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SAINT
FRANCIS

MEMORIAL

HOSPITAL

430 North Monilor Strect
\ / West Poini, NE 68788-1505
u AN2-372-2404 Fax 402-372-2360

Dear Partners and Citizens of Burt, Cuming, Stanton and Madison Counties,

Every three years 5t. Francis Memorial Hospital conducts a Community Health Needs
Assessment. During 2016 our hospital, along with Oalkland Mercy Hospital and Faith
Regional ospital (Norfolk), collaborated with the Elkhorn Logan Valley Public Health
Department, with ELVRDH taking the lead to complete a health needs assessment for the
citizens of our service area. A research firm compiled the results of the survey and
comhined them with pieces of data specific to the service area. With this, a group of public
health stakcholders gathered to discuss and share concerns and strengths of our
communities, and to identify priorities that we can work on together to improve the health
status of all people living in Burt, Curning, Stanton and Madison Counties in Nebrasla.

This is the second time that ELVPHD has completed this process. There were same changes
to the plan. Most of the changes involved taking previously-broad focus areas and
narrowing the efforts in a way that we could better concentrate on particular areas, and
hopefully achieve more substantial outcomes. In the area of access to care, the focus was
broadened beyond behavioral health to now include all healthcare sectors. The four main
priority areas:

1, Obesity;

2. Accoss to Care;

3. Cancer Prevention and Screening; and

4. Standard Motor Vehicular Safety.

[n addition, the department’s Strategic Plan includes several goals that formed the
foundation to support the four priority areas listed above. Those goals include: 1), Offering
opportunities for community citizens to participate in activities that promote healthy and
safe living; 2). Marketing to better inform the public about what public health is and what
services are available in the district; 3). Increasing collaboration and partnerships with
other organizations in the community; and 4). Maintaining a formal Quality Improvement
pracess throughout health department operations and programs.

St. Francis will accept responsibility for providing certain aspects of the Cammunity Health
Needs Assessment and will include our goals in our Community Health Needs
Implementation Plan,

We want to thank Elkhorn Logan Valley Public Health Department and their Executive
Director, Gina Uhing, RN, for their leadership, resources and collaboration in malding this
Community ITealth Needs Assessment a success.

Sincerely,

Jetry Wordekemper, MHA, ACHLE
President/CLEO
S, Francis Memorial Hospital

Spounsored by the Franciscan Sisters of Christian Charily



Plan Ownership

Background Data to Support Hospital and Local Public Health Joint Ownership in the
Community Health Improvement Plan

There are many reasons why it remains logical for Elkhorn Logan Valley Public Health
Department to partner with the three district hospitals to complete a joint Community
Health Assessment and Community Health Improvement Plan (CHIP). The major reason is
to improve overall community health through the assistance of multiple partners,

Additional reasons for collaboration exist: all three local hospitals continue to be required
to complete a Community Health Needs Assessment to meet Internal Revenue Service (IRS)
requirements to maintain their non-profit status. Those hospitals are:

Qaldland Mercy Hospital —Oalkdand, NE

St. Francis Memorial Hospital—West Point, NE

Faith Regional Health Services—Norfolk, NE

Tn addition, the Norfolk Community Health Care Clinic has to satisfy requirements for their
federal funding and periodically assesses the needs of the community to validate the
necessity of their services based upon data that is available. For this reason, working with
them to achieve their data needs in the same process helped to make the assessment more
meaningful for all partners,

Some of the major drivers in continuing a high level of collaboration between the health
department and the hospitals include:

1. Nehraska State Statutes

Nebraska Statutes (under 71-1628.04) provides guidance on the roles public health
departments must play and provides the following four (of the ten) required public health
essential services, which fit into the public health role in the Community Health
[mprovement Plan.

..Each local public health department shall include the essential elements in carrying out the
core public health functions, to the extent applicable, within its geographically-defined
community, and to the extent funds are availuble, The essential elements include, but are not
limited to, {a) monitoring health status to identify community health problems, (b)diagnosing
and investigating health problems and health huzards in the community, {c] informing,
educating, and empowering people about health issues, (d) mobilizing community
partnerships to identify and solve health problems...

2.  The Patient Protection and Affordable Care Act Impact on Hospitals
The historic passage of the Patient Protection and Affordable Care Act (PPACA) called on

non-profit hospitals to increase their accountability to the communities they served. PPACA
created a new Internal Revenue Code Section 501(r), which clarified certain



responsibilities for tax-exempt hospitals. Although tax cxempt hospitals had long been
required to disclose their community benefits, PPACA added several new requirements.
Section 501(r) required a tax-exempt hospital to:
» Conduct a community health needs assessment every three years
& The assessment must continue to take into account input from persons who
represent the broad interests of the community served, especially those of
public health
s Develop an implementation plan and strategy that addresses how a hospital plans to
meet EACH of the health care needs identified by the assessment
o This plan must continue to be adopted by each hospital’s governing body of
the organization, and must continue to include an explanation for any
assessment findings not being addressed in the plan
» Widely publicize assessment results

As mentioned earlier, this requirement affects all three hospitals in the ELVPHD service
area.

3. Redefinition of Hospital Community Benefit

Hospitals have been providing community benefits for many years in a variety of ways. In
return, hospitals receive a variety of local, state, and federal tax exemptions. The activities
listed under “community benefit” ave reported on the hospital’s IRS 990 report,

Community benefit was recently defined by the IRS as "the promotion of health for a class
of persons sufficiently large so the community as a whole benefits.” Simply put, community
benefit is composed of programs and services designed to address iden tified needs and
improve community health. To qualify as community benefit, initiatives must respond to an
identified community need and meet at least one of the following criteria:

s Improve access to healthcare services

= Enhance health of the community

» Advance medical or health knowledge

e Relieve or reduce the burden of government or other community efforts

4,  Puhlic Health Accreditation Board Requirements

In July of 2011, the PHAB released the first public health standards for the launch of
national public health department accreditation. All local health departments pursuing
voluntary public health accreditation must have completed a Community Health
Assessment (CHA) and Community Health Improvement Plan (CHIF). PHAB Version 1.5 has
standards that required the local health departments to:
» Participate in, or lead, a collaborative process resulting ina comprehensive
community health assessment
e Collect and maintain reliable, comparable and valid data that provide information
on conditions of public health importance and on the health status of the population



» Analyze public health data to identify trends in health problems, environmental
public health hazards, and social and economic factors that affect the public's health

e Provide and use the results of the health data analysis to develop recommendations
regarding public health policy, processes, programs or interventions

Overview of the Development Process

Step One: The multi-step process began with the Mobilizing for Action through Planning
and Partnership (MAPP) process at Elkhorn Logan Valley Public Health Department. The
MAPP process was developed hy, and is recommended for community assessment by, the
National Association of City and County Health Officials (NACCHQ) and Centers for Disease
Control (CDXC).

The most current MAPP processes were conducted by ELVPHD in 2014, and again in 2016,
That process involved a number of individuals and organizations (with a common interest
in public health) that contributed to identifying the trends, factors and events that
influence the health and quality of life in our communities and/or the work of the public
health system. Contributors represented a variety of arenas, sectors and backgrounds.
Extreme effort was placed on having equal and fair representation across all counties and
sector focus areas. Participants from the following sector groups were involved:

»  Elected officials s Organizations for persons with disahilities
#  lospital administration s Universily representatives

s Hchavioral health practitioners e Hospice centers

= Community-based organizalions o  [ducational Service Units

e Community college administrators ¢ Ponca Tribe representatives

s Public Health students s Tederally-gualilied health conter leaders
» Health education directors e  Organizations representdng the elderly

e  Minority community leaders s Housing officials

e Business leaders ¢ [lomestic vislence organizations

» Community Action Agency leaders e Chamberof Commerce leaders

s  Youth-gerving erganizations = Veterans organizations

e Long-term care facilities = Cigy health officials

B|Page



MAPP involves gathering together multiple community stakeholders for a shared
assessmient, strategic planning, and implementation process. The MAPP action cycle has
well defined steps and processes to capture community input and move a community or
urganization to make positive changes. An image of the action cycle is included below:
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Details regarding the outcomes of the most recent MAPP Assessment are found in the
2014-2017 Elkhorn Logan Valley Public Health Department Strategic Plan, included as an
attachment in Appendix L

Step Two: Data Collection and Analysis

ELVPHD contracted with a private research firm, lonia Research, to assist with the data
collection and analysis component of the process. Data gathering was accomplished using
hoth primary and secondary sources.

Primary data sources included:

¢ The results of the four MAPP model assessments—1). Community Themes and
Strengths Assessment, 2). Local Public Health System Assessment, 3). Community
Health Status Assessment and 4), Forces of Change Assessment

s Data collected through community-level health surveys administered online and
through regular mail. The most recent assessment findings are available online for
public review at www elvphd.org. Patrons were invited to take the survey by means
of several routes—including public press releases and radio public service
announcements; Chamber of Commerce newsletters; through employers, senior
citizen centers; social media posts; and flyers that were posted or flyers that were
distributed to school students via mass distribution efforts.

Those interested in taking the survey were encouraged to do so online, or were invited to
request a hard-copy survey. Surveys were also available in Spanish (in hard copy form) by
calling the toll-free number listed, or by requesting a Spanish copy via any ELVPHD
bilingual employee. Included in these mailings were postage-paid return envelopes.

fTbage



In an effort to ensure broad participation throughout the health district, ELVPIID focused
special attention from gathering assessments from minorities, the elderly and veterans.

Some of the methods to ensure that these special population’s input was gained included:

The community health assessment was translated into Spanish;

Two bilingual ELVPHD staff engaged the Hispanic community directly and through
various partners to ensure broad participation;

ELVPLD worked with Midtown lealth Center (MHC), the local Federally-Qualified
Health Center, to engage their patients to complete the assessment (approximately
36.95% of MIIC patients are minorities];

ELVPHD engaged the Ponca Tribe of Nebraska to encourage tribal members to
complete the assessment;

ELVPHD placed a staff member at various WIC and immunization clinics in the area
Lo reach lower-income consumers;

ELVPHD has staff visit local senior centers to complete assessments on site; and
The ELVPIID Veterans Services Programming Coordinator worked with veterans to
complete assessments,

Secondary data sources included:

cDC
o 2010-2014 Behavioral Risk Factor Surveillance System (BRFSS) detailed
table http: //dhhs.ne.gov/publichealth /Pages/brfss reports.aspx
o National Vital Statistics System 2009-2013
Diabetes Report Card 2014
o Bridged-Race Population Estimates for Census 2000 and 2010, CDC/NCILS
and Census
o National Program of Cancer Registries (NPCR], CDC/NCCDPHP
o National Health Intervicw Survey (NHIS), CDC/NCHS
o Healthier Food Retail: Beginning the Assessment Process in Your State or
Community. Atlanta: U.S. Department of Health and Human Services 2014
o Pregnancy Risk Assessment Monitoring System (PRAMS)
o (California’s Maternal and Infant Health Assessment (MTHA), California
Department of Public Health (CDPH)
o National Immunization Survey (NI5), CDC/NCIRD and CDC/NCHS
2013 ELVPHD CHA report
HPZ020 Goals
American Community Survey
2010-2014 American Community Survey 5-Year Lstimates
http://factfinder.census gov /faces /tableservices /ist/pages/productview. xhtmi?pid=ACS 1
4 5YR DPO3&prodType=table
Nebraska Risk and Protection Factor Surveillance System
US Census Bureau
Healthy Counties database (Population Health Institute and the University of
Wisconsin: Robert Wood Johnson Foundation)
Health Status Indicators

Elpage.



Community Health Needs Assessment (CHNA)

County Health Rankings 2016

Surveillance, Epidemiology, and End Results Program (SEER), NII1/NCI
National Survey on Drug Use and Health (NSDUH), SAMHSA

¢« Employee Benefits Survey, Society for Human Resource Management (SHRM)

s Web MD: ity S wrebmd.cam Mheantr Ssun S sunscreen-and -your-makeup-routing.

L CHHCET‘.EDV: httm: /v w CRICE LR I {causes-preventinn/risl radialonfelechomasnetic-tields-fact-shest

« National Cancer Institute

o International Agency for Research on Cancer (IARC), a component of the World
Health Organization

e National Fire Protection Association

e NSP/DOT data publications

s Nebraslka Vital Records; National Center for Health Statistics

In the spirit of holding true to the ‘community-driven’ intent of this process, community
engagement was an overarching concept encompassing the Community Health Needs
Assessment and the subsequent formation of the Community Health Improvement Flan.
During the implementation of the plan in the years ahead, this community engagement is
anticipated to continue. As such, community engagement is discussed under each focus
ared.

Step Three: Community Health Improvement Plan Stakeholder/Focus Groups

Preparation:

During the implementation of the Community llealth Assessment, ELVPHD began planning
for the next step in the process, the Community Health Improvement Plan
Stakeholder/Focus Groups. Due to the geographic spread of the ELVPHD health district,
two separate groups were planned—one on the east end of the jurisdiction and one on the
west end of the jurisdiction. Planning meetings were conducted with cach of the three
hospitals in the district, and partnership plans for collaboratively hosting the focus groups
were formed.

Approximately 325 individuals/agencies were identified by the collaborative partners as
key stakeholders in the public health system. Eight weeks prior to the scheduled events,
save-the-date postcards were sent to all of the identified potential participants for the
events respective to the geographic locale; and formal invitations were sent four weeks
prior to the events with a request for RSVPs at that time. Of those, roughly 160 invitations
were sent in the counties of Cuming and Burt, while 165 were sent in the counties of
Stanton and Madison. (Tnvitation list is included as Appendix I). An informational
attachment was included in the invitations that outlined the community health
improvement planning process, as well as the potential benefits to participation. Results of
preliminary information on selected health indicators from the public survey process were
also included in the mailings to the stakeholders. In addition, preliminary data findings
were also distributed to the public at-large by press release and by posting a preliminary
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data findings brief te ELVPIID's website. The public was invited to provide input on the
preliminary data and to attend the focus groups, as well.

Prior to the meeting, the planning team—including four ELVPHD staff, and a contracted
facilitator and research firm representative, created tools and ancillary materials to be
used on the days of the events. Such items included:

# The participation toolkit for each participant. The toolkit included focus group
agendas, Forces of Change assessment information, participant worksheets, and
data notes.

e Strategic issue discussion prompts- disseminated to event participants to guide
discussion after participants self-selected into teams to discuss in further detail the
particular focus area.

= Strategic planning issue planning grid- disseminated to event participants to
reference during the round-table discussion portion of the planning day; also used
by selected dialogue recorders (ELVPHD staff) and round-table discussion leaders
(hospital staff) to directly facilitation discussion and record content as discussed.

e Request for data form so that participants conld receive personal copies of the
Community Health Assessment data analysis report, upon request.

Also prepared prior to these events was the expanded data analysis report prepared by
lonia Research. The “Analysis and Report of Community Health” document was prepared
for ELVPHD using the various secondary data sources. The intent was to summarize trends
in data and differences between the counties served by ELVPHD and the rest of the state of
Nebraska.

A complete copy of this report is included in the attachments as Appendix VIIL

Process:
The objectives of the Community Health Improvement Plan Stakeholder/Focus Groups
ware:
e Toidentify the trends, factors and events that influence the health and quality of life
in our communities and for the work of the public health system
e To prioritize (based on data) focus areas in which to concentrate efforts
e Todevelop logical, evidence-based action steps towards each priority area
e Toinstill community ownership of and commitment to the ongoing process of
creating healthy communities

The overarching strategic focus question guiding the discussion was:
“Based on our community assessments, what are our communities’ priority strategic issues
and how will we impact them?”

The agenda was the same for each meeting and was outlined as follows:

e Welcome and context
e Forces of Change Assessment
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o Data summary report—Dr. Joe Nitzke, lonia Research, presented a summary of
community health-related data compiled from a variety of surveys and other
sources, This data framed the discussion of potential priorities for community
planning and action. Persons interested in obtaining a complete copy of the data
report were encouraged to request a copy of the report via the Data Request Form

e Priovity (Strategic) Issuc Confirmation and Workshop—confirmation of relevance of
2013 CHIP Focus areas and discussion regarding any changes or additions to the
priority areas. Criteria used to prioritize issues included: amount of demonstrated
need, economic impact of the problem, available and potential resources (cost),
morbidity and mortality impact, gaps contributing the problem, cultural
environment, opportunities for both short- and long-term success, and potential to
make a difference

e Round-table discussion—prioritization exercises to come to consensus around
evidence-based strategies that could be employed to improve community health and
well-being in regards to cach priority focus area

e Debrief

=  Next Steps

Strategic issues were defined as “fundamental policy choices facing Elkhorn Logan Valley
Public Health Department’s vision, mandates, values, services, clients, resources or
operations.”

This year, participants made three substantial changes in the scope of the plan. The first
change was to broaden Priority Area #2—Behavioral/Mental Health, and change that
priority te include all other healthcare sectors. As such, that priority area is now defined
as—Priority Area #2—Access to Care, and encompasses primary, dental, and behavioral
health access.

The other two changes involved narrowing of the scope of Priority Area #3—Prevention
and Priority Area #4—Risky Behaviors. This change was necessary to better concentrate
some of the efforts on particular areas, and hopefully achieve more substantial outcomes.
The narrowing of the scope resulted in the following changes: Priority Area #3—Cancer
Prevention and Screening and Priority Area #4—Standard Motor Vehicle Safety.

Each group independently came to consensus around four primary strategic issues to guide
and inform the Community [ealth Planning process. A copy of the summary outlining the
discussion at each focus group is included in the attachments as Appendix IX.

Participation:

On April 13t, 2016, the Burt and Cuming County Community Health Improvement Plan
stakeholder focus group was convened at the Nielsen Community Center in West Point, NE.
On April 141, 2016, the Stanton and Madison County stakeholder focus group was
convened at the Ponca Tribe Transit Facility in Norfolk, Ne. The combined attendance
totaled 87 unduplicated participants and 5 duplicated participants (the ELVPHD staff team
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warking to conduct the events), with 40 attending from West Point and 52 attending from
Norfolk. Lunch was provided at both events.

A complete roster of the meeting participants is attached in Appendix [1I. Meeting
participation reflected diversity, including the following sectors:

»  Elected officials e (rganizations for persons with disabilities
Hospital administration University representalives
Behavioral health practitionars Hospice centers
Community-based organizations Educational Service Units
Community college administrators Ponca T'ribe representatives
Puhblic Health students Federally-qualificd health center leaders
Health education directors Organizations representing the eldecly
Minority community leaders Housing officials
Business leaders Domestic vinlence organizations
Community Action Agency leaders Chamber of Commerce loaders
Youth-serving arganizations Veterans organizations
Long-term care facilities City health officials

Written Drafts and Review Process:

For the drafts of each section of this plan, the information from the community meetings
was compiled and served as the foundation for each section. Community discussion and
priority strategies and actions were reviewed in the context of the following resources
when determining whether proposed strategies were considered to be evidence-based:

» National Association of County & City Health Officials [NACCHO) The Guide to
Community Preventive Services (Community Guide}, a resource designed to help
identify evidence-based programs, practices and policies.

e National Registry of Evidence-hased Programs and Practices (NREPP), a registry of
evidence-based substance abuse prevention interventions.

e Network of Care: Model Practices, a database provided by NACCHO, which includes
a registry of model practices and promising practices with evidence of improved
health outcomes.

The drafts were also written to assure that multiple partners from diverse backgrounds
would be able to implement related components of the plan. Hospital partners participated
throughout the formation of the plan, and reviewed and approved the draft upon
completion. Participating partners contributing at the stakeholder/focus groups were
invited via a postcard to receive a draft copy of the plan upon their request, or to retrieve
their own draft copy of the plan via the department’s website.

St. Francis Memorial Hospital considers this a point-in-time document that is open for review
and revision as new information and insight is gained at the local, state and national levels.
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Community Description and Demographic Data

Community and demographic data were analyzed to get an understanding of who the
constituents are that are heing served by this plan and to understand how the constituents
compare to the state, since ELVPHD is an agency operating within the state, Likewise, such
information provided context for the responses provided in the Community-Level Health
Survey (for example: Of course responses favor services for the 65 and over age group
because one fourth of the populations is in this age group, already, and others fast
approaching this age group).

Overview of Priority Areas and Strategies

Priority Area #1: Obesity

Justification: Obesity rates for three of the four counties increused from 2013 to 2014,
according to BRFSS data. Studies indicate that obesity is the causing agent of other diseases
and cantributes to the rising costs of healthcare.

(xoals:
Increase fruit and vegetable consumption.
Increasc physical activity.

Strategies:

s Promote healthy vending machines in communities, schools (including concession
stands), and workplaces

s Lstablish West Point as a site for the Bountiful Basket program

» Promote healthy lifestyles for families through education related to family-based
health tips and interventions, including—shopping and cooking healthy, healthy
meals ‘on-the-go,” and healthy meals on a budget

e Promote worksite wellness policies/plans and implementation of evidence-based
worksite wellness programs

e SEMH health coaches and registered dietician will provide nutritional counseling
and healthy eating habits for our patients, staff and local students
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Priority Area #2: Access to Care

Justification: Barriers in recruitment, training and retention of health providers is
contributing to a lack-of-access situation in the ELVPHD district, and across rural Nebraska.
Alf four counties in the ELVPHD health district are designated shortage areas in primary care,
dental health and behavioral health (HRSA, 2016).

Goal:
Increase access to behavioral/mental health services in the ELVPHD health district.
Promote healthcare careers in the ELVPHD health district.

Strategies

s FEnhance public knowledge of resources available within the community

e Work with existing behavioral health providers to become mentor/hosts to student
interns

» Lducation regarding necessity of Medicaid expansion in Nebraska

e FEnhance the availability of age-appropriate adult immunizations opportunities

e Continue active involvement with the Northeast Nebraska Behavioral Health
Network

e (Collaborate with Area Health Education Center (AHLEC) to familiarize youth about
careers in medicine, dentistry, psychiatry, and public health

Priority Area #3: Cancer Prevention and Screening

Justification: Prevention and screening is the most cost-gffective way to lessen the chances of
cancer development or diagnosis of cancer at an advanced stage. This increases life
expectancy, decreases medical costs, und improves quality of life.

Goals:
Increase cancer prevention activities within the ELVPHD health district,
Increase cancer screening rates within the ELVPHD health district.

Strategies:

s SFMH will provide on-site preventative screening at a reduced cost to the
community and area businesses through Business Health

s SFMH will provide free skin checks for employees as well as the community

s SEMH will remind individuals in our service area of the need for colonoscopies,
mammography's, etc. via letters or phone calls

« Increase cervical cancer screen (Pap test) for women between the ages of 21 to 65

o Continue radon screening program on fee-for-kit basis
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Priority Area #4: Standard Motor Vehicular Safety

Justification: Vehicular/transportation-related risk behaviors rated #1 in terms of impact on
the ELVEID Community Level Health Survey. Outcomes of such risk behaviors are financially
significant and emotionally impactful on communities.

Goal:
Reduce standard motor vehicle accidents and injuries.

Strategies:
e SFMH to support high schools in promoting sate driving programs

« Collaborate with Nebraska State Patrol to host selective enforcement checks
e Increase child safety seat usage and proper installation of child safety seats

Aligning the Goals and Strategies

The Local Public Health System (LPHS) provides the foundation for all of the health
priorities listed in the section ahove. To meet these for each priority, the goals and
ohjectives were harmonized with the current strategic issues being addressed by ELVPHD.

Current Strategic Issues Include:

1. Offering opportunities for community citizens to participate in activities that
promote healthy and safe living;

2. Marketing to better inform the public about what public health is and what services
are available in the district;

3. Increasing collaboration and partnerships with other organizations in the
community; and

4, Maintaining a formal Quality Improvement process throughout health department
operations and programs.
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Detailed Plans for Priority Areas and Strategies

PRIORITY 1: OBESITY

Problem Statement: " Obesity is Baseline Data: Dala Source:

among the mest common, costy, snd - = Throughout the ELVFHD area, obesin rates as repotted: * BRFSE, 2013, 20141

preventable of all kealth problemsin s (o 20013, thers wers an estimated 12,616 adulls wha were chegs (294867, By county: Bins, 1,624, Cuming, + County Health Rankings, 2013 and 20142

Mebrzska and throughont the [Unitzd 2029; Madizson, 748% and Stanton, 1,474 | = 2013 2026 ELVPHR community-lavel health sumey 3
Slates A healthy diet, physical = [0 2014, there were arestiszated 13,328 adults who were chess, (23,454, By coungs Burt, 1L668; Cuming,

actvity, breastieeding, and 1.970; Madison, 8,551; and Stanton, 1,494 12

mainczining healthy podwweeightall | = 33.9% of respondents to the 2013 survey were obese, 39.4% of the respondents of the 2018 survey were clese, ®

significantly contributs o preveating [ o Respondents in 2016 consemed consideably less [ouil than those of 2003, 2

ghesite. - Nebrasha Physical 013 2016
h.“r.n._“.. _mw_. and Mutrition Stare Plan O servings/day 20% | 11.5%
20112016 i-2 servingsfday  53.0% | 7209
-4 servingsfday 210 | 150%
5+ servings/day 5.3% L.5%
*  Respondents in 2016 consomed considerzbla less vegetahles than thoss of 2013+
2013 NG
0 servings/day | 1055 | 0%
sevvings/Sday | SG.0% | F1.0%
34 servinss/day 22.0%
5+ servings/day | z0%
s Tn 2014, the weight difference by gender are significant, with z larger prapartion of males [28% mare) either
overweight orabese. 3
& [ 2013, 56% af surveyr raspandants repartad exersising for 20-20 minutes, 3 times perwaek or less. o 2016, 720
af survey respendents ceported exorcising for 20-30 minules, 3 Limes per week or less, # e
Linkapge with ELVPHD Strategic Linkage with State and National Initiatives: The Healthy People 2020 (HP2020] goal foc e healthy weisht is 32.9% Fom 2 1S, baseline of 3008%:, The currezl healthy weizht [oz
Plax: health promabion, merkeling, ELVPID is 33.2%:, HP2020 Objective NWS-14: Increase the concribation of fruits to the diets of populztion aged 2 wears and nldsr HPZOZ20 Objective NWH-15: [ncrease the vesi
onllaharation and partnerships, znd contribution of vepetahles to the diets of the population aged 2 years and olden HPZUZ0 Obfective PA-1L Reduce the propoction of adulls who engape in ne leisure-tms
yuslity improveent phyysical ackivity, IP2020 Obiective PA-2 lncrease the propostion ol the Notien's public and privats scheols that requirs daily physizal educztion for all students. HP20240

Oljective Michsalie Obama’s Tet's Maove Childzare and Schonl funch initatives encourage increased health for children and familiss. The 2011-201f MNebraska Pharsical Actvity and
Mumrition Stztz-Plzn. Healthy ezting 2nd active living are focus sreas of this plan, Both are listed uoder s priociby acea alizoowith e focss aveas of (is statewlds plag,

Linkage with DHHS Community Health Improvement Plan: Linkage with UNMC College of Fublic Health Strategic Flan:

= Reducing hieart discase and steoke. +  Cancer preventicn and control

# Raduce cancer mornicizy and mortalin. o Communily-based bealth ransformaticn

¢ Fxpand hezlth promation capacity,

= Jmprove the integraticn ol public health and health care servizes, Linkage with Public Health Association of Nehrasks [PHAN) Strategsic Plan:
= Expznd capaciky to collect, analvze and repoct heslth data, e« Expaod Educational Oppeciuniliss

«  Baplors Diverse Funding
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: Increase fruit and vegetable consumption in the ELVEHD district within the 3-vear plan period.
i o
1 Analysis of 2l 8 ) E
Current Frograms;/ Resouroes: Existing Gaps Proposed Strategiesf Activities Mu =] m m. Potential _m e
£3 = Partners g
& E
-Mutritional education in public settings = Sopne peanie L. Promote healthy vending machines in Cominunity leaders
[feiz bouths, schools, seoior renlers, may nat be communities, schools (indoeding coscession ’ : o
newslectears, £6o]- FRHS, SFMH, OMH, awars of grands], and workplaces. S Ableast 3 siles [communities, schools, or
NEMCAP, ELVEHD available 2016 ﬂ;._i..._.__....nmm_.,.,....___ n_u.,”_.m_ﬂ._ znd implzment ;
Child Care Food Program offered in TEEIUTCRS— % y Emplayers s ,...nm__.,:u_._ vendimg polices, Health cukcome will b
licensed childcars centers moTE ‘ S ﬁ_.,u,.m,:_.ua by a veparte u..E_..M.mn_m..u in z.ﬂ: and
IS0 schaal hmch regulations [ Michells marketing, Hospitals vegetable consumption in the next RELVPRT
Obzma) # Food/candy is BHEEYy
-Mulritiongal counseling rousk psed s a Bestanrznty
Mnmwuﬁn“:ﬂmﬂ mmﬂwww“ﬂﬁ.mwfmnuu n__u.“”_.._w__u_m.wh.n_m._.mu._.__ “__n..ﬂ“._mq_.wp__“ . | 2. 5L Francis Hospitalwill warlswith Chamberof Community-tbased Tnorazse the availahilitr of +._.mm._._ fruitsand
zn;__....,n.._._.. J S e ' .an_ mmu”.__n " {ammearce to estzblish West Pointas 2 site for srpanizztions viarkzbles :..“ﬁ_ uah an._.ﬂcH_u Lilu] Baskel
. T p— ] n i the Bounbfol Baskel program . program, Pozsibly Hﬁf.;_.ﬁ the Hospital asa
adingy cofetsria optlons &t places, West Paint pickup site for the baskess.
wioTksites—5FMH, _.u_u_:._m. 0MH, ELVEHED » Faod hanlk Charmbaraf 2016 :
~Mutritiznal counseling lor patients donalions and Pt piare 20
reugh health coaching and/for case general supply ¥ X B aEning
managers—SFMH, FRHS. nf faod banl ’ Hazpitals
-Cozching) edzcaton as = component of [oeds are i it
booie visitation programs clten law
HmﬂﬂM:upﬂﬂw.jmﬂ”% _Mmju.mu., toutrition n”wuwnmm.ﬂ % __.,.u.,uj._amm healthr i styles tor #.mj”__:.um through w_w_. least 8 educaticoal EHE.N_L.{_..M will D o
5 hrw_m__m T :nrm_“...,".F..h._:.,_mh.mn.. aff m:ﬂ..-:u?..- cn:_ﬁﬂ:c: ncum:b_._ o F&Bm..__..wm_mcn health Lips _,.,“.._m__w:dm:ﬁma .mﬁ._n: year in J._m ﬂrqﬁdum.: annial
Fating m_:.\.J-m.,nmu.”m Active program in mm_:m,,_.nm_m. and interventions, ingluding elements such as: media regarding fa _.E_m..n_u._m“un.mn hezlhy
Spznizh o e = w,:nﬂv.ﬁm and _n\._n_x.ﬂnﬁ healthy _— :.E_.E.rw..:u.n_._:... c.:F..rnEw...ﬂ__._ r_,.n_u ._.,m.mzm_ﬁ_ E.VM
p - . - e = healthy meals “encthe-go’ 2 & reporTed increass in physical activicy in the ne
-.Am?n.w_.u .m_u:_m ¥ ..mﬁ,_:n_: mu.n_m..ﬁ__: _u_.qw_ 3 foods [pres o haalihymesidena _.E_..U_mmm_. Nebraska EL_E..HE survey E.F__.H.,_.r.,_:,ﬁ_.ﬁ imitatives
an m_..._:rmﬂ_r..__u._,%_ J.:.wﬁ _.me.n_ﬁn Tewarding sackage Commuznitg Action sponsered by FLVTHD,
PRI CRO s aacs, fast : Sl Bets B s tadl Partnershin 2018
Marfolk has community garden inplace.  faads, and ST R AR SRR enniac TED INRNEAT) and
-Farm to fchool propram is utlized b a Ariva thing _: :...M m_.w._n._ H Hu 2 n.. & -.ﬁﬂn_ - ) anasing
fawr area schaols aptions) are LILUFOES EMPIOTS QILEEIE 1 Gehonle y
SEAP Food progeam accepted af farmer's chezper and community
markets Fast—rnare Hospitzls

-Hv'Vee offers nutritionist/cooking classes.
S walking Leadls ace a
Cosehay Trail, Sioview Lake, North Fark
Rivar Trail, 5ummit Lake Trails

0| Fage

2ppealing for
busy, working
prople

* People oo the




<ELYFHD has brochures for many

communibies with various walking coutes

manped out,

-Worfolkand West Point “Trails”

Committes

affarsd in many communitizs as a

phvsical zctivity opton far seniars.

-Many areas have [ness centers/gvis
able to the public, Some v

ih
discounted options far lowr income,
-Health cgaches and czsz manzgement
available-SFMHE, ELVPIID, MEHC
-Cutpatisnt Mutrition Services provided by
varions provicers in the district

-Clagses for diabetes education are offered
throughaonut the district.

Pro-Dizbetes Classes discusses what lite
changes can be made o prevent diabetes
and othet healtt: probless, Topics
covered include healthy weight, nutrition,
cholestzrol, high-Eload pressurs and
glucoze levels

-Bauntiful Bzskets oropram going in
severzt commurnities. This increases antess
Lo Jower-cast fresh producs.

-Most comminizies have parks idestilied
a5 sale places for ovsdoar activitizs.

AP SAAC program ofers education o
childcare providers reganding physical
activily and nutcition,
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EBTEsITLD
unhealtl:
vending,
Dresignated
walking areas
natawvailabla
incall
sanmmnnities,
Schocls
ronbinze o be
pressuredin
standzardized
Lesk seores
that more
tims is spent
in classroom
aind 1255 on
health.

All liless
placesdo net
ofter
discounted
memberships
tar Low-
incomae.

Lack of
xnocwiedze on
howrtn find
dieticians,
lack

koowledge an
har £2 find
fitnzss

Seasomal
challezges.
Lack of
promotion sl
what iz
zvailahle.

Goal #2: Increase ﬁEﬁE._ mnmiﬂw in the ELVPHD district within the 3-vear plan period.

i w
e a m
Bl 23 _ i =
= E =
Proposed StrategiesfActivitics =B = m Eore i ,.m Performance Measures
£ = & Fariners |
=
1. Promotz worssite wellness policies/plans znd Emplovers =i ) o
implz tation af evidence-hased warlsize = A ; s R ;
:.Eu E.m._._. E.._a_ .m FTEE-NASED WHTISIR ; 5 ['en businesses i e ELYPHD jurisdictizn will
wellness programs, SEMH Health : 5 o ]
¥ X Dol implesenl tis strategy and will demonstrale
i : ke ergibig | improved health through specific health
Chambars of | nutcome measures
Z, ATMH health coaches and registered divtician b ) Educaticn the cammunity of the availabiigy of
wiil priavide nutritional counssling and healchy SFMH N_“_.E nutriticngl coungil throngh social media
eating Lahits far our patients, staff and local anc Educate lzcal wauth 2 times per yearan the
students. Sekioals vngoing | imporance of healthy eating and exsrcisa.




Obesity Waorkpgroup Team Members
e
cque hencivess

How to pet involved in obesily ind
Stacie Pelersen, Tranziscan Care Ser
} Regivital Heelth Seriese AQE-3T2-24TT

= | Fauth Bezlonal Heslth Seoneas OB

Lives:
5

| Frandssma srvices Hactharn Bary Leacning Comnestic: = |. ._..mu..._._.”...”.. “__:_M.._n.._uﬂ._.m,.. WERE ShaenTelor SUbNE Heith DR Haent
Elador: Logan Valley Fublic Heal=h Departmient Parca arKebivsia 40Z-529-2233
Fart Canby Suacsssar Midtown HaalZy Center, Tow, LR1E:

Michael {irtmeier, Faith Repianal Heal Gy Services
402-371-48380

PRIORITY 2: ACCESS TQ CARE

vent: Gartiers Baseline Data;

Data Source:
invecruitment, training and » A1l Eour counties in the ELYPHD health district are designated health provider shortage areas i primary care, dental health, and meatal health ' | = HR3A, HPSA Thatz Warehouss,
e Primary care provider density [ratio of population Lo primary cave provicer]? I Z013 | z0i6 2016
providers is con : t = County Healch Rankings, 20013
lack-cf-acoess situation in the Nebraska L4131 1,3¢5:1 and 20142
mrrﬂ._m_u n.ru.mz._ﬂh.u.:.,,._ uﬁh.mmm AL ST 2ALEL | dusTd = 2016 ELVPHD community-lewvsl
tural Mabraska, Cuming County 3,052, 2,333 nealth survey s )
_ ﬂ,._wnﬂ_wwn ME:.W Hmmﬂm _ Ma%; = 20116 ELVPHD phone survey of
alan oun MNOLTEDOTDES
[

dantzl prowviders ©

a Communily survey respandsacs cited the follawing harriers that prevent them from seeling healthcare seovices = Verbal report frem pravider fo

& o prescription drags:?

s Can'tpey tor bealth soreeningsfservices 21.4% wlack oftims to get health services 14.1% ELVPHD, 20154

swHezlth insurance doesn't cover 12,25 » [iffice hour limitatians not convenignt h.hth # Wehrasks Electronic Disazss

s Deductibles of co-payments too high I Surveillznee System, 20158
s 240 al susvey respondents do nos have denzal insurance. 2

= Dental sppointeients within the past vear increazes with income. For respondants with income <=s525,000, only 36% had a denlal exam.

#Hospitzl-spe cific community health sucvey respondents indicated 2 desite for inoreassd services. 2

e 0nly 41% ol dental providess in the aves accept Medicaid. 4

= Only 270 ol dental providers in the area accommodate Spanish-speaking patients via provision of an intespreter, +
s Bebavioral 1h wail times forappeintments is 2-3 weeks locally and 2-3 months for severa illness needing inkeose psychiatee services,
_elhlamydia rates have doubled o e ELYVERD jurisdiction ovet the past Jysars. o

. _..W....wpm.m with ELVPHD Linkage with State and National Initlalives: HP2020 Objectives AS-3: Inerease the proportion of persons with 2 nsual primacy care provider. OL1-7: norease e propection of
Strategic Plan: health children; adolescents and aduls whonged the aral health cate system in the past ywear. MHMD-5: Encrease the proportion of primacy care facilities that provids mentzl hezlth
promedion, collaberation and treatiment angice ar by paid seferral. The Ohzma Administresicn is commitled Lo raising avearcnsss about mental health issuss, including expanding mental hezlth coverage via ACL
pertnerships, qualily | Linkage with DHHS Community Heallh Improvement Flan: Linkage with UNMC College of Public Health Strategic Plan:
improvament .

Immprove the intsgration of public kealth, behavioral hezlth and health care senvioes, w ]

calth System Transformation
LExpand the capacily to-collzcl, analyze and report kealth data.

& Community-Based Health Transfommation

Linkage with Puhlic Health Association of Nebraska [PHAN] Strategic Pl:
= Exnand educaltional oppooiinibiss
B ¢  Explore diverss funding,
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Goal #1: Increase access to behavioral fmental health services in the ELVPHD district within the 3-year ]

 plan period.

Current Prosrams; o o, B L 2t
Besniiroes: Analysis of Existing Gaps . o m = m
Proposed Stratepies/Activities = 5 = a | Potential Fariners W.n Ferformance Measures
£5 313 £
= s
-AdvorECy aTganivations exist = Too many places for 1. Feucation regerding necessity of Madicaid Haspitals Z0L6 | A minimu of § noD.ww.n_umm_E.pm_mum.. o
thit ezlle to elected cificials [aformation, peapls nosw uging EXpATEioD Midtowm Hazlth and anmmzlly pramozing Medicaid expansion
-Exislense of MHC—r pricary intsrnet in place of healthzare % Cirne L JME_.. ongoing | =o elacted officials.
care, dental and mental health pravider d cober, lng | N
seTvices e Tural arsas have mors distinct Friends of Puh
=Soce providerss offer Spanish ratias af providers bo patients — Health
wanslation services for patients |« Public immunization pravisions |2, SFMH will continus to have jnbshadowing Inerazse mumher of individmals ther ok
-Public immunization clinic fhave chanped theoogh the years availzble to individuals interested in A ! i o
i chanp 17 ) dividual: E n s Ta i Eicst voar Wil fitis el
s axtot OLHET asaii s 4ré S Negite: P . In.ﬂzmd__",”u.mc_._.nm. uﬂ% shadow, Firstwoar will focus on baseline and
offering adult-based hezlth services and peapls thet ’ n._._...qn,._ﬂn
immunizztions in innos access them e
setrings = [upe shorlape of secvices— — 3
| ~There are conzarned pavchiaty. % Work with existing behaviorzl healzh Clinic will be willing Lo mentor stodeat o
apencies/proups end » Patents |6 aremetalmed By providess Lo become menlarfhost o student ebavicral health prograrm with 2t least
incdividuals ab large thal wanl L cuTrent systam ) interns twr students per woar,
mabilize to salve this issue = Lack af praviders for children
-Emile In Style program in ipevchiaty]
pragetnle anleidlicdre = Law amaunt af bilingnal
H.”_..h.b:.._...w S providers
A « Reteption of providers is hard
Mehrasia Behaviora!l Health P
Nelwerk i [ 2 .
T ing cuts 1o Kormen's free o
-BOMMe ATEAS Are overTsEturated 1 Lwﬂw_gmﬁhﬂ_ oi_man_._ AR 20105
wilh LMLLFs e ,nnn_?.”.mm:a_i S WECC and UNMC znd
-Reslthy Communilies Tnitiative : iy ARG cngaing

Caalition in existence

-DHES conducting STD
surveillance

-1,/3 of MHLC stz ara hilingual
-Vezerzn's Advisory Committes
exisls [through ELYPHD'S
Vet5ET Cocrdinator)

-Many employers offering
Employver Assislance Programs

counties encourzped
imappropriate nse o[ LR
Transpartation in rural areas is
abupe shorage

High napd for prescribers for
behavioral health:

High need for programs imed
sl post-vear velerans and their
farmilizs:

= fol all emolovers offer EAP

-
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{EAPs]
-TeambMiztes and other
organized groupsoffer support
systetns for those o pesd
-somme dental clinics are now
accepting Medicaid

VetsET exists ta helpveterans
wilh el sceess b care issues
-Ponca Tribe of Nebrzska,
Mortoik Clinic apened a
Belavioral Health Clinis oe
Monericon ndians /Natives
-Pomca Trihe of Wehraslks (55
zach wayl and Midtown Hezleh
Cenier offers transpartation
services, as well 25 Marfoll
Public Transporation [52 cack
way] availzble
-LiherDy Cenire offers
Lranspoctation [only o
members]
-Psychiztric nurss practitionsr
from SFMH expznded her
seryices (o ose meee clinis
Heoper), now cifering
paEvchiatric services at 3
locations:
-Region 4 contracts for
reitnhursamenst &t hahaviaral
health services

-Qasis telehaalth- O'Weill and r.
High School

-Midtewn [ealth Center
venrking on conbrat with IMO
for kehavioral medication
mandgemenl

-Midtesmn Health Center hired
therzpistforall ages

-Local suicide venlion
Coalition is active

pragrams.

= ELVYPHD cliers FOBT kits

® Lack of utilization of STD
serecnings is a big lssue

# Mzed for zll agencies to share
information at Continuum of
Care mectings

® Bichard Young telehezlth does
0ot acospt Medicars

® Fnar reimbursement for psych
CAre

* Mo EUppOIT groups for peopha
with ceviain diagnosss—na
funding for such groups.

s o geviatric behavioral hezlth
becs.

Goal #2: Promote healthcare careers in the ELVPHD district within the 3-

Proposed Sirategies FActivitics

1. Contionoe zclive invalve Lwilth the
Hartheast Nebraska Behgavioral Health
MNetwork:

2. Gollahorzts with Kocthers Mebreslka
Ares Health Educaticn Center [AITEC) ta
familiarize youth goout cateersin:

Medicioe [primary care provider)
Pryvchiatryyimental or beharvicral kealth
Pullic Health

3. Enhance public knewledze of rescurces
svailanie wilkin the communiby for

M |Paga

year plan period. LT
mh o
pa| B s .
e (i Fotential Pariners & FPerformance Measures
= m = g
& E
Northeast Nebraska 2016 At least thres cormespondences
Eehavioral Healtd: and lacal AHEC per sear.,
Ikl ozgaing
TIWMC Callzge of
[ursing
¥ MHO
Wrarthern Nebraska
AHED
Rzgion 4 Behavioral
Health System
AHED
UNMC Collage of 016 w_.nﬁmvwmm EME%%EEEEE L
Punlic Health and e S i
ongoing
Fortheast Community
Collzgs student nurses
Provide community educztion ahaot
Gapk s 201f | availakle resouacces ac least foor bmes a
GrLIUS Brogiam and vear using sacial mediz
SPIMS0ES
LGOI




-20 bed adult inpatients 2t FRHS

-Lipzal Crisis Dere

-Lipzzl Continuum of ﬁ-..,u

Chepteris sctive in Norfol
-Parent to Parent Wetwark iz a

FESOLLCE

-Probetion oifice provides &

suppork graups

-Veterans Home has 2 psych

provider

Drrug Court [Necfalk)

ACCEEE 1o CAre Workproun Team Memhers:

Hara Dameron

Crakland Feroe Fleegi el ELVFID Baaond of Health

Courbiey Cotseh

Cisdlne Farient Connesr

Caleland 1 v Hespitsl Mesh Buss E_L _uum_.h. cLimecl
e Mearasks Behi Lth Hetwark ezt Hammatid Department
Juiz Balley Laurz T2t

?TB = ._|_..._1.nr
Lzl w_L_..w Foviay

Hortacss: Mravasks Behaviors] Beath Hetweark

[elisgs Wemnet

Denartens

ar. [acksen

om Legar Yalley Fualic Il Dezartmen:

Tesi Wendel

Tinz Bizeple Bl Hdori

Elanim Lozarn vader Futiic Heaith Tieparmans

idtrwm Deaitk Center, Ins

Milbdm Healdl Cancer, lec

ez [ahe=an

Feith Regicnal Heglth Serwioes

Mark Startrede

 Mury Lalis

orol Kampschaeicor
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Adilsen Zeo

Cumisg Gongr fu

Sa=a Ruda

fxeema Care Foegios

Huow to pet invelved in Access o Care nitiatives:
McKarla Hammaond, Elkborn Legan Valley Public Health Dept,
A02-529-1233

R

Fathy Mordby, Midtowen Bealth Cenlec, Dng,
A02-371-8000

O

[for behaviorsl hezlth)
Jon Bailey, Mortheast Webraska Behaviaral Hezlth Metwork
A02-BA-4-T92RH




Froblem Statement: Whes preventative
praciices and cancer scresnings are not
uhlized, larper 2od costlisr cancar conditions
can resullowhish increases medical costs, and
decrazses quality of life and [ife expeactancy.

Linkage with ELVPHD Strategic Plan:
Promation of safe and healthy lifestiles,
marketing, collaberation, quality
Improvernent

PRIORITY 3: CANCER PREVENTION AND SCREENING

| Baseline Daka; Drata Source:
#Bath gencers, 50-735 vears old, up-to-dztz on calon cancer screening: = BRFSS, 2012, 2013, 20140
2012 2013 Zni4
ELVFHD G063 333G 39.8%
State of Nebraska  &1L1%W  628% 6d.1%

= Wamen, 50-74 years old, up-to-dace on breast cancer scresning: -

=1

I 2o | coi:
ELYVPHD 7720
| State of Nebraska | 74.9% o
& YWomes, 21-45 years old, cp-ta-date an cervical cancer screening ®

2012 2014
ELVPHD 8423 BO3%
Stale of Nebraska | 8394 Bl7%

= Qe in S ad e ELVEPHD jurisdiction (18,2%0 are currenl smokers SEle averags 13 one i 6
{1743, The percent af current smokers for ELVPHD did nat change 2011-2014.2
Linkage with State and National Initiatives: IF2020 Objeclive C-15; Incraase the propartizo of women whoreceive o cervizsl cancer scrsening nased on the most
recent guidelings. HPZD20 Ohjective C-146: Increase the propartion ef adults whe receive 2 colorectal czncer scresning basec on the mast secent guidelines. HF2NZ0
OEjective C-17: Increase the oropartion of women who receive @ breast cancer screening consislenl with currenl guidelines,
Linkage with PHHS Community Health Improvement Plan: Linkage with ONMC College of Public Health Strategic Plan:
¢ Redusing cancer marbidity and mortality. = [zncer preventicn and control.
¢ FExpand health promotion czpacizy, sCommninity-Bazed Healch Transfarmation
s [marove e dnccgration of publie bealth, behavioral health and bealll caze services, s Health Svatem Transfarmation
Linkage with Public Health Association of Nebraska [PHAN) Strategic Plan:
«  Lzpand educsticosl opporlunilics,
v Explore diverse funding
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Goal #1: Increase cancer prevention activities within the ELVPHD district within the 3-year plan a

period. 15 B o
Current Programs; 5 S i u...
Analysis of Existing Gaps o
Resources: ¥: B = m__ m = B
Proposed Strategios/Activities = 5 | & = Potential Partners = Performance Measures
B W 5 =
= =
-Zameh airscreenings e Arcess in rural commuonitics is 1. EFMH will provide nn-site preventative Will kave at least one community health
availunle Timnited: seoeening ala reduced cost Lo the ;
-Hospital sutreach services 1o |« Busy people don’t have © véa businesses through Fusiness owmers 2w arca businesses. First vear will
business community make prevention a prioity usiness Hzalth X & STMH el facus on baseltne and sstablish i s
-Badan test kits disssmizated |« Ne policies in place to help peaple Business Haalth M02EE  jnzrease from bascline
wowgh County Extension maks prevention a prority.
ffices = Constanl comInunity swarcness is
-Elkharn Logan Valley Colon lacking—many times efforts foos
Cancer Provento: Coalilion aN &7 AMETENESS Wask or month,
-Mew occult kload test vy the messaces fade away - — .
aoresning hasbacatns thps Cie et fede away, . % Explare additianal cancer pravention
.u_.:u_._._,.nzm R * Doctor Mﬂm#mﬂ:ﬂ. for prEventative programs, s5uch 22 permansnt shade Provide an least teo free skin check
iy visiLg is lirnited, e W s X b b M s
: strictires, rocon mingaon programs, et BT AT t0 the commnunity.
-Enritlsment programs such as of et the pros AE mdh ) T L PTCE w BT [T ¥ , I
ﬂ””ah%.ﬂﬁﬁ.”ﬁﬂfﬂm”” sTrienings SERL will provide free skiz checls foc
Seraba ® Transportation servicesare lzldng,  amployees as well as the community,
SCRRening eapecially in smaller comrunilics,
...mﬁwu_q :_m the _...,m.ﬁ._m ..nn.gmm ) = Peaple "know" issues but choose not
w: O AL DEr Aoy 0 act an fssies, Others don't knaw
_.n_m_._ am . . what they have or have not had in
-Mictown Health Center iz a E -
AN T AT X i 2
RERE ,.“_E yatirind hecanss their doctar told them o s Physician /P4 and
g i Thees 3
___.::. d.:.m : ; but don't lknows what iTis o what OIETTE
-Funding available tarougk e puepose is
“.EHH_F_....“.. and fvon for breast & Under-insuted vat “grerintome" for
e
b : CESULICES,
-With new electroniz health : z
; 1 = Mare prowiders are oftering
e A A s b serpenings &t fee-lomservice
lagged . :
s Some providers only want to

-Several ooTnTiunitr TEEOUTCES
exist, now we need better
coordinatian

aciress "soe thing at a tirme” I the
cffice wisit 1& for anather reazom,
otherthan preventative cars
serecning discussions are moce than

A |Fage




rent grganizations suppart

Goal #2: Increase cancer mnnmmnwm..m rates within the ELVPHD district within the 3-vear plan period.

ntial Parimars

Ferformance Measures

Fimelrame

IncTease exams by 100
2018 Current fecal cozull blood test
and [FORT within the pastvear is
SNEXN - 22.9% and colonosoopr with past
] Lirears i 603,
Curcenl cmmageam sdthin the
past veariz 61.2%.

ditferent screening freque TN _ : |
& Hezleh dept. needs mors marketing = m =
= There ig 50l 2 gap In education, Proposed StrategiesfAchivitios = 3 e
Thera i a gemsration thatanly %3 W =
ufilizes computers. Other e
penerations don't use compuless, 1. SEMILLwill cemiod individuals nocur seevice Hiospitals
¢ F-cigarestss s a huge proniem in the ares of the need for colanaseopiss,
area mamimagraphy's, et via lemers ar phone Medical Clinics
calls.
ks FATCH
2, Iperease cecvical cancer sereen [Pap Lest) [oe
wornen berween the apes of 21 to 85, ¥ EIWTHT z0d martmars
3. Continue tedon screening @ am or: fee-
[kl bagis, County Exlension
Offices
Amerizan Cancer Society endorses radon X b
scresning and mitigation pragrams. Fesitors
Llocted Officials

Cancer Prevention and Screcning Workgroup Team Im?._.u...m.dm"

lnerusye Pap Lest within the st thres

ongoing

[nerease participabon in the seovice

area by 5% sach year, Qutcams

2016 Measures far participzzs will also

b subject Lo ELYPLD Pecformanse

ongoing | Measure:

= 65% of radon kits will be
returned sach year.
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How tor et invalved in cancer prevention and
screening initiatives:

Tracy Bznjes, Elkhorn Logan Va
Department

202-529.2233

v Public Hezlth




PRIORITY 4: STANDARD MOTOR VEHICULAR SAFETY

Problem Statement: Motar vebicle crashes
are 4 legding causs of injury and dsath; atths
ereare (according to the (0]
many proven provenlion sieategies,
Companents inelude the see of seat balts and
child safety seats, and limiting behzwiars that
impair judsment while driving,

Baseline Data: Data Source:

= Texling while driving was rated #1 in terms of impast fior the RLVEHD junisdiction far risk behavior = 2013, 2016 ELVPUD community-lsvel health survesr
in both the 2013 and 20116 commuaits-level health sucver Talling on s cell phoce whle driving was & Weliraska Statewnde Heelth Mecds Assessment, 2013 2
rated £3 in terms of impact for the ELVPHD jurisdiction fer risk bebavioss inboth the 20013 and 2016 |« Nebraska Deperment of Transpartztion, 2004 #
sommumnity-level health suzvery. =

o Although the mortality tate far this cavse of death (death or injucy resulting from a moter vehicle

crask) is improving, it remates the most frequent cadse of unintentional injury dezths in Nebraska. ®

Trafie Data fages 16200 Fala per 19 Popalar 7

202 23
Slate LINYFHD Frate ELVPHD Siate
Alechinl-relazed fatsl crashas 2o ] i3 an
Aleohol-related injure crashes LU B | las 103
_ Drwvivg under influznee (OUT) 131 1.8 16145 8.9

Linkage with ELVPHD Strategic Plan:
promosing safe lifestyles, callabaraticn

B |Page

Linkage wilh State and Nalional Initiatives; HP2020 Objective IVP-11: Reduos unintentional injury deaths. HPZOZ0 Objective IWP-12 Reduse nonfatal
nlentiosal injuries; HFZO20 Objecrive IWP-13: Reduce motar vebicle crash-relzted deaths;, HE2020 Objective-[VP-14: Reducy nonfalal motar vshicle crash-related

lEuszas,

Linkage with DHHS Community Health Improvement Flan: Linkage with UNMC College of Public Health Strategic Flam:
= LExpand Sealth promotion capasity. & Community-Based Heallh Transformalion
& Health Svstem Transfarmation
Linkage with Fublic Health Association of Nebraska [PHAN) Strategic Plan:
#  Fupand educational opnortanities,




Current Programs,
Hesources:

Analysis of Existing Caps

Goal #1: Reduce standard motor vehicle accidents and injuries in the ELVPHD district within the 3-
year plan period Sl

-Child safety ssat checks ooour
in same communitizs
reaulazly-senerally spoonssred
by haspitzls

~Mebwraska State Peiral hes
resonroes available

Lawe kave been adoptsd in
attempt to eradiczte distractad
drivizp

sGecialzic Driving Assessmenls
being offered at some
l@cations

-Phone apps now zvailable
deter distracted driving.
-Car seats for qualifiring
individuals

~Car srat technigians in so
communizies

-Healiby Communitizs
Taitigtive hoas an aim far
reducing drunk-driving
Crastes

L

Eldechy driving iz a dilflzult topee Far
g3 toaddress,

sletively, fines are oot stecp
Encugt.

Maore signage weded on
roadwars warning driver
children, eto.

Persanal attitudes f accountzbility
aTe hugs issues in participation of
rislay behaviars,

Fdueatinn neads oo happen with
parents 5a parsnts fesl empowered
L digcnss risky behaviors with cheir
childran.

There continuss to be a lack of
awareness reparcing the danpers of
distracted driving,

Lack of knowledge repacding
current resounces available to deter
diss

af

| ale | 1
it = e =
v N o = 2
Proposed Stratepies /Activilies = g = m Potential Partners m Performance Measures
Ewle 2
- 1 Schools Incrzase the number of stadents Ieaving
1. Baise community levels of awarcness erarrivingat sehonl with ssatlbels o
Rl AR A R st g X Cormnunily-based 2026 and | By S cack year.
SERH Lo support high schools in promoting ATEAMFEICNS ongaing
safe driving programs.

Llzspilal

Atleast swo cnlomcemest checks

will ke held inthe ELVPHI district
ually. With increzsed

eninrcement, it is expectad that

2, Collsbosale with Nebraska State Patrel oo
hizstselective enforcement chacks. This

practice limits dronk-doiving. Haadthy Communitias

X Faitaive ungﬁwm__u._““m. n.F_.h_..EE will rise, ‘.u_z_hE:n measure
Wehraska State Patrol |Nelllbeia _u.,un_-mmum.,u i m_no_.._u_-.u.m_mqma
crashss owara S-yeEer perind.
3. Increzss child safety s2atusage and proper SL Franecis Memorial Mtleastthree car seat safeny checks
instaliation af child safety seats Haospizal will happexn in the ELVPHD
) . S jurisdiction ancually, Fasticipation
Faith Fw.md_”_.:u_ Heait will increase by 5% each year
¥ Services 2015 .m:_“_ zoass the jurisdiction. Dutcome
NIEHCAR ooy | measure will be a decrease o injury

and death of children from mator
ELVFLLD Lo promote wehicle crashes over = § year pericd.
agencies fevents (hat
oravide this service

How to get invaolved in vehicle safety initiatives:

FrEnciesan e Smvions

Tt Starm Kathy Becker, Healthy Communities [z

AN Tere Snminos

Leiive
Kikki Mullzniz 402-520-2233

sean Larg Sernoae

OR

Morthezst Cammunity

HMurmw

a-
Bust Co. Sugerviszs ELVPHD Hoard of Haalsn

Mark Sears, Fzith Repional Heallk: Services

Christopner Fabnsen Johnson K

Hally Dlson

S02-371-4660

Fa.th Begionzl Begllh Servizes
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Follow-Up and Monitoring

The Health Department has assigned individual staff members to commit to continued service and
monitoring on each of the priority areas. As such, staff members arc responsible for:
e Orpganizing task groups on an as-needed basis, consisting of both field professionals and
representative community members.
» Adhering to, and pursuing, the work outlined in the detailed plans.
e Holding true to Performance Measures and evaluation melrics as specified, including holding true
to the ELPYHD Quality Improvement and Performance Management Plan.
e Assuring worlk is coordinated with ELVPLID programs, Strategic Plan, PHAB guidelines.
« Communicating appropriately with the community at large via traditional media, social media,
website and newsletler,

Those leading the efforts include Elkhorn Logan Valley Public Health Department, Oakland Mercy
Hospital, St. Francis Memorial llospital, Faith Regional Health Services and Midtown Health Center, Inc. In
order to increase efficiency and cconomies of scale, redundancy and capacity building is of key interest to
all of the above mentioned partners. Further, collaboration on community health improvement efforts is
of mutual benefit to all agencies, and moreover, better supports the philosophy of a community-driven
improvement cffort.

Follow-up meetings will be held face-to-face with the leading partners sporadically through the life of the
plan, but a minimum of once per calendar year, Other communications will be held via phone, email, etc.
on an as-needed basis throughout the course of the year. During these meetings, those in attendance will
discuss progress towards the implementation of the plan and, if needed, will develop specific action steps
within cach priority area and will further develop areas that are lacking in progress. It is believed that
this method will assure timely progress towards specific goals and measures, but will also decrease
likelihood of duplicated efforts.

In addition, the following controls have been put into place at ELVPHD to assure accurate and timely
progress in meeting plan objectives and goals:

o Regular discussion in ELVPHD staff meetings. At staff meetings, scheduled cvents, reports, and
deadlines are discussed. Minutes and agendas Lo these meetings reflect this discussion and are
available upon request

+ All field staff meet with their supervisor, generally once per weel, but varies based upon the
individual needs of the staff member/program, to assure that program outcomes/objectives, etc.
arc achieved.

o Board of Health receives updates on all pregrams during bi-monthly Board meetings. ELVPHD
retaing an ‘open door’ policy for any Board member and the general public at all times.

» Personnel policies and office procedures communicate expectations for all staffand assure a level
of consistency in operations agency-wide and set the tone for a culture of quality and
improvement.

o Job descriptions clearly identifying all duties, roles and responsibilities of all staff are signed by
the employee on an annual basis and [iled in cach employee’s respective personnel flile.

¢ FELVPHD Administrative Assistant regularly informs Health Director of health-related happenings
in the 4-county area as noted in newspapers and other media.

3 |Page



Community Health Needs Assessment
Implementation Plan

2017-2019

CHNA Priority #1—Obesity

Promote healthy vending machines in communities, schools
(including concession stands), and workplaces

St. Francis Hospital will work with Chamber of Commerce to
establish West Point as a site for the Bountiful Basket program
SFMH will have a healthy cooking demonstration at least four
times per year for employees and explore offering it to
community

SFMH health coaches and registered dietician will provide
nutritional counseling and healthy eating habits for our patients,
staff and local students

CHNA Priority #2—Access to Care

SFMIH will collaborate with Northern Nebraska Area Health
Education Center (AHEC) to familiarize youth about careers in;
Medicine (primary care), Psychiatry/mental or behavioral health,
and Public Health

SFMH will continue to have job shadowing available to individuals
interested in healthcare

SFMH will provide clinical rotations for mental health APRNs
through our Psychiatric Nurse Practitioner

SFMH will continue active involvement with the Northeast
Nebraska Behavioral Health Network

Enhance public knowledge of resources available within the
community for mental health

CHNA Priority #3—Cancer Prevention and Screening

e SFMH will provide on-site preventative screening at a reduced
cost to the community and area businesses through Business
Health

e SFMH will provide free skin checks for employees as well as
the community.

e SFMH will remind individuals in our service area of the need
for colonoscopies, mammography’s, etc. via letters or phone
calls.



¢ Increase cervical cancer screen (Pap test) for women between
the ages of 21 to 65
e (Continue radon screening program on fee-for-kit basis

CHNA Priority #4—Standard Motor Vehicular Safety
» SFMH will provide 3 child safety seat checks in our service area
per year
e SFMH to support high schools in promoting safe driving
programs.
e SFMH will collaborate with Nebraska State Patrol to host selective
enforcement checks. This practice limits drunk-driving



APPENDIX I

Organizations that were invited to the CHIP meeting, community focus group meetings
and strategic planning sessions are listed below.

® # % & ® 2 ¥ @ & ® & @ ¢ 8 ° & & @ 4 & €& @ @& & &4 & & @ & @

Ace Optometry
American Red Cross
Anytime Fitness
Authier Miller Pape Eyecare Consultants
Baker Counseling
Bancroft Rosalie High School
Behavioral Health Specialists
Big Brothers/Big Sisters
Birthright
Burgess Clinic
Burt County Attorney
Burt County Clerk
Burt County Economic Development
Burt County Extension Office
Burt County Sheriff
Burt County Supervisars
But County Veterans Services
Carson Cancer Center
Center for Rural Affairs
Central Valley Ag
Chatt Senior Center
Child Care Provider (Daycare)
Christian Lutheran Church
City of Lyons
City of Norfolk
City of Oakland
City of Tekamah
City of West Point
Clyde Eyecare and Associates
Colonial Haven
Corner Drug
Cottonwood Clinic
Countryside Vet Clinic
Craig Fire and Rescue
Cuming County Board of Supervisors
Cuming County Clerk
Cuming County Economic Development
Cuming County Emergency Management
Cuming County Juvenile Diversion Office
Cuming County Veterans Services
Cuming County Sheriff's Office
Decatur Iire and Rescue
Decatur Police Department
Diagbetes and Wellness Clinic
Dinldage Medical Clinic
40
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Dr. James Brosniham, DDS

Elkhorn Valley Economic Development
Exact Eye Care

Faith Regional Family Practice

Faith Regional Health Services

Faith Regional Madison Family Medicine
Family Dental Center

Family Vision Center

Feidler Eye Clinic

Franciscan Care Services

General Assistance/County Medicine
(zolden Living Center

Golden Oaks

(Goldenrod Hills Regional Housing Agency
Grace Lutheran Church

(Guardian Angels Central Catholic
Happy Days

Healthy Communities Initiative
Helena Chemical Company

Hofmann Pharmacy, Inc

Home Health Care

Home Instead Senior Care

Hy-Vee East Pharmacy

Hy-Vee West Pharmacy

lonia Research

Ivy Street Medical

John A. Stahl Memorial Library
Joseph's Retirement Community
Kiddie Korral

Kind Counseling Services, Inc.

Land O'Frost

Lloyds Drug Mart

Logan Valley Manor

Lutheran High Northeast lligh School
Lyons Fire and Rescue

Lyons Police Department
Lyons-Decatur Northeast Schools
Madison Public Schools

Madison County Commissioners
Madison County Juvenile Diversion
Madison Medical Clinic

MCH Clinics

Meds & More

Memorial Community Hospital



Memarial Community Hospital Clinics
Midwest Health Partners

Midwest Veterinary

Mount Olive Lutheran Church
Nebraska Department of Agriculture
Nebraska Department of Health and
Human Services

Nebraska EMS Program

MNebraska State Senator, District 16
Nebraska State Senator, District 19
Nebraska State Senator, District 22
Norfollc Area Chamber of Commerce
Norfolk Catholic High School
Norfollk Community Health Care Clinic
Norfolk Dental Group, LLP

Naorfolk Economic Development
Norfolk Family Medicine

Norfolk Housing

Morfolk Iron and Metal

Norfolk Medical Group

Norfolk Police Department

Norfolk Public Schools

Norfolk Regional Center

Norfolk Rescue Mission

Northeast Community College
Northeast Nebraska Arca Agency on
Aging

Northeast Nebraska Behavioral Health
Network

Northeast Nebraska Community Action
Partnership

MNortheast Eye Care

Northeast Nebraska EMS

Northeast Nebraska Psychological
Services, PC

Northern Nebraska AHEC

North Star Services

Nucor Cold Finish

Nucor Steel

Oakland Chamber of Commerce
Oakland Fire and Rescue

Oakland Heights

Dakland Mercy Hospital

Oakland Police Department
Dakland-Craig Schools

OneZOne Patient Connect

Pamida Pharmacy

Paonca Tribe of Nebraska

4 & & & & & @ & @& & @ & @ 82 @

Premier Estates of West Point LLC
Region 11 Emergency Manager
Region 4 Behavioral Health Systems
Region 5/6 Emergency Management
Sacred Heart Elementary

Saint Francis Memorial Hospital
Salvation Army

Santa Marianita Clinic

Sears Center

Senior Center

Shopke Optical Center

Shopko Pharmacy

Smeal's Manufacturing

5t. Mary's Catholic Church

Stanton Community Schools
Stanton County Commissioners
Stanton County Emergency Management
Stanton Health Center

Stanton Telecom

State of Nebraska Judicial Branch
Sunny Meadow Clinic

Sunshine Center

TeamMates Mentoring Program
Telkamah Fire and Rescue

Tekamah Police Department
Telkamah-Herman Schoaols

The Gallery Professional Center
Tom's Rexall Drug

Tyson Fresh Meats

UNL Extension Office-Cuming County
UNMC College of Nursing

Urgent Care Clinic

Us9Z

U-Save Pharmacy

Valmont

Village of Craig

Village of Decatur

Walgreen Pharmacy

Walmart Pharmacy

Wells Fargo Bank

West Point-Beemer Public Schools
West Point Chamber of Commerce
West Point Crisis Center

Waest Point Dairy Products

West Point Emergency Management
West Point EMS

West Point Food Pantry



West Point Head Start

West Point Living Center

West Point Police

West Point Public Schools

Wisner Area Chamber of Commerce
Wisner Care Center

Wisner City Administrator/Economic
Development

42

Wisner Community Development
Wisner Pharmacy

Wisner Preschool/Headstart
Wisner-Pilger Public Schools
Women's Empowering Lifeline
Wragge Pharmacy

YMCA



APPENDIX IT

Analysis and Report
Community Health

lonia Research

Elkhorn Logan Valley Public Health Department

Gina Uhing
Health Director

{Counties; Burt, Cuming, Madison, Stanton)

Joseph Nitzke {€ 2016 lonia Research

April 11, 2016
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General Demographics

This initial section includes demographic data about the district from Census data, from the survey, and
from the various data collection projects. Since this repart contains numerous statements based on the
commmunity survey, it is necessary to understand the demographics of the survey, and to place those

within demographics from the Census, and to balgnee those ogoinst other survey instruments and their
respective demographic contexts.

Age, The median
age for Nehraska
(36.2) is lower than
the median age in
any of the Health
District counties. In
the 2016 Survey
the median age
was 45, much
younger thanin
2013 (53). This is

Table 1: Median Age (Years)

Census Cammunity Assessmant
All Hispanic | MNon-Hispanic | 2018 Median 2016 Mean |
Burt 47,9 47.8 487 53.00 T T
Zurming 438 I 21.8 46.8 51.50 a87.68
Wadison ar.a 2.7 42 42.00 4318
Stanton 39.3 14.5 40.9 41.00 | 448
Nebraska 6.2 23 40 [ I
2016 Survey 450 45.0 | 45.73
2013 Survey 53.0 | 530 | 51.85

higher than the census data because the survey is a household survey of adults, which removes ages O-
17 from the equation. In Nebraska, 24.9% of the population are under the age of 18 which is about the
same as for the Health District (24.7%). Table 1 {above) shows the median age for census and survey

respondents, and it also highlights the relative youthfulness of the Hispanic population.

IE



Table 2; Under Age 18, Population W/ Percent

Repaort Area Total Population ngp: Ig_tign PEWEE; :’gﬂ"_';atim
ELWPHD 56,086 14,062 24.68%
Burt 6,690 1,448 21.64%
Cuming 8,081 2223 24.48%

Madison 35,103 8,727 | 24.86%
Stanton #,112 1,664 | 27.23%

Nebraska 1,856,617 462,653 24.93%
Data Source: WS Census Bureay, Amercan Cormrmanily Sunaey, 2070-74,

Age Categories. As

Figure 1 shaws Figure 1; ELYPHD Age Distributions

respondents to the 35%
survey are overall 5
older (distributed e

across older age 3
categories) than the

general population. R
It is also clear that 15
respondents to the

10%
younger than those .
The 2016 Survey age oo -

o=

2016 Survey were
of the 2013 Survey.

distributions 18to 24 25to 44 45 to 54 55 to 64 B5to 74 75 yEars
iﬂErEESEd fﬂl‘ age WEAFS years yoars Woars WEars and owver
Eroups 18-24, 25'44* BiCensus  WZ0L16 Survey  m 2013 Sunvey

and 45-54 while
decreasing for ages 54-64, ages 65-74, and ages 75 and older as compared to the 2014 Survey,

All age distributions in this chart are representative of only the ELVPHD health district. Census data has
hean adjusted to include only those age 18 and older from within the health district.

Gender:

The 2016 survey overrepresented females. In this survey, 86% of respondents were female and the
remaining 14% male, Compare this to the 50:50 mix of Females and Males in the papulation as reported
in the US Census [19.8% Female, 50.2% Male), and it is clear that fernales were more likely to fill cut the
survey,




Table 3: Gender Breakdown by County

Burt- Burt - Cuming - Cuming- Stanton  Stanton Madison  Madison
County 2010 2014 2010 2014 - 2010 - 2014 - 2010 - 2014
% Male 49.00% | 49.50% 49.60% 50, 10% 49, 50% S50.40% 49.60% | 49 60%
% Female 51.00% | 50.50% 50.40%: 49.90% 50.50% 49.60% 50.40%  50.40%
ELYPHD |
Average 2010 2014
Male 49.40% | 49.90%
Female 50.50% 50.10% |

Source; LS. Census Bureau

The differences between the 2006 Survey and Census data are in the status for single individuals, where
a much smaller proportion of survey respondents are single {11% for the 2016 Survey compared to 25%
in the Census), and, alsa far the survey, a much larger proportion (70% compared to 57% Census) are
married.

Sexual Orientation
Figure 2: Percent Rural by County
sexyal orientation demegraphic information

is not reported due to very low estimates in

B 100%
the general population.

Madisan

Urban/Rural Compaosition. Though just over
half of the district population live in ‘urban
clusters’, three of the counties are
predominantly rural (cited in the 2016
County Health Rankings, University of
Wisconsin). An urban cluster is defined as a
population between 2,500 and 53,000
paople.

Race/Ethnicity. In the 2016 Survey, 35% said
that White best describes their race (2013, 96%), the other 5% are spread thinly across five separate
categories as shown in Figure 4 (bottom). Ina
follow-up question regarding ethnicity, 4.5%
identify themselves as Hispanic.

Curming Atanton

Figure 3: Minorities as Percent

of Population (Census Data)
Recent Census reports (2014 in CHA for example)

show respondents self-identifying as White at i e
85.2%, decreasing from 87% in 2010 and 91.2% in
2000, In terms of racefethnicity, all categories
except Whita Nan-Hispanic have increased in the 8.2%
past 14 {Census) years:
e African American by 18%.
= MNative Amarican by 7%
s Asian/Pacific Islander by 63%
e 2+ Races by 19%
s Hispanic by 12% . _ ' _ i
2000 2010 2014




While the numbers for maost of these groups are not large (less than 1,000), the net effect is that they
constitute the only growth demographic in the HD. The adjacent chart shows that growth in terms of

what percent of the
population
minorities now
represent, and the
pie chart (below)
shows the
distribution just
among those groups,

Hispanic
ThH

Immigrant Status

Figure 4: Minority Groups ,
. Alrican Amerlcan

.
/ 75

__ Mative American
8%

21 Races, MH
B

In the health district, the overall percentage of foreign born persons is 5.3%. This ranges from 1.2% in
Burt County, to 7% in Madison County.

Language

According to the 2016 Survey,
the primary language spoken in
the hame is English (97.7%,),
followed by Spanish (1.8%), and
(1.5% replied “"Other.” Census
data shows that this indicator is
underreported by those speaking
languages ather than English, so
CHA survey participants are more
likely to spealk English.

Census data in Figure 5 shows
that most counties in the HD are
below the state for languages
other than English being spolen
in the hame. Only the most

Figure 5: Language other than English spoken at home,

20,405

20005

15.08%

100

S50%

0.0%

percent of persons age 5 years+, 2010-2014

1.7% RO

B.65%

3.9%

L
= [

Burt County, Madisan County, Stantan County, Cuming County, Mebraska
Mehraskas Hebraska Mebraska Mehraska

populous county, Madison County, was above the state in this measure.



Socioeconomic Status
Education

Overall, the education level of the survey respondents is higher than that of the district, even more so
than in 2013, Based on Census data, for example:

College Degree. One in five [20%) in the HD have at least a College Degree {including Graduate), but in

the 2016 Survey that population is owver-
represented threefold at 60% (2013, 54%).

some College, One in three (285%) in the HD
have attained up to Some College compared
to one in four (23%; 2013, 24%) in the 2016
Survey.

The flipside is that educational attainment is
lower for the HD when compared to that
statewide, For example, the percent who
have earned an Associate’s level degree or
higher is 34% in the HD compared to 39%
statewide, The percent who have nao high
school diploma is 11% in the HD compared
to 9.4% statewide.

As noted fn 2013, survey respondernts are
better educated than HD residents overall.
One possible explanation lies in how the
Survey was administered, online, and

Figure 6: Educational Attainment

Graduateor el
prof. vegree RN

Co

5

omeCollega

| : i

H3 diploma -

— ¥ - T T

<HS diplema

(55 W 20 30%W 0 A0 LONW

W Census E2013 Sunvey W 2016 Sunvey

therefore more accessible those who are better educated and younger; but, most likely, participation is
a result of the interaction of multiple factors, including age, marital status, and the presence of children,

income

Income |s often a proxy of education; the two characteristics are closely correlated. Below isa chart and
its source table {Table 3, in percent), with figures from the Census for the Health District along with

survey respanses from 2016 and 2013.

Table 4: What is your household income this year from all sources?

Census
2016 Survey | 2013 Survey | ELVPHD
.I:ess than 10,000 Av, 507 &%
10.000 to 14,999 304 5% 7% |
15,000 to 24,929 a0 12% 129, |
25,000 to 34,959 5%, 12% 119 |
35,000 to 49,959 1294 14%, 15
50,000 to 74,989 25, 25%, 20%
75,000 to 59,089 18% 149, 14%
100,000 to 148,989 14%, oo, 10%
150,000 or more 6% A% 4%




&  The most

commaonly |
reportad 30w
househald

income categary 2L04
is $50,000 to

475,000 (Survey,  20%

25%; HD Census,

20%]. 145
74 Teported

incomes below 10

515,000; (2013

F

#=

13%)
v Oneintwelve 124

Figure 7: Household Income

11%,; Census » Ili II III III
i I

3 Less than 10,000 (s 15,000 to 75,000 to 35,000 to 50,000 to 75,000 (o 106,000 150,000
{8%; 2013, 12%) 10000 14099 74009 34000 40509 FAHSY 98885 to armore
households 144,844
f'epmte'j B 2016 ®W2013 ® Census
incornes from
515,000 to

$24,999, with the same proportion for incomes 525,000 to $35,000 (3%, 2013, 12%).

s Overall, the income levels in the 2016 are higher than 2013 and that the actual Census. Visual

evidence in the adjacent chart is the height of each blue bar an right side of the chart.

Respondents in 2016 repart higher household incomes (and higher employment below) thanthe

general population in the Health District.

Employment

Tahle 5: Which of the following best describes your employmeant status?

2018 Walid 2013 Valid
Fregquancy Percent Parcent Percent
| Employed/zelf-employed 1014 BB.5% B4 7% 70, 6%
Cut of wark but seeking 12 A% 1.0% 2.5%
employment

| do not work outside of the &8 4.6% 5.7% T.6%
homne :

A Student 19 1.3% 1.6% N L

| Retired 84 5.7% 7.0%: 17.15%)

Total 1187 a0, 9% 100.0% 100, 0%
Skipped Question , 283 18.1% '

Total ' 1480|  100.0% il

Employment: Survey respondents. In the 2016 Survey seven of eight (85%) are employed; fram the

Census data two-thirds (65.9%) are employed. The proportion of retired respondents decreased from 7%
in 2013 to 5.7% in 2016, as did the proportion of unemployed, from 2.5% to 1% {2.7% from 2015 Census

far the HO}.



Foverty

Children under 18. In the Health District 18.33% or 2,540 children aged 0-17 are living in households
with income below the Federal Poverty Level [FPL). This indicator is relevant because poverty creates
barriers to access including health services, healthy food, and other necessities that contribute to peor
health status.

Table 6: Poverty Status for Children Under 18

Total FPopulation Population Percent Population Under
| Popuiation Under Age 18 Under Age 18 in Poverty | Age 18 in Poverty
ELVPHD | 55,561 13,857 2,540 18.33%
Burt 6,589 1,443 113 7.83%
Cuming 8915 2,212 4014 18.26%
fadison | 33,876 8 550 1,790 20.94%
;an ten | 6,081 1,652 233 | 14.1%
Mebraska | 1,801,893 454,094 79,766 | 17.57%

Data Source: US Census Bureau, ﬂ;merlcan Community Sunsey, 2000-14,

Poverty - Population Below 100% Federal Poverty Level, Poverty is considered a key driver of health
status. Within the report area 12.28% or 7,378 individuals are living in households with income below
the Federal Poverty Level [FPL). This is slightly greater than the Nebraska average, but lower than the

L5, average.

Table 7: Poverty - Population Below 100% Federal Poverty Level.

| Report Areq | Totel Population | Population in Paverty | Percent Population in Poverty

ELVPHLD 55,561 ;378 13.28%

Burt 6,583 G511 9.27%

Cuming &8,815 1,051 11.79%

Madison 33,976 5,087 14.87% .
Stanton 6,081 £29 10.34%

Nebraska 1,801,893 231,762 12.86%

United Stotes | 306,226,400 47 755,608 15.58% .

Data Source: S Cansus Burcau, American Cammunily Survey. 2010-14,




Households.

When asking about household size,
the 2016 survey asked for total
number of individuals living in the
home, which was worded
differently from 2013 which asked
for the total number of ‘adults.’
The average in 2016 was 2.8 per
household (2013, 1.94), slightly
mare than 2.41 from Census data,

Census. Two-thirds (67%) of
househelds in the HD are family
haouseholds, with or without child ren.

Figure 8: Families with Children Less than 18

A5.5%

201105
Sy

+9,8%

CLWPHD

ACLAT

Cuming. Macizon

24 8%

Gk

7089

35.0%
2L5%

Stanton Mebraska

From Census data shown in Figure 8 {above), 32% of Nebraska households have children less than 18;
for the HD the comparable proportion is 30%. OF households with children, 31% are single parent
households?,

In the 2013 Survey, 35% of respondents reported children under age of 18 living in their home. In the
2016 Survey, that proportion increased to 46% of responding hauseholds (leftmost column in Figure 8
above). One-third [36%) are households with ene or more people 60 years and over.

Table 10: What 1s the total number of individuals living in your hame?

2013 Valid
Fraguency Percent Walid Percent Percent

Valid 1 135 0.2% 11.4% 23.4%
2 432 20,25, 36.1% 54.4%
3 207 14.0% 17,3%: 8.7%
4 223 15.1% 18.6%; 2.4%
5 136 9.2% 11.4% A%,
& or mare G2 4.2% 5.2% A%
Total 1186 B0.8% 100.0% 100.0%

Missing  System 284 19.2%

Total 1440 100.0%

For the Health District, the majority of households are in Madison County (62%), followed by Cuming,
Burt and Stanton counties, That percent fram the 2016 Survey included the option Other, which
reduced the percent for of the subsequent counties.

As in 2013, it appears that Cuming County was over represented, while Madison was under represented.

Table 11! In which county do you live?

Wali 2013 Valid
Frequency Pearcent 2?:'19?ce?1ltld F'e?;{:ent Census
Valid  Other {please specify} 122 B.2% 10.1% | -
Burt ag 6.0% 7.4% | 10.8% 11.6%
Cuming 274 18.8% 23.2% 24.8% 15.9%
Madisan 541 30.9% 45.0% 54.89% 61.9%
Stantan 124 8.4% 10.3% 8.4% 10.7%
Total 1206 81.4% 100.0% 100.0%
Missing Sysbem 276 18.6%
Tatal 1440 100.0%:
10



According to the LS,

Census, the owner-occupied Figure 9: Owner-Occupied Housing Unit Rate, 2010-
housing unit rate 2014 (U5 Census)

(homeownership rate) for Tecis

the health department is 0 oo SR

genarally slightly higher than gg_g: 1% 6a.1% 5847 6. 5%
that for the state, With the GO0

exception of Madisan zgﬁ I I I I I
County {64.1%), the rates of .

owner- occupied housing in 20105

each other HD County (Burt l:ﬁ':;

77.2%, Stanton 82.9%, and Burt County;  Madizon Stanton Cuming ELYPHEY  Mebraska
Cuming 69.1%) e above b e SO IS

that of the state (66.5%) as
shown in Figure 9.

Marital Status. Of all
households responding to the survey, seven out of ten (70%; 2013, 69%) are a martied couple, and
another 5% (2013, 3%) are an unmarried couple. About one in eight are either widowed or divorced

(5% and 8% respectively), and 11% single.

Census data f_urthe Health District shqws Figure 10: Marital Status (2016 Survey)
s Onein four (25%) Never married U Shie
e Oneinten {10.5%) EepaEatEd -
divorced or separated. widowed — 1% — Unmarrled
7.3% widowed, 5% w/ 1‘:;””
Over half (57%) now married. Divorced
8%

For both maritel status and famifies with
children, the disproportionate
representation can be framed asa
positive since it will provide a wealth of
data about children, immunizations,
vehicle safety, or safety in the

home. However, it will perhaps produce less reliable information if the focus is on [ssues

related to aging.

Health Status and Mental Health
Health Status

Health-related quality of life measures have been included in the BRFSS studies for a number of
vears, and they are also factor in the County Health Rankings. Health status questions show how
persons perceive their own health and how well they function physically, psychologically, and socially
during their usual daily activities. These indicators are considered important because they can assess
dysfunction and disability not measured by standard data.

Cluestions about Health Status.

In the 2016 Survey {(ELVPHD) only Question 1 asked about general health, In previous years, and
other surveys (BRFSS), several questions are included, and those data are in the CHA report” which
includes five guestions about physical and mental health and how {or the extent to which] it impacts
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activities. Those include the number of days physical and mental health was not good in the past 30,

the proportion of respondents who had at |east 14 days of ‘not good’ physical/mental health, and
the effect of limited activities in the past 30 days,

Here the focus is on the general health guestion and responses over time. The other questions will be
reported with reference CHA document.

Q1 Would you say that in general your health is... (Scale: Excellent = 1; Poor = 5).

In effect this question leads into a discussion of physical and mental health. Some mental health
questions from the 2016 Survey appear later in this document; however, the information in the next
poragraph is from the BRFSS and other source documenis.

In the 2014 BRFSS for the HD, 16.9% {one in six) described their health as Fair or Poor. Over the four-
year period covered in the CHA report, there is no difference within these levels with respect to the HD,
meaning the responses, which range from 15.1% to 18.7% are not different {in a statistical sense),
However, responses are different {statistically) when HD responses are compared to those across
Webraska, In 2013 and 2014 the levels of fair to poor health are higher than thase for the state (2013:
HD, 18.7%; ME, 13.9%. 2014: HD, 16.9%; NE, 13.2%). Note thot there are no differences within the state
reatdings for the four year period, which complicates stotements about differences HD to state.

The results from the BRFSS survey (2011-2014) and the HD community survey are presented in Table 22
below. The difference is that BRFSS reports one in six {16,9%) in fair or poor health, that drops to 7.4%
for the respondents completing the HD survey in 2016 (2013, 8.9%).

The survey respondents are overall in better health than the general population (18 and over) in the
Health District,

Based on the BRFSS for the HD, 7,240 adults report being in Fair ar Poor Health (again, one in six).

Table 23! Would you say that in general your health is? ELVPHD and Nebraska

Year Excallent | Very good Good Fair Poor | HD Good-Excellent
Communily Survey-2013 11.8% 43.8% 35.5% 7.5% 1.4% 81.1%
Community Survey 2016 11% 4434 37.6% 5.9% 0.5% 82.5%

BRFSS YEAR Fair Poor | 2009 through

201 15.1% 54.9%

2042 15.4% 84.6%

2013 18.7% B1.3%

2014 16.9% 831%

HD 2013 8.9% g1.1%:
HD 2016 7.4% 02.6%

12



Tahle 24: General Health CHNA TABLE

RSO G Total Population Es.rfmured Pﬂpu:u'ﬂffﬂn Crude :“lgeﬂdfusted
Age 18 with Poor or Fafr Health | Percentage Percentage

ELVPHD 42,645 6,008 14.1% 12.9%

Burt 5,355 760 - 14,28 12.8%
Cuming £,.901 a94 f 14,49 12.5%
adison 25,820 3,655 14.1% 13%

Stanton 4,489 599 13.4% 13.5%
Mebraska 1,357,819 171,085 | 12.6% 12%

United Stotes 232 556,016 | 37,766,703 16.2% 15.7%

Dala Sourca: Conters for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed vig the Health
Indicators Warehouse, US Department of Health Human Services, Health Indicators Warehowese, 2006-12.

General Health by Demographics

The ways in which poor mental/physical health correlate with age, income and education are consistent
across those demographic variahles, increasing in severity with age, decreasing with increases in
education or intome, Some of these are reparted below.

OFf those in the lowest income category, one in three {31%) report they are in Fair-Poor health.

Of those with lass than a High Schaol diploma, more than one in three (40%) report they are Fair-Poor
Health.

Of those 65 and older, one in four report Fair-Poor health,

For the period 2011-2014, the CHA BRFSS report shows that Fair-Poor health
|ncreases with age: 18-34, 11.4%; 45-64, 18.3%; 65+, 23%.
»  Decreases as level of education increases: <HS, 39.7%; H5/GED, 18.3%: Some College, 9.7%;
College Grad, 7.9%.
e Decreases as income increases: <525,000, 30.5%; $25,000-49,999, 17%; 550,000, 7.8%.

More about General Health (Unhealthy Days) by Age, Income, and Education
BRFSS Data—Days of poor physical and mental health

The previous quastion was a ganeral rating of health, but this next puts into a metric of days (at least 14)
of the past 30. For the remaining guestions reported in the CHA document about one in ten respondents
report mental/physical distress on 14 or more of the past 30 days.

Physically Unhealthy Days (Avg. number of days physical health was not good in past 20 days)®

9.2% in the BRF5S for ELVPHD reported that physical health was not goad on 14 or more ofthe

past 30 days. Which
o |ncreased with age: 5.7% for 18-44; 10.3% for 45-64; 17.3% for 65+,

21 the CHA, for this and the mental health question, responses are reported as a percent; it should be reported as
a nurmber of days and is not included here.
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s Decreased as income increased: <525,000, 19.1%; $25,000-45,999, 8,6%; 550,000+,
4. 5%,

s Decreased as level of education increased; <HS, 19.0%; HS, 11.6%, Some College, 6.3%;
College Grad, 4.3%.

Mentally Unhealthy Doys (in the past 30}, The average was 2.8 (from 2.3 to 3.3)

8.3% reported their mental health was not good on 14 or more of the past 20 days(i.e.,
frequent mental distress).
o Decreased with age: 12-44, 9.9%; 45-64, 8.0%; 65+, 5.2%.
s Decreased as income increased: <525,000, 18.4%; $25,000-49,999, 8,6%; 550,000+,
4.5%.
e Decreased as level of education increased: <HS, 7.2%; HS, 6.8%, Some College, 4.2%;
College Grad, 2.6% (but not to the extent of physical health).

Serious Mental ifiness (in the past 30 days) was reported by 2.9% (Cl of 1.0%-8.5%)
Other Data

An important consideration for those with mental iliness is what proportion receive treatment in an
underserved area (the health district); however, other dota on mental illness is relevant:

&

&

*

About one in six (16.1%) of adults receive a diagnosis of depression in their lifetime (BRFSS,
2008), For Males, 11%; Females, 21%.

In Mebraska, 16.9% receive a diagnosis of depression in their lifetime.

In MNebraska, 10.6% have been diagnosed with an Anxiety Disorder [12.3% nationally).
Mationally, about 9% of adults are diagnosed with depression (2008, for example).®

In Nebraska, 2.6% of adults reported serious psychological distress (BRFSS, 2008},

ELVPHD

*

15.8% reported in 2014 they had been told they have depression, Ever.

8.3% said they had experienced freguent mental distress in the past 30days.

Meither of those proportions had changed significantly over the period 2011 through 2014,
MWeither was different when compared to the statewide report,

11.2% are currently (2012 BRFSS) taking medication or receiving treatment for a mental health
condition.

Tahle 25: Frequent Mental Distress in the Past 30 Days Adults 18+ in Nebraska and Elkhorn Logan Valley Public
Health Department, 2011-2014

Year

| Nebraska _ ELVPHD |
2017 | 9.2% 7.2%
2012 9.0% 8.0%
2013 8.9% 9.4%
2014 8.2% 8.3%

8Cf. http:/fwww.cde.gov/mentalhcalth/data_stats/nspd.htm,
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Table 26; BRFSS Demographic Summary Table for ELVPHD Adults 18 and Older Years 2011-2014 Combined

: Currently taking
Fraguant manial Poor physical/mental i
distress: mental health limited usual Exttivia TSR Eympt_qma of serious
e 3 they have | receiving treaiment | mental illness In pasl
health not good on | activities on 14 of denreasiof | fara mantal health 40 days
14 of past 30 days | {he past 30 days ! ety iin ¥
 Overall 8.2% 5d4% | 15.8% 11.2% 2.9%
Male G.0% 4.9% 10.4%: 5.8% 0.0%
Famale 10.4% G.0% 27.0% 17.5% £.3%
& e * Female - "
Female Higher Higher Fermale Higher
Age
18-44 9.9% 2.8% 15.8% T4 4.7%
45-64 8.0% 6.7% 17 7% 14.9% 2.6%
| B5+ 5,2% 8.0% 13.0% 11.8% 0.2%
| Income )
=$25,000 18.4% 11.4% 29.1% 11, 7% 2.4%
$25,000- i ; . 4 .
49.999 _ &.4% 4.5% 15.0% 13.6% 2.2%
| 550,000+ 4.5% 2.6% 10.2% T.6% 0.0%:
Educaticn
Less than 2 - a " "
High School 15.4%: V2% 20.5% - -
High 10,4% 5.6% 16.3% 20,9% 8.7%
| SehoallGED ks i ' ' '
Some "oy o 0 2 o
 College 7.0% 4.2% 15.3% Q2% 1.5%
College 2 & o 9 5
Graduate 5. 7% 2.5% 13.9% B.3% 0.0%

From Table 25 above
s Frequent mental distress decreases with gender (female higher), income, education andage.
s Limitations on usual activities increases with age, decreases with income andeducation.

& The diagnosis of depression is higher in females and decreases with income and education.

Wedications/treatment decreases with income and education (but not by gender}.
Symptoms of serious mental iliness are higher with females, but decrease by age, gender, and
education,

Mental Health & Hospitalization

According to the CHA document, Mental Disorders is listed as the 6% in the “Leading Causes of Inpatient
Hospitalization (20013)" accounting for 4.7% of hospitalizations within the HD {16 causes are listed;
Circulatory System Diseases is #1 with 14.1%).

Health Care Access and Treatment

Responses ta gquestions in the General Health portion of the survey provide data that deseribe both
health care experience, general health, and access to health care.
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The ELVPHD community survey included a number of questions that cover a range of topics related to
health care access. Topics that will be the focus of this section include: insurance coverage, who pays for
coverage, what insurance plans cover, and what barriers respondents experience when seeking health
care, One measure of access is whether or not respondents have a regular source of medical care.
QOuestions in the community survey included:

2. Who do you get most of your medical care from? (Please select one option)
3. Where do you get most of your medical care?

4. How often do you have a regular visit atthe...?

6. When were you most recently tested for any of the following?

7. Which of the following problems have stopped you from getting a health screening or other health
care services, including prescription drugs? (Please check all thatapply)

12, Have you been told by a health care professional that you have any of the following? {Please chack
all that apply):

13. Are you currently taking medication prescribed by a health care professional for any ofthe
following? (Please check all that apply)
Physicians: A persanal Doctor

In 2013 most {88%) of the survey respondents said they have a primary care doctor (a Yes/Na question).
In the 2016 Survey respandents were asked, “Who do you get most of your medical care from?" Nearly
all {94.5%) selected at least one of the options in Table 26 [below), and of those three of four (74%)
chose either a general practitioner (B0%) or a specialist (14%). In the Table 27 (below), the preference
for a PCP increases with Age {Other factors may interact with Age, such as Urban/Rural), and at the
same time the preference for a specialist (OBGYN, for example) decreases with age.

Table 27: Main source of medical care: PCP {2, Who do you get most of your medical care from? (Please

select one option)

Valid |Cumulative
Freguency | Percent | Percent | Percent
Primary care provider (medical doctor) 880 59.5% 59.7% 58.7%
Other Medical doctor {OB/GY N, Pulmonclagist, 208 1415 14.1% 73.8%
Cardiologist, |
Men-medical doctor (Chiropractor) 45 3.0% 3.1% TB.8%
Cther medical practitioner {physician assistant (F.A.), NP 261 17.6% 17.7% 84.5%
| do not seel medical cares 81 5.5% 5.6% 100.0%
Total 1475 99.7% 100.0%
[Mlizsing Systern ] 2%
Total 14801  100.0%
Table 28: Whe do vou get most of your medical care from? BY Age
BRFSS Age Categolies Total
18-44 4564 | B5andover | All
PCP-Meadical 55 3% G4.8% 71.8% B0.8%
Specialist-hMedical 17.0% 12.1% 10.7% 14.4%
Man-Medical Doctar 3.0% 3.2% 8% 2.8%
PAMNP 17.0% 16.6% 15.3% 17 1%
Don't Seek Med. Care 5.7% 3.4% 1.5% 4.9%
100.0% 100.0% 100.0% 100.0%
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In the tahle by County (Table 28), pessible influences include access to a type of medical practitioner,
cost, or distance traveled. In Madison, with expected access to a greater range of medical options, there
is a broader the distribution than in Burt or Cuming. (Qther was an optional response far county with
the response written in. Many of those work in one of the HD counties.)

Incame. Response to Question 2 did not vary so much by Income.

Table 29: Who do you get most of your medical care from? BY County

In which county do you live?

Other Burt Cuming Madison Stanton
Primary care provider {medical doctar) 64.5% T3.0% B1.7% 51.6% 46.0%
Other Med, doctor {OBAGYN, Cardinlogist) 10,7 % 6.7% 5.8% 18.4% 23.4%
MNon-medical doctor (Chiropractor) 3.3% 2.2% 1.8% 3.2% 32%
Other medical practitioner (P4, MP) 18.23% 14.6% 7.0% 21.0% 20.2%
| do not sesk medical care 3.3% 3.4% 2.8% 5.8% | 7.3%

100.0% 100.0% 100.0% 100,0% 100.0%

Location: Source of Care

The primary source for care in the area are clinics (32.5%), including Medical Clinic, Sliding-fee or
reduced fee-based clinic, Tribal health clinic, and Veterans” clinic/Hospital.

Tahle 30: Where (source) medical care?

Cumulative
Frequency Percent Yalid Percant Fercent
Walicl Hospital/Emergency roam 27 1.8% 1.9% 1.0%
Lrgent Care G5 4.4% 4 79 6.6%
Medical Clinic 1218 B2.3% B7.8% 94 4%
Sliding-fee or reduced foo- 31 2.1% 2.2% 8. 7%
hased clinic
Trikal Health Clinic 12 B RoE 97.5%
Veterans ClinicfHospital 21 1.4% 1.6% 98,19
| do not seek medical care 13 9% A% 100.0%
Total 1387 a3.7% 100.0%:
Missing  System 83 £, 3%
Total 1480 100.0%
Frequency of Visits
Table 31: How often do you have a regularvisit at the...? {percent)
= Within past Within past 2 | Within past & | 5ar Mever
year (anytima yedrs (hore yaars (hore rore
less than 12 than 1 year than 2 years yaars
months ago} hwt less than 2 | but lessthan 5 | ago
YEArs year
Primary care provider 74.5% | 13.6% 5.7% 2.0% 2.3%
Eye doctor 53.0% 24.6% 10.8% | B, 7% | L%
Dentist T3 1% 11.4% G.4% T.2% 1.9%
Chronic Disease Educator
{Diabetes, blood pressure, 17.8% §.3% 3.1% 5.1% 68.6%
asthma, etc.)

PCP. Frequency of Medical Visits to the PCP varied with age, measured acrass wisits within the past year:

65% of those 18-44; 82% of those 45-64; and 92% of those 65 and over.

H 5



Eye Doctor. A similar pattern for within the past year, with 50% of those 18-44; 55% of those 45-64; and
66% of those 65 and over.

Dentist. Visits within the past year were highest for those 45-64 (789%), about 8% less for those under 45
and those shove 65. Dental appointments within the past year increased with income: <=525,000, 46%;

£25 000-550,000, 66%; 550,000 and over, 82%,.

Chronic Disease Educator. Visits increased with age: 7% of those 18-44; 22% of those 45-64; and 43% of
those 65 and over,

Barriers to Screening

Over half (52%] said they had no barriers to screening in response ta Question 7. {Which of the following
problems have stopped you from getting a health screening or other health care services, including
prescription drugs? Please check all that apply). Table 32 below presents responses excluding those
responding None.’

The most comman response {43%) is that their doctor hasn’t recommended a screening, followed by
High Deductible {31%), 25% not knowing what kind of screening to get {related to Dr. advice), and
inability to pay (21%).

Table 32: When were you most recently testad for any of the following? (in percent)

Within the [ Within the past | Over 2 Never tested | Don'tknow |

| pastyear 1or2 years y@ars ago |
Elood pressure B1.1% 3.8% 2.0% 2.1% o
Diseases of the aye 50.6% 18.1% 12.8% 11.0% 56%
| Osteoporosis 16:2% ' 6.7% 11.9% 51.1% 15.1%
Diabetes 53.3% B.7% 8.3% 57 8% 70%
HvisIDS 1.1% 579 16.7% 55.0% 11.6%
STDslinfections 13.2% T.3% 16.8% 52,4% 10.4%

Tahle 33: Which of the following problems have stopped you from getting a health screening or
other health care services, including prescription drugs? (Excludes None)

Responses Percent of

] Percent Cases
| don't knowr what kind of screening | need or when to get. 177 14.5% 25.4%,
| dan't know where to go for a health screening/services &0 4.1%, T.2%
My doctor hasn't recommended | get a health screening 301 24.5%, 43, 2%
| can't pay for health screenings/services 148 12.2% 21.4%
My heaith insurance doesn't cover health a5 7.0% 12.2%
screenings/sernices
My deductible or co-payment is toa high 213 17.4% 30.6%
Hospitals/Doctor won't take my insurance or medical 10 8% 1.4%
assistance
| couldn't get an appointment ki ik 1.0%
Health care provider has limited office hours 3o 3.2% 5, 6%,
| don't trust the haalth care providers in my area 28 2.3%| 4.0%
Health care services aren't close to where | live g T 1.1%
Languagelinterpretive services not provided 1 B %
| don't have time to get a health screening/services 871 T.4% 13.1%
Cther B 52 9.2%

Total 1223 100.0% 178.5%
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Transportation a barrier?

Transportation was not perceived to be a barrier to care, as it was selected by only 2% of respondents.

Table 34: Is transportation a barrier to receiving health screenings ot other health
care services? Barriers would Include: no car, can’t afford gas, no driver's license,
no public transportation, ne one avallable to take me,ete.

Curmulative
Freguency Fercent Walid Percent Percent
Walid Yes 31 2.1% 2.2% 2.2%)
Mo 1381 O 0% O7.8% 1 00.0%
Total 1422 98. 194 100,04
[Missing  Systemn 58 3.9%
Total 1480 100.0%

Currant Medications

Respondents were asked for six conditions for which they had been prescribed medications (Table 34,
below). Two-thirds [61%) of those said they were not taking medications for any of those conditions.
The other 39% reported reasons for taking medications; of those, the mest common was high blood
pressure (56%), high cholesteral (44%), and for thyroid problems (40%), There was some crossover in
the response, nearly two conditions per respondent {172%).

Table 35: Are you currently taking medication prescribed by a health care professional for any of the following?
{Please check all that apply): Frequencies

IMedications for diagnoses Responses
M Percent  [Percent of Cases
High cholesteral 233 25.5% 42.9%
Heart problems G4 7.0% 12.1%
Thyroid preblams 211 23.1% 39.7%
High blood pressure 2849 32.7% 56.3%
Ciabetes 100 11.0% 18.8%,
Sexually transmitted diseases/infections & T 1%
Total 913 A00.0%; 171.8%
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Issues and Behaviors that Impact the Health District

During 2011 the Nebraska Department of Human Services sponsored research to assess community
themes and strengths, conducting a telephone survey throughout Nebraska, The resulting report
pravided responses for the local health department in comparison to those of the state on a topic by
topic basis. The target population for each of the Health Districts (18} was 500 respondents, with a total
of 8,077 completed surveys,

A section of the survey dealt with how respondents assessed the ‘seriousness’ of selected health issues,
and another with how they assessed the impact of selected behaviors on their community (scale of 1-11,
with 11 = greatest impact). The issues and the impacts were then ranked on the basis of their average
SCOrES.

Behaviors

ELVPHD used similar guestion in its 2013 and 2016 community surveys, Question 18 asked, “What is the
impact of the following behaviors on the overall health of your community?” The list of issues included
was similar to that of the 2013 Survey, though several items were added, and the scale was across 7
levels (1 = No impact; 7 = Major impact). Two items were added in 2016: Human Trafficking and Texting
while walking resulting in injury.

Table 51 on the next page lists the responses frequencies across the scales in percent. In this table,
calumns 5 through 7 have been combined in the column at the far right. The summed scores are useful
because they indicate what proportion of the respondents see a behavior as one with a major impact. In
a secand table [Table 52), those impact behaviors were ranked using that sum, and sorted in the order
represanting that rank.

In the 2013 response, all items in the question had an average rating above 4.5, which is the midpoint in
the scale. In 2016, nine iterns had average ratings below the midpoint {midpoint was 4 for 2016).
Notahly, all of the items are in the same seguence from 2012 to 2016.
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Table 52: What is the impact of the following behaviors on the overall health of your community?

(Percent]

| impact)

| while driving

Drunk driving

{1=Moimpact; 7 = Major |1 2 3 4 5 b 7 2016 | 2013
5-7 57

Texting while driving 94% | 5% | BY% 16.2% | 17.3% | 18.0% | 24.0% | GO.0% i GE.B%_
Mot r-rnoug_h EXErcise 5.8% B.2%: 11._5% 18.4% | 22.1% 2L.1% | 15.0% | SB.2% | 640N
Talking on a cell phone 83% | £.9% | 10.1% | 17.1% | 20.1% | 18.4% | 19.0% | 57.6% | 04.8%
Poor eating habits 1% | b6M 12.4% | 20.9% | 20.1% 19%% 13.6% | 53.086 | 59.8%
Tobacco use (cigarettes, 11.8% | 5.9% 10.2% | 2001% | 16.4% | 18.4% | 17.4% [ 522% | 6l1%
smokeless, e-cigarettes) |

14.0% | 7.9% 11.5% | 18.4% | 17.3% | 13.0%  179% [ 4824 | GA.8%
rug abuse 15.9% | 7.5% 13:4% | 30.3% | 15.3% | 13.0% | 15.7% | 43.9% | 54.1%
Alcohol abuse | 16.5% | 8.6% 14.0% | 19.0%  17.0% | 1T1.6% | 13.3% | 41.9% 59.1‘}6_
Mot using seat belts while 14.0% | 13.3% | 15.6% [ 21.0% | 143% | 11.0% | 11.0% | 26.2% | 46.4%

| riding in a vehicle

Violence ([domastic 17.2% | 14.5% | 16.7% | 20.9% | 13.1% | 9.2% | 8.5% | 30.7% | 44.64%
violence, fighting, etc.)
Teenage pregnancy 18.4% | 17.4% | 16.1% 18.8%__ 12.2% | 10.1% | 7.0% | 29.3% | 43.2%
Child abuse and neglect 18.5% 1?4% 14.8% | 20.7% | 11.7% | 8.0% | 3.3% 29.0% | 45.3%
Mot using child safety seats | 20.7% | 18.2% | 14.9% | 17.8% | 5.9% | 7.8% | 10.9% | 28.4% | 39.9%
{or improper usej
Texting while walking 26.3% | 19.2% | 146% | 17.8% | 9.0% | 6.6% | A% 22.0%
resulting In injury _ |
Mot getting vaccinated to 22.9% | 2009% | 174% | 17.1% | F.e% | 6.7 | 74% | 217% | 36.9%
prevent disease
Human Trafficking 40.8% | 21.2%  106% | 12.4% | 45% | 4.1% | B.S5% 15.1%
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Tzble 53: What is the impact of the following behaviors on the overall health of your
community? (0 = No impact; 7 = Major impact) (Ranked using Mean Scores)

2016 | Rank 2013 Rank
ltem Content Mean | 2016 | Mean | 2013
Texling while driving 4. 78584 1 8,054 1
Mot enough exercise 4.6807 2 5.865 2
Talking on a cell phone while driving 46528 3 | BBBEZ a
Poar eating habits 4. 5263 4 5.703 4
| Tobacco use (cigarettes. smokeless, e-cigarettes) 44837 5 5,686 8
Drunk driving 4 2761 5 5479 B
Drug abuse 41237 7 5.515 8
Alcohol abuse ) 30941 | B | 5662 7
Mot using seat belts while riding in a vehicle 3.8604 g 5136 g
Wiolence {domestic violence, fighting, ete.) 3.5954 | 10 5.059 10
Child abuse and neglect 35116 | 1 5.047 1
| Teenage pragnancy 34718 | 12 4.962 12
Mot using child safely seats (or improper use) | 34444 | 13 4.816 13
Mot getting vaccinated to prevent disease 31544 | 14 4 600 14
Teuting while walking resulting in injury 3.0936 15
Human Trafficking | 2.5687 | 16

In the follpwing tables (Tables 53 and 54), items are ranked by various demographic variables, and in a
few cases (age, for example), some rankings change.

Table 54; What is the Impact of the following behaviors on the overall health of your community?

{Ranked by Mean, Age 45-64)

Rank and Fank and Fank and 2016
Mean hMean Mean tatal
18-44 45-64 B85 and over | Rank
Mot enough exercise 2 46088 | 1 4 9587 3| 42982 2
Texting whila driving 1 48246 | 2 | 49183 | 2| 456835 kil
Talking on a cell phone while driving 5 4 5550 | 3 4. 8535 1| 46772 3
| Poor eating habits 30 45928 | 4 | 471130 7 3.7903 4
Taobacco use (cigarettes, smokeless, e-cigarelles) 4 48557 | 5 48837 | & 4.0080 5 |
Drunk driving 3 42732 | A 4.4735 4| 40720 &
Drug abuse 7| 41015 ¥ 4,364 6| 38286 ¥
Alcohol abuse & | 40084 & | 41783 | 8| 237823 8
Mot using seat belts while riding in a vehicle 9 | 38223 0 | 38979 | 8| 38429 g
Violence (domesfic viclenca, fighting, etc.) 10 2.5635 | 10 S5.8174 [ 11 32185 10
Child abuse and neglect 12 | 25279 | 11 | 38624 | 13| 31626 11
Teenage pregnancy 13 | 38081 [ 12 | 36711 | 12| 31789 12
Mot using child safety seats {or improper use) 11 35400 [ 13 | 34501 14 | 30325 13
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| Texting while walking resulting in imjury

Mot getting vaccinasted to prevent disease

Human Trafficking

[Ranked by Mean, 525,000-550,000)

15 | 20577 | 14 | 32808 10 3.3008 15
14 | 34794 | 16 | 32868 15| 2.91068 14
16 | 28261 | 16 | 26178 16 2.3485 16

Table 55: What is the impact of the following behaviors on the overall health of your community?

Rank and Mean

Texting while driving

Mot enough exercise

Talking on a cell phone while driving

Tohacco use (cigarettes, smokeless, e-cigareltes)

Foar eating hakbits

|
Rank and Mean

Rank and Mean

Drunk driving

Drug abuse

Alcohol abuse

Mot using seat balts while riding In a vehicle

Violence {domestic violence, fighting. ate)

Child abuse and neglect

Tesnage pregnancy

Mot using child safety seats (or improper use)

Texting while walking resulting in injury

| Mot getling vacoinated to prevent disease

Human Trafficking

<=825,000 $25,000-$50,000 | $50.000 and over
1 45503 | 1 48504 | 49051
4 43202 | 2 4.6345 | 3 4.8603
3 44044 | 3 46200 | 3 4.7414 |
2 45537 | 4 45385 | 5 45818
5 42004 | 5 45388 | 4 46850
6 41525 | 8 42580 6 4.3783
7 39716 | 7 41978 | 7 4.2393
8 36352 | 8 40528 | 8 4.1128
g 3.8305| 9 29597 | 9 3.8857
10 | 35257 | 10 3,6008 | 10 | 36754
12 | 34887 | 11 34919 | 11 | 35983
1 | asir| 12 34716 | 13 | 35103
13 | 33125 | 13 34553 | 12 | 45199
14 | 31136 | 14 3.2490 | 15 | 34047
15 | 29314 | 15 31083 | 14 | 32810
16 | 25200 16 25081 | 16 | 26341
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Health Issues

The issues shown an Table 55 below represent how the respondents rated 16 health issues for
perceived seriousness in their communities, As in question 18, the issues are listed, and they reflect

surveys completed in 2013 and 2011, Note that in 2016 two were added: Injuries resulting from farm
accidents; Injuries resulting from falls, elc.

Twa columns were added here, a sum for columns 1-3 and the sum for 5-7 from 2013. The percentages
vary from year to year, in part because the scale in 2013 was based on eight (8) levels of response.

Table 56: How serious are the following health issues in your Community?
{Percentages on a 7-point scale ranging from 1=Not setious at all to 7=Extremely

ENPASUrD)

seriaus)
Sum t- Sum 5 | Sum 5-
3 ‘ 2 4 4 : 6 T Faoms | 7aom
Cancar 21.6% 5.6% A5% | 11.2% | 19.8% | 23.0% | 19.9% | 16.4% | 53.5% | B27%
Owenweight and shesity 25.3% 55% | T.3% | 12.2% | 19.4% | 214% | 181% | 15.9% [ 553% | 64.5%
High bloed pressure 23.8% | 58% | Ha% | 127w | 228w | 2oy | toeew | 1tow | szew | smam
Heart disease 252% | E5% | 58% | 134% | 219% | 212% | 1os% | 124% | B2en | 48.3%
Diabatas 258% | m9% | 57% | 141%w | 227% | 215% | 189% | 11.2% | 51.8% | 48.4%
Mental haalth {including
daprassion) EEW | 7w | 102% | 150% | 21s% | 200% | 144% | 11.5% | 45.0% | 42.0%
Aging problems (arthritis, . . . . .
hearing/vision loss) 38w | 74% | 7aw | 185w | 239w | 24.0% | 126% | To%e | 44.3% | 54.1%
Infectious disaazes (flu,
athar viruses! infactions) gt | 7% | 116% | 192% | zr4w | 18.0% | 108% | 5% | 34.2% | 402%
 Strake 408% | 9.2% | 124% | 19.2% | 264% | 167% | 101% | &4% | 332% | 33.4%
Suicide E1.8% | 18.3% | 18.7% | 16.8% | 188% | 11.8% | 0.8% | 8.2% | 204% | 21.8%
| Poordental health 46.9% | B.5% | 17.0% | 218% | 255% | 161% | BE% | 47 | 275% | 31.3%
Injuries rezulting from farm
i) A | 102% | 185% | 2i2% | 24.2% | 149% | T4% | A% | 2590%
Injuries resulting from falls,
ate, 489% | 98% | 180% | 213% | 262% | 144% | T3% | 33w | 25.0%
Injuries resulting from
“’j“‘?hﬁﬁ (AT, other §1.1% | 105% | 182% | zza3% | 25.4% | 120% | &7% | 31w | 238% | 283%
vahicla)
Sexualy transmitted
diseasesinfections (STls) soaw | 18.0% | 2ze% | 21.0% | 2149 | 105% | 48% | 3.8% | 18.8% | 23.3%
Unsafe envirgnment {poar
airfwater, chemical TOFS | 22.6% | 29.0% [ 190% | 158% 5.8% 3.9% 3% | 187w | 233%

Table 56 [next page) shows rank based on mean scares. Between years, the average/mean scores are

calculated on a different basis. In 2013 the score is based on 8 categories, thus a higher mid-point

{between 4 and 5), while the 2016 score is based on 8 categaries {mid-paint in 2016 is 4). This means
that the 2016 results will appear to have higher scores although it may just be that the scale has been

shifted.
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Two issues moved notably in the rankings. Aging moved from #3 in 2013 to #7 in 2016 (#6 in 2011} a
likely explanation is that respendents were overall younger (2016, average age = 45.7; 2013, 51.8).
Further, some of the several other issues vary by age (additional tables inserted below).

Anather health issue that moved is Suicide from #14 in rank to #12. Ignoring the added categories,
Suicide moved ahead of Injuries resulting from crashes (ATY, other vehicle), Sexually transmitted
diseases/infections (5T1s}, and Unsafe environment {poor airfwater, chemical expasure)

Table 57; How serious are the following health |ssues in your Community? [On a 7-point scale ranging from
1=Mot seripus at all to 7=Extremely serious; 2013 scale B values, O=Not at all serious to 7=Very serlous.)

| Health Issus

| Cancer

Ovenweight and obesity

High Blogd pressure

_ Heart disease

Digbetes

| Mental health (including depression)

figing problems (arthritis, hearingivision loss}

Infectious diseases (flu, other viruses! infactions)

Stroke

Poor dental health

Injuries resulting from falls, etc.

Injuries resulting from farm accidents

Suicide

Injurizs resulting from crashes (ATY, other vehicle)

Sexually transmitted diseases/infections (3Tls)

Unsgafe anvironment (poor airfwater, chemical
exposura)

2016 Maan 2016 Rank 2013 WMean 2013 Rank

4. 7281 1 58662 2
4 6098 2 5.66EY 1
4.5485 2 54115 4
4.5278 4 53519 a
4.4948 5 5.2651 i]
4.2602 =] 4.9895 7
41787 7 54520 3
3.8080 & 4.9509 8
38446 | 9 47322 g
3.6281 10 45894 10
3.5283 11 e
35204 12

3.5204 13 3.8386 14
34640 14 45034 11
31633 15 4.0850 12
2.7884 16 3.8598 13 5
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Cancer Screening

All Cancers

As shown below, cancer |5 the leading cause of death in Nebraska. This accounts for approximately one-
third of all deaths in Nebraska as of 2014.

Figure 14: Leading Causes of Death, Nebraska 2014
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Cancer death rates by county range from 76.2 in Stanton County to 210 in Burt County in 2014, The
2010-2014 average age-adjusted cancer death rate by county is higher for all except Madison and
Cuming Counties. As a whole, ELVPHD residents exhibit a cancer death rate that is lower than the state
of Nebraska for both 2014 and the 2010-2014 average.

| Figure 15: Cancer Deaths by County of Residence, Age-Adjusted Rate
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Souree: Matlional Vital Statistics System-Hatalily [NYSS-M), COCIHNCHS

As shown below, the percentage of individuals who have ever been told they have cancer in any form
has declined from 2013 to 2014 for the Elkhorn Logan Walley population. Elkhorn Logan Valley had
higher percentages of individuals who had ever been told they have cancer in any form in 2012 and
2013 when compared to Nebraska, and less than Nebraska in 2014,

Figure 16: Ever told they have cancer in any form
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Source; Mebraska Behaviaral Risk Factor Surveillance Systerm [BRFSS), September 2015

Colorectal Cancer

A5 shown below, the Calorectal Cancer {CRC) death rate has been declining for both Nebraska and the
LS. from 2007 to 2013, As of 2013, the death rate for Nebraska was at 15.3 per 100,000, which Is
slightly above the Healthy People 2020 target of 14.5 per 100,000,



Figure 17: Colorectal Cancer Death Rate
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s shown below, the new cases of invasive CRC has been declining for both Nebraska
and the U.S. from 2007 to 2011. As of 2011, the age-adjusted case rate for Nebraska

was at 43.9 per 100,000, which is above the Healthy People 2020 target of 39.9,
Figure 18: Invasive Colorectal Cancer, New Cases
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Colon Cancer Screening
Approximately 41% of survey respondents were over the age of 50 (553
individuals). Of which, the fallowing guestions were asked.

From the ELVPHD Cammunity Health Survey, 36.5% of respondents had an FOBT more than a year ago,
22.9% had an FOBT within the past year, and 32.3% never had an FOBT. In addition, 63,5% had a
Colonoscopy within the past 10 years, 5.6% had a Colonascopy more than 10 years ago, and 29.8% of
respondents over the age of 50 had never had a Colonoscopy.

Figure 19: FOBT and Colonoscopy Rates

28. When did you complete your last FOBT {a test to check selid
waste/stool for blood)? _
Within the past year . 22.90%
More than one year ago E—— 36.50%
Never L 32.30%
29. When was your last colonoscopy?

Within the past 10 years _ 63.50%
More than 10 years ago l 5.60%
Never B 29.80%

According to the Centers for Disease Contral and Prevention (CDC) and the Behavioral Risk Factor
Surveillance System (BRFSS), being up to date on colorectal cancer screening means either, "having a
fecal occult blood test (FOBT) during the past year, a colonoscapy during the past 10 years OR a
sigmoidoscopy during the past 5 years and an FOBT during the past three years.” Therefore, from the
proportion of responses below whao had an FOBT in the last year and a colonoscopy in the last 10 years,
17.3% of survey respondents from the ELVPHD service area were up-to-date on their CRC screenings.
Approximately 69% had either an FOBT in the past year OR a Calonoscopy in the last 10 years from
within the ELYPHD population.

Figure 20: Up-To-Date on CRC Screening By County
] Colunoggapv in Past 10 Years Al I&?F{]BT in Past Year
r\--.I o

(237
o o "“ 5
5 . i =i
e e I~
15 e} ’7 ’7 =
= || ‘ . } ! N |
BURT CUMIMNG M ADISON STAMTOM

*The 2016 Communily Health survey did not includesigmaidoscopy
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According to the Community Health Survey, the proportion of residents that were up-to-date on CRC

screening according to CDC and BRFSS guidelines ranged from 6.3% in Burt County to 23.6% in Madisan
County. Those individuals that had one or the other component of up-to-date CRC screenings according
to COC and BRFSS puidelines ranged from 64.6% in Burt County to 76.2% in Stanton County (see above).

Figure 21: Last FOBT by County
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When looking solely at FOBT by county, those that were screened in the last year ranged from 10.2% in
Burt County to 28.9% in Madison County, Those that had been screened more than a year ago {longer
than advised by the CDC and BRFSS guidelines), ranged from 22% In Stanton County Lo 46.9% in Butt
County, Finally, those that reported never being screened with an FOET ranged from 22% in Stanton
County to 37.9% in Cuming County,

Figure 22: Colonoscopy History by County
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When looking selely at Colonoscopies by county, those that were screened in the |ast 10 years ranged
frarn 58% in Burt County to 73.2% in Stanton County. Those that had been screened maore than ten
years ago (longer than advised by the CDC and BRFSS guidelines), ranged from 2.8% in Madison County
to B.5% in Cuming County. Finally, those that reported never being screened with a Colonoscopy ranged
from 17.1% in Stanton County to 32% in Burt County.

In summary, there appears to be room for improvement with CRC sereening, Healthy People 2020
guidelines aim for 70.5% of the population ages 53-75 receiving screening. According to BRFSS data,
ELPHD papulation has fluctuated from 60.6% in 2012, 53.5% in 2013 to 59.8% in 2014. In comparison,
the same years for the state of Nebraska are as follows: 61.6%, 62.8% and 64.1% [see below). ELVPHD is
lower than the state in all years, and significantly lower than the HP 2020 goal,
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Sources: Mebraska Behavioral Risk Factor Surveillance System (BRFSS), September 2015; Mational Health
Interview Survey (NHIS), CDC/MCHS

Figure 23: Up-To-Date Colon Cancer Screening, Ages 50-75
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Cervical Cancer

As shown below, the overall Cervical Cancer death rate has been declining for both Nebraska and the
U.S. from 2010 to 2013, As of 2013, the death rate for Nebraska was at 2.4 per 100,000, which is slightly
above the Healthy Pecple 2020 target of 2.2,

Figure 24: Cervical Cancer Death Rate
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Healthy People 2020 Baseline (year): 2.4 {2007)

Healthy People 2020 Target: 2.2
As shewn in Figure 25 below, the overall new case rate of invasive Cervical Cancer has remained fairly
constant for Nebraska and the U.5. from 2007 to 2011. As of 2011, the death rate for Nebraska was at

7.3 per 100,000, which is slightly above the Healthy People 2020 target of 7.2, Healthy People 2020
Baseline {year): 8.0 {2007}
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Figure 25: Invasive Cervical Cancer New Cases
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Cervical Cancer Screening

The median age of those survey respondents that had ever had a Pap test was 44 years. The median age
of those that had had a Pap test within the past three years was 40.

Figure 26: Pap Test Rates

49. Have you ever had a pap test?

Yes | NE67.10%
No || 2.90%

50. How long has it been since your last pap test?
Within the past three years W 7650%

Morethan3yearsage  |[HIE 22.10%
| don't know I 1.30%
Never | 0.10%

According to the Community Health Survey Respondents, 76.5% had received screening as
recommended by the COC and 97.1% had ever had a Pap Test. The proportion of those that were up-to-
date on Cervical Cancer Screening ranged from 85.4% in Cuming County to 79.6% in Stanton County,



Figure 27: Up-To-Date on Cervical Cancer Screening by County
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According to COC guidelines, average-risk women ages 21 to 65 should be screened every three years. In
2012, the BRESS estimates that 84.2% of the ELVPHD population were up-to-date on their cervical
cancer screening. This decreased to 80.2% in 2014. The corresponding propartions for the state were
£3.9% in 2012 and 81.7% in 2014, Both state and district proportions have decreased from 2012 to
2014,

Figure 28: Up-To-Date on Cervical Cancer Screening, Female Ages 21-65 Years
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Breast Cancer

Overall, the female breast cancer death rate has been declining in Nebraska, however from 2012 to
2013 the death rate increased from 12.2 to 21, Nebraska female breast cancer death rate has remained
lower than that of the country for all years except 2013, where the country had a rate of 20.8 and the
state was 21, not statistically significant. The Healthy People 2020 goal is 20.7, which Nebraska reached
from 2004 to 2012,
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Figure 29: Fernale Breast Cancer Death Rate

m Hebraska W US,  — — - Linear (Nebraska}
= £ kg L M
N 1 m R o B -
Ef & 1l L (]
=1 - | S A b3
= MRl 'y i) e
el =
=
el |
&
=2|
|
< |
= 2007 2008 2009 2010 2011 2012 2013

Source: Nalienal vilal Statistics System-hMortality [MWS5-0), COC/NOHS; Bridged-Race Populalion Eslimates Mo Census 2000 and 2014,
COCMCHS and Census

Overall, the new cases of late-stage female breast cancer has been declining since 2007. However, in
2011, it rose to 44.3 from 39.4 in 2010. Nebraska had a lower new case rate than the country for 2007 to
2011 except in 2008 and in 2011 when the case rates were 45.4 and 44.3, respectively (44.3 and 41.9,
respectively for the U.S.). The Healthy People 2020 goal is 42.1, which Nebraska had reached in 2009
and 2010,

Figure 30: Late-S5tage Female Breast Cancer, New Cases
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Breast Cancer Screening

According to the American Cancer Society guidelines, women ages 40-44 should get an annual
mammogram if they choose. Women ages 45-54 should get mammograms every year, and women ages
55 and older should receive mammaogram screenings ever two years. Given these guidelines, 19.7% of
ELVPHD Community Health Survey respondents between the ages of 30 and 38 are being screened
early, 17.6% between the ages of 39 to 41 are being screened early, and 9.1% of women under the age
af 30 are being screened early. Nearly 8% of women ages 42 to 45 are being screened for the first time
and 2.5% of women between 46 and 50 are initiating screening,




Figure 31: Breast Cancer Yes
Screenings and Self-Checks
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48. How long has it been since your last mammogram?
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Of those woemen from the Community Health Survey who had a mammogram in the past, 61.2% did so
within the last year and 36.6% did so more than a year ago. According to the Natienal Health Interview
Survey [NHIS), in 2013 72.6% of women ages 50 to 74 had received a mammogram within the past two
years, 72.4% in 2010 and 73.7% in 2008. The Healthy People 2020 target 15 81, 1%.

The BRFSS for Nebraska reported that of women ages 50 to 74 who were up-to-date on breast cancer
screening was approximately 75,5% for residents of the ELVPHD community in 2012 and 77.7% in 2014,
hoth of which were higher than the state percentages of 74.9% and 76.1% in 2012 and 2014,

respectively.

Figure 32: Up-To-Date on Breast Cancer Screening, Females Ages 50-74 Years
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Prostate Cancer

As shown below, the overall Prostate Cancer death rate has been slightly declining for both Nebraska
and the U.S. from 2007 to 2013. As of 2013, the death rate for Mebraska was at 21.5 per 100,000, which
is slightly above the Healthy People 2020 target of 21.8.

Figure 33: Prostate Cancer Death Rate
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Healthy Peoanle 2020 Eazeline (yewr): 24,2 (2007)
Healthy Peonle 2020 Target: 218
Prostate Cancer Screening

According to Healthy People 2020, the target for the year 2010 is 15.9% of men ever to be counseled
about advantages and disadvantages of the FSA test. This goal, according to the Community Health
Survey, has already been met in the ELVPHD population far men over the age of 50, but the
aforementioned goal proportion was alimed towards men over the age of 40, so this proportion may be
skewed. The state of Nebraska is approximately at the Healthy People 2020 goal, but has 1.5% of its
male population over the age of 40 to go.

Figure 34: Prostate Cancer Screening, Discussions with Providers

30. Have male adults in your household, age 50 and over,
discussed prostate cancer screening with their health care
provider? -
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Source: Mebrasla Behavioral Risk Factor Survelllance System (BRFSS], September 2015; National Health Interview Survey
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Exercise

Background. A lifestyle lacking in regular physical activity has been associated with an increased risk for
cardiovascular illness, cancer, osteoporosis, and ether dehilitating conditions. Despite these risks, a large
proportion of people remain inactive,

The COC wehsite lists multiple benefits received from exercise including weight contral, reducing risk for
cardiovascular disease, diabetes, some cancers, improved mability and strength, and longer life.

Tahle 67: BRFSS Physical Activity Measurements

i I
Ne leisure-time met agrobic Met ruscle | Bectr aer_u:ubic
physical activity phyysical activity strengthening igSteds aciiuity and
in past 30 days racommendation recermendation MEls ﬁr.rengl.hm.nng
| recammendations
Cverall ) 26.1% | 49.4% 24.9% | 16.3%
Male | 26.5% 4858 25.5% 16.3%
Female 25.7% 50.3% 44% 16.3%
| Education
Less than High School 39,05 15.2% 13.2% 8.3%
Hizh Schoal/GED 30.6% 425% | 27.0% 16.5%
Some College = 11.4% 57 8% ' 25.5% 149,6%
College Graduate 14.8% R8T 20.7% 19.6%
|nCome =
<525,000 31.6% 43.5% _ 21,64 12.2%
S_l‘S,U{IID-ﬂEJ,.E] oa A6 45.6% 25.8% 16.0%
550,000+ 1F3% a6.0% 30.2% 20.6%
Age
15-44 20.9% £B.8% 32.0% 19,74
45-54 24,35 A5 8% 12.9% 14.2%
A5 and alder 30.3% 56, 7% 15,65 13.4%

HP2020 Goals and BRFSS HD reports
The CHA document includes district level data for four physical activity measurements:

1. No leisure-time physical activity in past 30 days. The goal (PA-1}is to reduce the propartion of adulls
wha engage In no lefsure-time physical activity from o boseline of 36.2% to o torget of 32.6%.

Bosed on BFRSS data in the first coltmn, ELVPHD exceeded that gool with 26.1% that engoge In no
physical getivity.,

Question 33 of the 2016 asked “How many days a week do you do at least 20-30 minutes of physical
activity without stopping, in which you breathe heavier and your heart beats faster? Responses in 2016
were consistent to those in 2013 {2016, 15% Never exercised; 2013, 16.8% Never exercised).
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Tahle 68: How many days a week do you do at least 20-30 minutes of physical activity without
stopping, in which you breathe heavier and your heart beats faster?

2016 Valid 2013 Valid
Fraguancy Farcent Fercent Percetit
Walid B-7 days a week 94 G.4% T.1% 11.1%
4-5 days a waek 278 18.9% 21.0% 21.1%
2-3 days a week 475 32.1% 35.7% 33.2%
1 day a week 283 19.1% 21.3% 17.8%
Mever 200 13.5% 16.0% 16.8%
Total 1331 858.9% 100.0% 100.0%
Migsing  System 149 10.1%
Total 1480 100.0%

2. Met aerobic physical activity recommendation. The second identified geal in the BRFSS report (PA-
2.1) would increase the proportion of adults who engage in aerobic physical activity of at [east moderate
intensity for at least 150 minutes/weel, or 75 minutes/weelk of vigorous intensity, or an equivalent
combination, The haseline for the goal is from 2008 where 43.5% of adults engaged in aerohic physical
activity of at least moderate intensity for at least 150 minutes/week, or 75 minutes/weelk of vigorous
intensity. The target for this indicator was 47.9%.

in the BRESS report for ELVPHD 49.4% met aerobic physical activity recommendation, which exceeded
the target of 47.9%. For this, the levels of physical activity increased with education, income, and age.

For the survey respendents, it is plausible that those who exercise at least four days per week {28%)
would meet the goal. For the third value (2-3 times per week, 35.7% of respondents), those who
exercise 2 times would have 40-60 minutes per week, and those who exercise 3 times would have 60-90
minutes per weelk; a proportion of that latter {3 times per week) could meet that requirement.

3, Met muscle strengthening recommendation. The goal [PA-2.3) increases the proportion of adults
who petform muscle-strengthening activities on 2 or more days of the week from a baseline of 21.9% to

a target of 24.1%.

Fram the BRFSS report (no survey guestion) 24.9% met this recommendation and the HD met that goaol.
Here, again, the levels increased with education and income, but they decreased as age increased,

4. Met hoth aerobic physical activity and muscle strengthening recommendations. This goal (PA-2.4)
combines two of the metrics with an increase of the proportion of adults who meet the objectives for
aerobic physical actlvity and for muscle-strengthening activity, The baseline here is 18.2% and the target
is 20.1%.

With 16.3% the HD did not meet this goal. Proportions here increased with income and education, but
decreased with age.
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Exercise x BM(

Both surveys included questions about weight and levels of exercise. The following table shows
crosstabs the results for amount of exercise by BM| category and the year.

Table 69: Detailed Breakdown: How many days a week do you do at least 20-30 minutes of physical
activity without stopping, in which you breathe heavier and your heart beats faster?

BMI Weight Categories &-7days | 4-5days | 2-3days | 1daya
Year a week aweaek a week ek Mever Tkl

) 2018 33.3% 13.3% 20.0% 13.3% 20.0% 100%

Unidlerweight
2013 33.3% 16. 7% 16.7% - 33.3% 100%
Healthy 2016 9.3% 27 5% 38.0% 12.0% 12.3% 100%
Waight 2013 15.1% 25.0% 37.2% 11.6% 11.0% 100%
; 2018 8.6% 20.7% 25.7% 22.2% 12.8% 100%

Cwvarweight
2013 11.9% 23.8% 31.9% 15,7% 16.8% 100
% 2018 3.7% 16.8% 33.3% 27.55% 18.8% 100%

a5

2013 7.2% 14.9% 28.7% 27.1% 22.1% 100%
Total 2018 T.1% 21.0% 35.5% 21.3% 16.1% 100%
2013 7.2% 14.9% 28.7% 27.1% 22.1% 100%

Healthy Weight. lust over one-third exercise at |east 4 days per week, with a slight decrease in 2016
{37%; 2013, 40%).

Overweight. In 2016 29% exercised at least 4 days per week, lower than those at a Healthy weight and
also less than Overweight in 2013 (35%). Overwelght respondents reported exercising One-day a weel:
or less at 35% (one in three).

Obese. In 2016, 21% exercised at least 4 days per week, the least amount of the four weight categories.
This also was a slight decrease from 2013, Of these in the obese category, 463 exercised One-day a
weelk or less [about half; 49% in 2013).

Nutrition

Twa of the 2016 Survey questions asked the dally servings of fruit and vegetables (#34 and 35). Similar
questions are included in the BRFSS report that is part of the DHHS CHA dacument.

Some comparisons of the 2016 Survey data with the 2013 Survey data.

Fruits (Question 35). Respondents in 2016 consumed considerably less fruit than those of 2013,
e MNone; 2013, 2%; 2016, 11.5%.
o 1-2servings: 2013, 53%; 20186, 72%.
o 3-dservings: 2003, 21%; 2016, 15%.
e 5ormore; 2013, 5.3%; 2016, 1.5%.

Vegetables (Question 36), Respondents in 2016 consumed considerably less/fewer than those of 2013,
s 1-2 servings; 2013, 56%; 2016, 71%.
s 3-4servings: 2013, 26%; 2016, 22%.
e Sormore: 2003, 7.5%; 2016, 2%.
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Soda etc, (Question 37}, Though the measures differed between surveys, it appears that respondents in
2016 decreased their soda/saft drink consumption (given the large increase in Mone).
s [MNone: 2016, 56%; 2013, 44%.
e 1 perday: 2016, 39% (includes 1 and 2 per day); 2013, 51% (includes Occasionally, 1-2 perday).

2 perday
Over 3 per day. 5%, same as 2013,

BRFSS: Sodium, Fruits, Vegetables, Sugar

HP2020 does nat have specific goals here, but these are part of the BRFSS data tables in the CHA

document.

With reference to questions 35 and 36 in the information abave, the BRFSS data show a higher
proportion of respondents with lower amounts of fruit/vegetable consumption. The measure here is less
than 1 serving per day, which in other scales is sometimes represented as Occasionafly.
o Consumed [ruits fess than 1 time per doy: Four in ten, overall, Males eat less fruit than females,
and eating fruits increases with levels of education, Income, and age.
e Consumed vegetables less than 1 time per doy: one in three, Males eat fewer servings of
vegetables than females. Eating vegetables increases with education, income, and age.
e Sadium: About half are currently watching sodium/salt intake. It is relatively constant by levels
of education, increasing with age, and decreasing with levels ofincome.
s Soft drinks: In the 2016 Survey 44% had at least one soft drink per day. This is lower in the BRFSS
report (31%), Seft drink consumption decrease with levels of education, age, andincome.
« Energy Drinks. |n a separate question, 8.6% of respandents said they regularly drink energy

drinks.

Tahle 70: BRFSS reports for reducing sodium, consuming fruits, vegetables and soft drinks.

Currently
watching ar
reducing
sodiurm or salt

Consumed
frizits less than
1time per day

Consurmned
vogetables less
than 1 tima per
day

Consurmed sugar-
oweetened
heverages lor
more times par
day in past 30

intaks days
Overall 49.3% A1 4% 25.4% 310%
hale 45 3% A6.68% BAR 41.9%.
Female GREM 36,44 23.4% 21.9%
Education
;;Z::an et - 38.2% Z8.5% ik
I High School/GED 453, 1% a7 A% 35.1% 43.3%
Some Cullege_ 46.2% 46.1% 30.5% 278
| College Graduate A5a% 31.9% 20.8% 27.4%
lncome |
525,000 50.0% 49.5% :146'}’% 32.9%
.':‘.?.Lé_,ﬂDﬂ--*lﬂ,E‘ElEl A4 4% 44 8% 27.0% 38.9%
550,000+ 47 5% 38.0% 27.7% 29.0%
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Table 67 (Continued.)

Currently
watching or
redusing sodium
of salt intake

Conzumed
fruits lass than
1 tirme per day

Consumed
vegetahles less
than 1 time per
day

Consummead sgar-
sweetened
heverages 1 or
more times per
day In past 30
days

Age

| 3d4-44 35.9% 48, 5% 34, 8% 45.1%
45-54 55.9% 42.2% 26.7% 25,1%
65 and older £2.9% 26,54 23.3% 15.6%

Table 71: Do you or someone in your household regularly drink energy drinks such as Red Bull,
Wonster, or 5-hr. Energy?

Cumulative
Freguency Percent Walid Percent Percent

Walid Yo 114 7.7% B.B% 3.6%
Mo 1183 80.6% B89.6% 88.2%
| don't know 24 1.6% 1.8% 100.0%
Tatal 1331 B9.5% 100.0%

Missing  System 144 10.1%

Tatal 1480 100.0%:

Healthy Food Environments and Access

Feople generally get most of their food from either 1) retail groceries, where they buy foods to prepare
and eat from home, or from 2} foed service venues, where they eat away from home. Grocery stores,
corner stores, and farmers’ markets are examples of food retail venues, Restaurants (including guick
serval, child care facilities, schools, hospital and worksite cafeterias are examples of food service
venues.

The difference between the two is in the range of choices for healthy food. The range Is much broader in
retail venues (except for processed/frozen meals), and much narrower in food service venues. The CDC
in its literature points out that having healthy food available and affordable in food retail and food
service settings allows people to make healthier food choices ™ When healthy foods are not available,
people may settle for foods that are higher in calories and lower in nutritional value. Thus, creating and
supporting healthy food environments is an important part of public health work.

CDC suggests these strategies:
1) providing incentives for supermarkets or farmers’ markets to establish their businesses in
underserved areas;
2] having nutrition information and caloric content on restaurant and fast food menus; and
3] applying nutrition standards in child care facilities, schools, hospitals, and worksites,

W Eor example, hitp://www.cde.gov/obesity/downlvads/hirassessment.pdf. Centers for Discase Control and
Prevention. Healthier Food Retail: Beginning the Assessment Process in Your State ar Community. Atlanta: LS.
Department of Health and Human Services; 2014
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2016 Survey: Food Choices

Question 42 asked about the sources of fresh fruits/vegetables in a multiple response question. Nearly
all rely on a grocery store, but one in four (28%) do have a garden and one in five {20%) use the farmers
market. Just ona in twenty (5%) checked the Bountiful Baskets Coep. This and The Farmer’s Markets are
constant across the four counties. The Own Garden varied by county: Burt, 32%; Cuming, 37%,; Madison,
24%; and Stanton, 27%. Own Gorden increase with levels of age and income, and Farmer’s Market
increases with age.

Table 72: Where do you get your fresh fruits/ vegetables? Frequencies

Responses Fercent of
h Percent Caseas
SOURCE Zrocany store 1289 GA.2% a7 8%
ESSSESH Farmer's market (seasonally appropriate) 269 13.1% 20.2%
i o] ki)
ATMRES Erow n iy own garden 375 18.2% 28.2%
Bountiful Baskets Ti 3.5% 8.3%
Dither 27 1.3% 2.0%
| do not consume fresh fruils and vegetables 13 5% 1.0%
Total 20584 100.0%: 154, 2%

2. Dichotomy group tabulated at value 1,

Food Service Venue

Two thirds {66%) of respondents eat Fast food or in Restaurants at least one time per week. Close
behind that is Processed food (74% at least once perweek), One difference in those who eat Processed
Food and those who do nat (None) is that 49% of the latter read food labels Very Often, compared to
27% of those who eat processed food.

Table 73: How many times per week do you eat the following foods:

Mone 1-2 per week 3-4 per week | & or more per
week

Fast food 34.1% 58.7% 6.1% 1.1%
Restaurant food (sit down. not fast food) 37.0% B60.2% 2.0% 0.8%
Wending machine foad BB 7% 9.8% 1.0% 0.4%
Workplace Cafeteria 0% 14.6% o.0% 4,50
Frocessed foods (frozen dinners, frozen 25.8% B4.8% 16.4% 2.0%
pizza, boxed macarani & cheese, eic.)

Table 74: How often do you typically read food/nutrition labels? All respondents

Cumullative
Frequency Fercent Walid Percent Percent

Walid Wary Often 435 29.4% 32.7% 32.7%
Sometimes 861 37.9% 42.1% T4 8%
Rarely 248 16.8% 1B8.7% 93.5%
Mewver 86 5.8% f.5% 100.0%
Tatal 1331 B0.9% 100.0%

Mizsing  System 149 10 1%

Total 1480 100.0%




When asked about how often respondents eat a healthy breakfast, Table 74 below shows that the
average response s 5 days. The number of days increases significantly with age, but it does not with
education or income, |t decreases as BMI category increases (p = .065; marginally significant).

Table 75: How many times have you eaten a healthy brealkfast in the past 7 days?

Cumulative
Freguency Percent Valid Fercent Percent

Walid 1 Day 107 7.2% 8.0% 8.0%
2 Days 133 8.0% 10.0% 18.0%
3 Days 187 10.6% 11.8% 28.8%
4 Days 136 9.2% 10.2% 40.1%
5 Days 208 14.1% 15.6% 55.7%
B Days g9 &.7% 74 63.2%
7 Days 347 23.4%: 28.1% 89.2%
Mone 143 9.7% 10,8% 100.0%
Total 1330 BE.8% 100.0%

Missing  System 150 10.1%

Tatal 1480 100.0%

Worksite/School lssue: Vending Machines

Current HP2020 goals seek to improve / increase nutritious offerings in vending machines in schools. In
the school version, the goal seeks to increase the proportion of schools that do not offer sweetened
heverages (from 9.3% to 21.3%), as one vending option, and to increase the propartion that make fruits
and vegetables avallable when other food is available or sold {5.6% to 18.6%).

This is alse addressed by Question 43 of the 2016 Survey. The response (below) is that fewer than half
43% have access to healthy vending options.

Tahble 76: At your current employment (or school), do you have access to healthy vending options,
such as: milk, 100% juice, water, granola bars, cheese, nuts, etc.?

Walidl Curnulative
Frequency Percent | Percent Percant
Valid Yes 576 38.9% 43 3% 43 3%
Mo apz 200.4% 22.7% 66 . 0%
There are no vending options at my job 218 14.7% 16.4% 82.4%
| do not work outside of the home 187 12.6% 14.1% 96.5%
| den't know 47 3.2% 3.5% 100.0%
Tatal 1330 BE.9% 100.0%
Missing System 150 10.1%
Total 1480 100.0%




A related question {17) asked about workplace wellness. If those whao do not work outside the home are
excluded, the percent who have a workplace wellness program is 71%.

Table 77: At your current place of employment, is there a wellness program to encourage you to be

healthy?

Walid Cumulative
Freguenscy Percent Percent Farcent

Walid Yes 831 B&. 1% 61.2% B1.2%
Ma 283 19.1% 20.8% 82.1%
| do not work outside of the home 184 13.15%: 14.3% 96,4 %
| don't know 449 3.3% 3.6% 100.0%
Total 13567 91.7% 100.0%

Missing  System 123 B.3%

Total 1480  100.0%

Food Insecurity

Food Insecurity is defined as food insufficiency and hunger, at adult and child levels, resulting from
inadequate household resources. This concept was originated by the USDA in 2006; it is a household
related metric. The proportion of U.5. househelds that reported experiencing food insecurity during a
12-menth period increased 21.8% between 1995 and 2012, from 11.9% to 14.5%.

The HP2020 target [NW5S-13) is to Reduce household food insecurity and in doing so reduce hunger
fram a baseline of 14.56% of households that were food insecure in 2008 to a target of 6.0%.

ELVPHD [and Nebraska) do not meet the baseline, according to the BRESS data included in the DHHS
CHA document. For the HD, 17.8% experienced Food Insecurity in that report. Further, when the data
are presented by gender, differences are significant (Males, 10.5%; Females, 25%). Though it is not clear
what differentiates a male from a female household, focusing on other demographics show that food
insecurity decreases as income, education, and age increase.

Fruit/Vegetable Consumption

In the health district an estimated 33,521, or 77.9% of adults over the age of 18 are consuming less than
5 servings of fruits and vegetables each day. This indicator is relevant because current behaviors are
determinants of future health, and because unhealthy eating habits may be the cause of significant
health issues, such as obesity and diabetes.

Tahle 78: Adult Fruit and Vegetable Consumption

Repart Areo Talol Populotion . Totel Adults with fnn'al‘equare Fruit /| Percent Adults with Fnln'dequare Fruit /
[Age 18 ) Vegetable Consumption Vegetable Consumption
ELVPHD i 43,030 33521 779%
Burt | 5,407 3,515 7245
Cuming E. 956 5273 75.8%
Muadisar ;,EJQEJ 20,305 7B 1%
Slantan 4,568 4,028 85,38
Mehroska 1,326,139 1,037,041 7B 2%
| United States ARLATR010 171,972,118 75. 7%
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Data Source: Centers for Disease Control and Prevention, Behaviaral Risk Factor Surveillance System. Accessed vio the Health
Indicators Worehiolse. US Department of Health Human Sarvices, Health indicators Warehouse, 200502,

Weight: Overweight and Obesity

The prevalence of overweight and abesily amang adults, adolescents, and children has risen
considerahly over the past twenty years in the United States and in Nebraska, according to BRFSS

reports,

Definitions. The Body Mass Index (BMI) was developed as an instrument to represent overall weight
conditions and trends in survey populations. As such, its calculations sometimes ‘overlook’ relative
muscle mass, conseguently depicting athletes as being overweight {for example), In the most recent
data, the CDC also includes the category of Undenweight. In the reports fram the 2006 Survey,
respondents reported height and weight and those were used to calculate individual BMI scores. The
four categories are:

Underweight (BN 12.0-18.4)
Normal Weight (BMI15.5-24.9)
Overweight (BMI 25.0-29.9)
Obese (BMI 30.0 - 99.8)

Results from BRFSS Dato

BRFSS reports for BM| and trends in weight show the proportions for those who are obese and also
combine the Overweight and Obese categories, especially when |ooking at data for individual Health
Districts. In 2014, 65.5% of adults in the HD were either obese or overweight, statistically the same
praportion as statewide (66.7%).

In 1995, about half {46.7%) Nebraskans were at ‘Figure 35: ELVPHD District: Obesity and
normal weight; that proportion decreased to one- Overweight Rates
third {34.5%) in 2014. During the same perlod the o

: : £ 7ek 754,
praportion of those overweight stayed about the — 73%
same, 37% to 36.4%. The percentage of those in the — e —
obese category, however, increased from 16.3% in il 6%

1985 to 30.3% in 2014,

In each of the four years from 2011 through 2014,
the proportion who are ohese has remained about
the same for the Health District and for the state.

The differences for the Health District {(depicted in
the adjacent chart) are not ‘significantly’ different
year to year, The differences by gender, however,
are significant, with a larger proportion of males
[28% mare) either overweight or obese,

2011 Az 2013 2014

I | e glas = Famales

15 The Mational Institute of Health has also published a definition with three levels {1111} of obesity, thus six
categories in all.
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Tahle 79: BRFSS Data for Weight

Cheso o
Obese (BMi=30+), | Overweldht
ar Obese
[BMI=30+) amoeng (BMI=25+)
disabled
Age
18-44 26.5% 47 9% 50 4%
45-Fd : ___36.5“3‘:: 45.3% 75.23%
B5 and i i
oider 28204 400.0%, 609, 3%
Income
=325,000 34.4% 41.8%. G5 8%
$25 000- 0 L i
49,999 321% 38.1% a0
$80,000+ 28.4% a0.3% 69.3%
Education
Less than a o .
High School 24.1% 42 6% BEL3%
High i, {1 =]
SchooliGED 368.9% 42 7% T1.5%
S 27.0% 40.2% 63.5%
Collegs
Collage 29.2% 41.3% 68.1%
Gradugte |
Race/Ethnic Minority
White, NH 28 3% MA BE.1%
| Hispanic d2.2% MA BE.1%
Mon-White,
WH 46 2% NA B3.3%
Minarity 38.2% MA B5.6%

Tahle 78 {left) presents BRFSS data from 2011-
2014 for the HD disaggregated for demographic
variables.

Age. Of the three categories reported by DHHS,
greater proportions of those 45-64 are
overweight or obese than are those 65 and over
orunder 45.

Income. The prevalence of obesity decreases as
income increases. Being Overweight, however,
does niot,

Education. Proportions of abesity appear to
decrease as levels of education increase.

Disability. DHHS included weight class data for
disahled respandents; it is also an HP2020 goal,
In this a greater proportion of disabled
respondents are chese than those who are not
disabled; however, with reference to statewide
disabled papulations, there are no significant
differences and there are no differences within
the HD on a year to year basis,

Based on the BRFSS data for 2014, there are an
estimated 12,328 adults in the HD who are
obese and 14,793 who are overweight. Obesity
by county {with 2013 in parentheses): Burt,
1,668 (1,624): Cuming, 1970 [2029): Madison,
8,551 (7,489); and Stanton, 1,494 (1,474).
2016 Community Survey

In the 2016 Survey 17.5%Y of respondents said
they had been tald they had health problems

with being Obese/Overweight (Question 12, one of 17 possible diagnoses). Of those (n = 228), 91% were
chese and 9% overweight. Further, 62% had a BMI above 35, and 34% of those had a EM| above 40. For
these respondents the mean B was 38.45 (median, 26.86), while for all respondents the mean BiWI
was 29.62 [median, 28.19). (There are several additional comments for this group below. )

18 Calculated using a Multiple Responses Frequency [Variable), The N = 1359,



2016 Survey Responses

Table 80: BRESS Weight Categories

2018 Valid 2013 Walid
Freguancy Percent Percant Percent
Yalid Uniderwaight 15 1.0%: 1.1% 1.4%
Healthy Weight 367 24 8% 28.1% 31.9%
Crhvanweight 409 27 6% 31.3% 32.9%
Obese 815 34.8% 39.4% 33.0%
Tatal 1306 88.2% 100,05 100%
Missing  System 174 11.8%
Total 1480 100.0%

In all, 71% of the 2016 Survey participants were overweight/obese (Table 79 above) based on the
height/weight responses in the survey.

It is important to remember that these results represent anly survey participants and are not necessarily
generalizable to the HD population. At the same time, the proportions in survey responses is very close
to that of the BRFSS reports for the district.

Looking at the survay respondents (crosstabs, BMI by demographic characteristic),
e BM| decreases as education level increases {a mean of 32.23 for those with less than a HS
diploma to 29.07 for those with a college degree).
¢ BMI decreases as income increases,
= BMI is not significantly related to age category. The highest average BMI is for those 45-54
(30.44) and the lowest is for those 24 and under(27.29),

19, How serious are the following health issues in your Community?

This question included Overweight and obesity among 16 health issues ranked on a scale of 1 (Mot
serious) to 7 (Extremely Serious). Treating ‘4’ as a neutral response, leaves one in four (25%) saying it is
Mot Serious and half (55%) of respondents saying it is Serious {ranking it 5 or above}, One in six (15.9%)
seq il as Extremely Serfous.

Table 81: Overweight and Obesity: Perceived Seriousness as a Health Issue

Cumulative
Freqguency Percant Valid Percent Percant

Valid Mot Serious At All -1 78 5.3% 5.8% 5.8%
2 ao 8.7% T.3% 13.1%
3 154 11.1%: 12.2% 25.3%
4 261 17.6% 19.4% A4 7%
& 2Ba 19.5% 21.4% BE.0%,
G 244 16.5% 186.1% 84.1%
Extramely Serious - 7 214 14.5% 15.8% 100.0%
Total 1348 91.1% 1 00.0%

Missing  System 132 8.9%

Total 1480 100, 0%

An analysis of the mean scores {for Weight as a health issue) by select demographic variables shows that
their view of how serious Weight is as a health issue:
s Increases with age, especially for those 45-64, after which the rating dropssome.
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a Increases as income increases.

s |ncreases as level of education Increases.

s And it even varies {consistently) by county, ranked highest (of the four counties) in Madison,
followed by Stanton, Cuming, and then Burt.

[ts ranking, however, is not significantly associated with levels of BMI, either when viewed as four
categories or six. It is viewed as most serious to those who are at a Healthy Weight, followed by those
who are Obese, Overweaight, and finally Underweight.

Current Weight Loss Attempts

34. Do you believe thot you need to ... ? {Lose weight, Stay at same weight, Gain weight, N/A -
Pregnant]

Reading the table below shows that three of four (78.7%) would like to lose weight. By BM| category,
thatincludes

47 4% of those at a Healthy Weight

¢ BG6.3% of those Overweight

97.5% of those Obese.

60% of those who were Underweight wanted to stay the same, and 33% wanted to gainweight.

Of those who were told they weight presented a health problem, 98.7% said they would like to lose
weight.

Table 82: Weight Goals, Do you believe that you need to..?

Cumulative
Frequency Percent Valid Percent Fercent

Walid Lose weight 1048 T0.B% T8.7% T8.7%
Stay at same weight 225 15.2% 16.9% 95.6%
Gain weight 28 1.8% 2.0% o7 6%
MiA — Pregnant 32 2.2% 2:4% 100.0%:
Total 1331 85.9% 100.0%

Missing  System 148 10.1%

Total 1480 100.0%

Tahle 83: Percent of Adults Obese (BMI1>30.0) by Year, 2004 through 2012

?ﬂm'h’lma | 2004 2005 2008 2007 2008 2009 !ED_ID R Eﬂil 2012
ELVPHD | 2451% | 24.7% | 26.30% |27.65% |28.3% | 29.37%  20.82% |30.75% | 31.55%
Bt 26% 26.22% | 27% 286 29.1% [ 309%  316%  [314% | 327%
Curming | 20.5% | 25794 |273% | 28.2% | 292% [ 293% | 29.7% | 28.6% “28.4%
Madison 23.5% | 23.62% |25.5% |26.6% | 27.3% | 235k | 293k 30.7% | 31.5%
Stanton 25.72% | Z7.08% |2B.8% | 31.3% | 3L.3% | 325% |309% | 33.6% | 33%
Mebrroskd 24.59% | 25.59% |[27.07%% (27.87% | 2838% |28.92% | 29.13% | 2B.99% | 29.37%
United Stgtes | 23.07% | 23.79% | 24.82% |25.64% | 26.36% |27.35% |27.29%  27.19% | 27.14%
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HP2020 Goals and Weight

With respect to the Healthy People targets, the percent of obese and healthy weight may

present considerable opportunities for improvement, The 2020 goal for a healthy weight is

33.9% from a baseline of 30.8%. The current healthy weight for ELVPHD is 34.5%, exceeding the
target.

The revised goal [NWS-9) related to obesity is a target of 30.5%. From the 2014 BRFS5S data, the HD s
at 31.0% (Cl 27.8%-34,5%), so that target is within the range of the confidence interval for the Health
District.

With respect to the goals and demographic subgroups, however, it seems appropriate to
recommend that the focus of activities he Males.
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Radan

fluestion 33 asked about testing homes

for radon levels.

In bath years one in ten {10.5%; 2013,
10.4%) do not know if their hause has
been tested for radon. One in four (28%)
have and two thirds (62%) have not. The
adjacent chart [Figure 51) shows the
variation in testing by county and by

year.

Table 113: Radon testing within the last two years, by County [Cross tabulation)

35

Gurk

Figure 51: Radan Testing

EEED

Laaming

W01 WMZD1G

Mladizon

Akamton

In which county do vou live?

Other (please specify) Burt Cuming Madizan Stanton Taotal
Yos 18.9% 23.8% 17.6% 19.8% 16.8% 18.2%
Na 75.4% BE.3% T3.0% 68.4% T1.8% T0.3%
| don't know 5.7% 10.1% G9.4% 11.8% 11.3% 10.6%
Total 100.0% 100.0% 100.0% 100.0% 100.0% 100E0%
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Vehicle Safety

Motor vehicle crashes are a leading cause of injury and death; at the same time there are (according to
the COC} many proven prevention strategies, Components include use of seat belts, child and adult
safety, and behaviors that impair judgement while driving,

Automohile Safety: Distracted Driving and 5eat Belts

Seat Belts

The seat belt question used compressed categories; 91% of respondents often/ofwoys use a seat belt.
The respanse is essentially the same as 2013, and because the vafuies in the question are different, a
direct comparison with the BRFSS report is not passible,

The Mebraska BRFSS question asks only if respondents afways wear a seat belt, and the percent for the
Health District is 62.6% overall, not different from the statewide proportion [72% in 2014), From the
table below {based on BRFSS data), seat belt usage is higher among femnale respondents, and it
increases, whether throughout the state or in the Health District, by age and education.

Table 126: Seat Belt Use

2016 Valid 2013 Valid
Freguency Percent FPercent Parcant
Walid Rarely or never 16 1.1% 1.2% 1.8%
Sometimes a6 58% B.7% T.4%
Often or always 1180 T8.7% g2 0% o0.E%
[ dan't ride ina car 1 A% 1% 2%
Tokal 1283 BB.7% 100.0% 100.0%
Mizssing  System 1497 13.3%
Total 1480 100.0%

Distracted Driving: Behaviors related to driving confirm the prevalence of distracted drivers on the
roadways, Talking on the cell phone is commen for four of five (83%) respondents, as is riding with
someona who is talking on the phone (86%). BRFSS data put the HD at 67%, which then decreases as age
increases and increases with income,

The next most commaon practice listed in the 2006 Survey is eating/drinking while driving (86%) or riding
with someone who is eating/drinking (82%), Most of the responses proportions are parallel to those

from 2013, except for texting.

According to BRFSS data, one in four drivers {24%} has texted while driving (past 30 days, 2012). The
2016 response was greater at 33%, up fram 27% in 2013, Riding with a driver who texted increased from
27% to 41% in 2016. The context, relevant demographic variables, from the BRFSS is that texting is
inversely related to age, and it correspands to education, both of which are hiases of the 2016 Survey
where respandents tend to be younger and better educated.
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Tahle 127: BRFSS Data for VYehicle Safety

Always wear a scatbelt when I‘r:lflid xhll;t 10 Talked on a cell phons while g::j:ﬂll:_lmias::gg
driving or riding Ina car® el driving in past 30 days E gHre
days DS

f}l.rara” 52.5% 23.5% E!‘Eig% 4,5%
Male 57.8% 27.3% 72.2% 5.8%
Femaie :"2.2% 19.4% E:I']ﬁ% 2.3%

Fermalz Highar
1i-44 5&.4% 45.3% B8, 7% G.A0%
A5G4 65,44 15.2% A3.2% 4.5%
654 9.9% 0.8% 30.0% (1.8%
<435,000 63.8% 33.1% 59.5% 2.6%
f;;ggg”' 56.0% 25.6% 75.4% 4,5%
50,0004 64.2% 15.3% 81.8% 5.7%
tapindn: | 71.2% * - 0.4%

| High Scheal
High 5
55.7% 3.4 75.68% 4.

School/GER | a i
safme 61.1% 31.8% 71.7% 7,25
College
Collers 66.9% 42.5% 88.3% 2,9%
Graduate

Table 128: In the past manth, have you driven a vehicle while doing the following:

Responses S016Percent of | 2013 Percent of
M Percant Cases Cases

Drive w/Distracted2® Talked on Cell Phone g 38.8% A3.4% 82.9%
Texted 3651 15.5% 33.4% 27.1%

Read 75 3.2% 6.9% 2:49%

Put an Make Up /! Fix Hair 58 2.5% 5.4% 2.8%

Eatf  Drink 927 29.9% 85.8% 78.9%

Total 2322 100.0% 215.0% 195.8%

a. Dichotomy group tabulated at valug 1.

Table 129: In the past month, have you ridden in a vehicle where the driver has done the following?
{Please check all that apply)

Responses 2013 Percent of
b Percent 2015 Fercant of Caszes Cases
4 Talked on Cell Phone are 39.4% 86.9% 82.9%
Texted 415 18.6% 40.8% 271%
Read A4 2.9% G.3% 2.9%
Put on Make Upf Fix Hair ar 1.7%: 3.6% 2.9%
Eat f Drink 435 a7.6% 81.7% 79.9%
Total 2225 100.0%: 218.1% 155.8%
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Drinking and Driving

Over the past three BRFSS reports the proportion who admit to DUI seems to have decreased (2010,
6.3%: 2012, 5.6%:; 2014, 2.4%). However (based on the confidence intervals), the differences year to
year are not significant, nor are they significantly different from that statewide. In 2014, the proportions
were significantly higher for males (BRFSS Table), and they decrease with age and increase with income.

The question from the 2016 Survey asked if respondents were driving after 2 drinks {past 30 days).
About one in ten {8.9%: 2013), said Yes and 16.5% {2013, 9.9%) said they had been riding In a vehicle

where the driver had mare than two drinks.

Youth: Ride w/a drinking driver. On Drinking and Driving, three reports for the HD show decreased
reported drinking and driving {2010, 12%; 2012, 9.9%; 2014, 8.1%),

Youth Vehicle Behavior Charts

Figure 53 below, from a previous report for the HD, show the trends consistently improving of youth
aleohol behaviors. These are based on data in the NSP/DOT data publications.

MIP: 7 Year Trend DUI Convictions: 7 Year Trend
[ages 16-20/per 10,000} {ages 16-20/per 10,000]

10 —
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Figure 53: Alcohol and Driving Figures, MIP and DUI Rates 2008-2014 (Ages 16-20)

Automotive Safety: Child Seots and Seatbelts

In response to Question 118, 60.5% said they do transport children in househaold vehicles, The Yes
response served as a filter for subsequent guestions, so that after the initial filtering question/skip logic,
mary of the questions were gualified additional factors {age, weight, height). For the purposes here
statements were developed to exclude cases {| don’t have children under 4 years,” for example), so that
the propartions represent only those cases gualified to answer a question,

Mare examples of qualifying statements:
» | do not have a child under the age of 3.
® There are no infants/toddlers [through the age of 2) in my household.
s There are no school-aged children in my home.
»  There are no school-aged children with a height of 4 ft. Sinches.
» There is no child/ren ages 12 and older.
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Table 130: Children and Vehicle Safety

118. Do you transport children in your vehiclas? {N = 1,283)

119, If you have a child under the age of 3, have you had a certified
| technician check the car seat in the past year? (M = 2B3)

|124 Do you have a fire extinguisher in your vehicle? (M = 1,480)

Children and Restraints

120. When riding in a vehicle, my infantsitoddlers use an infant
carrier or convertible car seat in the rear-facing position until they
reached the highest weight or height allowed by the car seat's
manufacturer? (N =251}

121. When riding in a vehicle, do your preschool-aged children {age
3 and up) that have ouigrown the rear-facing waight and height limit
for a convertible car seat use a car seat with a harmess in the
forward-facing position for as long as possible. (N = 428)

122, When riding in a wehicle, do your school-aged children use a
boaster seat until reaching & height of 4 ft. §in.7 (N = 377)

123, When riding in a vehicle, how often do your childfren agaes 13
and above use a seat balt? (W =421}

ATvs and Safety

126, If yes, da you use a helmet? (M =245)

Yes No | don't
know
50.5% 39.5%
40,7 % 56.3% 3.0%

] 36% | 96.1% 14% |
Rarely Somelimes | Often | Always
or hever - |

3.2% 3.6% 5.2% 88.0%
£.2% 4.8% 5.3% 84.5%
10.2% T.2% 8.8% T3 7%
.55 3.5% B.4% B9.8%
125, Do you have an ATY (quad, quad bike, three-wheelor, four-wheeler, quadricycle)}? | 19.4%
27.8%
81.4%
11.5%

FQT. Do you supervise riders that are under 16 years of age? (N = 151)
1

28. Have drivers under the age of 16 completed an ATV Safety class? (N = 130)

115



Concerns and Services Needed

The community survey included two open ended questions about health concerns in the community and
services neeged at the hospital.

In open ended items the first challenge is to sort responses into topics, which requires adding variables
and codes. It is a subjective process. A second challenge is that these two questions allowed for multiple
response, and for that multiple variables were added to the file. If a respondent entered three topics,
for example, additional variables were added so that their responses could be preserved.

The tables, once assembled, were reviewed in the context of the 2013 Survey. While many topics are
still on the agenda, many new ones have been added.

Mon-response. For these guestions, there was considerable non-response. It took two forms, blank
spaces and the word “Mone.” These are noted, but they were removed from the tables.
Health Concerns

Regarding health care concerns in the area, 34.4% left the items blank and 41.6% wrote in none or some
variant. In all, 76% did not respond or had no concerns; 24% did.

Tahle 148: Health Care Concerns in the Area

1686, What concerns you
maost ahout health care in
your area? (If you have no Walid Cumulative
concerns enter none.) Frequency | Percent | Percent Fercent

Valid ACcess 25 26% | 5.6% 5.6%
Behavioral 11 1.2% 2.5% 8.1%
Billing Practices & 0.6% 1.3% 0.4%
Cancer 4 0.4% 0.9% 10.3%
Cosf 125 13.1% 28.0% 38.3%
Cnuergge 28 2.@':.-'-":- 63% 445%
Distance 1 0.1% 0.2% 44 7%
Endocrinology 2 0.2% 0.4% 45.2%
Health Infarmaticn 3 0.3% 0,7% 45.9%
Haspital Adiministration 13 1.4"% 2.9% 48.5%
Limited Medical Resources 28 2.9% £.3% 85.0%
MO Shortage 23 24% EA% B0.2%
Medicaid a 0.5% 1,1% 51.3%
Mental Health Services 20 3.0% 5.5% 67.0%
MNeurologist 1 0.1% 0.2% G, 0%
Pediatrician 7 0.7% 1.6% B8.5%
Pharmacy 12 1.3% 27% T2.3%
Cluality Care g 0.9% 2.0% T4.3%
Cluality Medical Staiff (3721 T.2% 16.4% a89.7%
Quality of Medical Services 18 1.9% 4.0% 83.7%
Substance Abuse 3 0.3% 0.7% 24.4%
Turnover 15 1.6% 3.4% 97.8%
Miscellaneous 10 1.0%: 2.2% 100.0%

— Tatal 447 48 5% 100. 0%
Migsing System A00 53.2%
Total 958 100.0 ]
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Tahle 149: Health Care Concerns in the Area (By County)

Other Burt Cuming fMadison Stanton
[ ™ % M b ™ % M % M o
« | Access 3| 68% | 3| 86% | 9 104% | 6| 26%| 3| 65%
| Behavioral 1 2.9% 8 3.4% 2 4.3%
| Billing Pratices 1] 23% | 4 17w 1] 22%
Cancer 4 1.7%
+ | Gost | 1alz208% | 6| 174% [ 33| 37.1% | 62| 266% | 11| 23.0%
| Coverage [ s 114% | 1| 20%| 9] 101% 3| 65%
Distance B 1 1.1%
Endocrinclogy | 12 | H.2%
Heallh Information | 3| 1.3%
Haospital Administration 1| 2.3% 1| a7 | 2| srw
| Limited Medical Resources 3 £.8% 4 . 11.4% & 3.4% 14 B.0% 4 8.7%
WD Shortage 3| 68% | 1| 20% | 2| 22w 14| 60%| 3| 65%
Medicaid 1| 2.3% Al 1.7%
« | Mental Health Services T T.9% 20 B.6% 2 4.3%
Miscellaneous 2 22% 8| a4m '
[ | Meurologist | 1] 0.4% u
Pediatrician 2| asw 3| 13%w| 2 43%
| Pharmacy 51 14.3% 6| B.7% 1 22%
+ | Qualily Care 2| 45% 3l 3an| 5| 21% i
. Cluality Medical Staff G 13.6% Q| 2578 | 10| 11.2% 35 | 16.0% 8 17.4%
T [ Quality of Medical Services | 1 | 23% | 4 114% | 4| 45% B 34% | 2 43%
|| Substance Abuse | al 13w | | |
|| Turnover 3| sawm| 1| 2o9% 8| 34% | 1] 22%|
| 44 35 89 233 46 |

Access. Comments tauched on the need for a wide range of practitioners, from dentists, pediatricians,
retaining doctors, plus many mare.

Verbatim (Examples):
o Limited access to health care services....
= Getting to see doctor on a day that worls out for me, Getting prescriptions refilled in a timely
mahner, Ficking up prescriptions when pharmacy is epen/doesn't screw themup,
s the distance | have to g0 to get decent care that is In my PPO
o \Would like after hours or extended clinic hours in \West Point.
= Should be open in evening to help working class
»  Sometimes, the doctors have no epenings and will not work youin,
# Lack of availability

Behavioral Health. Comments related to behaviors and conditions, faor example:
e Overweight and nutrition
Increasing prevalence of conditions that can be affected by lifestyle changes

Smiakers, obesity
Obesity in children and families because of poor eating habits and laclk ofexercise
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s Ohesily, mental health, no healthcare services used, life-style choices that lead to healthcare

issues

Costs. Generally mentioned was cost of care, but some talked about how to pay when expenses are

high. Cost and Insurance were mentioned frequently.

Health Issues, Reflected on the major issues menticned elsewhere in the survey, such as obesity and

cancer.

Mental Health. Throughout #166 and #167 respondents expressed the need for mental health services

and practitionears, Some of the responses include:

¢ Need closer children's psychiatric unit and support groups and parenting classes,
s Mental health services availability

»  Lack of Ph.D./MD mental health practitioners

We need to continue to extend the Mental Health Services
Lack of knowledge in military culture Behavioral Health Providers shortage
Psych coverage is minimal
e Mental health for the geriatric population

L
L

e Anoverburdened mental system and more pediatric care
s Mental health...a |ot of people come to ER for mental healthissues

¢ Lack of mental health providers

Health Services

There was, again, averlap in responses between Questions 166 and 167, and it appears that much of

what respondents wanted to say about health, whether concerns or services appeared there.

1567, Are there any services that are not currently offered at vour hospital thot you would like to see
added? (If there are no services you would like to see added, enter none.}

Overall, 35.9% did not respond, 51.6% entered ‘None’, a total of 81% non-response.

Tahle 150; Are there any services that are not currently offered at your hospital that you would like to

Tahle 149 Continued..

see added?
Walid
Fregquency Fercent
Valid Access 1 0.6%
Alternative 2 1.1%
Medicine
Behavioral Health 2 11%
Billings 1 0.6%
Birth Services 5 2.8%
Clinics 2 1.1%
Daycare 3 1.7%
Don't Know 13 7.3%
“Health Information 3 1.7%
Facilities 2 1.1%
Hospital 2 1.1%
Administration

Valid
Frequency Percent
MD Shartage 5 2.8%
* Mental Health 15 | 8.4%
" Mumerous 4 | 2.2%
OBGYN i 3,8%
Pharmacy 2 1.1%
Specialists aa 49.7%
Support Groups 3 C1T%
Wellness 5 2.8%
Miscellansous 13 T.3%
Total 178 100.00%
1480
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Tahle 151: Are there any services that are not currently offered at your hospital that you would like to
see added? Those responding "None"” by county

By county with the Mone response in
percent: -
County % Blank | % None | %Total
0y o
_ 27% | 60.7% | 87.7%
" 202% | 69.7% | 89.9%
urt
1 oo k)
Curing 24% _54,9;‘-: 88.9% |
f] 4
| Madison 19.8% 62.4% 82.2% |
]
Stanton | 2% | 597% | 847% |

Table 152: Are there any services not currently offered at your hospital that you would like to see
added? By County

Other Burl ‘ Cuming Madisan Stanton
N % N| % |N % N % N %
Access 1 33% 1 a.3%
Alternative Medicine _ 2 2.0% | 1 5.3%
Behavieral Heallh | 2 2.0% '
Billings
Birth Services 1 12.5% | i 3 31%

| Clinics 1| 125% | 1 3.3%

Daycara 1 33% 2 2.0% 1 5. 3%
Health Information 1 3.3% 3 31%
Facilities 1 3.3% 1 1.0% A F.2%

" Hospital Administration i 9.1% B 1 1.0%

MD Shortage ] 41 41%

| Meanital Health 3 27.3% 10 10.2% 2 10.58%
Mumerous 2 | 18.2% | | = 2.0%

OBGYN ] 4 133% ) 1] 1.0%

" Pharmacy ' 1 3.2% 1 1.0% .
Specialists & 45,5% g 75,05% 15 A0.0% | 52 R3.1% 11 57.9%
Support Groups 2| 20% 1 5.3%
Wellness 2 G.7% | b 2.0% 1 53%
Miscellaneous 3 10.0% | 10 10.2%

19 g 30 | e 19
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APPENDIX IIT

Organizations that participated in the CHIP meeting, community focus group meetings and strategic
planning sessions are listed below. These entities had one or more participants in the process.

= Area Agency on Aging

o AseraCare

s Baker Counseling

¢ Bridge Crisis Center

s Burt County Board of Supervisors

e (Central Nebraska Community Action
Partnership, Inc.

s College of Public Health

e« Congressman Jetf Fortenberry District
Rep

s« (Cuming County Board of Supervisors

s Cuming County Juvenile Diversion

s Department of Health and Human

Services

Dinldage Medical Clinic

Director of Emergency Services

District 7 Probation

Extension Educator- Madison County

Faith Regional Health Services

Franciscan Care Services

Goldenrod Regional Housing Agency

Home Instead Senior Care

lonia Research

Johnson Rehabilitation & Sports

Performance

Land O'Frost

s Legal Aid of Nebraska

s Liberty Centre

s Madison Public Schools

= Memorial Community Hospital and Health
System

Midtown Health Center

Mt. Olive Lutheran Church

Nebraska Children Home/Right turn
Mebraska State Senator, District 16
Narfolk Community Health Care Clinic
Morfolk Family Cealition

Narfollk Police Division

Norfolk Public Schools

North Central District Health Department
Mortheast Community College
Northeast Nebraska Area Agency on
Aging

Northeast Nebraska Behavioral Health
Network

MNortheast Nebraska Community Action
Partnership

Northern Nebraska Behavioral Health
Network

Northern Early Learning Connection
(Oakland Heights

Oaldand Mercy Hospital
Oaldand-Craig Schools

Qasis Counseling International
OneZ20ne Patient Connect

Ponca Tribe of Nebraska

Region 4

Saint Francis Memorial Hospital

Saint Francis Home Health & Hospice
Stanton lealth Center

UNI, Extension

West Point Chamber of Commerce
West Point Living Center

West Point Public Schools

Wisner Care Center

Women's Empowering Lifeline
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