patients range from 8% in the cities of Huntington Beach and Irvine to as much as 
25% and 21% in the cities of Costa Mesa and Santa Ana, respectively. Medicaid patients skew female and 
they tend to represent a higher percentage of patients visiting the Emergency Department.

As seen in Hoag’s service area, Orange County is a tale of two counties. Some of its cities have higher 
than average median household income while neighboring cities have some of the lowest in the state of 
California. To understand the social and health disparities of the county, this report will highlight different 
metrics that capture the characteristics of wealthier cities like Newport Beach and Irvine as well as less 
affluent cities such as Costa Mesa and Santa Ana. 
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Orange County is home to 3.19 million people per the latest 2020 Decennial Census with a median age of 38.3 years. The 
racial and ethnic makeup of Orange County is extremely diverse. The 2020 Census shows 45% of Orange County’s population 
is White, while 55% represent another racial group or multi-racial groups. The county’s largest non-White ethnic and racial 
groups are Hispanic/Latino and Asian Native Hawaiian and Pacific Islander. Approximately 34% of Orange County residents 
consider themselves of Hispanic ethnicity, while 22% are Asian Native Hawaiian and Pacific Islander. Altogether, around 30% 
of residents in Orange County are foreign-born, and about 45% speak a language other than English at home.

Orange County at a Glance

Population by Citizenship
of foreign-born residents

56.8%

43.2%

Population by Birth Origin

29.6%

70.4%

14%

17.2%

22.2%

43.4%

OC 
Population
3,186,989

Two or more races

Some other race

Asian

White

Black

AI/AN 1.2%NHPI 0.3%

Non-
H

is
pa

ni
c 

66
.2

%

Hispanic 33.8%

The United States (US) Census 
Bureau collects racial data 
according to guidelines by 
the US Office of Management 
and Budget (OMB), and 
these data are based on self- 
identification.

Racial categories in the 
census survey reflect a social 
definition of race in the US. It 
is not an attempt to define race 
biologically, anthropologically, 
or genetically. Also, categories 
of race include national origin 
or sociocultural groups. People 
who identify their origin as 
Hispanic, Latino, or Spanish 
may be of any race.

About the Topic of Race 
(census.gov) 

Source: 2020 Decennial Census

U.S. Born
70.4%

Foreign-Born
29.6%

Naturalized U.S. Citizen
56.8%

Not a U.S. Citizen
43.2%

Source: U.S. Census Bureau’s American Community Survey 5-Year Data, 2020

Native Hawaiian Pacific Islander 
(NHPI)

American Indian/Alaskan Native (AI/AN) 1.2%
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Population by Age Group

Median Age: 38.3

              5.9%

              5.7%

                 6.5%

                6.4%

                 6.6%

                    7.6%

                  6.9%

                 6.6%

                6.4%

                    7%

                    7%

                  6.8%

              5.9%

          4.7%

      3.7%

  2.5%

1.8%

2.1%

Language Spoken at Home

41.2% 10.1% 3.1%

$94,441
Median Household Income

2020

2020 2020

2020as of March 2022

as of March 2022

Home Ownership Rate Total Housing Units

Unemplyment RatePersons in PovertyBachelor’s Degree or Higher

56.9% 1,129,785

Source: U.S. Census Bureau’s American Community Survey 5-Year Data, 2020
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Uninsured Population by Race/Ethnicity in 
Orange County
2020

              $98,535

       $81,754

    $77,149

             $96,959

              $99,198

$67,416

              $99,701

   $74,319

                $105,133

2020

Median Houshold Income by Race/Ethnicity
in Orange County

80.4

 81.6

 82.5

  83.2

   87.2

2020

Life Expectancy at Birth in Orange County in years

Source: U.S. Census Bureau’s American Community Survey 5-Year Data, 2020
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Population Overview

inclusive terms have been gaining popularity. Using “Latin@” 
to mean both. “Latinx” can also be used as a gender-neutral or 
nonbinary term inclusive of all genders. Chicano is terminology used 
to identify people of Mexican descent born in the United States. 
The term came into popular use by Mexican Americans as a symbol 
of pride and activism during the Chicano Movement of the 1960s.

Upon consultation with community members and organizations 
serving this community, we will use Hispanic and Latino in this 
document to be inclusive.  It will be our preference to refer to 
a nation or region of origin when data is available (e.g., Bolivian, 
Salvadoran, or Costa Rican is more specific than Latino, Latinx,  
Latin American, or Hispanic).

Geographical Markers

1  Bastanchury Ranch

2  Colonia Independencia

3  Colonia Juarez

4  Colonia La Paz + Colonia Manzanillo

5  Mission San Juan Capistrano

6  Mexican Consulate

7  Chepa’s Park

8  The Mendez Tribute Monument Park 
and Freedom Trail 

9  Sariñana’s Tamale Factory

10  Christ Cathedral

Top Cities of Hispanic and Latino Residents
2020, with percentage changes since 2015

City 2020

Santa Ana 252,762 -3.1%

Anaheim 188,179 +2.6%

Garden Grove 63,289 -1.3%

Orange 53,160 +0.7%

Fullerton 51,901 +6.0%

Costa Mesa 41,070 +2.4%

City 2020

Huntington Beach 38,116 -0.2%

La Habra 36,869 -1.8%

Tustin 31,572 -0.4%

Buena Park 31,128 -0.5%

Irvine 29,184 +21.7%

Westminster 20,832 -1.9%
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Hispanic and Latino Population Overview in OC

Source: --

Understanding Hispanic, Latino, Chicano and 
other terms
When referring to people who identify as Hispanic, Latino (or Latinx, 
etc.), Chicano, or another related designation, community members 
should consult with individuals to determine the appropriate choice. 
Note that “Hispanic” is not necessarily an all-encompassing term, 
and the labels “Hispanic” and “Latino” have different connotations. 
The term “Latino” (and its related forms) might be preferred by 
those originating from Latin America, including Brazil. Some use 
the word “Hispanic” to refer to those who speak Spanish; however, 
not every group in Latin America speaks Spanish (e.g., in Brazil, the 
official language is Portuguese). The word “Latino” is gendered (i.e., 
“Latino” is masculine and “Latina” is feminine). Recently, gender-

Other Hispanic 
or Latino

Mexican

Puerto Rican 1.2%

Cuban 0.8%

Hispanic or 
Latino

Population
1,071,393

84.9%

13.1% Mexican

Salvadoran

Guatemalan

All other Hispanic or Latino

Puerto Rican

Spaniard

Peruvian

Cuban

Spanish

Colombian

Argentinean

Honduran

Costa Rican

Ecuadorian

Nicaraguan

Bolivian

Venezuelan

Chilean

Other Central American

Other South American

Uruguayan

Panamanian

Dominican

Spanish American

Paraguayan

909,158

30,536

20,334

16,604

12,581

11,781

+7,100.0%

-57.3%

-37%

-30.1%

+8.1%

+7.5%

+173.6%

+1.3%

+756.0%

+35.7%

-44.5%

-38.7%

+412.3%

+10.1%

+112.6%

-5.9%

+8.1%

+21.9%

-18.8%

+0.7%

-10.7%

+42.5%

+1.2%

-6.7%

-2.6%

9,072

9,051

8,929

8,671

6,581

4,065

3,591

3,565

3,441

2,811

2,551

2,241

1,573

1,412

959

888

760

167

71

Hispanic and Latino Population by Ethnicity
Alone and in other combinations for Orange County, 2020, and percentage change 

since 2015

Source: 2020 ACS 5-Year Data, U.S. Census Bureau

Source: U.S. Census Bureau’s American Community Survey 5-Year Data, 2020
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ANHPI Population Overview

Geographical Markers

1  Asian Garden Mall

2  Koreantown

3  Diamond Jamboree

4  Historic Wintersburg Church

Asian Population: A Historical Context
According to the Orange County Historical Society, the first people 
who arrived in Orange County came thousands of years ago. They 
lived by hunting, fishing, and gathering plants and seeds. Afterwards, 
Shoshonean-speaking people arrived who were the ancestors of 
the tribes we know today as the Juaneño and the Gabrielino.

Orange County was officially formed on August 1, 1889, and 
agriculture and oil played a key role in its development. As a result 
for the need of cheap labor, the earliest Asian immigrants to 
California were predominantly Chinese, Japanese, and Filipino.

A Chinatown developed on 3rd St of Santa Ana in the 1880s and 
thrived for more than 20 years. The men who lived there had 
arrived to Orange County to build railroads, work in the local grape 
and celery fields, and start small businesses. On May 25, 1906, 
Chinatown suddenly vanished in flames. According to the OC 
historian Jim Sleeper, the fire had been ordered by the City Council. 
They justified this action since a man was found to have leprosy 
in Chinatown, and they deemed it a public health threat. During 
this period, the Chinese community were subjected to racially 
motivated hostilities including the Chinese Exclusion Act of 1882. 
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Source: AdvanceOC

Top Cities of Asian Residents
2020, with percentage changes since 2015

City 2020

Irvine 136,809 +27%

Garden Grove 76,367 +7%

Anaheim 69,832 +12%

Westminster 49,985 +8%

Santa Ana 44,402 +15%

Fullerton 38,699 +1%

City 2020

Huntington Beach 34,001 +23%

Buena Park 29,699 +17%

Fountain Valley 22,549 +6%

Tustin 23,994 +26%

Orange 22,099 +13%

Lake Forest 19,697 +36%

Source: 2020 ACS 5-Year Data, U.S. Census Bureau, AdvanceOC
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Understanding the term API, NHPI, and ANHPI
Asian and Pacific Islander (API) is a term used to describe people 
of Asian or Pacific Islander descent in the US. The pairing of these 
two populations started in the 1980 US Census. In more recent 
surveys, Native Hawaiian and Pacific Islander (NHPI) became 
more common and distinct since Pacific Islander communities face 
more significant health and socioeconomic disparities compared 
to Asians and other groups. In this document, we will refer to these 
two communities, when possible, as Asian, Native Hawaiian, and 
Pacific Islander (ANHPI).

Asian Population Overview in Orange County

Japanese

Taiwanese

Korean

Indian

Filipino

Chinese

Vietnamese

Other Asian

Asian
Population

782,802

30.2%

16.6%

14.1%

13.9%

8.1%

7.3%

1.9%
7.9%

Source: --

Vietnamese

Chinese

Filipino

Korean

Indian

Japanese

Other Asian

Taiwanese

Cambodian

Pakistani

Thai

Indonesian

Laotian

Sri Lankan

Hmong

Nepalese

Bangladeshi

Burmese

Malaysian

Mongolian

Okinawan

236,810

129,811

109,977

108,693

63,309

57,395

14,806

11,160

7,374

7,069

6,434

3,864

2,149

1,718

1,359

1,308

766

556

249

84

+14.9%

+25.6%

+10.2%

+7.3%

+19.5%

+14.2%

+34.1%

17,884 +1.0%

+21.5%

+6.6%

+18.7%

+37.4%

+9.0%

+15.3%

+19.0%

+198.7%

+113.7%

+4.5%

-43.5%

+170.7%

-9.7%

Asian Population by Ethnicity
Alone and in other combinations for Orange County, 2020, and percentage change 

since 2015

Source: 2020 ACS 5-Year Data, U.S. Census Bureau, AdvanceOC

Source: 2019 ACS 5-Year Data, U.S. Census Bureau
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Source: U.S. Census Bureau’s American Community Survey 5-Year Data, 2020
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Income, as a key social determinant, has a significant impact on health outcomes. The Orange County 
community earns one of the highest annual median incomes in the U.S., but also bears some of the highest 
costs of living. 2020 median household income in Orange County is $94,441; however, Orange County is 
also ranked as one of the 10 most expensive counties in California in 2021 according to the Insight Center. 

The California Family Needs Calculator published by 
the Insight Center reports that a family of 4 with 2 
school aged children needs to earn an hourly wage 
of $23.99 per adult in the household or $101,336 as a 
household to pay for basic living expenses in Orange 
County. Orange County’s median household income is 
$94,441, which is approximately $7,000 short of what 
is needed to make ends meet. This income disparity will 
continue to put pressure on social services in Orange 
County to fill the gap and will exacerbate housing 
and financial insecurities that lead to poor health and 
homelessness.

The income disparities experienced by Orange 
County families are not unique to Orange County. 1 
in 3 California households are not being paid enough 
to feed their families, a number that has increased by 
31,000 households since 2018. 

Since 2018, the cost of living in counties in the southern 
and central portions of the state witnessed steep 
increases: Orange County (26%), Santa Barbara (40%), 
and Santa Cruz (45%). Prior to the pandemic, childcare overtook housing as the top expense for households 
in almost every California county.

Along with these findings, the Insight Center cites significant disparities among ethnic communities 
statewide in their recently published report:The Cost of Being Californian in 2021. Among the key findings 
are: 

•	 Households of color in California are overrepresented among essential workers who have borne the 
brunt of a dual health and economic crisis. While making up 39% of the population, Latinx workers 
are 71% of California’s cooks, 77% of the state’s dishwashers, and more than 80% of the state’s 
housekeepers. Asian people make up 90% of manicurists, 24% of wait staff, and 20% of home health 
and personal care aides. 

•	 The typical Latinx household in California has an income that is $40,000 less than their white peers. 
White households with one full-time worker are more likely to be able to afford basic needs than Latinx 
households where two or more adults are employed full-time.

Rent $2232

Utilities $99

Child Care $1986

Health Care $628

Food $1005

Transportation $654

Miscellaneous $661

Taxes $1612

Child Care Tax Credit (-) ($100)

Child Tax Credit (-) ($333)

Earned Income Tax Credit (-) ($0)

SELF SUFFICIENCY STANDARD

Hourly Wage $23.99

Monthly Wage $8,445

Annual Wage $101,336

Emergency Savings (Monthly) $177

Monthly Costs in Orange County, CA 
2021

Source: California Family Needs Calculator, 
Insight Center
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•	 Black and Latinx families who are not citizens face the greatest economic insecurity. Sixty-four percent 
of Black households and 75% of Latinx households struggle to put food on the table and keep the lights 
on. 

•	 Asian and Pacific Islander Californians are in a far more precarious economic position than popular 
portrayals of overall success, with close to one in three struggling to make ends meet. Nearly one 
half of Californian’s Asian American households where an Asian or Pacific Islander language is the 
household’s primary language are not paid enough by employers to afford basic household goods.

In 2021, AdvanceOC, in partnership with the Orange County Health Care Agency and several community-
based organizations, published the COVID-19 Needs Assessment and Community Health Survey, which 
illuminated numerous social and health disparities across the county. Key findings include: 

•	 When asked about what significantly impacts their health, living in constant stress was the factor most 
often cited by survey respondents. 45.8% of total respondents said they lived in constant stress. Almost 
44% of survey respondents selected the need for a better paying job. The two are not unrelated as 
financial insecurity is the biggest source of stress experienced by many Orange County families.

•	 Unemployment increased 10.6% for respondents during the measurement period of this survey. 
Among income brackets, those who earned between $25,000 - $49,999 saw the largest increase in 
unemployment (+6.4%). Among minority groups surveyed, LGBQ (Lesbian, Gay, Bisexual and Queer or 
Questioning was used to define sexual orientation in this study) (+11.2%), multi-race (+9.2%) and Latino/
Chicano/ Hispanic (+6.0%) respondents reported the greatest change in unemployment.

•	 The percentage of respondents who said it was very difficult to pay for basic necessities more than 
doubled from before March 2020 to June 2021. Older adults (65+ years of age) reported the greatest 
increase in difficulty paying for basic necessities (a 12-fold increase). 
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45.8% 
of total 
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43.9%
total respondents 
said they needed 
a better paying 

job

Figure 7. Mental Health among Community Respondents
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may further suppress the identification of mental health issues and the reporting 
of such in surveys such as this. Even though the sample size was small for these 
subgroups, the findings warrant additional research that should be accompanied 
by local stakeholder interviews and focus groups.  

Issue #5:  Community Voices Regarding Health Needs

When asked about what significantly impacts their health, living in constant 
stress was the factor most often cited by survey respondents as shown in Figure 8. 
45.8% of total respondents said they lived in constant stress. This condition is not 
surprising given the unknown and uncertain nature of the pandemic at the time this 
survey was conducted (May-June 2021). Additional research should be performed 
to drill down on the prevalence of “constant” stress and the sources that contribute 
to its persistency that may have predated the COVID-19 pandemic. 

Issues involving wages, outdoor space to exercise, and access to nutrition were 
also top impediments to good health cited most by survey respondents. These 
issues are discussed in further detail in the Findings by Topic section of this report. 

Figure 8. Community Voices Regarding Health Needs

Which of the following significantly impacts your health?

I live in constant stress

I need a better paying job

Need gym or outdoor space to exercise

Too much junk food/Not enough healthy 
options in neighborhood

It is difficult to make a doctor's appointment

I do not have time to see a doctor

Not enough doctors/clinics nearby

I feel I am treated poorly in hospitals

I do not have transportation

45.8%

43.9%

39.3%

39.0%

29.6%

29.1%

19.3%

19.0%

14.6%

10.3%

I do not have the right information

0.0% 20.0% 30.0% 40.0%10.0% 50.0%

Source: 2022 Report on COVID-19 Needs Assessment & Community Health Survey
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•	 Overall, 3.9% of respondents said they did not have enough to eat often or sometimes, the main reason 
being they could not afford to buy food, but fear of going out during the pandemic was also a major 
reason. Among those who reported not having enough to eat, lower income residents as well as LGBQ 
and Latino/Chicano/Hispanic residents expressed the greatest need.

•	 9.2% of respondents said their household will have to leave their home by eviction or foreclosure, either 
voluntarily or involuntarily, in the next 4 months. Among those who expressed the greatest concern 
were lower income residents of different racial backgrounds and Income under $25k adults. When 
asked to identify the biggest problem with housing, respondents cited high costs, public safety, and 
lack of cash for a down payment as top issues in Orange County.

* Note: Citations of key findings used the same classifications of populations segments such as Latinx 
or LGBQ that were used in the original reports. For example, LGBQ is used in this study to represent a 
population defined by sexual orientation, not both sexual orientation and gender identity. Please refer to 
these publications for specific definitions.

Visit: AdvanceOC.com 10

Before March 
2020

May/June 
2021 Increase

All Respondents 4.9% 11.9% 2.4x

Income under $25K 10.0% 29.3% 2.9x
Cambodian 6.2% 22.6% 3.6x
Income between $50K and $74,999 1.8% 9.1% 5.1x

LGBQ 3.8% 21.3% 5.6x
Low-income LGBQ (total: 23) 4.4% 39.1% 8.9x
Older adults (total: 117) 0.85% 10.3% 12.1x

Low-income older adults (total: 45) 2.2% 26.7% 12.1x

Figure 10. Financial Hardship to Pay for Basic Necessities by Community Respondents

COVID-19 increase in respondents who said it was "Very Difficult" to pay for 
basic necessities
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“
Issue #3:  Food Insecurity

Overall, 3.9% of respondents said they did not have enough to eat often or
sometimes, the main reason being they could not afford to buy food, but fear 
of going out during the pandemic was also a major reason. Among those who 
reported not having enough to eat, lower income residents as well as LGBQ
and Latino/Chicano/Hispanic residents expressed the greatest need.

Looking closer at the results for this question from ethnic minority groups, many 
respondents identified issues with having the “right kinds of food” they wanted
to eat, suggesting a lack of culturally appropriate food options available to those 
who were food insecure.

Figure 11. Food Insecurity by Demographic Group
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Under $25,000

LGBQ

Latinx, Chicano,  Hispanic

Male

Between $50K and $75K
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8.1%

7.7%

7.5%

7.3%

5.0%

4.9%

4.8%

4.6%

3.1%

2.8%

30-49 years old

We often/sometimes did not have enough to eat (in the past month)

Total Respondents

Heterosexual/Straight

White/Caucasian

4.8%

4.6%

3.9%

1.5%

Female

Source: 2022 Report on COVID-19 Needs Assessment & Community Health Survey
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4. Assessment Team 

Identity and Qualifications of Consultants
AdvanceOC, an independent local 501(c)(3) nonprofit with a mission to close social and health disparities, 
completed the CHNA. 

For this assessment, AdvanceOC assisted with CHNA planning, conducted primary research, collected 
secondary data, synthesized primary and secondary data, facilitated the processes of identifying 
community health needs and assets, assisted with determining the prioritization of community health 
needs, and documented the processes and findings into a report. 

The project principal for this assessment was Katie Kalvoda, co-founder and President of AdvanceOC. She 
was assisted by Elsy Salcedo, MPH; Leanna Fong; Daniele Bryant; Tristen Reese Jovellanos; Keaton Marc 
Nguyen; Fares Salib; Trisha Nguyen; Karina Tran; and Mary Zhuang. In addition, the study team included 
analysts from The Mark including Traci Shirachi, Jessica Martone, Rick Orlina, and Patricia Villa. 

AdvanceOC helps organizations discover and act on data driven insights. The nonprofit specializes in data 
intelligence in the areas of health, education, economic development, and advancement of community 
initiatives towards a more just and equitable Orange County. AdvanceOC conducted community needs 
assessments and data research and analytics for numerous public and private organizations in Orange 
County. In addition, the Orange County Health Care Agency has partnered with AdvanceOC to provide 
strategic planning and data support for its $23 million Equity in OC Initiative launched in 2021. 

More information about AdvanceOC is available on the organization’s website: www.advanceoc.com.
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5. Process and Methods 

AdvanceOC conducted the CHNA in a mixed-methods sequential explanatory assessment intended to 
produce the most accurate and meaningful story of community health possible. 

Hoag and AdvanceOC started planning the 2022 community health needs assessment in March 2022 and 
began collecting data in May 2022. This report summarizes preliminary findings gleaned from stakeholder 
interviews, a provider survey, a community survey, and focus groups conducted with health care experts, 
leaders of community-based organizations (CBOs), and community members with a variety of lived 
experiences in Orange County, California. These investigations and evaluation tools were designed and 
conducted from May to August 2022 by a team of research professionals at AdvanceOC in collaboration 
with the Hoag Community Benefit Team. Secondary data was analyzed to provide a global and local view 
of the most pressing health issues in various neighborhoods across the service area and raise strategic 
lines of inquiry for community engagement. Findings from both the secondary and primary data collection 
processes were then combined to produce a robust story of community health needs. 

Primary Data Collection (Community Input)
The study team designed four strategies for collecting community input: key stakeholder interviews with 
health experts and community service experts, provider surveys, community surveys, focus groups with 
residents, and focus groups with professionals who represent and/or serve the community or residents. 
Individuals representing high-need populations (low-income, minority, medically underserved, older adult, 
homeless/unhoused and youth) were included.

To ensure consistency across every interview and focus group, the study team generated research 
protocols. The study team sought to build upon prior CHNAs by focusing the primary research on topics 
and subpopulations that are less well understood by statistical data. For example, Health Care Access, and 
Mental and Behavioral Health, were identified as major health needs in the 2019 CHNA. Relatively less 
quantitative data exists on these subjects, especially Mental and Behavioral Health, so the 2022 study team 
sought to understand the community’s perception of mental and behavioral health and its experience with 
health care access and delivery through primary qualitative research.

Healthcare Infographics
Marketing is the study and management of exchange relationships. Marketing is the business 

process of creating relationships with and satisfying customers.
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PART 1

Key Stakeholder Interviews 

To gain insight into the health needs of Hoag’s service area, a series of interviews were conducted in 
May 2022. Drawing from a list of Hoag partner organizations that provide direct services to the Orange 
County community, invitations were sent to organizational leaders to participate in stakeholder interviews. 
Stakeholders were chosen to ensure that the organizations represented would cover a wide range of 
perspectives including public health. From those invitations, 18 interviews were conducted. Interview 
sessions were conducted and recorded via Zoom and transcribed using artificial intelligence software 
(Otter.ai) with human review. Transcriptions were uploaded into a qualitative analysis software where a 
deductive coding process took place. The discussions centered around the following questions: 

•	 What are the top three health conditions most 
important to address in the next three years for the 
population you serve?

•	 What barriers exist to seeing better health in this 
area?

•	 Are you seeing any trends related to this need over 
the last three years?

•	 What are some services that are already in place 
for community members to address this health 
need?

•	 Can you please describe how accessible and 
adequate are the following care/services in 
Orange County? Primary Care, Specialist Care, 

Mental/Behavioral Health, and Human/Social 
Services

•	 What are the biggest challenges your population 
faces when trying to access healthcare?

•	 In your opinion, what do you think a hospital’s 
role should be in meeting the health needs of 
the community it serves beyond providing direct 
health care to patients within the hospital?

•	 What services would you like to see that aren’t 
already in place in the communities you serve? 

•	 What new or revised policies or other public health 
approaches are needed?

Stakeholder Interview Analysis
As an initial step in the interviews, interviewees were asked what populations they serve. Based on their 
responses, organizations represented in the interview sample serve the following Orange County populations:

•	 Lower income and low-to-moderate income 
individuals and families

•	 Uninsured individuals and families

•	 People and families experiencing homelessness or 
at risk of homelessness

•	 Children, youth, and young adults from birth to 
22 years old; students ages 7 to 12; girls ages 5 to 
early adulthood

•	 Women of all ages; adults ages 30 to 50

•	 LGBTQIA+ (Lesbian, Gay, Bisexual, Transgender, 
Queer (or Questioning), Intersex, and Asexual/ 
Aromantic/ Agender or Another) community

•	 BIPOC (Black, Indigenous, and People of Color) 

individuals and families

•	 Immigrants, refugees, asylum seekers

•	 Non-English speakers and/or those with limited 
English proficiency

•	 Victims and survivors of domestic violence

•	 Individuals with mental health needs

•	 People living with addiction or substance abuse

•	 Individuals with neurodevelopmental disability, 
cerebral palsy, autism; other mental, physical 
disabilities

•	 All Orange County residents from the perspective 
of public and population health

The interviewees were then provided a list of previously known health needs, displayed on the following 
page. The interviewees were asked what additional health needs were missing from this list. Answers 
included the lack of access to non-emergency services and services addressing child well-being as well as 
health equity and social determinants of health including built environment and education. 
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Health Needs Provided Additional Health Needs Identified by Stakeholders

• Alzheimer's Disease & Dementia  
• Arthritis  
• Behavioral Health  
• Emotional Well-Being  
• Mental Health  
• Substance Abuse  
• Birth Outcomes  
• Cancers  
• Heart Disease & Stroke  
• Childhood Obesity  
• Climate Change  
• Communicable Diseases  
• Community & Family Safety  
• Diabetes & Obesity  
• Diet/Fitness/Nutrition  
• Economic Security  
• Health Care Access & Delivery  
• Health Literacy  
• Housing & Homelessness  
• Oral/Dental Health  
• Respiratory Conditions  
• Sexual Health  
• Tobacco Use  
• Transportation & Traffic  
• Unintentional Injuries

• Access to minor surgeries (non-emergency services)  
• Access to whole person care  
• Built environment  
• Early childhood development  
• Child well-being (as a subset of emotional well-being) 
• Eating disorders (as a subset of diet/nutrition) 
• Education achievement and equity 
• Food insecurity (as a subset of diet/nutrition) 
• Health equity (structural inequity) 
• Reproductive health care, including information and 
education  
• One interviewee suggested separating diabetes from 
obesity; another interviewee suggested combining 
diabetes and hypertension  
• Pandemics (as a subset of communicable diseases) 
• Sexual assault (as a subset of Community & Family 
Safety)  
• Social emotional learning  
• Youth who are questioning their identity

Top Health Needs Identified by Stakeholders
When prompted to identify the top health needs of the community, stakeholders cited 17 health needs. The top 10 are listed 
below. The most pressing need that was identified was regarding behavioral health / mental health, with 77.8% (14 of 18) of 
interviewees indicating it as a top health need. Other top concerns were housing and homelessness with half (9 of 18) of the 
interviewees declaring it a top health need, economic security (7 of 18) and healthcare access and delivery (7 of 18) tied as the 
next top priority. 

Health Need # of Mentions % of stakeholders

Behavioral Health/ Mental Health 14 78%

Housing and Homelessness 9 50%

Economic Security 7 39%

Health care access and delivery 7 39%

Community and family safety 4 22%

Climate change / Environmental Health 2 11%

Health Literacy 2 11%

Public social spaces, parks 2 11%

Sexual and reproductive health 2 11%

Access to minor surgery 1 6%

Access to nutritious foods 1 6%

Birth outcomes 1 6%

Developmental challenges 1 6%

Diabetes 1 6%

Domestic and child abuse 1 6%

Immigration status 1 6%

Social and Emotional learning 1 6%

List provided to stakeholders of  
previously known health needs
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Several interviewees linked experiencing 
homelessness, behavioral health, and economic 
insecurity as overlaping issues.

Health Need #1: Behavioral Health/ 
Mental Health
Behavioral health and mental health were identified 
as significant health concerns within the community 
by key stakeholders. Many interviewees cited the 
COVID-19 pandemic as a precipitating factor in the 
deterioration of their community’s mental health, 
as well as the racial uprisings of 2020. Referencing 
the COVID-19 pandemic, one interviewee reflected 
that, 

“…coming out of the pandemic, I think that there’s 
just a deep sense of kind of loneliness.” 

Social and environmental factors like these make 
a significant difference in the acute and chronic 
behavioral and mental health issues facing these 
communities. Interviewees also spoke to the 
unique ways in which behavioral and mental 
health concerns intersected with various aspects 
of identity for their communities such as race and 
ethnicity, culture, and LGBTQ identities as well as 
social statuses like immigration and economic/
class. Another interviewee shared the impact of 
the COVID-19 pandemic on LGBTQ youth: 

“…We’ve had increased anxiety across the board 
as [well as] suicidality. Isolation, based on current 
circumstances, folks being stuck at home, youth 
being stuck at home, and they may or may not 
have affirming parents, so they may not be out 
with their parents. So, it’s created a bit of a crisis 
actually within the LGBTQ community because of 
the circumstances surrounding the pandemic.” 

Mental health challenges due to isolation extend 
beyond the impact of the COVID-19 pandemic and 
the LGBTQ community. As one interviewee noted, 

“…adults that are single and homeless, at any age, 
that and … as people grow older, they become 
more socially isolated in many cases, that would 
also be an area to me that’s a concern.” 

Isolation, and the resulting mental health impacts, is 
a health concern that spans multiple disadvantaged 
groups within these communities. 

Lastly, a lot of focus has been appropriately placed 
on de-stigmatizing mental health and educating 
communities on resources, but there also needs to 
be a focus on building up mental health services to 
meet the needs of all community members. One 
interviewee reflected on this point: 

“…As we are destigmatizing mental health, and as 
we’re educating people to seek for mental health 
services, now we get in trouble because we don’t 
have an infrastructure to meet the needs.” 

Those needs include culturally responsive 
therapeutic approaches, gender-affirming 
practices, affordable and accessible resources, 
more BIPOC and LGBTQ affirming practitioners 
as well practitioners that reflect and represent 
the demographics of the community and more 
community-based mental health services in 
general. 

Health Need #2: Housing and 
homelessness
Experiencing homelessness was expressed by 
many key informants to intersect with behavioral 
and mental health issues. Several interviewees 
linked experiencing homelessness, behavioral 
health, and economic insecurity as their top 3 
health issues that the community faced. As one 
interviewee highlighted, behavioral health 

“…may mean addiction, mental health disabilities, 
emotional well-being… In fact, one could make 
an argument that a significant portion of the 
population we serve is homeless, in fact, because 
of behavioral health issues.” 

As the interviewee reflected on the health concerns 
of their community, they concluded that behavioral 
health issues are inseparable from homelessness 
issues, as community members who experience 
one often face the other. 
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“…mental illness and substance use issues, 
behavioral health generally can be an underlying 
condition factor that becomes part of the root 
causes of losing shelter, losing housing. And then 
it can also go the other way, because people, 
you know, fall into homelessness, for a variety of 
reasons that may not have to do with that, but 
then they start experiencing those issues when 
they’re on the streets.” 

One of the ways local and state governments have 
dealt with homelessness is to enact an eviction 
moratorium. The impact of prevention strategies 
such as an eviction moratorium has made a positive 
impact in reducing the number of legal action, as 
one interviewee said,

“…we actually saw a decrease in the number of 
families experiencing homelessness coming into 
our system,” so resources were diverted to focus 
on prevention.”

Despite this positive step to decrease 
homelessness, this issue cannot be easily solved 
by laws alone. While keeping families in their 
homes is a great step, finding housing for those 
facing homelessness poses a significant issue. As 
one interviewee commented, 

“…The big elephant in the room is housing, right? 
Accessible, affordable, quality housing. And I 
think that’s a big, big challenge.” 

Additionally, race continues to play a role in access 
to affordable housing. Especially for the Black 
population, outlawed housing practices such as 
redlining still have lasting impacts on Orange 
County. One interviewee shared: 

“…we continue to see Blacks being discriminated 
[in] the real estate situation here in Orange 
County. And those [occurrences] are as recent as 
a month ago.” 

Housing burden and the lack of affordability is a 
prevalent problem cited by many interviewees. 
One expressed the difficulty faced by

“…people who need affordable housing. And 

I’m not talking about the federal definition of 
affordable housing, but just that someone making 
a living wage here can get an apartment. I just 
see that becoming more and more out of reach 
for people.” 

Health Need #3: Economic 
Insecurity
Almost 40% of interviewees identified economic 
insecurity as a top health need within their 
communities. Similarly, economic insecurity was 
noted as a top barrier to better health outcomes. 
Although we’ve reflected on these issues 
separately, it is important to note as an interviewee 
did, that these issues are interconnected:

 “…I believe it’s a systemic issue…one of these 
issues isn’t in a vacuum. They’re all interconnected. 
Within the financial, or as you put it here, 
economic insecurity, from employment, housing, 
and cost of living.” 

Many people are struggling with recent increases 
in the cost of living due to skyrocketing costs in 
food, energy, and housing. Access to healthcare 
is already precarious for many residents in Orange 
County who are uninsured or underinsured, and 
when cost of living and job loss are factored in, 
it is hard for community members to pay for 
and prioritize their health. Indeed, one of the 
top barriers to better health outcomes was that 
community members have “other priorities.” As 
one interviewee shared,

“…a lot of the families that we serve, the health 
needs become the last priority... For example, 
families that are not prioritizing their medication, 
because even though they have insurance, their 
copay is too large…it becomes an immediate 
crisis, I need to put that money towards rent, I’m 
not going to get my medicine this month.” 

Even families that are insured but are experiencing 
economic insecurity must make trade-offs between 
their housing and their health. Oftentimes, their 
circumstances force them to choose between 
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postponing treatment or medication, which may 
further accelerate their health condition, or pay 
rent and provide for their families. Thus, economic 
insecurity is not only concerned with financial 
stability, but it has rippling effects on access to 
housing and access to healthcare. The consensus 
among key stakeholders suggest that many Orange 
County residents are one financial calamity away 
from homelessness.

Other notable findings: health care 
access and delivery
Healthcare access and delivery is as much 
a financial issue as it is a cultural, linguistic, 
and service availability issue. One interviewee 
emphasized how access to healthcare is both 
about ability to pay and availability of services/
providers: 

“…access in general … your ability to access it 
in an affordable way is obviously important. And 
then I would say, the second part of that in terms 
of access is really about [the] workforce and 
having enough staff and providers available to be 
able to provide care to people when they need it. 
Because just because they have insurance, or just 
because they have a clinic doesn’t equate to them 
being able to get in for appointments.” 

Thus, affordability and availability are understood 
to be two crucial aspects of access to healthcare. 

OTHER Notable Findings: Lack of 
Cultural Competency Among Health 
Care Providers 
Many interviewees mentioned terms like cultural 
sensitivity, cultural competency, and language 
barriers when discussing healthcare access. This 
spanned youth, LGBTQ communities, immigrant 
communities and non-English or limited English 
speaking communities. Stakeholder interviewees 
also indicated that doctors, nurses,, and all 
medical practitioners need to understand the 
communities they serve and provide services in 

a way that is culturally competent. For example, 
doctors and nurses may make LGBTQ patients 
feel awkward, unwelcome, and often do not ask 
the right questions. As one interviewee said in their 
own words below, LGBTQ patients may begin to 
avoid seeing the doctor which can lead to many 
other issues: 

“…I have to consider how badly do I need to 
go in for my, my annual exam? Do I want to go 
through this? If I feel healthy, I might be like, I 
don’t really want to deal with it. So, there’s a huge 
problem of just healthy LGBTQ folks not getting 
their preventative care, because they don’t want 
to deal with it. So, it’s the access even though it’s 
accessible. I have great insurance, I have a good 
doctor, I have access, but it doesn’t feel good. I 
don’t have a good rapport with my provider. So, 
it prevents me sometimes from going. So, there 
is the access problems. And I think it’s around 
cultural competency.” 

The ability to feel welcomed and accepted by 
their healthcare provider is extremely important to 
prevention and early intervention for chronic health 
conditions. If a doctor’s visit is not perceived as 
warm or inviting, patients will not see a healthcare 
provider as a trusted resource. The erosion of trust 
in health and science has had a detrimental effect 
on community health over the last few years. Other 
interviewees noted that immigration status plays an 
important role in the experience of mental health 
as well as access to healthcare options for mental 
health issues. For example, several interviewees 
mentioned the language barrier between patients 
and providers. As one interviewee noted:“

…depending on their [immigration] status, it’s 
hard to find therapy” so we have people in the 
community who are struggling with “anxiety, 
depression, stress, and worry” 

Another interviewee elaborated on this idea 
sharing that services are 

“…still not very culturally competent, there are 
probably fewer practitioners of color…that can’t 
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speak specifically to some of the traumas…I 
mean, they can address them from their training, 
but not from their own perspective or lived 
experience. I’m not sure that there’s services in 
lots of different languages, either.” 

Representation in healthcare, therefore, is 
extremely important for patient well-being 
because having a provider with the same cultural 
background can make them feel more connected, 
heard, and understood. 

Other Notable Findings: Lack of 
Access to Information and Difficulty 
Navigating Systems of Care 
Another interviewee commented that perhaps 
they just are not communicating that they have 
culturally and linguistically appropriate services, 

“…It doesn’t feel culturally… and linguistically 
appropriate, or if it is, they’re not, the services are 
not able to, like, communicate that out enough.” 

This shows that even if the appropriate services do 
exist, these resources have not been well advertised 
with patients, meaning that those who are looking 
for a culturally or linguistically appropriate provider 
are not being connected. Overall, these expressed 
observations necessitate the development of more 
coordination and navigation programming to meet 
the needs of the community and to appropriately 
share resources. Access to health care is a lifelong 
struggle that spans across generations. If early 
prevention habits are not established by the 
parent due to access issues, the child will likely be 
underserved as well. 

One healthcare stakeholder sums up the problem 
as,

“…so you can have a baby. And then they need 
all of these support things for the rest of their life, 
but they don’t have access, any way of getting it 
or fulfilling it … pediatrics is probably the least 
funded area in the country.” 

In summary, access to healthcare remains a top 
need in Orange County. Key informants share that 
the lack of primary care physicians and clinics in 
certain neighborhoods and the hiring challenges in 
the healthcare industry are having a ripple effect, 
magnifying other access issues such as language 
barriers and cultural competency. In addition, 
residents are having tremendous difficulty 
navigating the healthcare system to be connected 
with resources. 

A few interviewees cited confusing and punitive 
legislative policies such as the Public Charge rule 
have created a sense of fear and hesitancy among 
households with mixed immigration status to 
access healthcare. Key stakeholders who work 
directly with financially insecure residents suggest 
that many households may be working multiple 
jobs and cannot access healthcare during normal 
business hours or choose to make an economic 
decision of not prioritizing health when basic 
needs are not met. The impact of these trade-offs 
can be felt in the pediatric population of these 
underserved communities as well. 
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PART 2 

Provider Survey
The 2022 CHNA Provider Survey was developed by the study team led by AdvanceOC in partnership 
with Hoag. The survey was conducted online and opened on June 8, 2022 and closed on July 7, 2022. The 
survey was available in English, Spanish, Korean, Vietnamese, Traditional & Simplified Chinese and emailed 
by AdvanceOC to a predetermined list of individuals and organizations provided by Hoag. Providers 
represented a wide range of county, private, and non-private agencies who serve residents of Orange 
County. Each provider was given a link to the online survey, with a request to distribute the survey to co-
workers, members of their field team, and any caretakers in their network. Individuals self-identified their 
organization in response to the survey. A total of 210 respondents were collected and used for analysis. The 
provider survey focused on the following questions.

•	 Please indicate the most pressing health issues 
you are seeing in the communities you serve 
(may list up to 3).

•	 Please rate how much of a barrier each of the 
items below is to accessing healthcare for 
behavioral health: mental health; emotional well-
being; substance abuse; community and family 
safety; Alzheimer’s Disease and Dementia.

•	 Please prioritize the factors you believe are 
contributing to poor health outcomes in the 
communities you serve (may list up to 3).

•	 How easy is it to access healthcare in the 
communities you serve?

•	 Is the capacity of healthcare services sufficient?

•	 Please rate your engagement with Hoag 
Hospital’s programs.

Provider Survey Analysis
With respect to the respondents’ field of work, 52% or 82 respondents identified themselves as working 
for a community-based/ non-profit organization while 17% or 23 respondents identified themselves as 
working in social services. Most respondents also indicated that they work with patients or consumers of 
health services some or all of the time (76%). 

Provider Survey Respondents

What is Your Field of Work?

76% of respondents say they work 
with patients some or all of the 
time

1
Community based organization – 52%

Community based organization or nonprofit

2
Social Services – 17%

Individuals or agencies providing 
direct social services

3
Counselor/ Therapist – 7%

Individuals or agencies providing 
counseling or therapy services

4
Medical Practitioner – 7%

Individuals or agencies providing 
direct health services

s
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Please indicate the most pressing health issues in the 
communities you serve (select up to 3)

Behavioral Health/ Mental Health 66% 104

Behavioral Health/ Emotional Well Being 57% 90

Behavioral Health / Substance Abuse 27% 43

Community and family safety 21% 33

Alzheimer’s Disease and Dementia 15% 23

COVID-19 14% 22

Diabetes and Obesity 14% 22

Heart Disease & Stroke 13% 20

Cancers 10% 16

Women’s Health 7% 11

Note: Only top 10 responses shown

Additionally, survey results showed that respondents served 3 main groups: low income (85%), immigrants 
(66%), and homeless (61%) communities. A vast majority of survey respondents work with transitional age 
youth (61%), adults between the ages of 25-59 (61%), older adults ages 60+ (57%) and a slight majority work 
with children ages 0 - 5 years (55%).

I work with the LGBTQIA+ community
86 or 54% of provider survey respondents

I work with Persons with disabilities
67 or 42% of provider survey respondents

I work with Low income populations
135 of 85% of provider survey respondents

I work with Persons experiencing 
homelessness

97 or 61% of provider survey respondents

I work with Immigrants
105 or 66% of provider survey respondents 

I work with Ethnic minorities
81 or 51% of provider survey respondents

I work with Persons with mental health 
needs

87 or 55% of provider survey respondents

I work with currently or previously 
incarcerated
57 or 36% of provider survey respondents

Provider 
Survey 

Respondents

Top Health Needs Identified by Provider Survey

When asked about the most pressing health issues seen in the communities they serve, mental health was 
the most frequent answer with 66% of respondents, followed by emotional well-being (57%) and substance 
abuse (27%), all of which surround behavioral health. 

It is important to note that Behavioral Health was divided into three subcategories: mental health, emotional 
well-being and substance abuse. These terms may have different connotations for different service 
providers in the context of their work. Despite these differences, there was consensus among medical and 
social service providers that mental health and emotional well-being were of greatest concern.
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Health Need #1, #2, #3: Behavioral Health
An estimated 26% of Americans ages 18 and older -- about 1 in 4 adults -- suffers from a diagnosable mental 
disorder in a given year. Prior to the pandemic, 12.1% of adults living in Orange County report suffering from 
severe psychological distress. Approximately 19.5% of Orange County adults need help for emotional-
mental and/or alcohol-drug issues. About half of the people who reached out for help or needed help were 
not able to receive any treatment.

Providers who responded to our survey explained that services addressing behavioral health and mental 
health are disorganized and not holistic in Orange County. While access to and adequacy of behavioral 
and mental health services need considerable improvement, two populations have emerged as particularly 
vulnerable groups in Orange County: older adults and youth. Older adults face higher occurrences of 
social isolation and loneliness, conditions that have been exacerbated by the pandemic. Young people have 
also experienced significant disruption and trauma in their lives during the pandemic, which have led to an 
increase of anxiety and depression as well as substance use. 

In 2021, there were a total of 1,346 deaths from substance use in Orange County. The Orange County 
Health Care Agency reports that during the COVID-19 pandemic years of 2020 and 2021, drug and alcohol-
related deaths increased notably across the county. The number of deaths from drugs and alcohol among 
all ages increased by 32% from 2019 to 2020, and another 30% from 2020 to 2021. However, the most 
dramatic changes in mortality were among youths in Orange County. For residents ages 10-17 years, the 
number of deaths from drugs and alcohol increased by 800% from 2019 to 2020, and another 122% from 
2020 to 2021. Although the number of deaths were relatively small compared to other age groups, the fact 
that this age group would normally have 0 or 1 deaths in pre-pandemic years, compared to 9 deaths (in 
2020) and 20 deaths (in 2021), makes this rise in mortality a conspicuous and concerning trend.

Other noteworthy trends from the 2022 Drug and Alcohol Deaths Among Youths and Young Adults report 
were:

•	 Non-Hispanic White residents in Orange County had the highest rate of opioid overdoses from 2015 to 
2020 but was surpassed by African American/Black residents in 2021.

•	 Males had higher rates of opioid overdoses compared to females. Increasing rates are seen in both 
male and females between 2015 and 2021.

•	 Fentanyl overdose death rates have increased dramatically with 2020 demonstrating the highest rate 
increase of 215.8% over the prior year. Fentanyl has become the most frequent type of opioid involved 
in opioid overdose deaths.

•	 While the number of opioid prescriptions has decreased 31% between 2016 and 2020, overdose deaths 
have increased largely due to illicit opioids, specifically illicit fentanyl.

Regarding mental health, which was the top concern of respondents in the provider survey, lack of 
knowledge of available services in the community was consistently cited as a major barrier to accessing 
behavioral and mental healthcare. Other responses included cost of services, insurance coverage, and lack 
of culturally appropriate services, language assistance and appointment availability.

It is interesting to note that while respondents feel it may be difficult to schedule an appointment to see 
a provider, wait times and inadequate medical staff did not register as a major barrier to health. These 
findings suggest the results of this survey can be skewed by respondents who are being asked to judge 
themselves as providers and their practices. 
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Please rate how much of a barrier each of the items below is 
to accessing healthcare for behavioral health: mental healthTop barriers to health identified by provider survey respondents

Another curious finding is the bifurcation of some responses citing lack of transportation, childcare, and 
hours of operation as major barriers while others rated these factors as not a barrier at all. The dual reality 
of Orange County residents demonstrate the stark difference in lived experiences for residents of different 
economic means. 
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Other notable findings: Community and family safety
The top health concern cited by providers not specifically categorized under behavioral health in the survey 
was community and family safety. Over a fourth of all providers surveyed reported that this is an issue in 
Orange County. 

Community safety encompasses public safety as measured in property and violent crimes as well as hate 
crimes, while family safety encompasses violence against household members including domestic abuse, 
child abuse, and elder abuse. 

The results from the provider survey on the topic of community and family safety align with insights from 
key stakeholders in the interviews. Some interviewees expressed a great amount of trauma that has severely 
affected certain communities such as Asian American seniors during the COVID-19 pandemic. According to 
a 2021 Orange County Human Relations Commission report as shown on the next page, 112 hate crimes were 
reported in Orange County, representing a 35% increase from 2019.

According to the May 2021 Stop Anti-AAPI Hate Mental Health Report, Asian who have experienced racism 
are more stressed by anti-Asian hate than the COVID-19 pandemic itself. One in five Asians who have 
experienced racism show racial trauma, which is the psychological and emotional harm caused by racism. 
They also have heightened symptoms of depression, anxiety, stress, and physical distress. Experiences of 
racism during the COVID-19 pandemic are more strongly associated with symptoms of posttraumatic stress 
disorder (PTSD).

ASIANS, NATIVE 
HAWAIIANS, AND 
PACIFIC ISLANDERS

Population Profile Overview

Introduction

ANHPI Population Overview

Orange County at a Glance

Health and Mortality

ANHPI and COVID-19

Economics and Education

Built Environment and Social Context

Get Involved

An initiative of

21

Social Determinants of Health

Social Determinants of Health (continued)

Anti-Asian Hate
While racism towards Asian Americans is not new in US history, 
ANHPIs in Orange County have been vulnerable to increased hate 
crimes and incidents due to tense US-China relations and the 
politicization of COVD-19. 

According to a 2021 Orange County Human Relations Commission 
report, 112 hate crimes were reported in Orange County, a 35% 
increase from 2019. A hate crime is defined as a crime motivated by 
bias against another person’s race, color, disability, religion, national 
origin, sexual orientation, or gender identity. Hate crimes can include 
assaulting, injuring, or even touching someone in an offensive way 
because of their perceived protected class. 

263 hate incidents were reported in Orange County, a 69% increase 
from 2019. A hate incident is defined as any hostile expression that 
may be motivated by another person’s race, color, disability, religion, 
national origin, sexual orientation, or gender identity. Hate incidents 
can be verbal, physical, or visual behavior that contributes to or 
creates an unsafe or unwelcoming environment. Hate incidents 
can include name calling, using a racial or ethnic slur to identify 
someone, or using degrading language.

According to the May 2021 Stop Anti-AAPI Hate Mental Health 
Report, Asian who have experienced racism are more stressed 
by anti-Asian hate than the COVID-19 pandemic itself. One in five 
Asians who have experienced racism show racial trauma, which 
is the psychological and emotional harm caused by racism. They 
also have heightened symptoms of depression, anxiety, stress, 
and physical distress. Experiences of racism during the COVID-19 
pandemic is more strongly associated with symptoms of post-
traumatic stress disorder (PTSD).
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Social Determinants of Health (continued)

Anti-Asian Hate
While racism towards Asian Americans is not new in US history, 
ANHPIs in Orange County have been vulnerable to increased hate 
crimes and incidents due to tense US-China relations and the 
politicization of COVD-19. 

According to a 2021 Orange County Human Relations Commission 
report, 112 hate crimes were reported in Orange County, a 35% 
increase from 2019. A hate crime is defined as a crime motivated by 
bias against another person’s race, color, disability, religion, national 
origin, sexual orientation, or gender identity. Hate crimes can include 
assaulting, injuring, or even touching someone in an offensive way 
because of their perceived protected class. 

263 hate incidents were reported in Orange County, a 69% increase 
from 2019. A hate incident is defined as any hostile expression that 
may be motivated by another person’s race, color, disability, religion, 
national origin, sexual orientation, or gender identity. Hate incidents 
can be verbal, physical, or visual behavior that contributes to or 
creates an unsafe or unwelcoming environment. Hate incidents 
can include name calling, using a racial or ethnic slur to identify 
someone, or using degrading language.

According to the May 2021 Stop Anti-AAPI Hate Mental Health 
Report, Asian who have experienced racism are more stressed 
by anti-Asian hate than the COVID-19 pandemic itself. One in five 
Asians who have experienced racism show racial trauma, which 
is the psychological and emotional harm caused by racism. They 
also have heightened symptoms of depression, anxiety, stress, 
and physical distress. Experiences of racism during the COVID-19 
pandemic is more strongly associated with symptoms of post-
traumatic stress disorder (PTSD).
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Top Contributing Factors to Poor Health Outcomes
The top three contributing factors to poor health outcomes cited in the provider survey are low income 
(selected by 55% of respondents), homelessness / housing insecurity (31%), and adverse childhood 
experiences or ACEs (29%).

Please prioritize the factors you believe are contributing to 
poor health outcomes in the communities you serve   
(select up to 3) 

Low income 55% 86

Homelessness / Housing insecurity 31% 48

Adverse Childhood Experiences (ACEs) 29% 46

Economic insecurity 21% 33

Healthcare Access & Delivery 19% 30

Substance Use 17% 27

Abusive Relationships 17% 26

Isolation 17% 26

Cancers 10% 16

Community violence and safety 17% 26

Unemployment/ Job Loss 12% 19

Note: Only top 10 responses shown



37

Contributing Factor #1: Low Income or Financial Insecurity
Income, as a key social determinant, has a significant impact on health outcomes. The Orange County 
community earns one of the highest annual median incomes in the U.S., but also bears some of the highest 
costs of living. 2020 median household income in Orange County is $94,441; however, Orange County is 
also ranked as one of the 10 most expensive counties in California in 2021, according to the Insight Center.

The California Family Needs Calculator published by the Insight Center reports that a family of 4 with 2 
school aged children needs to earn an hourly wage of $23.99 per adult in the household or $101,336 as a 
household to pay for basic living expenses in Orange County. Orange County’s median household income, 
is $94,441, which is approximately $7,000 short of what is needed to make ends meet. This income disparity 
will continue to put pressure on social services in Orange County to fill the gap and will exacerbate housing 
and financial insecurities that lead to poor health and homelessness. The income disparities experienced 
by Orange County families are not unique to Orange County. 1 in 3 California households are not being paid 
enough to feed their families, a number that has increased by 31,000 households since 2018.

Economic insecurity can be defined by many factors including areas relating to education, poverty, food 
insecurity, behavioral health and housing. COVID-19 took a toll on economic security across the country 
as people lost their jobs, especially those with low wages, only further accelerated food and housing 
insecurity. From February 2020 to October 2021, 59% of jobs lost were from the lowest paying industries 
according to the Labor Department. While Orange County has been recovering well economically, many 
are still facing economic insecurity, especially with the high median housing cost that is 3 times the national 
median.
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Contributing Factor #2: Housing and homelessness
One of the greatest health needs identified by providers was the need to address homelessness and 
housing insecurity. The parallel between housing and health was also acknowledged in that having housing 
is important for one’s health. Homelessness is a housing problem, and is much more than simply having a 
roof over your head. It is complex, and inherently connected to the state of your health: poor health can 
lead to homelessness, and homelessness can lead to poor health. Individuals experiencing homelessness 
have been shown to have more health issues, suffer from preventable illnesses at a greater rate, experience 
longer hospital stays, and have a greater risk of premature death than their non-homeless peers. Those that 
are homeless experience a large number of health inequities that make it extremely difficult to break out 
of this downward spiral.

Disparities become apparent when closely examining the distribution of Orange County’s homeless 
population. Black community members experience homelessness at a rate grossly disproportionate to 
their presence in Orange County: 11.8% experience homelessness despite only making up less than 2% of 
the population, while Latinos make up nearly half of the homeless population. Disability is another common 
underlying factor of homelessness, impacting the ability to find work and generate the steady income 
needed to afford housing in Orange County. According to local housing experts, it is this loss of income – 
not substance abuse or mental health – that is responsible for the current situation.

Contributing Factor #3: Adverse Childhood Experiences (ACEs)
A top factor cited by providers that contributes to poor health outcomes is adverse childhood experiences. 
According to the Centers for Disease Control and Prevention (CDC), adverse childhood experiences, or 
ACEs, are potentially traumatic events that occur in childhood (0-17 years) that may include: experiencing 
violence, abuse, or neglect; witnessing violence in the home or community; having a family member 
attempt or die by suicide.

ACEs are linked to chronic health problems, mental illness, and substance use problems in adolescence 
and adulthood. In addition to these lasting negative effects on health and well-being, ACEs can impact 
life opportunities such as education and job potential. These experiences can increase the risks of injury, 
sexually transmitted infections, maternal and child health problems (including teen pregnancy, pregnancy 
complications, and fetal death), involvement in sex trafficking, and a wide range of chronic diseases and 
leading causes of death such as cancer, diabetes, heart disease, and suicide.

A timely point of context for children is the impact of the pandemic on their mental health. According to a 
survey conducted by the Orange County Health Care Agency (HCA) Behavioral Health Services, Mental 
Health Services Act Office in Fall 2020, almost 51% of parents indicated that their child (4-17 years old) was 
experiencing significant issues related to anxiety and depression. Children and families sought different 
kinds of support, with the most common type of informal support provided by family, friends and social 
networks. One in four families sought professional health care, including from a pediatrician, therapist or 
psychiatrist, regarding their child’s stress or emotions. Therapists were the go-to source of support for 
families (58% of families who sought professional support from a therapist received help), followed by 
pediatricians (49%) and psychiatrists (21%). A second follow-up survey is expected to take place in October 
2022.
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Other Notable Findings: Healthcare Access and Delivery
Healthcare access was reported to be “moderately accessible, requiring effort and flexibility” by 74% of 
respondents. Healthcare service capacity was reported to be “available, but insufficient to meet the need” 
by 84% of respondents. When asked what services they would like to see that currently do not exist in the 
communities they serve, respondents answered:

•	 Community-based or mobile services, not only services in clinical settings

•	 Services for aging adults and family caregivers

•	 Childcare for people accessing services

•	 Affordable or free transportation assistance

•	 Community outreach in general and for specific sub-populations

•	 Free and low cost-services for the uninsured, under-insured, and undocumented, including emotional 	
health, mental health, chronic disease, screening and referral services

Other Notable Findings: Role of a Hospital in Community Health
When asked what they think a hospital’s role should be in meeting the health needs of the community it 
serves [beyond providing direct health care to patients within the hospital] providers responded:

•	 Robust discharge and persistent follow-up services including referrals

•	 Education and outreach services for such things as screenings, health checks, preventive care, and 
community health issues

•	 Connecting with community-based and other partner organizations; leading established coordinated 
networks of care

•	 Hiring and training to meet the culturally responsive and language-specific needs of the local 
populations
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Community Survey Respondent 
Demographics

Education Attainment (n=571)
66% of survey respondents obtained 
either a bachelor’s degree or higher

Gender (n=571)
78% female; 19% male; 1% another; 
0.5% gender variant/ nonconforming; 

0.2% transgender female

Employment (n=571)
41% of survey respondents are 

working full time

Age (n=571)
36% older adults 65+

16% ages 55 - 64
16% ages 45 - 54
15% ages 35 – 44
14% ages 25 – 34

3% younger than 25

Sexual Orientation (n=571)
85% of survey respondents identified as 
heterosexual/ straight

Race/ Ethnicity (n=571)
55% White
15% Asian
13% Latino
5% Black

3% Multiracial
3% Middle East
1% Native American
4% Prefer not to 
answer/ another

PART 3

Community Member Survey
The 2022 CHNA Community Member Survey was developed by the study team in partnership with Hoag. 
The survey was opened on June 24, 2022 and closed on August 8, 2022. The survey was translated into 
10 languages: Arabic, Chinese (Traditional & Simplified), English, Khmer, Korean, Farsi, Spanish, Tagalog, 
and Vietnamese and administered through direct outreach at community events and canvassing as well as 
indirectly through email and social media. A total of 806 responses were collected and used in the analysis. 

The community survey focused on the following questions.

•	 What do you do to stay healthy?

•	 What would you do if you were sick? 

•	 What are your top health concerns? 

•	 What contributes most to your health issues?

•	 What has prevented you from seeking medical care?

•	 What are your top mental/behavioral health concerns?

•	 What are your biggest barriers to accessing mental health care

Many of the respondents for the community member survey were female, even though there are about 
an equal number of males and females represented in the county population. Research has shown that 
women are more likely to respond to surveys than men. When looking at age, people ages 65 years and 
older represented about twice the number of respondents than that of the other age groups. In terms of 
racial and ethnic identity, about half of the respondents were identified as White, which then followed with 
respondents who identified as Asian or Latino. From the respondents who identified as Asian, Vietnamese, 
and Cambodian individuals separately represented about twice the number of respondents than that of 
the other Asian groups. By observing household income, respondents who make between $100,000 to 
$200,000 represented about twice the number of respondents than that of the other income levels from 
the people who stated their income. 
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Majority of the survey respondents were identified 
as heterosexual (e.g., male or female), residing in 
their own home or apartment, educated, and with 
health insurance. Many people were able to obtain 
their source of insurance through an employer or 
as Medicare members. When the respondents 
were instructed to choose their top health issues 
and concerns, they selected contagious/infectious 
disease, cancers, accidental injury, and emotional 
well-being. 

Community Survey Analysis
When community survey respondents (n=637) 
were asked to rank the top three health concerns in 
their households from a list of 23 items, more than 
one-third of respondents indicated that contagious/
infectious diseases was their top concern (40%), 
followed by cancer (25%), accidental injury (24%), 
emotional well-being (23%), and heart disease and 
stroke (18%). Although provider survey respondents 
and interview and focus group participants did not 
identify contagious/infectious diseases as a top 
health concern, they suggested that addressing 
the greater community needs related to social 
determinants of health could help to alleviate poor 
health outcomes by helping people have more 
access to preventative care and early treatment.

Top Health Needs Identified by
Community Survey

Health Need #1: Contagious/ 
Infectious Disease
Coronavirus disease (COVID-19) is an infectious 
disease caused by the SARS-CoV-2 virus. Most 
people infected with the virus will experience mild 
to moderate respiratory illness and recover without 
requiring special treatment. However, some will 
become seriously ill and require medical attention. 
Older people and those with underlying medical 
conditions like cardiovascular disease, diabetes, 
chronic respiratory disease, or cancer are more likely 
to develop serious illness. Fear or concern around 
contagious and infectious disease are top of mind 

considering recent events surrounding COVID-19. 
Stakeholders express an ongoing concern about 
the regular occurrence of contagious and infectious 
diseases. New and mutant pathogens that humans 
encounter is perceived as very dangerous. 

Incidence and mortality from COVID-19 are 
starkly elevated in poor, minority and marginalized 
communities. These differences compound 
and reflect longstanding disparities in income, 
housing, air quality, preexisting health status, legal 
protections, and access to health care. The COVID-19 
pandemic and its economic consequences have 
made these disparities plainly visible. In Orange 
County, total COVID case rate per 100,000 are 
seen to impact the Native Hawaiian and Pacific 
Islander (NHPI) community with greatest intensity; 
however, as racial and ethnicity data was voluntary, 
the data may also mask the impact communities 
who were more hesitant to report incidences, such 
as the Latino and Black community. In addition, 
Native Hawaiians and Pacific Islanders (NHPI) and 
American Indians and Alaska Natives (AI/ AN) had 
the highest case and death rates in Orange County. 
However, the results of these calculations should 
be used with caution. Since the total population 
of these communities are small in Orange County, 
case and death rates can fluctuate depending on 
the reported number of cases and deaths.

Health Need #2: Cancer
Cancer is the second leading cause of death in 
Orange County, and rates of childhood cancer 
diagnoses are higher in Orange County compared 
to California. Cancer is the most costly illness in the 
United States and people with cancer often have 
high out-of-pocket health care costs. It is also often 
physically and emotionally difficult for those living 
with it and for their care providers. People who say 
they have had cancer are more likely to report poor 
health and symptoms of depression. Despite the 
fact that cancer is an important health problem, 
many Americans don’t comply with cancer 
screening protocols or take preventive measures 
such as protecting themselves from the sun.
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In addition to being the second leading cause of 
death in Orange County and having high rates of 
childhood cancer diagnoses, Orange County ranks 
in the top three highest counties in California for 
overall cancer prevalence, following Los Angeles 
County and San Diego County. Significant ethnic 
disparities in cancer occurrences are seen for 
White, African ancestry, Latinx and Pacific Islander 
populations. In Orange County, cancer accounts 
for nearly one in four deaths among men and 
women. Research has found that health disparities 
related to cancer contribute to higher, avoidable 
death rates among low-income and ethnic minority 
populations. The disparities may be exacerbated by 
delivery issues in cancer screening and follow-up. 
Although personal behavioral and environmental 
factors are significant (smoking, exposure to 
known carcinogens), the most important risk 
factors for cancer are lack of health insurance and 
low socioeconomic status.

Health Need #3: Accidental Injury
In the United States, unintentional injuries are the 
leading cause of death in children, adolescents, 
and adults younger than 45 years. Healthy 
People 2030 focuses on preventing intentional 
and unintentional injuries, including injuries that 
cause death. Many unintentional injuries are 
caused by motor vehicle crashes and falls, and 
many intentional injuries involve gun violence and 
physical assaults. Interventions to prevent different 
types of injuries are key to keeping people safe in 
their homes, workplaces, and communities.

Drug overdoses are now the leading cause of injury 
deaths in the United States, and most overdoses 
involve opioids. Interventions to change health 
care providers’ prescribing behaviors, distribute 
naloxone to reverse overdoses, and provide 
medications for addiction treatment for people 
with opioid use disorder can help reduce overdose 
deaths involving opioids.

In 2021, there were a total of 1,346 deaths from 
substance use in Orange County. The Orange 
County Health Care Agency reports that during 
the COVID-19 pandemic years of 2020 and 2021, 

drug and alcohol-related deaths increased notably 
across the county. The number of deaths from 
drugs and alcohol among all ages increased by 32% 
from 2019 to 2020, and another 30% from 2020 
to 2021. However, the most dramatic changes in 
mortality were among youths in Orange County. 
For residents ages 10-17 years, the number of 
deaths from drugs and alcohol increased by 800% 
from 2019 to 2020, and another 122% from 2020 
to 2021. Although the number of deaths were 
relatively small compared to other age groups, 
the fact that this age group would normally have 
0 or 1 deaths in pre-pandemic years, compared to 
9 deaths (in 2020) and 20 deaths (in 2021), makes 
this rise in mortality a conspicuous and concerning 
trend.

Other Notable Findings: 
Environment / Climate Change
In California, environmental quality has improved 
over the last few decades. This is seen in improved 
water quality, reduced air pollution, decrease in 
pesticide use, continued cleanup of hazardous 
waste sites, increased recycling, and reduction of 
solid waste going into landfills. However, pollution 
reduction and the resulting health and environmental 
benefits are not uniformly distributed across the 
state, within a region, or among all population 
segments. Many communities continue to bear a 
disproportionate burden of pollution not only from 
multiple nearby sources but also from pollution in 
various forms, such as air and water. 

Ozone pollution causes adverse health effects 
including respiratory irritation and worsening 
of lung disease. Adverse effects of ozone have 
been studied extensively since the late 1960s, and 
ongoing exposure to ozone shows inflammation 
and cell and tissue injury. People with asthma and 
chronic obstructive pulmonary disease (COPD) 
are considered sensitive to the effects of ozone. 
Studies also show that long-term ozone exposure 
affects respiratory and cardiovascular mortality. A 
2019 study estimates 13,700 deaths in California 
in the year 2012 were due to long-term ozone 
exposure.
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Other Notable Findings: Discrimination and Poor Health Experiences
One of the top health needs surfaced from the community survey is a concern about discrimination and 
poor health experiences. This concern is corroborated by focus group participants in more than one session. 

Among the reasons cited for poor health experiences is age, with 42% of respondents naming age as the 
determining factor. Next is gender, cited by 30% of survey respondents, and weight (20%).

Poor health experiences, whether they lead to direct or indirect discrimination, is a serious issue. Trust is 
the foundation of the relationship between doctor and patient and perceptions of maltreatment erode that 
trust. Among the ways community residents feel discriminated is when their healthcare provider is not 
listening to them (42%), or when they are treated with less courtesy or respect (25%) or when they feel they 
received poorer service than others (23%). 

These feelings of poor health experiences may be the result of conscious or unconscious bias. Ageism, 
for example, occurs when people face stereotypes, prejudice or discrimination because of their age. 
One common stereotype is that all older people are frail and helpless. Prejudice may also manifest in 
perceptions that “older people are difficult and unpleasant.” These assumptions can lead to discrimination 
— a reluctance to recognize and respect the needs of older adults or to treat them less favorably than 
younger people.

One study reported that nearly 1 in 5 Americans age 50 and older say they have experienced discrimination 
in healthcare settings, which can result in inappropriate or inadequate care. About 29% of respondents 
who reported frequent healthcare discrimination developed new or worsening disabilities over a four-year 
period.

What do you think are the main reasons for the experiences noted in 
Question 13 above? Please select up to three. (n=335)
Value Percent Count
A physical disability 10% 35

Age 42% 140

Ancestry or National Origins 8% 28

Education or Income Level 14% 47

Gender 30% 101

Height 1% 3

Race 13% 44

Religion 4% 15

Sexual Orientation 5% 17

Weight 20% 68

Your shade of skin color 12% 39

Some other aspect of your physical appearance 9% 29

Another (please specify) 26% 88

When receiving health care or services, have you ever had a poor health 
experience related to the following? (n=598)

A Physical disabilty

Ancestry or National Origins

Gender

Race

Sexual Orientation

Your shade of skin color

Another (please specify)

Age

Education or Income Level

Height

Religion

Weight

Some other aspects of your physical 
appearance
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When getting health care of any kind, have you ever experienced 
any of the following? (n=598) 

 Never Rarely Sometimes Most of the time Always Responses 
 Row % Row % Row % Row % Row % Count 
Been treated with less courtesy 
or respect than other people. 

34% 35% 25% 5% 1% 598 

Received poorer service than 
other people. 

40% 33% 23% 3% 0% 593 

Felt like a healthcare 
professional was not listening to 
what you were saying. 

20% 31% 42% 6% 1% 595 

Total Responses 598 

What’s the reason for your poor health experience in the previous question? 
(n=335)
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PART 4

Focus Groups 
The study team conducted nine focus groups in Orange County in August 2022 with 98 participants. 
Focus group participants were recruited from Hoag’s partner organizations and by the consultant study 
team. Focus group sessions were conducted in person as well as remotely through Zoom. Participants 
were given $30 gift cards to participate in the focus group(s) and transportation was also provided by 
AdvanceOC to ensure there were no barriers to participation. Each session lasted approximately 1 hour 
and was recorded and transcribed using in-language note taking. Three focus groups were conducted 
in Spanish, 1 in Chinese (Mandarin) and 1 in Farsi (Persian). Transcriptions were analyzed and coded into 
targeted themes. The discussions centered around the following questions:

•	 In your opinion, what are the most important or pressing health needs in your community? Are there 
certain groups or populations more affected than others? If yes, please elaborate.

•	 What do you think contributes the most to poor health in your community?

•	 What resources or services are available in the community you live in to help address health needs? 
What about mental health needs?

•	 How easy or hard is it to access healthcare in your community? What about mental health care?

•	 What prevents you (or your family) from caring for their health, accessing community health programs, 
or going to doctor’s appointments?

•	 How can healthcare services be made more accessible? What about mental health services?

•	 Is there anything else you would like to share with us about health issues in your communities?

Focus Group Topic / Populations Language 
Number of 

Participants

1 Behavioral health / Mental health Spanish 10

2 Diabetes & Obesity, Vulnerable 
Communities of Oakview Spanish 13

3
Vulnerable communities facing housing 
insecurity, financial insecurity, and food 
insecurity

Spanish 14

4 Health focus: Older adults, Cancer, 
Women’s Health English 10

5
Historically Underserved Populations: 
LGBTQIA+, Refugee, MENA, API and other 
ethnic minorities

English 10

6 Persian community in Irvine Farsi 8

7 Chinese community in Irvine Mandarin 13

8 Access to Care & Delivery English 10

9 Youth English 10

Total 98

Focus Group Topic / Populations Language 
Number of 

Participants

1 Behavioral health / Mental health Spanish 10

2 Diabetes & Obesity, Vulnerable 
Communities of Oakview Spanish 13

3
Vulnerable communities facing housing 
insecurity, financial insecurity, and food 
insecurity

Spanish 14

4 Health focus: Older adults, Cancer, 
Women’s Health English 10

5
Historically Underserved Populations: 
LGBTQIA+, Refugee, MENA, API and other 
ethnic minorities

English 10

6 Persian community in Irvine Farsi 8

7 Chinese community in Irvine Mandarin 13

8 Access to Care & Delivery English 10

9 Youth English 10

Total 98
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Focus Group Analysis
Top Health Needs Identified by Focus 
Groups
Focus group participants were asked to identify 
the most pressing or important health needs in 
Orange County. These were the top answers that 
registered across all 9 focus groups. 

1.	 Mental Health

2.	 Access to Health Care (Affordability)

3.	 Care for Older Adults

4.	 Housing

5.	 Lack of Knowledge/ Awareness of Services

6.	 Nutrition (Lack of)

Health Need #1: Mental Health
Many focus group participants mentioned that 
mental health was the most pressing or important 
health need in Orange County. The greatest 
perceived need was for increased mental health 
services and resources that are accessible to 
community members. Participants noted that 
even when services are available, they are not 
always easily accessible (e.g., too far away, lack of 
transportation, services in a different language). 
Notably, there is also a stigma around receiving 
mental health services that should be addressed 
with increased education and normalization around 
receiving such services. Groups that are especially 
in need of mental health resources include: 
American Indian/Alaskan Native, Black, Chinese, 
youth (i.e., adolescents and teens), elderly/older 
adults, and LGBTQ youth. 

Mental health is a serious issue that affects 
everyone young and old. While many universities 
are better equipped to deal with the mental health 
issues at their schools, many middle schools and 
high schools still lack the support and resources 
needed to support their young students. One 
member of the Chinese focus group stated that: 

“Normally the universities have a mental health 
department. But for smaller kids or students, 

including middle or high school students, probably 
this area needs to be strengthened.”

In many ethnic and immigrant communities, mental 
health is an issue that does not get talked about 
often due to the stigma and fear around needing 
and seeking mental or emotional help. One focus 
group member was aware of this unfortunate 
situation and stated that:

“It’s hard for them [Asian parents] to accept that 
there is a need to find a psychotherapist for their 
children. Even some parents are open-minded and 
will seek help, but for parents, it’s not only about 
the children, the parents also need help, and the 
resources are insufficient. I think many people 
don’t know where to find the resources.”

Many focus group participants expressed a 
willingness to attend therapy sessions with their 
family. One participant added that: 

“There should be so-called family therapy. That is 
to say, you can enter into a family-as-group therapy 
with the child, at that time you will know that 
people can discuss other things with each other. 
Then there is no gap between parent and child, and 
you won’t feel that you don’t know what the doctor 
has told your child, or your child doesn’t know what 
the doctor has told the parents.”

Health Need #2: Access to Care and 
Delivery (Affordability)
A second important health need is access to 
affordable health care. There are many people 
in Orange County who do not have insurance 
and they cannot afford healthcare. Even when 
individuals are insured, it is difficult to afford the 
costs associated with insurance. 
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“Or even though if you’re insured, you’re 
underinsured. …the co-pays, you know, there’s so 
many hoops to jump through whenever you need 
something. For example, an MRI, then you get 
there and then the co-pay is like $600. For some 
people, that’s way too much.”

Adequate insurance was cited as an imperative 
when it comes to adequate health however many 
individuals still struggle with insurance plans due 
to the costly price tag. Without insurance, many 
people are left to pay out of pocket for services 
such as dental care, eye exams, physical therapy, 
surgeries, and much more. One participant from 
the Farsi speaking focus group expressed that:

“Insurance expenses need to be lower. Many have 
Medicare so it must be much easier for them. 
However, I think everyone needs to have Medicare 
so that-- Well, there are people who don’t even 
have insurance. Insurance is very important. 
Insurance costs need to be lowered and that will 
be good for the health.”

Another participant from that same focus group 
shared the same sentiment and added that:

“You can get those services [therapy] only if you 
have insurance. There are no free services in the 
US to give to people. I say it with all honesty. We 
have nothing. If we had no insurance, we wouldn’t 
even have therapists or doctors.”

Lack of health insurance prevents individuals from 
receiving the health care services they need. People 
without insurance tend to avoid going to the doctor 
and make economic trade-offs. One community 
member shared that: 

“Doctors are expensive and doctor’s visits are 
expensive and remedies are too expensive. There 
are those who work compared to their children, 
they sure eat you, they eat your salary to pay for 
insurance. Then there comes the problem of the 
disease, that people are afraid to go to the doctor, 
the fear that he will give me the remedy. And how 
do I buy it if it is too much.”

Another focus group member added that:

“So it was the same thing I pointed out to 
insurance in the government. That’s why people 
are sometimes afraid to go to the doctor, because 
if they don’t have insurance they won’t be seen, 
and if they do, they’re sure to get it. If you barely 
get a pittance in salary, how are you going to pay 
for medicine?”

One focus group participant mentioned that 
they often cross the border to access cheaper 
healthcare. They shared:

“A lot of people lately are going to Tijuana and 
they are already selling them an insurance that 
if you leave, you get a consultation. I don’t know 
how many are paying, but I know that right now 
many people go out and buy insurance and go to 
their doctor’s office, buy their medication. Just as 
you say, it’s about 1/4 of what you’re going to pay 
here.”

When focus group participants were asked to opine 
about the greatest contributors to poor health 
in Orange County, access issues that surfaced 
included lack of knowledge or poor health literacy, 
lack of healthy food options, lack of available 
healthcare facilities in their neighborhoods and 
long wait times. 

Health Need #3: Care for Older 
Adults
One of the most consistently identified populations 
experiencing health disparities was older adults. 
Interviewees and focus groups both identified 
that older adults were worse off in regard to 
health disparities compared to others in the 
community. Four of the nine groups indicated that 
older adults were most impacted by behavioral/
mental healthcare. They shared that specialized 
support for older adults is important, especially 
given the loneliness and isolation that they may be 
experiencing.
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They also may not have family around to provide 
support. Participants expressed that older adults 
are more likely to be faced with chronic diseases 
and oftentimes do not want to go to a care facility.

Navigating an ever-changing health care system 
is daunting for seniors. One of our focus group 
members surmised it as follows:

“There’s no communication unless you open a 
portal. Again, no communication to a real person, 
thank you. And no one knows me, they wouldn’t 
know me from the wall walking into a building. 
But it’s important that as a senior, most of us are 
alone. We don’t have the family.”

Another focus group participant expresses a 
dependence on the younger generation to help 
access care.

“So these elderly people must understand their 
health insurance, maybe under the circumstance 
that most of their insurance is Medicare, they need 
to know how to make the best use of their health 
insurance to seek their health needs. I also belong 
to [a club of] old people; we are increasingly 
hopeless to depend on our young generation.”

Providers of senior services are also feeling the 
burden. One focus group participant shares their 
experience:

“We’re doing a huge amount of resource 
navigation for them. Huge amount. And they’re so 
frustrated. There were a lot of services available. 
And now there’s nothing. And we spent so many 
hours doing that navigation for them. And the 
social workers have just dropped the ball in some 
areas. And it’s frustrating, because they’re saying, 
Oh, go see them. They’ll figure it out for you. Oh, 
yeah.”

Adapting to pandemic protocols have added layers 
of challenges that feels insurmountable to some 
who work with older adults.

“I haven’t been able to find housing with a voucher, 
even with subsidized housing, our folks, seniors, 
and folks with Yeah, senior population because 

they cannot, you know, during COVID time they 
can’t FaceTime in or whatever you want. All these 
virtual things, all these virtual documents.”

Many focus group participants mentioned that they 
are not current with medical visits and screenings 
as a result of the pandemic.

“A lot of elderly people have called me. I have 
often taken elderly people to clinic and hospital, 
and many of them are patients with chronic 
diseases. Actually it’s very inconvenient for many 
elderly people with chronic diseases to go to 
hospital, their children are not around them, so 
it’s inconvenient for people in their 80s or 90s to 
go to hospital.”

Language barriers are substantial to overcome 
when patients are non-English or limited English 
proficient (LEP). LEP patients and families 
experience lower quality care, and tend to suffer 
worse health outcomes. It is important for a health 
provider to understand the needs of a patient. A 
member of another focus group stated that

“Is it in the work that I do, is received calls that 
sometimes the person doesn’t, they don’t have 
the staff that speaks Spanish because they go to 
the clinic and they say no, they say no, here we 
don’t speak Spanish, so it’s quite difficult no? Or 
the person said I had to bring my own person to 
translate for me. So I think that’s not right.”
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Significant Community Needs Identified by Primary Data
After reviewing all primary data collected for Hoag’s service area with a specific focus on the most 
vulnerable people and communities of Orange County, preliminary community needs identified included 
(in alphabetical order): 

1.	 Access to health care (cultural competency, language access and availability of providers)

2.	 Adverse Childhood Experiences (ACEs)

3.	 Behavioral Health and Mental Health

4.	 Cancer

5.	 Community and Family Safety

6.	 COVID-19 

7.	 Discrimination/ Poor health experiences

8.	 Environment/ Climate Change

9.	 Economic and Financial Insecurity

10.	Housing and homelessness 
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Secondary Data Collection 
Within the guiding health framework for the 
CHNA, publicly available data was sought that 
would provide detailed information about the 
communities and people (at the city, ZIP Code and 
census tract levels) within the service area. 

In addition, comparison data were gathered to 
show how the service area communities are faring 
compared to the county or state. Indicators were 
chosen if they were widely accepted as valid 
and appropriate measures and would readily 
communicate the health needs of the service 
area. Preference was given to data that were 
obtained in the last 2 years and were available 
at the neighborhood or census tract level. Data 
sources were selected to understand general 
county-level health, specific underserved and/or 
underrepresented populations, and to fill previously 
identified information gaps. 

The study team analyzed over 200 quantitative 
health indicators to increase understanding of 
the health needs in Orange County and to assess 
priorities in the community. The study team 
collected data from existing sources such as the 
Social Progress Index Orange County, the US 
Census Bureau American Community Survey, 
County Health Rankings, California Department 
of Health Care Access and Information (HCAI), 
Orange County Health Care Agency, CDC, 
California Department of Education, American 
Cancer Society, and the National Institute on Aging. 

In addition to the sources mentioned above, the 
study team collected quantitative and qualitative 
secondary data from multiple reports, including:

•	 Conditions of Children’s Report 2021

•	  Report on Aging in Orange County 2022 

•	 The Impact of Synthetic Opioids During the 
Pandemic 2022

•	 2022 Calfiornia Children’s Report Card

•	 Equity in OC: Population Overviews

Analysis of secondary data includes an examination 
and reporting of health disparities for some 

health indicators. The report includes benchmark 
comparison data that measure the 

data findings as compared to Healthy People 
2030 objectives and the Orange County Equity 
Map, where appropriate. 

Healthy People 2030
Healthy People, an endeavor of the U.S. Department 
of Health and Human Services, sets 10-year 
objectives for improving the health of Americans 
based on scientific data spanning three decades. 
The most recent targets for improvement are for 
the year 2030 (i.e., HP2030). The objectives for 
2040 are currently being developed.

For the CNHA, local data was compared to 
HP2030’s national benchmarks to help determine 
the severity of a health problem and to identify 
disparities. The following questions were asked: 

•	 How do these indicators perform against 
accepted benchmarks (Healthy People 2030 
objectives and statewide averages)? 

•	 Are there disparate outcomes and conditions for 
people in our community? 

Orange County Equity Map
The Orange County Equity Map is a data platform 
that spotlights social and health disparities in 
Orange County neighborhoods across multiple 
dimensions. This interactive map visualizes Orange 
County into 580 census tracts and displays the 
scores from the Social Progress Index (SPI), 
population data from CDC Health Indicators, and 
population demographic data from the American 
Community Survey.
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When looking at the individual case rate of chronic conditions that make up the leading causes of death 
for various racial and ethnic populations in Orange County, health disparities become clear. The Orange 
County Health Care Agency reports that Asians are most impacted by cancer (death rate of 129 per 100,000 
residents) , Native Hawaiians/ Pacific Islanders and Latinos were most impacted by COVID-19 (death rate 
of 302 and 127 per 100,000 NHPI and Latinos, respectively) and Black Americans are most impacted by 
heart disease (188 per 100,000 residents). 

Leading Causes of Death Orange County
2021

Source: Orange County Health Care Agency. Population based on Claritas data 2021 . NH = Non-Hispanic

20

PART 1

Health And Mortality
The mortality rate for Orange County in 2021 is approximately 800 per 100,000 people. Based on the 
following reporting from the Orange County Health Care Agency summarizing the California Comprehensive 
Death File, residents identifying as White and Native Hawaiian/ Pacific Islander had the highest mortality 
rates, followed by residents identifying as Black. These rates surpass rates reported by Asian and Latino 
residents. A possible explanation for this trend is that Latino and Asian communities see large numbers of 
migration to home countries for medical care and final repose.



52

GO TO TABLE OF CONTENTS INFANT MORTALITY 
SUPPLEMENTAL TABLESGO TO

1.0%
0.0%

1.0%
2.0%

• Hispanic

• White

• Asian

Infant Mortality Rate per 1,000  
Live Births, by Race and Ethnicity  
2010 to 2019

201920182017

6

2

4

0

Note: Rates based on less than five deaths are unstable, and therefore should 
be interpreted with caution. Black infant mortality rates are not included 
because the relatively low numbers of Black infant births and deaths in Orange 
County yield unreliable statistics for annual comparison. 
Source: Orange County Health Care Agency

GOOD HEALTH

2.7

3.0

3.8
4.5

2.2

2.2
1.7

2.0

3.3

4.5

2.5

1.8 1.6
2.9

3.0

1.8
1.4

1.9 2.1

5.0

2.2

4.0

2.8

3.9

2010 2012 20152013 20162011 2014

Infant Mortality Rate per 1,000  
Live Births, Orange County and  
California, 2010 to 2019

• Orange County

• California

2010 2012 20152013 20162011 2014 201920182017

5

4

2

3

1

0

4.
0 4.

2

3.
4

3.
3

3.
0

2.
5 2.

7 2.
9

2.
9

2.
6

4.
7 4.
8

4.
5 4.

7

4.
3 4.

4

4.
2

4.
2

4.
2

4.
1

Source: Orange County Health Care Agency
Source California: Centers for Disease Control, National Center 
for Health Statistics.

• Maternal Causes* 

• Congenital Anomalies (Birth Defects) 

• Other Conditions of Perinatal Period 

• All Other Causes 

• Short Gestation/Low Birth Weight 

• Respiratory Distress Syndrome (RDS) 

• Sudden, Unexpected Infant Death (SUID)** 

• Pneumonia and Influenza

• Accidents and Adverse Effects

*Maternal Causes includes causes such as hypertension, premature rupture 
of membranes, malpresentation, placenta previa, alcohol/drug abuse, or other 
complications of labor and delivery.
**Beginning 2017, SIDS cases categorized within SUID. Only one case of SIDS has 
been formerly reported in the past 10 years, in 2012. 
Note: Due to rounding percentages may not add up to 100.
Source: Orange County Health Care Agency, Orange County Coroner Division
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Race_Eth COVID-19 Overall
Asian 107 590
NOHPI 302 1186
White 97 1192
Hispanic 127 472
Black 106 850
OtherUnk 35 298
ALL 108 776
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PART 2

Children & Youth
The 2021 Conditions of Children Report show the health areas needing improvement include early prenatal 
care, low birth weight, physical fitness and nutrition, behavioral health, child poverty and housing insecurity, 
chronic absenteeism in school, and general child welfare. 

While the infant mortality rate is improving, it is not evenly distributed across racial and ethnic groups. The 
infant mortality rate for the Hispanic population is 4.4 per every 1,000 live births vs.1.9 per 1,000 for the 
White population and 1.5 per 1,000 for the Asian population.

The 2022 California Children’s Report Card published by Children Now, a nonpartisan organization that 
conducts research, policy development, and advocacy in support of children and youth, shows the 
following “grades” for pediatric health. Among these low-scoring areas of concern, several coincide with 
data collected from primary sources in this CHNA including healthcare access, prevention, behavioral 
health and mental health and substance use. 

2022 California Children’s Report Card 

Health Insurance A-

Health Care Accountability D-

Health Care Access C-

Preventative Screenings D

Behavioral Health Care: Mental Health D+

Behavioral Health Care: Substance Use D-

Preventing Trauma & Supportive Healing C-

Oral Health Care C

Food Security C+

Source: Children Now

Recent childhood obesity data in Orange County show about half of Native Hawaiian and Pacific Islander 
(NHPI) and Latino students in grades 5, 7, and 9 are classified as obese. Black students also show similar 
obesity patterns across different grade levels, matching those of NHPI and Latino students in grades 7th 
and 9th. Among Asian subgroups, Filipino students have higher rates of childhood obesity.

Both physical fitness and nutrition are essential to achieving and keeping a healthy weight. The habitual 
intake of too many calories, including the consumption of sugary beverages, without enough physical 
fitness, can result in obesity and are likely to develop many types of disease, including heart disease, high 
blood pressure, Type 2 diabetes, and oral disease. 
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Prior to 2020, deaths from drugs and alcohol 
among 10 to 17-year-olds were relatively sparse 
(no more than 1 per year between 2017 and 
2019). However, by 2020 there were nine deaths 
from drugs or alcohol and by 2021 there were 20 
deaths according to the report on The Impact 
of Synthetic Opioids. In 2020, two-thirds of the 
deaths were among males, and two-thirds were 
among non-Hispanic white youths. By 2021, the 
number of deaths was nearly evenly split among 
males and females, and the proportion of deaths 
to non-white youths surpassed the proportion 
of deaths among white youths. Specifically, 
40% of deaths were among Hispanics, 20% 
among Asians and Pacific Islanders, and 5% 
among Black residents. 

ASIANS, NATIVE 
HAWAIIANS, AND 
PACIFIC ISLANDERS

Population Profile Overview

Introduction

ANHPI Population Overview

Social Determinants of Health

Orange County at a Glance

ANHPI and COVID-19

Economics and Education

Built Environment and Social Context

Get Involved

An initiative of

12

Health and Mortality

Health and Mortality

Life Expectancy at Birth in Orange County
2020

According to the 2022 County Health Rankings, Asians in Orange 
County have a life expectancy of 87.2 years, which is the highest 
among racial and ethnic groups in the county. 

The “model minority” stereotype of the Asian community has 
left Asians out of public health and health policy conversations. 
Recently, CHIS data of Filipino, Vietnamese, Chinese, Japanese, and 
Korean individuals were analyzed, and the results were published 
in the American Journal of Public Health on February 20, 2020. 
Research showed that Asian American subgroups have more health 
problems and less access to health care when compared to non-
Hispanic white adults.

Specifically, Filipino adults appear to have worse health outcomes 
compared to the other Asian subgroups. Vietnamese adults also 
had reduced health outcomes, and many Koreans had delayed 
access to health care services. Chinese adults ranked highly in 
reduced visits to a doctor in the past year, and Japanese individuals 
tended to have high blood pressure.

Recent childhood obesity data in Orange County show that Asian 
students in grades 5, 7, and 9 have the lowest childhood obesity 
rates. Meanwhile, Native Hawaiian and Pacific Islander (NHPI) 
students in the same grades show high rates of childhood obesity. 
Most NHPI students in grade 7 (53%) and grade 9 (54%) are 
classified as obese. Among Asian subgroups, Filipino students have 
higher rates of childhood obesity. 
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Percentage by Race/Ethnicity and Grade Level, 2019
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When looking at the type of drug and alcohol substances present at the time of death, the most frequently 
noted, by a large margin, was opioids/opiates. In 2020, opioids were noted in seven deaths (78% of deaths), 
and in 2021 that number rose to 19 (95%). Other substances present were alcohol, cannabis, sedatives, 
stimulus, and cocaine. None of these other (non-opioid) substances, however, was present in more than 5 
deaths in a year. Note that one death can be counted towards two or more substances because multiple 
substances can be present at the time of death.

Childhood Obesity in Orange County
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Introduction

Population Overview
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Orange County at a Glance

COVID-19

Economics and Education

Built Environment and Social Context

Get Involved

An initiative of
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Health and Mortality

Access to Substance Use/Abuse Services 

The current opioid crisis is one of the most widespread drug 
epidemics in U.S. history for all racial and ethnic groups. In 2017, 
it was declared a national public health emergency, with 47,600 
reported deaths from opioid-related overdoses, which accounted 
for the majority of overdose drug deaths.

Recently, a demographic shift has been observed in the epidemic 
with dramatic increases in opioid misuse and overdose deaths 
among Hispanic and Latino*, African American, and American 
Indian/Alaska Native populations. 

National data from multiple sources specific to high school aged 
youth indicate that Hispanic and Latino youth are using drugs 
at rates that are equivalent or higher compared to their racial/
ethnic peers. In 2019, the CDC Youth Risk Behavior Survey (YRBS) 
reported that high school Hispanic and Latino youth had the highest 
prevalence of select illicit drug use (15.5 percent) and prescription 
opioid misuse (16.0 percent) compared to the total high school 
youth population (14.8 percent for illicit drug use and 14.3 percent 
for opioid use) than other race/ethnicities. 

Health and Mortality (continued)

Source:  The Opioid Crisis and the Hispanic/Latino Population: An Urgent Issue. a report 
by Substance Abuse and Mental Health Services Administration, Office of Behavioral 
Health Equity Source: Orange County Health Care Agency

*Rates in this table are unstable, based on counts <20.

Drug and Alcohol Deaths Among 10-17 year olds

Male

Female

Non-Hispanic/White 

2020 67%

2021

2020

2021

2020

2021

2020

2021

2020

2021

2020

2021

2020

2021

Hispanic/Latino

Asian/Pacific Islander

Other/Unknown

Black/African American

Gender Rate per 
100,000

Popluation*
Percent

3.5

Race

55% 6.5

33% 1.9

45% 5.6

67% 6.0

35% 6.9

33% 1.9

40% 5.1

0% 0.0

20% 7.7

0% 0.0

5% 6.7

0% 0.0

0% 0.0

Source: 2022 Drug and Alcohol Deaths Among Youths and 
Young Adults: The Impact of Synthetic Opioids During the 
Pandemic, Orange County Health Care Agency

Drug & Alcohol Deaths 10-17 year olds
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PART 3

Older Adults
According to the National Institute on Aging, 80% of adults 65 and older have at least one chronic 
condition, while 68% have two or more. The 10 most common chronic conditions include: Hypertension, 
High Cholesterol, Arthritis, Coronary Heart Disease, Diabetes, Chronic Kidney Disease, Heart Failure, 
Depression, Alzheimer’s disease and Dementia, and Chronic Obstructive Pulmonary Disease (COPD). 

To address health disparities related to aging, the National Institute on Aging has supported research that 
found Alzheimer’s disease to be more prevalent among African Americans and Hispanics than among 
other ethnic groups in the U.S. Scientists have also observed sex differences in health and longevity. For 
example, overall women live longer than men, but are more likely to develop osteoporosis or depressive 
symptoms or to report functional limitations as they age; men, on the other hand, are more likely to develop 
heart disease, cancer, or diabetes.

Older Adults are relatively evenly distributed through Orange County with a slightly greater concentration 
in the south east and central north of the county where there are numerous communities designed for older 
adults in municipalities such as Laguna Woods (82.8%) and Leisure World (96.6%) in Seal Beach (39.9%). 

According to the Report on Aging 2022, racial and ethnic differences also exist in older adult economic 
security. 

•	 Single Asian older adults have significantly lower rates of economic insecurity (5.2%) as compared to 
their couple counterparts (12.8%). 

•	 Black/African American single older adults face much higher rates of economic insecurity (16.4%) as 
compared to their couple counterparts (7.6%). 

•	 Hispanic / Latino single and couple older adults face comparable rates of economic insecurity (14.4% 
and 14.2%, respectively) that are consistently higher than other racial / ethnic groups and the overall 
rate (9.0% and 9.6%, respectively). 

•	 Single and couple White older adults have similar rates of economic insecurity (7.6% and 6.0%, 
respectively), with both being lower than the overall averages (9.0% and 9.6%, respectively). 

Single male elders experience economic insecurity at a higher rate than any other group, at 13.5%. The 
lower levels of couple economic insecurity suggest that economic difficulties are accentuated among 
males once they live alone as compared to within a couple relationship.

PART 4

Health Equity and Social Progress
The COVID-19 pandemic impacted Orange County communities unequally and disproportionately. As a 
result, the Orange County Board of Supervisors and the Orange County Health Care Agency partnered 
with AdvanceOC to identify vulnerable communities using health risk factors and social vulnerability. This 
rigorous analysis resulted in the Orange County Equity Map (OC Equity Map) and guided the county’s 
response and management of the pandemic.

The OC Equity Map measures social progress in various census tracts of the county. Analyzing and layering 
COVID-19 cases in Orange County showed that higher concentrations of COVID-19 cases occurred in low 
social progress areas. The pandemic exposed and magnified existing racial, gender, and socioeconomic 
inequities, including flaws in the county’s social safety net. As Orange County charts a path forward 
to rebuild and strengthen its communities, the Health Care Agency has centered these efforts around 
community informed, data-driven, and equity-oriented strategies.
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According to the Orange County Equity Map, northern and central neighborhoods of the county (identified 
in yellow as low scoring census tracts in social progress on the map above) lag other parts of the county to 
its south identified by darker hues of blue and purple. 

The OC Equity Map is informed by over 50 indicators of health and wellness across three major dimensions 
of data (Basic Human Needs, Foundation of Wellbeing and Opportunity) captured by the Social Progress 
Index of Orange County. The framework for the Social Progress Index can be found in the appendix. 

A closer look at the data shows considerable disparities among many different segments of society across 
multiple indicators. For example, housing, personal safety, access to basic and advanced education all 
indicate the greatest disparity between low scores from certain neighborhoods and high scores from other 
neighborhoods. In this analysis, neighborhood and census tracts are used interchangeably
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The Neighborhood Comparisons map quantify and visualize the disparity that helps community stakeholders 
understand how two neighboring census tracts can have vastly different outcomes. On your left are the 
lowest performing census tracts in their respective categories and on the right are the highest performing 
census tracts. The difference between the lowest performing neighborhood and the highest performing 
neighborhood is the range of different scores highlighting the different lived experiences of residents in 
Orange County. Disparities are statistically measured by examining the range of results. The greater the 
range, the greater the inequity.
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Taking a step further, a bivariate regression analysis is conducted between social progress indicators and 
different demographic groups to start to unearth disparate outcomes between racial, income, nativity, 
and age groups. Correlation is a mathematical and statistical tool used to test relationships between 
quantitative variables or categorical variables. In other words, it’s a measure of how things are related. The 
study of how variables are correlated is called correlation analysis. 

By examining the indicators that make up The Social Progress Index for Orange County and how it might be 
related to different demographic groups, a person can see the linkages that may not have been previously 
noticed. The stream of data that connects these two variables is the neighborhood or census tract. 

Looking at the data outcomes in the Correlation Matrix, a relationship is observed between neighborhoods 
that have a high percentage of foreign-born residents with lower access to basic knowledge and advanced 
education. Additionally, neighborhoods with high percentages of foreign-born residents are also related 
to areas in Orange County that are linguistically isolated neighborhoods and residentially segregated 
neighborhoods.
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These census tracts also exhibit high levels of housing overcrowding. Why? Studies have shown that 
immigrant workers are four times as likely as native-born workers to live in overcrowded housing. Data also 
shows that:

•	 Immigrant workers make up a large share of workers living in overcrowded housing in many sectors 
thought to be essential during the Covid-19 epidemic, including those in production, healthcare 
support, transportation and moving, food preparation, sales, and farming.

•	 In specific occupations within these sectors, immigrants (legal and illegal) comprise a disproportionate 
share of workers in overcrowded conditions. 

For example:

•	 Immigrants are 47% of farmworkers, but 76% of farmworkers in crowded housing.

•	 Immigrants are 32% of butchers/meat processors, but 64% of such workers in crowded housing.

•	 Immigrants are 28% of cooks, but 57% of cooks in crowded housing.

•	 Immigrants are 29% of health care aides, but 52% of health care aids in crowded housing.

In 24 states immigrants account for more than one-third of workers in overcrowded households. Overall, 
immigrants are much more likely than native-born workers to work in low-wage jobs, reside in urban areas, 
and live in larger households; this partly explains why they are much more likely to live in overcrowded 
conditions.

The OC Equity Map shows users where these neighborhoods are located in Orange County so community 
stakeholders can use a data-driven, place-based approach to dissect the problem and create solutions 
based on neighborhood specific characteristics. 

Relationships between demographic groups (racial, age, nativity, and income) and population health 
data were investigated as well. In this iteration of the analysis, census tracts that have a higher density of 
residents living below 200% of the federal poverty level also have a higher prevalence of obesity, poor 
mental health days, and a lower percentage of adults with regular dental visits. This kind of analysis is 
particularly interesting because of what is known about social determinants of health. 

Numerous scholarly works in public health have concluded that clinical care is estimated to account for 
only 10% to 20% of the modifiable contributors to health outcomes in a population. The other 80 percent to 
90 percent of modifiable health factors are health-related behaviors, socioeconomic factors, and physical 
environment factors – things that typically fall outside the purview of what one thinks as medical care. 
Consider that 80 percent to 90 percent to be public health issues or what are now commonly referred to 
as social determinants of health (SDoH).

These types of tools are exploratory and observational in nature. It helps to describe some possible 
linkages between social determinants of health and health outcomes using place-based analysis but it 
does not demonstrate causal relationships. In other words, observing the presence of two characteristics 
in a census tract does not necessarily mean that one causes the other. It may be coincidental or spurious. 
Additional analysis is always warranted, and professional consultation is recommended.
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Health Equity has a principle meaning that “everyone has a fair and just opportunity to be as healthy 
as possible. This requires removing obstacles to health such as poverty, discrimination, and their 
consequences, including powerlessness and lack of access to good jobs with fair pay, quality education 
and housing, safe environments, and health care. For the purposes of measurement, health equity means 
reducing and ultimately eliminating disparities in health and its determinants that adversely affect excluded 
or marginalized groups.”

Removing obstacles to health includes understanding why structural barriers exist in the first place. 
Arriving at the root causes of disparities in health and its determinants require an understanding of how 
marginalized groups are impacted and which factors may have contributed to systems that victimize these 
groups. 

Significant Community Needs Identified by Secondary Data
After reviewing all the secondary data collected for the hospital’s service area with a specific focus on 
the most vulnerable people and communities of Orange County, preliminary community needs identified 
included (in alphabetical order): 

1.	 Cancer

2.	 Community Safety

3.	 Economic Insecurity

4.	 Education

5.	 Housing and Homelessness

6.	 Immigration

7.	 Infant Mortality

8.	 Linguistic Isolation

9.	 Mental and Behavioral Health

10.	Substance Use (Youth)

Information Gaps and Limitations 
Despite best efforts, not every population group can be equally represented in the collection of primary 
and secondary data. The US Census Bureau, for example, did not include sexual orientation or gender 
identity in its 2020 decennial questionnaire. As a result, reliable data about the lesbian, gay, bisexual and 
transgender community are hard to come by. 

Data disaggregation continues to be inadequate across racial and ethnic groups, which makes it challenging 
to assess health and socioeconomic trends for sub-populations. Lack of data or inadequate data collection 
methods often obscure consequential health outcomes and disparities for many communities, including 
Native American and many AANHPI communities. Disparities within these communities often go unreported 
or are subsumed under general categories that could be better understood if they were disaggregated. 
Smaller populations such as the Black community or LGBTQIA+ communities in Orange County are not 
sampled with any regularity, resulting in poor data availability and large information gaps.

As a result, a full picture of the way disparities and inequities are truly playing out cannot be discerned. 
Additionally, population health data is also limited for children under 18 years of age. These gaps and 
limitations in data affect the study team’s ability to fully assess some of the health issues that were identified 
as community needs during the 2022 CHNA process. 
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Data Synthesis: Identification of Community Health Needs 
The process used to identify community health needs involves analysis from the consultant study team 
through the evaluation of primary and secondary data collection. The consultant study team produced a 
short list of community health needs based on an examination of the following:

1.	 Health outcomes were ranked independently according to four criteria (prevalence, negative 
trends, reduction in life expectancy, and worsening performance among race/ethnic groups). Health 
outcomes found to have a highly negative impact on the service area population according to two or 
more criteria were identified for further analysis. 

2.	 Similarly, social predictors of health predictive of 3 or more negative health outcomes were identified 	
for further analysis. 

3.	 Community health needs mentioned most frequently through various primary data collection 
modules were isolated for further exploration. The consultant study team built conceptual models of 
these health needs that reflected the consensus of community engagement participants.

4.	 Finally, the consultant study team cross-referenced the health needs derived from both the primary 
and secondary data to build a list of health needs that best reflected the input from participants 
engaged in the investigation and that incorporated the largest possible number of highly prevalent, 
severe and disproportionate health outcomes. 

Definitions 
Data source: Either a statistical dataset, such as those found throughout the California Cancer Registry, or 
a qualitative dataset, such as the material resulting from interviews and focus groups. 

Health disparities: Preventable differences in the burden of disease or health outcomes because of 
systemic inequities.

Health equity: A principle meaning that “everyone has a fair and just opportunity to be as healthy 
as possible. This requires removing obstacles to health such as poverty, discrimination, and their 
consequences, including powerlessness and lack of access to good jobs with fair pay, quality education 
and housing, safe environments, and health care. For the purposes of measurement, health equity means 
reducing and ultimately eliminating disparities in health and its determinants that adversely affect excluded 
or marginalized groups.”

Health indicator: A characteristic of an individual, a population or an environment that can be measured 
(directly or indirectly) and used to describe one or more aspects of the health of an individual or population. 

Health need: A poor health outcome and its associated risk(s), or a risk that may lead to a poor health 
outcome. 

Health outcome: A snapshot of a disease/health event in a community that can be described in terms of 
both morbidity (illness or quality of life) and mortality (death). 

Health risk: A behavioral, social, environmental, economic or clinical care factor that impacts health. May 
be a social determinant of health. 
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Prioritization of Health Needs 
Before beginning the prioritization process, Hoag was given access to the secondary data (health outcomes 
and social predictors of health) and to the preliminary findings of the primary data analyzed according to 
the methodology outlined in Section Five of this report. 

Community Benefit team utilized the following internal evaluation to consider these health needs and 
social predictors of health in light of the following additional criteria: 

1.	 Community priority. Quantitative research data was used to ascertain the top priorities of the 
community, such as the high frequency with which the community prioritized the issue over others 
during the CHNA primary data collection process. 

2.	 Community benefit expertise. Insights and experience are drawn upon as a major funder of community 
benefit programming (through grantmaking and learning from community benefit grantees). 

3.	 Broad perspective. Hoag used the knowledge it gained from participation on various boards of 
directors and health-focused coalitions, which include stakeholders from diverse sectors. 

4.	 Gaps in services. Hoag seeks to impact the well-being of the community at large beyond the 
traditional health services provided by our hospital. To this end, Hoag used its list of assets and 
resources to consider to what extent community supports were lacking in health and wellness 
services or programs. 

5.	 Legacy priorities. For many years, Hoag has addressed health care access, behavioral health (social/
emotional well-being), women’s health and substance use, reflecting its belief in the importance and 
urgency of these needs and the need for ongoing investment to improve community health in these 
areas. 

Hoag discussed the findings from the CHNA with the Board of Directors. Senior leadership also reviewed 
the CHNA and identified community health needs that they felt Hoag could have the highest impact and 
be most effective.

Based on the criteria described above, Hoag senior leadership identified 3 prioritized health needs,  
listed below:  

1.	 Access to Health Care
2.	 Behavioral and Mental Health
3.	 Cancer/Chronic Disease
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6. Prioritized 2022 Community Health Needs

The following descriptions of the 3 prioritized community health needs summarize the data, statistics and 
community input collected during the community health needs assessment. 

1. Access to Health Care
One of the greatest barriers to healthcare identified through this needs assessment was access to and 
delivery of care. Seven (39%) of 18 interviewees noted healthcare access and delivery were the greatest 
health needs and 19% of provider survey respondents (n=160) indicated healthcare access and delivery 
were contributing to poor health outcomes in the communities they serve. This was also a pervasive theme 
throughout focus groups. Barriers associated with healthcare access included 1) costs, 2) availability of 
services, 3) navigating the healthcare system 4) lack of awareness and education about resources available 
in the community.

What’s the Issue?
Access to comprehensive, quality affordable health care is important for health and quality of life. 
Components of access to care include insurance coverage, availability of services, timeliness, and 
workforce. Insurance coverage helps facilitate an individual’s entry into the healthcare system. Availability 
of services affords residents greater access to primary care physicians and a regular healthcare provider 
which improves screening and prevention services. Timeliness is an important factor to provide care when 
the need is identified. Workforce refers to having adequate primary and specialty care providers and 
support staff who can meet the needs of the community.

Components of delivery of care include quality, transparency and cultural competence. One of the 
sentiments shared by stakeholder interviewees articulated the vulnerability felt by patients who do not 
have access to culturally competent providers.

“…I have to consider how badly I need to go in for my, my annual exam? Do I want to go through this? 
If I feel healthy, I might be like, I don’t really want to deal with it. So, there’s a huge problem of just 
healthy LGBTQIA folks not getting their preventative care, because they don’t want to deal with it. So, 
it’s the access even though it’s accessible. I have great insurance, I have a good doctor, I have access, 
but it doesn’t feel good. I don’t have a good rapport with my provider. So, it prevents me from going 
sometimes. So, there are the access problems. And I think it’s around cultural competency.”

— STAKEHOLDER INTERVIEWEE

In Orange County, residents with low socioeconomic status are more likely than higher-status groups to 
have access-related issues, such as no health insurance, an inability to afford medications, inadequate 
transportation to medical appointments, and a lack of recent health screenings. According to the 2020 
American Community Survey, people of Latinx, Pacific Islander and other ancestries have the lowest rates 
of health insurance. 
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Uninsured Population by Race/Ethnicity in Orange County

2020

Why is it an issue? 
In Orange County, an estimated 381,543 people live in an area that has a shortage of primary care providers. 
According to Healthy People 2030 about 1 in 10 people in the United States do not have health insurance 
and these people are less likely to have a primary care provider. Availability of primary health care providers 
affects access to health care in the community. Based on the 2021 County Health Rankings, Orange County 
ranks 17 out of 58 among California counties for clinical care. When compared to California’s ratio of 
population to health care providers, Orange County has a good ratio to access to primary care physicians 
(one doctor per 1,010 residents). However, the ratio of population to mental health providers shows Orange 
County has less mental health providers than the state ratio. 

Cultural competency in health care means “delivering effective, quality care to patients who have diverse 
beliefs, attitudes, values, and behaviors.” It is also an understanding of the impact that cultural differences 
can have on healthcare delivery. Cultural competence also refers to meeting the needs of people with 
disabilities, individuals from diverse socioeconomic backgrounds, and members of the LGBTQ community. 

Orange County California

Primary care physicians 1,010:1 1,250:1

Dentists 870:1 1,150:1

Mental health providers 1340:1 270:1

Ratio of Population to Health Care Providers

Source: County Health Rankings, 2021. (Measure used data from 2018)
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2. Behavioral and Mental Health 
Consistent across all data, behavioral and mental 
health was identified as a significant concern in the 
community. Nearly a quarter (23%) of community 
survey respondents (n=637) indicated that the 
most pressing health need (out of a list of 23 
needs) in their household was emotional well-
being.Furthermore, when asked about the most 
pressing health need in their communities, focus 
group and interview participants overwhelmingly 
cited behavioral health despite not being prompted 
with a list. This includes 78% of interviewees (14 
interviewees) and eight of the nine focus groups. 
Additionally, provider survey (n=160) respondents 
also indicated that the most pressing health. 

What’s the Issue?
Behavioral health is the scientific study of the 
emotions, behaviors and biology relating to a 
person’s mental well-being, their ability to function 
in every day life and their concept of self. Behavioral 
health is sometimes called mental health and often 
includes substance use.

Why is it an issue? 
An estimated 26% of Americans ages 18 and older 
-- about 1 in 4 adults -- suffers from a diagnosable 
mental disorder in a given year. Prior to the 
pandemic, 12.1% of adults living in Orange County 
report suffering from severe psychological distress. 
Approximately 19.5% of Orange County adults 
need help for emotional-mental and/or alcohol-
drug issues. Of those who needed help, about half 
were not able to receive any treatment. 

Providers who responded to our survey explained 
that services addressing behavioral health and 
mental health are disorganized and not holistic in 
Orange County. While access to and adequacy 
of behavioral and mental health services need 
considerable improvement, two populations 
have emerged as particularly vulnerable groups 
in Orange County: older adults and youth. 
Older adults face higher occurrences of social 
isolation and loneliness, conditions that have been 
exacerbated by the pandemic. Young people have 
also experienced significant isolation and trauma in 
their lives during the pandemic. For some, it has led 
to an increase of anxiety and depression as well as 
substance use. 

In 2021, there were a total of 1,346 deaths from 
substance use in Orange County. The Orange 
County Health Care Agency reports that during 
the COVID-19 pandemic years of 2020 and 2021, 
drug and alcohol-related deaths increased notably 
across the county. The number of deaths from 
drugs and alcohol among all ages increased by 32% 
from 2019 to 2020, and another 30% from 2020 
to 2021. However, the most dramatic changes in 
mortality were among youth in Orange County.

For residents ages 10-17 years, the number of 
deaths from drugs and alcohol increased by 800% 
from 2019 to 2020, and another 122% from 2020 
to 2021. Although the number of deaths were 
relatively small compared to other age groups, the 
fact that this age group would normally have 0 or 
1 deaths in pre-pandemic years, compared to 9 
deaths (in 2020) and 20 deaths (in 2021), makes this 
rise in mortality a concerning trend.
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3. Cancer/Chronic Disease
Ten percent of respondents in the provider survey listed cancer as a top health concern, which placed it 
among the top 10 health concerns identified by a community of medical practitioners, community health 
workers and other service providers. Twenty-five percent of community survey respondents also cited 
cancer as a top health concern.

What’s the Issue? 
Cancer is the second leading cause of death in Orange County, and rates of childhood cancer diagnoses 
are higher in Orange County compared to California. 

Cancer is the most costly illness in the United States and people with cancer often have high out-of-pocket 
health care costs. It is also often physically and emotionally difficult for those living with it and for their 
care providers. People who say they have had cancer are more likely to report poor health and symptoms 
of depression. Despite the fact that cancer is an important health problem, many Americans don’t comply 
with cancer screening protocols or take preventive measures such as protecting themselves from the sun.

Why is it an issue?
In addition to being the second leading cause of death in Orange County and having high rates of childhood 
cancer diagnoses, Orange County ranks in the top three highest counties in California for overall cancer 
prevalence, following Los Angeles County and San Diego County. Significant ethnic disparities in cancer 
occurrences are seen for White, African ancestry, Latino and Pacific Islander populations. In Orange 
County, cancer accounts for nearly one in four deaths among men and women. 

Research has found that health disparities related to cancer contribute to higher, avoidable death rates 
among low-income and ethnic minority populations. The disparities may be exacerbated by delivery issues 
in cancer screening and follow-up. Although personal behavioral and environmental factors are significant 
(smoking, exposure to known carcinogens), the most important risk factors for cancer are lack of health 
insurance and low socioeconomic status.



66

7. Evaluation Findings from 2020-2022 
implemented strategies

2020 Identified Health Needs 
As a result of the findings of Hoag’s 2019 CHNA and through a prioritization process aligned with Hoag’s 
mission, resources, and hospital strategic plan, Hoag identified the following areas for its 2020-2022 
Community Benefit efforts:

1.	 Mental Health

2.	 Access to Care

3.	 Economic Security

4.	 Chronic Disease

5.	 Women’s Health

6.	 Substance Use

Community Benefit Investments in Fiscal Years 2020 and 2021
Hoag developed and approved an Implementation Strategy to address the significant health needs identified 
in the 2019 CHNA. The IRS requires hospitals to report on the impact of implementation strategies.

The following section outlines the 2019 Implementations Strategies and the corresponding outcomes 
during 2020-2022.

Mental Health
1.	 Provide mental health care services through Hoag’s Mental Health Center primarily focused on the 

low-income population

•	 Provided mental health services to 1256 clients in the form of psychotherapy.  

•	 Provided resource brokering, and/or case management to 678 individuals.  

•	 Provided psychiatry services to 60 individuals.  

•	 Offered psychotherapeutic, psychoeducational groups and community presentations resulting in 
4014 encounters 

2.	 Provide funding and/or in-kind support to community nonprofit organizations that focus on mental 
health that goes beyond our scope of care. 

•	 Hoag’s Community Benefit Grants program provided $2.5M in funding to organizations focused on 
Mental Health Services.

3.	 Provide workforce development opportunities (internships, internal and external professional 
development) for the mental health profession.

•	 The Mental Health Center provided a supervised clinical internship training program for 16 Master 
of Social Work students.  

•	 Provided professional development trainings to 782 mental health professionals.
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4.	  Use existing pathways to expand our continuum of care for mental health.

•	 Provided 4811 individuals with wellness classes such as yoga, Zumba, and other fitness classes.

•	 Collaborated in the coordination and facilitation of Be Well OC’s first annual Suicide Prevention 
Conference during CY2021.

Access to Care
1.	 Provide financial assistance through free and discounted care for health care services, consistent with 

the hospital’s financial assistance policy. 

•	 Provided $9,057,071 in Charity Care Service

•	 Provided $106,216,442 in MediCal/CalOptima Cost of Unreimbursed care. 

2.	 Offer information and enrollment assistance for no cost and low-cost insurance programs. 

•	 Social Work Assistants work closely with clients in referral and resource brokering to needed 
partner agencies.

•	 Refer clients to on-site partner, Community Health Initiative of OC for enrollment and eligibility 
process. 

3.	 Provide funding and/or in-kind support to community clinics. 

•	 Provided $2,946,500 in funding to Share Our Selves Corp (SOS), a Federally Qualified Health 
Center with special designation as a Healthcare for the Homeless provider.

4.	 Provide funding and/or in-kind support to community nonprofit organizations that reduce barriers to 
accessing care. 

•	 Hoag’s Community Benefit Grants program invested $4.1M in funding to organizations focused on 
Access to Care. 

5.	 Provide partners with space and resources at the Melinda Hoag Smith Center for Healthy Living. 

•	 The Melinda Hoag Smith Center for Healthy Living provides physical space for meetings, 
workshops, office use, and conferences to over 20 local non profit organizations serving the local 
community

6.	 Provide transportation support for seniors to increase access to health care services.

•	 Provided $825,000 in transportation funding to 5 local Senior Centers
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Economic Security
1.	 Provide funding and/or in-kind support to community nonprofit organizations that focus on economic 

security measures. 

•	 Hoag’s Community Benefit Grants program invested $2.8M in funding to organizations focused on 
economic security specifically housing, homelessness, and transportation. 

•	 Provided $300,000 in rental assistance to qualified individuals.

•	 In collaboration with Community Action Partnership of Orange County, distributed 233,378 diapers 
during CY2021

2.	 Build community capacity by providing collaborative partners with space and resources at the 
Melinda Hoag Smith Center for Healthy Living

•	 Provided In-Kind contribution of $1,735,769 towards office lease and meeting space to non profit 
organizations.  

•	 Provided physical space for meetings, workshops, office use, and conferences to over 20 local 
nonprofit organizations serving the local community

3.	 Continue and expand programs that alleviate food insecurity

•	 20,145 Individuals received fresh produce and food boxes through our partnership with Second 
Harvest Food Bank. 

•	 Provided meals for 2654 individuals through Delivering with Dignity, a hot meal program to alleviate 
food insecurity during the COVID19 Pandemic. 

Prevention of Chronic Disease and Management 
1.	 Provide funding and/or in-kind support to community clinics. 

•	 In CY2020, hosted 3 COVID19 vaccine clinics serving the low-income residents of Costa Mesa and 
Oak View neighborhood of Huntington Beach. 

•	 Provided CHOC with $1.9M in funding for Pediatric Diabetes Services at the Hoag Allen Diabetes 
Center. 

•	 Provided Alzheimer’s Family Center with $3.6M in funding. 

2.	 Provide funding and/or in-kind support to community nonprofit organizations that focus on disease 
prevention, including obesity prevention and chronic disease management. 

•	 Hoag’s Community Benefit Grants program provided $1.8M in funding to organizations focused on 
Prevention and Management of Chronic Disease. 

3.	 Provide partners with space and resources at the Melinda Hoag Smith Center for Healthy Living. 

•	 The Center for Healthy Living provided space and resources for partner organizations focused on 
prevention and management of chronic disease, such as: CHOC PODER and Cancer Kinship

4.	 Offer chronic disease prevention, management, education, care navigation, screenings and support 
groups. 

•	 In CY2020, developed a COVID Crisis Response Team during the pandemic, to include case 
management, nursing intervention, and social support for families navigating a COVID diagnosis A 
total of 272 individuals was served during this one-year period.
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•	 Crisis Response and resource brokering was provided to 5663 individuals. 

•	 Hoag’s Community Nurse Navigation Program provided classes on chronic disease prevention, 
management, education, and care navigation for 342 individuals.

•	 Invested $489,573 in Community flu immunization clinics

5.	 Continue to provide wellness and prevention programs to vulnerable communities. 

•	 During CY2020-2021, the Center for Healthy Living provided wellness and prevention programming 
to 4,811 individuals through yoga, Zumba, and other fitness classes.

Women’s Health 
1.	 Provide funding and/or in-kind support to organizations focused on women’s health 

•	 Hoag’s Community Benefit Grants program provided $480,000 in funding to organizations focused 
on Women’s Health 

2.	 Collaborate with Hoag Women’s Health Institute in identifying gaps in care for the low income and 
vulnerable patient population 

•	 Worked with Women’s Health Institute in identifying potential grantees focused on the health needs 
of low-income women

3.	 Offer health education, care navigation, advocacy and resource brokering. 

•	 In CY2021, the Center for Healthy Living hosted two free community mammogram clinics that 
screened 54 women.

•	 Hoag’s Community Nurse Navigation Program, Promotores, and Mental Health Center offered 
several women’s health focused groups.

Substance Use 
1.	 Provide funding and/or in-kind support to organizations focused on substance use 

•	 Hoag’s Community Benefit Grants program provided $215,000 in funding to organizations focused 
on Substance Use Disorder

2.	 Collaborate with Hoag’s Addiction Treatment Centers and community partners to develop 
opportunities for low-income population. 

•	 In CY2021, Hoag’s Center for Healthy Living partnered with community partners The Phoenix 
and The Purpose of Recovery, to provide additional resources and peer support for the recovery 
community.

3.	 Collaborate with Federally Qualified Health Centers (FQHCs) that address substance use disorders 
and provide Medication-Assisted Treatment (MAT). 

•	 In CY2021, Hoag’s Community Benefit Grants Program Supported FQHC, Korean Community 
Services, to expand MAT and integrated care in Irvine and surrounding cities for low-income 
patients.
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