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Abstract
Health risk assessments for extreme heat and the design of corresponding interventions can be
enhanced with more information regarding causal drivers of year-to-year variability in adverse
outcomes. Summer 2016 was a record-setting year in terms of summer heat and its impacts on health
in Maricopa County, Arizona, USA. The month of June was the warmest observed in the county and
the six-month warm season spanning May through October was the fourth warmest. In the same year,
a record number of heat-associated deaths was reported by the heat surveillance program run by the
county health department. We analyzed the time series of heat-associated deaths to quantify the extent
to which the unprecedented death count in 2016 was driven by anomalous weather. We ﬁrst estimated
the historical association between temperature and heat-associated deaths for the time period
2006–2015 using a time series regression model. Subsequently, we used the model to generate
predictions of daily heat-associated deaths in 2016 based on the observed weather. We found no
evidence that the unusually high number of heat-associated deaths observed in Maricopa County in
2016 was related to observed meteorological conditions. Regardless of the exposure variable or model
parameterization chosen, the prediction for 2016 fell near or below the historical average number of
heat-associated deaths. If the conventional methods for estimating the temperature–mortality
association are reasonably approximating a causal relationship, factors other than the weather were
mostly responsible for the surge in deaths in 2016. These ﬁndings highlight the importance of nonmeteorological factors as drivers of temporal variability in the health burden associated with heat,
which have generally not been included in quantitative retrospective or prospective studies. Further,
they highlight a shortcoming in preparedness and response efforts for heat in the study setting that
should be diagnosed and addressed as soon as possible.

Introduction
Extreme heat poses public health risks in many cities
across the globe, especially in regions where heat is
persistent and severe (e.g. Hartz et al 2013, Harlan
et al 2014). Quantifying the public health burden of
heat in places that experience this hazard most
intensely, as well as understanding the causal drivers of
that burden, may be instructive as cities prepare for a
warmer future. Here, we explore factors that may have
© 2018 The Author(s). Published by IOP Publishing Ltd

contributed to an unprecedented number of heatassociated deaths that occurred in one of the hottest
metropolitan areas of the United States in the summer
of 2016—one of the warmest seasons on record.
Many studies point toward a future with higher
average temperatures as well as more intense and frequent extreme heat events as a result of greenhouse gas
forcing and urbanization (e.g. Georgescu et al 2014,
Maloney et al 2014, Russo et al 2014). These changes
have also been projected to increase heat-associated

Environ. Res. Lett. 13 (2018) 094022

morbidity and mortality (e.g. Åström et al 2013,
Kingsley et al 2016, Petkova et al 2016). However, it is
unclear how reliably historical models of the temperature-health association at short time scales (days)
produce estimates of variability at longer time scales
(e.g. seasons, years). Available evidence suggests
that long-term variability may be difﬁcult to model
(Guo et al 2012). There is high uncertainty regarding
the contribution of climate change as a driver of the
future public health burden of heat in comparison
with other factors such as population growth, demographic transition, and adaptation strategies (Hondula
et al 2015, Petkova et al 2016, Gosling et al 2017). The
interplay between these factors has rarely been examined retrospectively, but the limited evidence available
suggests that social factors play a substantial role
in inﬂuencing long-term trends in heat-associated
mortality (e.g. Bobb et al 2014, Ng et al 2016).
One of the planet’s warmest urbanized regions is
the southwestern United States. Understanding the
impact of heat in this region, where conditions are
already severe throughout a prolonged warm season,
may provide insights into how other cities may be able
to cope with projected warming (Centers for Disease
Control and Prevention (CDC) Environmental Public
Health Tracking Program 2018). Maricopa County,
Arizona, which spans most of the rapidly growing
Phoenix Metropolitan Area, is home to more than
four million people (US Census Bureau 2017).
In 2016, the month of June was the warmest to
date in the US National Oceanographic and Atmospheric Administration Climate Division within
which Maricopa County is located, the month of July
was the second-warmest, and the six-month warm
season spanning May through October was the sixth
warmest (NCEI 2018). In the same year, the Maricopa
County Department of Public Health (MCDPH)
reported a record high number of heat-associated
deaths (MCDPH 2017). The 155 conﬁrmed heat-associated deaths in 2016 exceeded the previous record by
48 cases and was more than 82% above the standardized prior ten-year average.
The objective of our analysis is to quantify the
extent to which the abnormally high heat-associated
death count of 2016 was driven by meteorology using
heat-associated death records in concert with weather
observations. In doing so, we hope to shed more general insights into the factors that reduce or exacerbate
the impacts of heat and how preparedness and
response strategies can improve. This knowledge is
especially important to build in light of projections of
large increases in heat-associated mortality in many
cities resulting from global and urban warming.

Methods
Maricopa County, Arizona, is located in the Sonoran
Desert in the southwestern United States and has a
2

hot, arid climate. Summer daily maximum temperatures routinely exceed 38 °C (100 °F) and an average
year brings 18 days of daily maximum temperatures of
43 °C (110 °F) or higher at Phoenix Sky Harbor
Airport (CDC Environmental Public Health Tracking
Program 2018). Rapid urbanization over the past
several decades has led to large increases in daily
minimum temperatures, a distinctive signature of the
urban heat island effect (Chow et al 2012, Georgescu
et al 2013). The county accounts for the majority of the
geographical extent and population of the PhoenixMesa-Chandler Metropolitan Statistical Area, the 12th
largest by population in the United States (US Census
Bureau 2017).
Several regional agencies have made signiﬁcant
efforts to assess and reduce the public health burden of
extreme heat. Among them, MCDPH operates an
advanced and distinctive heat mortality surveillance
program. Health authorities began more closely monitoring and classifying heat-associated deaths in 2006
after a highly publicized heat wave in 2005 resulted in
greater local awareness of heat-associated deaths (Yip
et al 2008). Since 2006, MCDPH has tracked and
investigated heat-associated deaths, collecting data on
location, time, demographics, and other circumstantial evidence for cases in which heat is suspected to
have been the immediate cause of death or a contributing factor. The health department obtains this
information from two sources: (1) the Maricopa
County Ofﬁce of the Medical Examiner, which ﬂags
deaths that it suspects to be heat-associated, and provides circumstances of death; and (2) the Arizona
Department of Health Services, Ofﬁce of Vital Registration, which contains a database of conﬁrmed heatassociated cases. MCDPH extracts conﬁrmed heatassociated cases by querying the Vital Registration
database using key phrases (e.g. ‘heat exposure’,
‘exhaustion’). The program also looks for certain
International Classiﬁcation of Disease-10 (ICD-10)
codes that might indicate a heat-associated death (e.g.
X30 (Exposure to excessive natural heat), T67.X
(Effects of heat and light), P81.0 (Environmental
hyperthermia of newborn)). MCDPH’s efforts have
culminated in a record of heat-associated deaths that
is more inclusive than queries based on ICD codes
alone (e.g, Berko et al 2014) but more precise than
the construct of excess all-cause deaths that is often
used for temperature–mortality studies (e.g. Anderson and Bell 2011, Gasparrini et al 2015). More
details of the MCDPH heat surveillance programs
are available online (https://maricopa.gov/1858/
Heat-Surveillance).
MCDPH heat surveillance data from 2006 to 2016
were used for this analysis. This time period encompassed all years for which MCDPH has implemented
their enhanced surveillance system for heat-associated
deaths. The time series of heat-associated deaths spans
the full calendar year, although the vast majority
of cases (∼90%) are reported in the months
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May–September. Daily heat-associated counts were
standardized to account for longer-term changes in
population size and composition (e.g. age structure) as
well as overall population health status. We directly
standardized the data by adjusting the daily heat-associated death counts based on the total deaths from
all causes reported in the county each year. We
surmised that total deaths would be proportional to
population size and composition as well as overall
population health. All-cause annual mortality data
were sourced from the Arizona Department of Health
Services Ofﬁce of Vital Statistics (http://pub.azdhs.
gov/health-stats/report/ahs/ahs2015/pdf/5e1.pdf).
All data were standardized to 2015, the most recent
year for which total mortality counts are available.
Daily meteorological data were obtained from the
National Centers for Environmental Information for
Phoenix Sky Harbor Airport, an ofﬁcial ﬁrst-order
weather station located near downtown Phoenix. We
obtained daily maximum, mean, and minimum dry
bulb temperature, and examined the daily distribution
of temperatures in 2016 compared to the ten years
prior, with an emphasis on the ﬁve-month warm
season (May–September) that accounts for the
majority of heat-associated deaths. We did not incorporate humidity into the exposure models given prior
research demonstrating little difference between
temperature–mortality models that include or
exclude humidity in the study setting (e.g. Harlan
et al 2014). We also incorporated information from an
experimental National Weather Service (NWS) product called HeatRisk (https://wrh.noaa.gov/wrh/
heatrisk/). HeatRisk provides a daily classiﬁcation of
observed or forecast meteorological conditions based
on the relative severity of hot weather compared to climatology and is being used as a decision support tool
in NWS Weather Forecast Ofﬁces across the American
Southwest at present.
Our methodological approach was to hindcast the
2016 heat-associated death counts based on temperature–mortality associations derived from the period
2006–2015 and meteorological observations from
2016. Because there is no consensus regarding the
optimal statistical model or exposure variable for associating weather and heat-associated deaths in this
region (e.g. Hondula et al 2014, Petitti et al 2016) or
others (e.g. Barnett et al 2010), we used a number of
different modeling approaches and exposure variables
to create hindcasts for 2016. To minimize the introduction of bias into the hindcasting approach, the
functional form of all models was determined ahead of
detailed review of observations or model output.
We created three different types of models:
(1) simple temperature–mortality; (2) complex temperature–mortality; (3) HeatRisk. The models estimate
the daily association between the exposure variable
and the risk of heat-associated deaths based on the
observed time series of heat-associated deaths for
the entire population of Maricopa County and the
3

observed daily weather. For the simple and complex
temperature–mortality models, we tested maximum,
mean, and minimum temperature as the exposure
variable. The simple temperature–mortality models
took the following form:
Log (scaled_heatdeaths) = s (temp, k = 4) ,

where scaled_heatdeaths is the standardized daily heatassociated death count from the MCDPH surveillance
program, s is a natural penalized thin plane smoothing
spline with k knots, and temp is the exposure variable
(maximum, mean, or minimum temperature). We did
not control for seasonality in these models because we
anticipated that any seasonality in heat-associated death
counts would primarily arise from meteorology and not
confounding factors (following Petitti et al 2016). The
complex temperature–mortality models took the following form:
Log (scaled_heatdeaths) = s (complex_temp, by
= as.factor(month) , k = 4,)

where complex_temp variable was applied to take into
account the lagged effect of temperature on human
mortality (e.g. Gasparrini et al 2015). The complex_
temp variable was deﬁned as n-day moving average of
maximum, mean, or minimum temperature of the
current and previous days. Alternative variants of the
moving average from two-day (lag 0–1) to ﬁve-day (lag
0–4) were used in the complex model, and the moving
average providing the best ﬁt (based on the generalized
cross validation score) was used as the ﬁnal model. The
HeatRisk model took the following form:
Log (scaled_heatdeaths) = as.factor (HeatRisk) ,

where HeatRisk variable represents the NWS’s HeatRisk classiﬁcation (ﬁve categories: No Elevated Risk,
Low Risk, Moderate Risk, High Risk, Very High Risk).
We generated hindcasts of 2016 heat-associated
mortality using the observed daily temperatures from
2016 as input to each model. Daily hindcasts of heatassociated deaths were generated and summed by year.
Model performance was evaluated by examining the
deviance explained in the daily historical (2006–2015)
heat-associated death records. Subsequently we reviewed
the extent to which the model captured annual variability in heat-associated deaths counts, with an emphasis
on how the hindcast for 2016 compared to other years.
Conﬁdence intervals (C.I.) for annual sums were calculated as the square root of the annual sum of the squared
radii of the daily C.I. All analysis was conducted using
R version 3.4.2, accessed through RStudio version
1.1.383. Time series modeling relied on the mgcv package
(Wood 2017).

Results
Climatological assessment of 2016
Warm season daily mean temperatures in Maricopa
County in 2016 followed a progression similar to the
prior ten-year average, peaking in June (daily average
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Figure 1. A comparison of the distribution of observed warm season (May–September) daily mean temperatures between 2006–2015
(maroon bars) and 2016 (gold bars) at Phoenix Sky Harbor Airport in Maricopa County, AZ. Daily mean temperatures were rounded
to the nearest integer.

mean temperature=34.9 °C) and July (daily average
mean temperature=36.2 °C). The highest daily
mean temperatures were observed during two prolonged periods in which the average daily mean
temperature was above 37 °C, one occurring 19–28
June and another that spanned most of the latter half
of July. The highest daily mean temperature of the
summer was recorded on 20 June (39.4 °C). Despite
the high frequency of very warm days in 2016,
compared to other years in the period 2006–2015,
there were relatively few days at the highest end of the
temperature distribution (ﬁgure 1). For example, there
were nearly 15 fewer days with daily mean temperatures at or above 32 °C than the average of the previous
ten years. More importantly from a health perspective,
there were only eight days with daily mean temperatures above 38 °C compared to an average of 10.6 over
the previous decade, and zero days with daily mean
temperatures of 40 °C or above. An even more
pronounced absence of days at the high end of the
temperature distribution was observed for minimum
temperatures, whereas the pattern of maximum temperatures was more closely aligned with the previous
ten years (not shown).
Temperature–mortality models
The mean standardized annual heat-associated death
count in Maricopa County over the period 2006–2015
was 85.6, with a standard deviation of 24.6. In 2016 the
number of reported cases (155) was more than 85.5%,
or 2.8 standard deviations, above the historical average
(ﬁgure 2).
Simple temperature–mortality models all showed
a clear and strong relationship with historical
daily heat-associated deaths. Figure 3 illustrates the
4

modeled relationship between daily heat-associated
deaths and daily mean temperature, which was a
better predictor of the relationship over the period
2006–2015 than minimum or maximum temperature.
Differences between the models were, however, very
small. The daily mean temperature model with zero
lag accounted for 50.7% of deviance in daily standardized heat-associated deaths; minimum temperature
accounted for 49.3% and maximum temperature
accounted for 46.9%.
There was a much weaker association of the
relationship between modeled and observed heatassociated deaths when the model predictions and
observations were aggregated by year (ﬁgure 2). The
modeled annual heat-associated death counts fell in a
narrow range (74.1–95.6) compared to the standardized annual observations (43.9–121.6). Model uncertainty was low relative to the inter-annual variability in
the observations; the 95% C.I. for the annual heatassociated deaths counts (not shown on ﬁgures) was
never wider than ±1.0 deaths per year. The aggregated
counts from the zero lag mean temperature model
explained approximately 19.7% of the variance in the
aggregated annual observations. Using this model, we
would have anticipated 79.7 heat-associated deaths in
2016 (95% C.I.=78.8, 80.6) based on the observed
temperatures. Predictions from models based on
minimum and maximum temperature were 77.6
(76.9, 78.4) and 84.1 (83.0, 85.1) deaths, respectively.
Regardless of the exposure variable chosen, the
prediction for 2016 and the upper bound of its 95% C.
I. using a simple temperature–mortality model falls
below the historical average number of heat-associated deaths. In fact, based on mean temperature, the
prediction would have ranked as the 3rd lowest over
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Figure 2. A comparison of observed and modeled heat-associated deaths in Maricopa County, Arizona, 2006–2016. The bars show the
standardized (gold) and raw (maroon) observed annual heat-associated death totals. The symbolized lines show the annual hindcast
heat-associated death totals from simple (circles), complex (squares), and categorical (triangles) temperature–mortality models.
Standardization of heat-associated death totals used 2015 as the reference year. No standardized heat-associated death total is available
for 2016 because total annual mortality counts had not yet been aggregated by the state health department at the time this manuscript
was prepared; the standardized total for 2016 is assumed to match the raw total.

Figure 3. The modeled relationship between daily heat-associated deaths and daily mean temperature in Maricopa County, Arizona,
United States, 2006–2015. The solid line shows the effect estimate and the dashed lines show 95% conﬁdence intervals.

the 11 years for which model predictions are available.
The model consistently under predicted mortality
across the three months of the warm season with the
most heat-associated deaths, with June, July, and
August associated with under-predictions of 42%,
51%, and 50%, respectively. Similarly, daily errors in
model predictions were inversely correlated with temperatures, with larger errors occurring on the hottest
days. The mean absolute error for daily predictions on
5

days with daily mean temperatures above the 95th percentile in 2016 was 1.47 deaths, whereas on days
between the 75th and 95th percentile the mean absolute error was 0.97 deaths.
Complex temperature–mortality models provided
a better ﬁt to the historical data than the simple models. After testing multiple combinations of exposure
variables, smoothing windows, and interaction effects
with month, we identiﬁed the best complex model to
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include four-day moving average daily mean temperature (lag 0–3), with an interaction term for month as a
categorical variable. This model explained 56.0% of
the deviance in daily standardized heat-associated
mortality. Replacing mean with minimum and maximum temperature, keeping other parameters consistent, only changed the model diagnostics slightly
(54.7 and 55.1% deviance explained, respectively). We
did not ﬁnd strong evidence of an added ‘heat wave’
effect in our exploration of more complex statistical
models, and thus did not investigate the potential
impact of heat wave attributes including duration,
timing, and intensity (see Anderson and Bell 2011).
Despite the statistical improvement of the complex temperature–mortality models in ﬁtting the historical data, the hindcast for heat-associated mortality
in 2016 did not change considerably. Using the complex model with mean temperature, we estimated 82.0
(95% C.I.=80.0, 84.1) heat-associated deaths in 2016
based on the observed meteorology. Hindcasts based
on minimum (80.6 (78.6, 82.6)) and maximum (82.0
(80.2, 83.9)) temperature were similar, and all three
were below the historical average of 85.6 heat-associated deaths per year (standardized). The complex
model had a similar pattern of seasonal errors as the
simple model, with larger errors on hotter days and in
hotter months.
The model based on the NWS HeatRisk product
did not ﬁt the historical observations as well as the
simple and complex temperature–mortality models.
This categorical variable explained 33.1% of the
deviance in observed heat-associated deaths. Effect
estimates were greater than one heat-associated death
for the two highest HeatRisk categories (red and
magenta), with 1.25 deaths predicted per red day and
1.53 deaths predicted per magenta day. The model
prediction for 2016 using HeatRisk was 77.3 (75.7,
78.8) heat-associated deaths, which is below the
observed historical average and is the lowest number
of heat-associated deaths predicted by any model we
examined in this study.

Discussion and conclusions
Using widely applied statistical modeling techniques,
we were unable to ﬁnd evidence to suggest that the
unusually high number of heat-associated deaths
observed in 2016 in Maricopa County, Arizona, was
related to observed meteorological conditions. Most
models, in fact, suggested that 2016 should have
been a year with a normal or below-normal number of
heat-associated deaths. If population health risks
related to heat are reasonably well approximated
by widely applied time series models of the temperature–mortality association (e.g. Barnett et al 2012,
Harlan et al 2014, Gasparrini et al 2016), our results
indicate that factors other than the weather were
6

predominantly responsible for the surge in heatassociated deaths in 2016.
The study ﬁndings serve as a case study for one
geographic location and one deﬁned time period and
should be interpreted within that context. Replication
to other settings with similarly available health records
is a necessity and the methodological approach should
be highly transferable elsewhere. If these results are
more widely applicable, they challenge some existing
methods and paradigms in the scientiﬁc literature
concerning temperature-related health impacts. For
instance, many studies project signiﬁcant increases in
heat-associated mortality in the future with models
that are largely based on temperature change alone
(Huang et al 2011, Hondula et al 2015). Projectionoriented studies typically do not take into account key
factors that may act as effect modiﬁers such as timing
and duration (Barnett et al 2012, Gasparrini et al 2016)
environmental variables including air quality (Burkart
et al 2013, Vanos et al 2014, Willers et al 2016), social
attributes (Burkart et al 2014, Kovach et al 2015,
Urban et al 2016), health outcomes observed in previous seasons (Rocklöv et al 2009, Ha et al 2011), and
mortality displacement (Hajat et al 2005, Yang
et al 2012, Saha et al 2013, Qiao et al 2015). Our ﬁndings suggest that these factors may be critical to
include in assessments of future risk and potential
uncertainties associated with applying contemporary
models are quite wide. Our results are similar in nature to those of Guo et al (2012), who found high yearto-year variability in the relative risk of heat-related
mortality among the elderly in the United States,
which also suggests an important role for factors
beyond those typically considered in temperature–
mortality studies. If successful adaptation to heat was
occurring in this community, the historical model
should have overestimated the number of heat-associated deaths observed in 2016. Instead, nearly all of
the models we generated led to an underestimate.
Understanding the extent to which societies will continue to be able to adapt to heat, especially given projected urban- and global-driven climate change, is a
critical research need (Åström et al 2017, Gosling
et al 2017).
The major ﬁnding of our study, that an exceptionally warm summer should not have seen an exceptionally high number heat-associated deaths, may seem
counterintuitive. However, conventional summary
statistics commonly used to determine monthly and
seasonal records are not optimal indicators of the risk
of heat-associated deaths. Although 2016 was an
abnormally warm summer in Maricopa County based
on conventional metrics, the distribution of daily
temperatures was relatively favorable from a health
perspective. The nonlinearity of the temperature–
mortality functions implies that the number of days at
the uppermost end of the temperature distribution is
especially inﬂuential in the predicted annual total of
heat-associated deaths; the hottest days are associated
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with the highest modeled heat-associated mortality.
The relative absence of these days in the record for
2016 (ﬁgure 1) contributed to a lower total number of
hindcast heat-associated deaths for that year. There is
some evidence that the timing of heat within the warm
season may also be important to consider in modeling
heat-related mortality (e.g. Gasparrini et al 2016). In
Maricopa County in 2016 the six days with the highest
mean temperature were split evenly between the
months of June and July, which is consistent with the
long-term climatology associated with the regional
monsoon pattern that suppresses temperatures in late
summer. There were two multi-day periods with
anomalously high daily mean temperatures in the
month of June, and June was the month with the
greatest positive difference in monthly mean temperatures versus the prior ten years. The absolutely high
daily mean temperatures in the month of June contributed to a higher hindcast total for annual mortality, but there was no evidence from the historical
mortality record to suggest that this relative early-season warmth should have been especially dangerous.
Given that meteorological differences between
2016 and other years in our study period do not appear
to account for the increase in heat-associated deaths
observed in 2016, we investigated other factors that
may be responsible. Because detailed information
about the circumstances and exposure histories of
decedents are not systematically available, even from
an advanced surveillance program like the one operated by MCDPH, it is very difﬁcult to make a strong
causal argument based on the health records alone.
We offer a few potential explanations drawing from
our local observations and expertize. Of the many
potential risk factors for heat-associated deaths that
are tracked by MCDPH, two stood out with disproportionately high representation in 2016 cases:
homelessness and age.
One possible contributing factor was an increase
in unsheltered people experiencing homelessness in
the region (MAG 2017). Unsheltered people experiencing homelessness are believed to be more vulnerable
to environmental heat because of higher exposure and
higher physical susceptibility related to pre-existing
health conditions including mental health disorders
(e.g. Longo et al 2017, Schmeltz and Gamble 2017).
According to point-in-time survey data collected by
the regional transportation planning association,
Maricopa County has seen an increase in the general
population experiencing homelessness since 2014 and
experienced a 25% increase in unsheltered people
experiencing homelessness between 2015 and 2016
(MAG 2017). Given the high degree of vulnerability to
heat-associated with homelessness, an increase in the
number of unsheltered people experiencing homelessness could increase the number of heat-associated
deaths overall. According to MCDPH statistics, the
number of heat-associated deaths among individuals
experiencing homelessness over the period 2011–2015
7

ranged from 8 to 13 deaths per year, accounting
for 9.5%–16% of total cases. However, in 2016
MCDPH reported 55 heat-associated deaths among
people experiencing homelessness, which represented
35.5% of all heat-associated deaths recorded. Further,
all heat-associated deaths for those experiencing
homelessness were discovered outside, strengthening
plausibility that living in unsheltered circumstances
would increase a homeless person’s vulnerability to
heat. Though the causal pathway linking increased
numbers of unsheltered people experiencing homelessness and the increase in heat-associated deaths
among this population is still uncertain, the statistics
suggest an association between shelter status and
number of homeless deaths.
An additional population that experienced a high
number of heat-associated deaths in the era of the
MCDPH surveillance program was the 50–64 age
group. In 2016, this age group accounted for 41% of
heat-associated deaths. In a typical year, the 50–64 age
group accounts for the highest number of heat-associated deaths, and this remained the case in 2016.
However, in 2016 the rate of heat-associated deaths
was also highest for the 50–64 age group compared,
whereas it is usually the 65–74 and 75+ age groups
that have the highest rate. When stratiﬁed by gender,
the differences were more apparent; the mortality rate
for 50–64 year old males well exceeded that of both
65–74 and 75+ males in 2016. This is signiﬁcant as
men consistently make up the vast majority of the
deaths in this age group (73%–100% between 2011
and 2016) and maintain mortality rates that are at least
twice as high as females indicating a potential highrisk group. Although homeless 50–64 year olds made
up a signiﬁcant proportion of the total deaths for 2016,
homelessness does not appear to fully account for the
unusually high rates in this age group. Given these statistics, it is possible that current intervention strategies
overlook this population which may include many
who are still of working age and maintain outdoor
jobs, putting them at high risk for heat illness or death.
Limitations
This study was designed using records from a distinctive local heat mortality surveillance program. As
such, the study ﬁndings are only directly relevant to
one particular study area. Differences in reporting
practices for heat-related deaths are highly variable
between different jurisdictions and reporting agencies,
and replication of this study design in other settings
would inform the generalizability of results. Despite
the advanced nature of the Maricopa County heat
surveillance program, there are some uncertainties in
the mortality time series that could have inﬂuenced
our results. We cannot completely rule out the
potential for error in the year-to-year counts associated with personnel changes and subjective interpretation of cases, although we have no evidence to
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suggest substantial changes in the reporting practices
and systems from which the heat mortality data are
generated. To the best of our knowledge any related
errors should be random over time. Furthermore,
there is some error introduced into the analysis related
to the timing of heat-associated deaths: in cases where
the body is presumed to be found after the day of
death, the death is ofﬁcially pronounced by the Ofﬁce
of the Medical Examiner at the time and date the body
was found. We anticipate that any error in our models
related to the time difference between actual and
recorded death to be small given that lagged models of
the temperature–mortality relationship were not
superior to models with no lag. We also acknowledge
that there is some uncertainty regarding the accuracy
of the point-in-time survey data that we examined as
an estimate for the size of the homeless population in
Maricopa County. The point-in-time survey is collected by a predominantly volunteer group outside of
the warm season and may not be an optimal representation of the summertime population. However, as is
the case with the health records we examined, we have
no evidence of major changes in data collection or
reporting practices during our study period.
Although we adopted a number of different modeling approaches to estimate the exposure-response
relationship, our focus was on temperature as the primary independent variable. The analysis did not span
the full range of potential confounding variables or
effect modiﬁers such as air pollutants, humidity,
short-term mortality displacement, intra-seasonal
changes in susceptibility, the inﬂuence of winter mortality on the size of the population susceptible to heat,
and spatial variability in heat exposure associated with
the urban heat island effect (O’Neill et al 2005,
Stafoggia et al 2009, Ha et al 2011, Goggins et al 2012,
Qiao et al 2015, Davis et al 2016 and Gasparrini
et al 2016). We also did not explicitly measure the
effects of ‘heat waves’ independent of the main temperature effect. Prior research and our own experience
analyzing these records in Maricopa County leads us
to expect that all of these effects would be small and
not inﬂuence the overall ﬁndings (Harlan et al 2014,
Petitti et al 2016). Finally, a more systematic evaluation
of multi-year trends in heat-associated mortality risk
factors would be a useful complement to this work.
One of the variables we used in our analysis is the
categorical HeatRisk metric from an experimental
NWS product. The model to estimate heat-associated
deaths based on HeatRisk did not perform as well as
the simple and complex models based on continuous
temperatures and month. HeatRisk offered a theoretical advantage to other models because of its implicit
consideration of current weather conditions relative to
climatology, which has been suggested to be a risk factor for heat-associated deaths (e.g. Guirguis et al 2014).
However, the categorical nature of HeatRisk severely
limited the extent to which the statistical model could
discriminate risk between small differences in high
8

temperatures. HeatRisk is intended as a tool for public
communication and decision-making and not for precise estimates of heat-associated deaths. We did ﬁnd a
higher risk of heat-associated death at more severe
HeatRisk categories, which is encouraging in terms of
the tool’s potential to encourage meaningful behavior
change on the most dangerous days.
Conclusions and recommendations
In general, our study ﬁndings highlight gaps in our
current understanding of the drivers of year-to-year
variability in heat-associated deaths and gaps in
current local policies and programs striving to reduce
the public health impacts of heat. We recommend
more research attention toward analysis of local
policies and programs that are intended to modify the
association between temperature and human health.
The demographic shifts we observed among the
decedents in this study may suggest that public health
and social interventions for speciﬁc highly vulnerable
populations are not yet fully understood or effective in
our region. We are severely limited, however, in our
ability to speculate about the pathways and interactions among contributing factors that may have led to
those shifts. Generating more data that can help
researchers and practitioners understand behaviors
and exposure circumstances contributing to risk of
heat-related illness and death should be a high priority
(e.g. Kuras et al 2017). These data would be especially
important to help practitioners prioritize urban heat
mitigation initiatives, which have signiﬁcantly varying
impacts on different parts of the diurnal temperature
cycle (e.g. Hondula et al 2014). Our analysis suggests
that efforts are needed to reduce both daytime and
nighttime temperatures, as mean temperatures were
more strongly correlated with heat-associated deaths
than minima or maxima.
Our results highlight the importance of nonmeteorological factors as drivers of the health burden
associated with extreme temperatures, which have
generally not been included in quantitative retrospective or prospective studies. Recent research indicates that projections of heat-related deaths may be
more sensitive to assumptions about adaptation measures rather than global emissions scenarios or climate
model choice (Gosling et al 2017), and more historical
evidence concerning the relative importance of different factors that contribute to annual variability in
heat-health impacts may help reﬁne and guide future
policy. Failure to account for other important components of the causal pathway that link outdoor conditions to health outcomes, which our study suggests
were dominant factors for one notable year in one city,
might lead researchers to reach incomplete or even
incorrect conclusions regarding the current and future
health risks associated with heat and the optimal strategies to reduce those risks. Further, the results highlight a shortcoming in preparedness and response
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efforts for heat in the study region that should be diagnosed more speciﬁcally and addressed as soon as possible. As global and urban-driven warming continue to
increase temperatures in cities, further clariﬁcation of
the complex interactions between the many social and
physical determinants of risk of heat-related illness
and death remains necessary to optimize climate adaptation plans and programs.

Acknowledgments
The authors acknowledge the efforts of colleagues at the
Maricopa County Department of Public Health and the
National Weather Service Weather Forecast Ofﬁce in
Phoenix, AZ for collecting and archiving the data
resources used in this study. HP, DH, and MR were
partially supported by the CDC’s Climate-Ready Cities
and States Initiative, grant no. 1 NUE1EH001318-01-00.
MR was also partially supported by the CDC’s Environmental Public Health Tracking Program, grant no. 1
NUE1EH001339-01-00. AU was partially supported by
the Programme for research and mobility support of
starting researchers, Czech Academy of Sciences, project
no. MSM100421604 and by the Czech Science Foundation, project no. 18-22125S. The authors also thank Paul
Chakalian at Arizona State University and Ken Komatsu
at the Arizona Department of Health Services for their
useful feedback on drafts of this manuscript.

ORCID iDs
Hana Putnam
0119-0374

https://orcid.org/0000-0002-

References
Anderson G B and Bell M L 2011 Heat waves in the United States:
mortality risk during heat waves and effect modiﬁcation by
heat wave characteristics in 43 US communities Environ.
Health Perspect. 119 210–8
Åström C, Åström D O, Andersson C, Ebi K L and Forsberg B 2017
Vulnerability reduction needed to maintain current
burdens of heat-related mortality in a changing climate—
magnitude and determinants Int. J. Environ. Res. Public
Health 14 741
Åström C et al 2013 Heat-associated respiratory hospital admissions
in Europe in a changing climate: a health impact assessment
BMJ Open 3 e001842
Barnett A G, Hajat S, Gasparrini A and Rocklöv J 2012 Cold and heat
waves in the United States Environ. Res. 112 218–24
Barnett A G, Tong S and Clements A C A 2010 What measure of
temperature is the best predictor of mortality? Environ. Res.
110 604–11
Berko J, Ingram D D, Saha S and Parker J D 2014 Deaths attributed
to heat, cold, and other weather events in the United States,
2006–2010 Natl Health Stat. Rep. 76 1–15
Bobb J F, Peng R D, Bell M L and Dominici F 2014 Heat-associated
mortality and adaptation to heat in the United States Environ.
Health Perspect. 122 811–6
Burkart K et al 2013 Interactive short-term effects of equivalent
temperature and air pollution on human mortality in Berlin
and Lisbon Environ. Pollut. 183 54–63

9

Burkart K et al 2014 An analysis of heat effects in different
subpopulations of Bangladesh Int. J. Biometeorol. 58 227–37
Centers for Disease Control and Prevention (CDC), Environmental
Public Health Tracking Program 2018 Temperature
distribution: Daily estimates of maximum temperature for
summer months (May-Sep.) https://ephtracking.cdc.gov/
DataExplorer/#/
Chow W T, Brennan D and Brazel A J 2012 Urban heat island
research in Phoenix, Arizona: theoretical contributions and
policy applications Bull. Am. Meteorol. Soc. 93 517–30
Davis R E, McGregor G R and Enﬁeld K B 2016 Humidity: a review
and primer on atmospheric moisture and human health
Environ. Res. 144 106–16
Gasparrini A et al 2015 Temporal variation in heat—mortality
associations: a multicountry study Environ. Health Perspect.
123 1200–7
Gasparrini A et al 2016 Changes in susceptibility to heat during the
summer: a multicountry analysis Am. J. Epidemiol. 183
1027–36
Georgescu M, Moreﬁeld P E, Bierwagen B G and Weaver C P 2014
Urban adaptation can roll back warming of emerging
megapolitan regions Proc. Natl Acad. Sci. USA 111 2909–14
Georgescu M, Moustaoui M, Mahalov A and Dudhia J 2013
Summer-time climate impacts of projected megapolitan
expansion in Arizona Nat. Clim. Change 3 37–41
Goggins W B, Chan Y E, Ng E, Ren C and Chen L 2012 Effect
modiﬁcation of the association between short-term
meteorological factors and mortality by urban heat islands in
Hong Kong PLoS One 7 e38551
Gosling S N et al 2017 Adaptation to climate change: a comparative
analysis of modeling methods for heat-related mortality
Environ. Health Perspect. 125 087008/1
Guirguis K, Gershunov A, Tardy A and Basu R 2014 The impact of
recent heat waves on human health in California J. Appl.
Meteorol. Clim. 53 3–19
Guo Y, Barnett A G and Tong S 2012 High temperatures-related
elderly mortality varied greatly from year to year: important
information for heat-warning systems Sci. Rep. 2 830
Ha J, Kim H and Hajat S 2011 Effect of previous-winter mortality on
the association between summer temperature and mortality
in South Korea Environ. Health Perspect. 119 542–6
Hajat S, Armstrong B G, Gouveia N and Wilkinson P 2005 Mortality
displacement of heat-related deaths: a comparison of Delhi,
Sao Paulo, and London Epidemiology 16 613–20
Harlan S L et al 2014 Heat-associated deaths in hot cities: estimates
of human tolerance to high temperature thresholds Int. J.
Environ. Res. Public Health 11 3304–26
Hartz D A, Brazel A J and Golden J S 2013 A comparative climate
analysis of heat-associated emergency 911 dispatches:
Chicago, Illinois and Phoenix, Arizona USA 2003 to 2006 Int.
J. Biometeorol. 57 669–78
Hondula D M, Balling R C, Vanos J K and Georgescu M 2015 Rising
temperatures, human health, and the role of adaptation Curr.
Clim. Change Rep. 1 144–54
Hondula D M, Georgescu M and Balling R C 2014 Challenges
associated with projecting urbanization-induced heatassociated mortality Sci. Total Environ. 490 538–44
Huang C et al 2011 Projecting future heat-associated mortality
under climate change scenarios: a systematic review Environ.
Health Perspect. 119 1681–90
Kingsley S L, Eliot M N, Gold J, Vanderslice R R and Wellenius G A
2016 Current and projected heat-associated morbidity and
mortality in Rhode Island Environ. Health Perspect. 124 460–7
Kovach M M, Konrad C E II and Fuhrmann C M 2015 Area-level
risk factors for heat-associated illness in rural and urban
locations across North Carolina, USA Appl. Geogr. 60 175–83
Kuras E et al 2017 Opportunities and challenges for personal heat
exposure research Environ. Health Perspect. 125 085001
Longo J, Kuras E, Smith H, Hondula D M and Johnston E 2017
Technology use, exposure to natural hazards, and being
digitally invisible: implications for policy analytics Policy
Internet 9 76–108

Environ. Res. Lett. 13 (2018) 094022

Maricopa Association of Governments 2017 Point in time homeless
count analysis: August 2017 http://azmag.gov/Portals/0/
Documents/MagContent/2017_PIT-Analysis_Final.pdf?
ver=2017-09-08-143100-797
Maricopa County Department of Public Health Heat-associated
deaths in Maricopa County, AZ: Final report for 2016
https://maricopa.gov/Archive/ViewFile/Item/3084
Maloney E D et al 2014 North American climate in CMIP5
experiments: III. Assessment of twenty-ﬁrst-century
projections J. Clim. 27 2230–70
National Centers for Environmental Information 2018
Climatological Rankings. Data set https://ncdc.noaa.gov/
temp-and-precip/climatological-rankings/ from U.S.
National Climatic Data Center (Accessed: 30 April 2018)
Ng F C S et al 2016 Heat-associated mortality: effect modiﬁcation
and adaptation in Japan from 1972 to 2010 Glob. Environ.
Chang. 39 234–43
O’Neill M S, Hajat S, Zanobetti A, Ramirez-Aguilar M and
Schwartz J 2005 Impact of control for air pollution and
respiratory epidemics on the estimated associations of
temperature and daily mortality Int. J. Biometeorol. 50 121–9
Petitti D B, Hondula D M, Yang S, Harlan S L and Chowell G 2016
Multiple trigger points for quantifying heat-health impacts:
new evidence from a hot climate Environ. Health Perspect.
124 176
Petkova E P et al 2016 Towards more comprehensive projections of
urban heat-associated mortality: estimates for New York City
under multiple population, adaptation, and climate scenarios
Environ. Health Perspect. 125 47–55
Qiao Z, Guo Y, Yu W and Tong S 2015 Assessment of short-and
long-term mortality displacement in heat-related deaths in
Brisbane, Australia, 1996–2004 Environ. Health Perspect. 123
766–72
Rocklöv J, Forsberg B and Meister K 2009 Winter mortality modiﬁes
the heat-mortality association the following summer Eur.
Respiratory J. 33 245-51

10

Russo S et al 2014 Magnitude of extreme heat waves in present
climate and their projection in a warming world J. Geophys.
Res.-Atmos. 119 12500–12
Saha M V, Davis R E and Hondula D M 2013 Mortality displacement
as a function of heat event strength in 7 US cities Am. J.
Epidemiol. 179 467–74
Schmeltz M T and Gamble J L 2017 Risk characterization of
hospitalizations for mental illness and/or behavioral
disorders with concurrent heat-related illness PLoS One 12
e0186509
Stafoggia M, Forastiere F, Michelozzi P and Perucci C A 2009
Summer temperature-related mortality: effect modiﬁcation
by previous winter mortality Epidemiology 20 575–83
United States Census Bureau 2017 Maricopa (county) QuickFacts
(https://census.gov/quickfacts/fact/table/
maricopacountyarizona, US/PST045217) (Accessed: 1
May 2018)
Urban A et al 2016 Spatial patterns of heat-associated cardiovascular
mortality in the Czech Republic Int. J. Environ. Res. Public
Health 13 284
Vanos J K, Cakmak S, Kalkstein L S and Yagouti A 2015
Association of weather and air pollution interactions on
daily mortality in 12 Canadian cities Air Qual. Atmos.
Health 8 307-20
Willers S M et al 2016 High resolution exposure modelling of heat
and air pollution and the impact on mortality Environ. Int.
89–90 102–9
Wood S N 2017 Generalized Additive Models: An Introduction with R
2nd edn (London/Boca Raton, FL: Chapman and Hall/CRC
Press)
Yang J, Ou C, Ding Y, Zhou Y X and Chen P Y 2012 Daily
temperature and mortality: a study of distributed lag nonlinear effect and effect modiﬁcation in Guangzhou Environ.
Health Glob. 11 63
Yip F Y et al 2008 The impact of excess heat events in Maricopa
County, Arizona: 2000–2005 Int. J. Biometeorol. 52 765–72

