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Executive Summary 
 

 “The Mission of Catholic Health Initiatives is to nurture the healing ministry of the Church, supported by education 
and research. Fidelity to the Gospel urges us to emphasize human dignity and social justice as we create healthier 

communities.” 
 

CHI Health is a regional health network consisting of 15 hospitals and two stand-alone behavioral health facilities in 
Nebraska and Western Iowa. Our mission calls us to create healthier communities and we know that the health of a 
community is impacted beyond the services provided within our wall. This is why we are compelled, beyond 
providing excellent health care, to work with neighbors, leaders and partner organizations to improve community 
health. The following community health needs assessment (CHNA) was completed with our community partners and 
residents in order to ensure we identify the top health needs impacting our community, leverage resources to 
improve these health needs, and drive impactful work through evidence-informed strategies.  
 
CHI Plainview is located in Plainview, Nebraska, a community of about 1,200 residents located in Pierce County, 
Nebraska. Since its opening in 1968, CHI Plainview has been providing care to patients from Pierce County with 
exceptional care and quality outcomes. CHI Plainview is a 15-bed critical access hospital with inpatient and outpatient 
services including: emergency, laboratory, radiology, home health, specialty clinics, physical therapy, cardiac rehab, 
pulmonary rehab, surgery, occupational therapy and Coumadin clinics. 
 
CHI Health Plainview Community Health Needs Assessment 
In fiscal year 2016, CHI Health Plainview conducted a CHNA in partnership with multiple agencies across the North 
Central District Health Department (NCDHD) and all the hospitals within the six counties that make up the North 
Central District. The process was led by NCDHD and Ionia Research assembled the CHNA under the provision of the 
NCDHD. 
 
The CHNA led to the identification of 13 priority health needs for Pierce County.  With the community, the Hospital 
will further work to identify each partner’s role in addressing these health needs and develop measureable, impactful 
strategies. A report detailing CHI Health Plainview’s implementation strategy plan (ISP) will be released in November, 
2016.  
 
The process and findings for the CHNA are detailed in the following report. If you would like additional information 
on this Community Health Needs Assessment please contact Kelly Nielsen, Kelly.nielsen@alegent.org, and (402) 343-
4548. 
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Introduction 

 

Hospital Description 
CHI Plainview is located in Plainview, Nebraska, a community of about 1,200 residents located in Pierce County, 
Nebraska. Since its opening in 1968, CHI Plainview has been providing care to patients from Pierce County with 
exceptional care and quality outcomes. CHI Plainview is a 15-bed critical access hospital with inpatient and outpatient 
services including: emergency, laboratory, radiology, home health, specialty clinics, physical therapy, cardiac rehab, 
pulmonary rehab, surgery, occupational therapy and Coumadin clinics. 
 
CHI Health Plainview also offers the following services to the Pierce County community: 
Nursing Care Services 

 Medical/Surgical  

 OB/GYN 

 Pediatric 

 Skilled Nursing Care 
Surgical Services 

 Orthopedic 

 Surgery 
Emergency Care  
Specialty Clinics 

 Home Health Care 

 Cardiology 

 Urology 

 ENT 

 Pulmonary 

 Podiatry 

 Ophthalmology 

 Orthopedic 

 Surgery  

 OB/GYN 

 Weight 

 Oncology 

 Vascular 

 Neurology 
Mammography 
Ultrasound 
CT Scan and MRI 
Diagnostic Radiographic Services 
Interventional Radiology 
Dietary Counseling 
Blood Bank 
Laboratory 

Pharmacy 
Respiratory Therapy Services 
Stress Testing Services 
Halter Monitoring 
Pastoral Care 
Social Services 
Lifeline 
Cardiopulmonary Rehab Services 
AICD—Pacer Checks 
Audiology 
Sleep Studies 
Nuclear Medicine 
Pain Management 
Kidney Dialysis 
e-cares (ICU, Emergency, Pharmacy) 

 

 

Purpose and Goals of CHNA 
CHI Health and our local Hospitals make significant investments each year in our local communities to ensure we 
meet our Mission of creating healthier communities. A Community Health Needs Assessment (CHNA) is a critical 
piece of this work to ensure we are appropriately and effectively working and partnering in our communities.  
 
The goals of this CHNA are to: 

1. Identify areas of high need that impact the health and quality of life of residents in the communities served 

by CHI Health 

2. Ensure that resources are leveraged to improve the health of the most vulnerable members of our 

community and to reduce existing health disparities 

3. Set priorities and goals to improve these high need areas using evidence as a guide for decision-making. 

4. Ensure compliance with section 501(r) of the Internal Revenue Code for not-for-profit hospitals under the 

requirements of the Affordable Care Act.  
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Community Definition 
 
CHI Health Plainview is located in Plainview, NE and largely serves the Pierce County area. Pierce County was 
identified as the community for this CHNA, as it is the primary service area for CHI Health Plainview. Some data 
charts will show other counties in the North Central District, as data was compiled for all counties served by NCDHD, 
but for this CHNA, Pierce is the community being served by CHI Health Plainview.  
 
Figure 1: CHI Health Plainview Service Area 

 
 

Community Description 

 

Population 
Plainview, NE is located 141 miles from Omaha, NE and 100.6 miles from Sioux City, IA.  According to the most recent 
census estimates, Pierce County is 100% rural, encompasses 573 square miles and has 7,208 residents. The North 
Central District is 87.8% rural, whereas the state of Nebraska is 26.9% rural, thus explaining North Central District’s 
low population density of about 3.18 persons per square mile. The majority of the residents in Pierce County (98.4%) 
are non-Hispanic, white residents. The remaining minority proportion is 1.6% Hispanic or Latino, 0.4% Black, and 
0.2% Asian.  
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Table 1. Community Demographics 

 Pierce County Nebraska 

Total Population1  7,208 1,896,190 

Population per square mile2 (density) 12.56 24.15 

Total Land Area2 (sq. miles)  573 76,824 

Rural vs. Urban2 Rural 
(100% live in rural) 

Urban 
(26.9% live in rural) 

Age3 (2014 estimate)   

% below 18 years of age 24.9% 24.8% 

% 65 and older 18% 14.4% 

Gender3   

% Female 49.5% 50.4% 

Race3   

% Black or African American 0.4% 4.9% 

% American Indian and Alaskan Native 0.3% 1.4% 

% Asian 0.2% 2.2% 

% Native Hawaiian/Other Pacific Islander 0% 0.1% 

% Hispanic 1.6% 10.2% 

% Non-Hispanic White 98.4% 89.4% 

 

Socioeconomic Factors 
Table 2 below shows key socioeconomic factors known to influence health including household income, poverty, 
unemployment rates and educational attainment for the community served by the hospital. Compared to the state of 
Nebraska, Pierce County has a similar median household income, lower rates of persons and children in poverty, 
lower unemployment rates, higher high-school graduation rates, and a lower percentage of population that is 
uninsured.  However, Pierce County has a lower percentage of residents with some college compared to Nebraska 
and a higher rate of children who are uninsured.  
 
  

                                                        
1 U.S. Census Bureau Quick Facts (v2015 estimate) accessed May 2016 http://www.census.gov/quickfacts 
2 US Census Bureau, American Community Survey. 2010-2014. Accessed March 2016 
http://assessment.communitycommons.org/CHNA/report?reporttype=libraryCHNA 
3 U.S. Census Bureau Quick Facts (v2014 estimate) accessed May 2016 http://www.census.gov/quickfacts 
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Table 2: Socioeconomic Factors 

 Pierce County Nebraska 

Income Rates   

Median Household Income4 $52,178 $52,400 

Poverty Rates   

Persons in Poverty (below 200% FPL)4 26.38% 31.66% 

Children in Poverty5 13% 16% 

Employment Rate   

Unemployment RateError! Bookmark not defined. 2.9 3.3 

Education/Graduation Rates4   

High School Graduation Rates 94.2% 90.5% 

Some College 20.4% 29.0% 

Insurance Coverage   

% of Population Uninsured6  8.08% 11.03% 

% of Uninsured Children (under the age of 19)7 7.89% 5.76% 

 

Poverty is identified as a barrier to many public health-related issues including: access to care, nutrition, education, 
etc.  In the service area for CHI Health Plainview, a large portion of the County falls in the 26.1-38.0% of the 
population living below the 200% poverty level (Figure 2).  
  

                                                        
4 U. S. Census Bureau, American Community Survey (ACS) and Puerto Rico Community Survey (PRCS), 5-Year Estimates.  
5 County Health Rankings (v2014 estimate)- U.S Census Bureau’s Small Area Income and Poverty Estimates 
6 US Census Bureau, American Community Survey. 2010-14. Source geography: Tract 
7 US Census Bureau, Small Area Health Insurance Estimates. 2013. Source geography: County 
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Figure 2: Population below 200% Poverty Level2 

 

 

Within Pierce County, the proportion of uninsured adults is approximately 8%, which is less than the 11% of 
uninsured adults within Nebraska. There were 574 uninsured adults and 672 adults covered with Medicaid in the 
County in 2013. In addition, there are 145 uninsured children (7.9%) within the service area. The proportion of 
uninsured individuals for the service area was found to be less than that of the health district and state. 
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Figure 3: Percent of Population (under the age of 19) Without Medical Insurance6 

 
Unique Community Characteristics 
The community of Plainview is rural community that supports two schools; Plainview Public School (K-12) and Zion 
Elementary School (K-5), several business including a hospital and attached clinic; CHI Health Plainview, a nursing 
home attached assisted living; Plainview Manor and Whispering Pines Assisted Living. Plainview also supports many 
agricultural related businesses included Husker Ag Ethanol Plant. 
 

Other Health Services 
Osmond General Hospital, located in Osmond, NE, is 9.69 miles from Plainview and is a 21-bed critical access 
hospital. Services provided include emergency services, radiology, CT scan MRI, bone density, lab, cardiac rehab, 
physical and occupational therapy, along with outreach clinics providing general surgery, orthopedic, cardiology, ENT, 
urology, podiatry, pulmonology, and OB/GYN. 
 
Outpatient clinics are also serving the communities of Osmond, Randolph, and Wausa.  

Community Health Needs Assessment Process 
 
The process of identifying the community health needs across Pierce County was accomplished by utilizing the 
Mobilizing for Action through Planning and Partnerships (MAPP) strategy led by the North Central District Health 
Department (NCDHD). 

 North Central District Health Department (NCDHD) is a state-approved district health department that 

serves nine rural Nebraska counties—Antelope, Boyd, Brown, Cherry, Holt, Keya Paha, Knox, Pierce, and 

Rock. NCDHD has been state-approved as a multi-county public health department, a government body at 

the county level, since December 2001, providing education and services to the nine-county area. NCDHD 

completed a Community Health Needs Assessment for all nine counties within their district.  This assessment 

can be found online at http://www.ncdhd.ne.gov/comm_health_improvement.html. 
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 Ionia Research- Joseph Nitzke, PhD- North Central District Health Department and the partnering district 

hospitals contracted with Dr. Joseph Nitzke for data collection, compilation, analysis, and presentation for 

this community health assessment process. Dr. Nitzke is a partner in Ionia Research, Newcastle, 

Nebraska.  Previously (2004-2011), he was the Director of the Social Sciences Research Center at Wayne 

State College (NE). Ionia Research provides consulting and contract services for government and nonprofit 

agencies, including health departments, hospitals, community agencies, colleges and universities. Current 

projects include program evaluation, needs assessment, survey research, and the development of data 

resources to support organizational planning. 

Facilitated by public health leaders, MAPP is a community-driven strategic planning approach used to improve 
community health through applying strategic thinking to prioritize public health issues and identify the resources to 
address them.  This approach is not agency focused, but instead is an interactive process that improves efficiency, 
effectiveness, and the performance of the local public health system.  
 
The MAPP process is based on four assessments that provide community insight into the health challenges and 
opportunities they are experiencing. The assessments and the issues addressed in the assessments are listed below 
in the MAPP Methods section and were all utilized in this CHNA.  MAPP was chosen, in part, because the process 
allows for input from parties who represent broad interests in the communities.  Input from diverse sectors involved 
in public health, including medically underserved, low-income, minority populations and individuals from diverse age 
groups, was obtained through surveys and targeted focus groups by way of invitations to community leaders and 
agencies.   
 

Figure 4: MAPP Conceptual Model 
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Timeline  
The Pierce County CHNA, conducted by NCDHD, utilized both primary and secondary data collected through the 
MAPP process. Primary data included four MAPP assessments (reference Methods section) and secondary data 
consisted of public health, vital statistics, and other data collection. The timeline for the CHNA can be found in Table 
3 below.  A wide variety of community agencies and organizations were represented and participated in the project 
discussion, planning, and design process and a full list can be found in the Community Input section.  

Table 3: Timeline 

Time Period Activity 

July – September 2015: Organize, Coordinate Participants, Prepare for Process 

October 2015 - March 2016: Community Health Needs Assessment Data Collection 

December 2015: Community Themes & Strengths, Forces of Change 

January 2016: Local Public Health System Assessment, Visioning 

February 2016:   Community Health Needs Assessment Results Presentation 

March – May 2016: CHNA Report Completed, Adopted by Hospital Governance;  

Goals & Strategies for Community Health Improvement Plan 

June - September 2016: Community Health Improvement Plan Completed, Adopted by 
Hospital Governance; Action Cycle 

 

Methods 
This assessment incorporates a broad range of both qualitative and quantitative data. The quantitative data is 
primary (as derived from the NCDHD Community Health Survey) and secondary (as derived from statistics from large 
datasets, as well as hospital-specific data); these resources allow for trend analysis and comparisons to both state 
and national levels. Qualitative data input is also derived from the NCDHD Community Health Survey and focus group 
meetings.  
 

Primary Data Sources 

Data gathering was accomplished using the four MAPP model assessments and included both primary and secondary 

sources for quantitative data, and primary sources for qualitative data.  The four MAPP assessments are: 

 Community Themes and Strengths 

 Forces of Change 

 Community Health Status 

 Local Public Health System 

The Community Health Needs Assessment encompasses all four MAPP assessments and has been completed four 
times since 1999, with the most recent assessment completed in January, 2016. For all assessments conducted, full 
meeting details and notes, survey questions and results, and all assessment processes can be found in the NCDHD 
Community Health Needs Assessment online at http://www.ncdhd.ne.gov/comm_health_improvement.html.  
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Community Themes and Strengths Assessment identifies community health and quality of life issues. Questions 
answered by this assessment include: "How healthy are our residents?" and "What does the health status of our 
community look like?" The Community Health Status Assessment contains a comprehensive data collection process. 
It includes public health data collected by Nebraska DHHS, as well as data from the Adult Risk Behavior Factors 
Surveillance System (BRFSS), Youth Risk Behavior Survey (YRBS), and Nebraska Risks and Protective Factors Survey 
(NRPFSS), among other data sources. The Community Health Status Assessment provides the majority of data in this 
report. This assessment was completed through community stakeholder meetings, County focus groups, and 
partnerships with agencies in the community representing vulnerable populations.  

 A community stakeholder meeting was held on December 17, 2015 and participants broke up into small 

groups and completed worksheets to capture input about health issues, resources, and quality of life in their 

communities.  Twenty-eight participants representing a broad range of community organizations attended 

this meeting.  Additional meeting materials can be found in Appendix A. 

 County Focus Groups were held in January and February 2016 in all NCDHD counties.  Focus group meetings 

were held during the evening to accommodate schedules of community members who work during the day.  

The meetings consisted of informal, open-ended questions about community characteristics, strengths, 

concerns, and potential areas to focus health improvement efforts.  Information was recorded anonymously 

to allow for a comfort level in sharing information.  County focus group meeting notes can be found in 

NCDHD report at http://www.ncdhd.ne.gov/comm_health_improvement.html. 

 Surveys targeted to specific populations at higher health risk or that have poorer health outcomes, identified 

in this community as low-income, Hispanic, Native American and elderly residents. Partnerships with district 

senior centers, community action agencies, and tribal agencies, surveys were utilized to distribute and obtain 

input from the low-income, elderly, and Native American population.   

Forces of Change Assessment focuses on identifying forces such as legislation, technology, and other impending 

changes that affect the context in which the community and its public health system operate. This answers the 

questions: "What is occurring or might occur that affects the health of our community or the local public health 

system?" and "What specific threats or opportunities are generated by these occurrences?" This assessment was 

completed during a community meeting.  

Community Health Status Assessment identifies community health and quality of life issues. Questions answered by 
this assessment include: "How healthy are our residents?" and "What does the health status of our community look 
like? This assessment gathers data from the federal government (such as Census data), state (such as vital statistic 
data), and NCDHD as a district health department (such as immunization rates for the district or parental views on 
substance abuse). Data gathered for compilation came from many sources, including national surveys such as the 
Behavioral Risk Factor Surveillance System, Youth Risk Behavior Surveillance System, Youth Protective Factor Survey, 
and US Census. Further data was gathered by NCDHD through an online Community Health Survey that was 
distributed and available on the NCDHD website, Facebook page, and websites from other community agencies.   
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Local Public Health System Assessment focuses on all organizations and entities that contribute as part of the local 

public health system in the North Central District Health Department service area and answers the questions: “What 

are the components, activities, competencies, and capacities of our local public health system?” and “What does the 

health status of our community look like?”  This assessment was completed during a community meeting.  

Gaps in information  
Although the CHNA is quite comprehensive, it is not possible to measure all aspects of the community’s health, nor 
can we represent all interests of the population. This assessment was designed to represent a comprehensive and 
broad look at the health of the overall community. During specific hospital implementation planning, gaps in 
information will be considered and other data/input brought in as needed.  

Input from Community 
 
Strong community involvement is a critical element for the most effective outcome.  Participant engagement has 
remained and will continue to be a significant area of focus throughout the process.  Community input was gathered 
through the assessments described in the methods section and a detailed list of participating stakeholders can be 
viewed in Table 4.  
 
Special Population Consideration  

As indicated previously, specific populations at higher health risk or that have poorer health outcomes were 

identified in this community as low-income, Hispanic, Native American, and elderly residents.  In addition to using 

existing relationships with organizations who work with these populations to distribute targeted community surveys, 

representatives from these organizations also participated in community meetings throughout the assessment 

process.  Organizations in Table 4 are marked with 1 to indicate representation of the low-income population and 2 

to indicate representation of the elderly population.  Representatives of all four special populations were included on 

invitations to every community meeting, although representatives for the Hispanic and Native American populations 

did not attend.   
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Table 4: Participating Community Members and Oraganizations14 

PARTICIPATING COMMUNITY MEMBERS AND ORGANIZATIONS 

North Central District Health Department (NCDHD) NorthStar Services 

Antelope Memorial Hospital NCDHD Board of Health 

Avera Creighton Hospital North Central Community Care Partnership 

Avera St. Anthony’s Hospital Area Substance Abuse Prevention Coalition 

Brown County Hospital O’Neill Chamber of Commerce 

Cherry County Hospital Central Nebraska Economic Development 

CHI Health Plainview Hospital Holt County Economic Development 

Niobrara Valley Hospital Knox County Economic Development 

Osmond General Hospital Neligh Economic Development 

Rock County Hospital Pierce County Economic Development 

West Holt Memorial Hospital UNL Extension Office, Brown-Rock-Keya Paha 
County 

The Evergreen Assisted Living Facility2 Ewing Public School 

Cottonwood Villa Assisted Living Facility2 Lynch Public School 

Good Samaritan Society – Atkinson2 O’Neill Public School Board 

Pregnancy Resource Center O’Neill Ministerial Association 

Finish Line Chiropractic West Holt Health Ministries 

Counseling & Enrichment Center / Building Blocks O’Neill Lions Club 

Region 4 Behavioral Health System O’Neill Rotary Club 

Central Nebraska Community Action Partnership1 Mitchell Equipment – O’Neill, NE 

Northeast Nebraska Community Action Partnership1 Family Service Child Care Food Program 

Northwest Nebraska Community Action Partnership1  
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Findings  
 

Leading Causes of Death 

Figure 5: Leading Causes of Death for North Central District Health Department (2014)14 

 

 

Identified Health Issues 

The following information summarizes the data for the top identified health issues in the 9-county community, with 
reporting for specific measures in Pierce County. A more comprehensive review of the data for these health issues 
and others can be found in the complete NCDHD Community Health Needs assessment at 
http://www.ncdhd.ne.gov/comm_health_improvement.html. 

 

  

30.2%

2.4%

3.4%

3.8%

7.1%

8.3%

19.9%

25.0%

Other

Kidney Disease

Pneumonia

Unintentional Injury

Chronic Lung

Stroke

Cancer

Heart Disease

0.0% 5.0% 10.0% 15.0% 20.0% 25.0% 30.0% 35.0% 40.0%

Seven Leading Causes of Death in North Central District Health 
Department*, 2014

*North Central District Health Department includes Antelope, Boyd, Brown, Cherry, Holt, Keya Paha, Knox, Pierce, and Rock 
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Access to Care 
Access to care is a primary concern of rural areas and the lack of various healthcare resources include: facilities, 
physicians, insurance, transportation, cultural competency, and health literacy. This lack of resources can lead to 
reduced ability to prevent major health issues as well as an increase in emergency department visits. Pierce County is 
classified as a state-designated shortage area, as defined by the Health Resources and Services Administration, for 
the following specialties: General Pediatrics, Obstetrics/Gynecology, General Surgery, and Psychiatry/Mental 
Health.14 

Cancer 
Cancer was the leading cause of death in 2013 for the state of Nebraska. Breast and prostate cancer were among the 
highest prevalence with 118 and 106 cases per 100,000, respectively. In the Community Health Survey, 61% of 
respondents noted cancer as a “significant health problem.” This proportion decreased with educational background 
of respondents and increased with age.  
 
Table 5: Cancer Statistics 14 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
X Data statistically unreliable  
 
  

                                                        
8 Center for Disease Control and Prevention, State Cancer Profiles. June 6, 2016. http://statecancerprofiles.cancer.gov/quick-
profiles/index.php?statename=nebraska 

9 Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators Warehouse. US 
Department of Health & Human Services, Health Indicators Warehouse. 2006-12. Source geography: County 
http://www.healthindicators.gov/Indicators/Breast-cancer-deaths_488/Profile/ClassicData 

 

Type of Cancer Pierce County NCDHD Nebraska 

Prostate 
Incidence8 

 
168/100,000 

 
143/100,000 

 
126/100,000 

Lung   
Incidence8 

 
62.7/100,000 

 
59/100,000 

 
58.9/100,000 

Cervical12 
Screened (ages 21-65 in 2014) 

 
62.1% 

 
80% 

 
82% 

Colorectal12  
Screened ages 50-75 in 2014 

 
42.9% 

 
54% 

 
64% 

Breast 
Screened (ages 50-74 in 2014)12  
Incidence (2008-2012)8 
Death rates (2010-2014)9 

 
58.6% 

X 
X 

 
74% 

109/100,000 
14/100,000 

 
76% 

123/100,000 
20/100,000 
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Figure 6: Cancer Death Rates by Type14 

 
 

Aging Problems 
The median age of Pierce County residents (41.9) is higher than both Nebraska (36.3) and the United States (37.4), as 

is the percentage of the population over the age of 65.6 With an aging population, we know the risk of chronic 
disease increases including the risk of diabetes and cardiovascular issues such as heart disease and stroke. Data for 
these health areas are listed within the Findings section.  
 
Figure 7: Median Age of Population (2019-2013) 6 
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Diabetes 

Data from 2012 show 8.5% of the Pierce County population have been diagnosed with diabetes.10 Of the Medicare 
enrollees in the service area with diabetes, 88% have had an annual exam, which is important in preventing further 

complications due to diabetes.10 This compares to 82.2% for the health district and 85.7% for the state.10  
 
Figure 8: Population Diagnosed with Diabetes, 201210 

 
 

Heart Disease & Stroke 
Approximately half of the Community Health Survey respondents (46%) ranked Heart Disease and Stroke as a major 

health concern of the community, elevating this issue to an overall ranking of third in the problems identified.14 
Within the service area, 30.1% of the Pierce County Medicare Population reported having any heart disease, which is 

more than the 25% reported from the State and less than 32% from the District.11 The age-adjusted death rate 

attributed to heart disease for the health district was 153.5 per 100,000 and for Nebraska was 149.8 per 100,000.11  
  

                                                        
10 Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2012. 
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Figure 9: Age-Adjusted Death Rate for Heart Disease11  

 
 
The age-adjusted death rate attributed to heart disease for the health district was 84.7 per 100,000 and for Nebraska 
was 80.5 per 100,000; both were less than the Healthy People 2020 goal of less than 103.4 per 100,000.11 Pierce 
County had a higher coronary heart disease death rate (88 per 100,000 population) compared to the health district. 
Nationwide the rate was 126.7 and the Healthy People 2020 target is 103.4. 
 
Figure 10: Age-Adjusted Death Rate of Ischaemic Hearth Disease11 

 
 

 
The age adjusted death rate for the health district, attributed to stroke, was 46.4 per 100,000 and for Nebraska was 
37.7 per 100,000; both were more than the Healthy People 2020 goal of less than 33.8 per 100,000.11 Pierce County 
age-adjusted death rate was 33.8 per 100,000 which was slightly less than the district.  

 

                                                        
11 Centers for Disease Control and Prevention, National Vital Statistics System. Accessed via CDC WONDER. 2009-13. 
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Figure 11: Age-Adjusted Death Rate of Stroke11 

 
 

Injury & Violence 
The health district has shown significantly lower seatbelt usage than the state (48% and 72%, respectively) in 2014 
and usage has been higher for females for the last four years than for males (62% and 38%, respectively).12 Age also 
influences seatbelt use, where only 40% of those 18-44 always wear seatbelts, while 64% of those 65 and older 
always wear seatbelts.12 Nearly 25% of respondents reported texting while driving in the past 30 days; 48% for those 
18-44 years of age, 17% for those 45-64 years of age, and 1% for those 65 or older. Of respondents, 65% reported 
talking on a phone while driving; 83% for those between the ages of 18 and 44, 69% for those between 45 and 64, 
and 28% for those 65 or older.14  
 

Mental Health 
2014 Behavioral Risk Factor Survey (BRFSS) reported that approximately 12% of the survey respondents had been 
told they have depression, which has decreased from 15% in 2011. This is significantly lower than the state 
proportion of those reported to have depression (18%). Frequent mental distress in the past 30 days was reported by 
5% of District respondents of the Community Health Survey. In 2012, 7% of respondents reported taking medication 
for a mental health condition, and 1% experienced symptoms of a serious mental illness within the last 30 years. All 
counties within the District are state-designated shortage areas for psychiatry and mental health. 
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Figure 12: Average Number of Days Physical Health and Mental Health were Not Good in Past 30 days (North Central District)12 

 
 

Nutrition, Physical Activity, & Weight 
Nutritional data from the 2013 BRFSS was reviewed for  the health district and results showed that sugar-sweetened 
beverages are consumed by 27% of adults (1 or more in the last 30 days), 47% of adults reported either watching or 
reducing their sodium intake, 42% consumed fruits less than once a day, and 22% consumed vegetables less than 

once a day.12 When respondents to the Community Health Survey were asked about risky behaviors, 41% reported 

“poor eating habits” as their top risky behavior.14 Food access and food insecurity were reported as issues, with 25% 

percent of low income residents of Pierce County having limited access to healthy foods14 and 17% of the health 

district experiencing food insecurity;  a 7% increase since 2012.12 
 
  

                                                        
12 Behavioral Risk Factor Surveillance System (BRFSS). BRFSS 2011-2014 Detailed Tables for North Central. 
http://dhhs.ne.gov/publichealth/BRFSS/BRFSS%202011-2014%20Detailed%20Tables%20for%20North%20Central.pdf 
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(2) their mental health (including stress, depression, and emotions) was not good
**North Central District Health Department includes Antelope, Boyd, Brown, Cherry, Holt, Keya Paha, Knox, Pierce, and Rock Counties
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Overall, the health district area is more physically inactive than the state of Nebraska (31% and 24%, respectively), 
with Pierce County reporting 32% of the population being physically inactive.13,14 The proportion of those who met 
the aerobic physical activity requirements varied from 45% in 2011 to 51% in 2013. Overall, in the Community Health 
Survey, “lack of exercise” ranked 4th as a community health problem.14 Trends in the Community Health Survey 
showed “lack of exercise” identified as a health problem that decreased with age and increased with income and 
with education.14  

 
Figure 13: Physical Inactivity13,14 

 
 
Nebraska is ranked 20th for highest adult obesity rate in the nation with 30% and the 2014 BFRSS reported 72% of 
North Central District adults were either overweight or obese (Nebraska, 67%). Further, 32% of these were obese, 
which was approximately the same as Nebraska’s 30%.12  Thirty six percent of males and thirty four percent of 
females have a BMI greater than 30. Pierce County consistently has a higher percent of obese adults than the NCDHD 
and Nebraska, as shown in Figure 13. 
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Figure 14: Percent Adults Obese13 

 
 
 

Figure 15: Obese Adults by Gender13 

 
 

Respiratory Disease 
Respiratory diseases include asthma and chronic obstructive pulmonary diseases (COPD) such as chronic bronchitis 
and emphysema. North Central District residents who had ever been told they had asthma was approximately 9% in 
the 2014 BRFSS, which is lower than the approximate 12% for the State. Approximately 6.5% of North Central District 

adults have asthma, which has decreased since 2011 (8%).12 COPD was prevalent in about 5% of North Central 

District adults in 2014, which is nearly the same for the State and has remained constant since 2011.12  

                                                        
13 Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health Promotion. 2012. Source geography: 
County 
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Environmental  
Twenty-one percent of the occupied housing units (rented or owned) in Pierce County meet at least one of the 
criteria developed to identify substandard housing.14 
 

Immunizations  
Influenza vaccinations were administered to nearly 42% of the health district population, which is slightly lower than 

the State overall (nearly 44%). 14 Of those individuals residing in the North Central District over the age of 65, 63.5% 

received the vaccination, nearly the same as the State (64.8%).12 However, in past years the health district has 
remained below the state proportions for those over the age of 65 receiving the influenza vaccination. From 2006 to 
2012, the proportion of individuals who received the pneumonia vaccination within the health district has been 

decreasing from approximately 71% in 2011 to 64% in 2014. From 2006-2012, Pierce County estimate was 59.6%.12  
Therefore vaccinations in both the District and County are significantly lower than the State (72%).  
 

Substance Abuse 
When asked about substance use, the community responded that alcohol abuse is a greater problem than drug 
abuse for both adults and youth.14 Eighty percent of respondents said underage drinking is a problem within their 
community and alcohol abuse among adults was perceived as a problem for the community by 65% of the 

respondents.14 From the 2016 Community Health Survey, 32% selected drug abuse as a top-three risky behavior, 
thus ranking drug abuse as the 5th most commonly selected risky behavior. Youth from focus groups mentioned the 
presence of Adderall and Hydrocodone at schools.  Law enforcement confirmed that they have been witnessing the 
abuse of prescription drugs due to “using multiple doctors; people selling their own drugs; stealing; or using fake 
prescriptions.” This is prevalent from age ranges of teens to 40 years of age, according to law enforcement.14  
 
Figure 16: Age-Adjusted Estimates for Heavy Drinking15 

 
 

                                                        
14 Community Health Needs Assessment. CHI Plainview Hospital: Pierce County. North Central District Health Department. 2016. Accessed May 
2016. 
15 Centers for Disease Control and Prevention, Behavioral Risk Factor Surveillance System. Accessed via the Health Indicators Warehouse. US 
Department of Health & Human Services, Health Indicators Warehouse. 2006-12. 
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Prioritization Process 
Led by Dr. Joseph Nitzke, PhD. of Ionia Research, stakeholders were convened to review the data collection results 
including highlights of notable statistics and correlations between various data. Community Needs were identified 
through data analysis according to the following criteria: 

 indicators were failing to meet the national HP2020 targets 

 indicators were trending in the wrong direction 

 presence of apparent disparities 

 presence of significant discrepancies between district and state indicators 

 issue affects a large number of district residents 

 issue was identified as a significant problem based on community input 

If these criteria were present, the indicator was identified as a need.  Indicators were grouped and examined by topic 
area, which were further identified as community needs. During the data presentation, stakeholders were given 
strategic issue identification worksheets and asked to record potential strategic issues they noticed during the 
presentation and specific significant health need data that caused them to identify it as a potential strategic issue. 
Definitions and criteria were provided.  Following the data presentation, stakeholders engaged in workgroups to 
complete the following steps:  

 Review the strategic issues recorded on the identification worksheet,  

 Ensure the issues are strategic using the definitions and criteria provided 

 Eliminate duplicates and group the remaining issues by topic or theme 

 Give headings to describe the general health category to grouped areas 

 Present information to larger group while strategic issue categories were documented 

Prioritized Health Needs 
To prioritize the significant health needs, attendees were given three colored stickers and instructed to vote for the 
three categories they identified as the most important priorities to address by placing their colored stickers on the 
flip chart sheet for that category.  Participants were also advised to consider whether the issues are within the scope 
of control, realistic/achievable, and whether resources were available to address the issues.  Once all votes were 
placed, a discussion took place in an effort to achieve consensus on the top three or four priority areas that would be 
chosen for the implementation plan phase of the process.  The group aimed for three or four focus areas in order to 
make the plan more realistic, manageable, and achievable.   
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The initial list of health categories available for voting on and corresponding number of votes, is as follows: 
 

Health Category Number of Votes 

Community Health 0 

Access to Care 1 

Safety 2 

Chronic Disease 3 

Substance Abuse 6 

Aging Population & Related Illnesses 17 

Housing / Environmental 18 

Mental Health 25 

Wellness / Prevention / Weight Management 36 

 
The following chart displays significant health needs identified throughout this report, based on the information 
within this assessment as well as the guidelines of Healthy People 2020.  
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Table 6: “Areas of Opportunity”14 

 

Areas of Opportunity Identified through This Assessment 

Access to Healthcare Services Lack of access to facilities, physicians, rate of uninsured, financial hardship, 
transportation, cultural competency, coverage limitations 

Cancer Cancer deaths: Lung, Prostate, Colorectal  
Cancer Incidence: Prostate, Lung, Skin, Breast 
Cancer Screening: Cervical, Colon, Breast 
Cancers ranked as a top concern 

Aging Problems (e.g. arthritis, 
hearing/vision loss, etc.) 

Increasing older population 
Disability prevalence 
Aging problems ranked as a top concern 

Diabetes Diabetes Deaths 
Diabetes Incidence 
Risky behaviors (see Nutrition, Physical Activity & Weight)  

Heart Disease & Stroke Mortality 
Awareness 
Incidence decreasing 
Heart Disease & Stroke ranked as top concern 

Injury & Violence Safety seat/safety belt usage (children) 
Texting while driving 
Using cell phones while driving 

Mental Health Access to care 
Stigma  

Nutrition, Physical Activity & Weight Overweight prevalence (adults) 
Amount of physical activity 
Access to recreation/fitness centers 
Nutrition, weight and physical activity ranked as top concern 

Respiratory Diseases Chronic Obstructive Pulmonary Disease (COPD) 
Asthma  

Oral Health Incidence of tooth extraction 
Incidence of tooth decay  
Regular dentist visits  

Environmental Health Adequate housing 

Immunizations Vaccinations 
Pneumonia  
Influenza 

Substance Abuse Binge drinking 
Seeking help for alcohol/drug issues 
Substance abuse among children (youth survey) 
Tobacco use  
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Resource Inventory14 
  
Resources available for “Areas of Opportunity” 

AGING POPULATION AND RELATED ILLNESSES 

ASSISTED LIVING FACILITIES Whispering Pines Assisted Living 

DURABLE MEDICAL SUPPLIER Osmond General Hospital 

Osmond Pharmacy  

Plainview Health Mart Pharmacy  

EMERGENCY TRANSPORT SERVICES Hadar Volunteer Fire Department 

Osmond Ambulance Service 

Pierce Rescue Service 

Plainview Rural Fire Protection District 

HOME HEALTH AGENCIES CHI Health at Home 

Plainview Area Health Systems 
HOSPITALS CHI Health Plainview Hospital 

Osmond General Hospital 

MEDICAL CLINICS David Johnson, MD 

Avera Pierce Medical Clinic  

Plainview Medical Clinic  

NORTHEAST NEBRASKA AREA AGENCY ON 
AGING 

119 West Norfolk Avenue 

NURSING HOMES Plainview Manor 

PHARMACIES Osmond Pharmacy  

Plainview Health Mart Pharmacy  

SENIOR CARE CENTERS Pierce Senior Center 

Senior Services Center 

HEALTH, WELLNESS AND PREVENTION 

BOUNTIFUL BASKETS Norfolk, Nebraska 

CHIROPRACTORS Healing Hands Wellness Center 

EYE CARE Vision Associates  

Authier-Miler-Pape 

FITNESS CENTER Fitness 4-U 

HEALTH DEPARTMENT North Central District Health Department 

PHYSICAL AND OCCUPATIONAL THERAPY 
CARDIAC/PULMONARY REHAB 

CHI Health Plainview Hospital 

Osmond General Hospital 

WORKISTE WELLNESS PROGRAMS North Central District Health Department  

HOUSING and ENVIRONMENTAL 

CITY/COUNTY OFFICIALS Pierce County Economic Development 
Contact: Joe Grof 

City of Pierce 
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City of Plainview  

Osmond City Office 

Pierce County Courthouse  

COMMUNITY ACTION AGENCIES Northeast Nebraska Community Action Partnership  

DEPARTMENT OF HEALTH AND HUMAN 
SERVICES 

Nebraska Health and Human Services 

NATURAL RESOURCES Pierce County Extension Services 

Lower Elkhorn Natural Resources 

INDOOR AIR ACT State of Nebraska/North Central District HD 

LAW ENFORCEMENT Pierce County Sheriff 

Plainview Police Department 

Osmond Police Department 

Pierce Police Department 

RADON TESTING North Central District Health Department 

MENTAL HEALTH/SUBSTANCE ABUSE 

MENTAL/BEHAVIORAL HEALTH PROVIDERS CHI Plainview Health Telepsychiatry 

Demerath Counseling and Therapy, LLC 

Faith Regional Health Services Behavioral Health  

SOCIAL SERVICES CHI Health Plainview Hospital 

Osmond General Hospital 

SUBSTANCE ABUSE CENTERS Valley Hope Association  

 
 
 
 
 
 
 
 
 
 
  



 

31 

 

Evaluation of the FY14-FY16 Community Health Needs Implementation Strategy 
 

Health Area Goals Overarching Activities Hospital Contributions Impact 

Obesity and 
Related Conditions 

Overall Goal 1: 
Reduce chronic 
disease and improve 
weight status 
through increased 
access to care (i.e. 
health screenings) 
and physical activity 
opportunities for 
residents of 
Antelope, Pierce, and 
Knox Counties 

-Provide sports 
physicals to children in 
order for them to be 
eligible for sports 
participation 

-Hospital provided 
sports physicals to 
children twice a year 
at no charge 

 FY15-43 physicals completed 

 FY16-48 physicals completed 

  -Provide 
comprehensive health 
screenings and referral 
to care 

-Provided staff for 
screenings and 
subsidized the fee  

In FY16, this service 
was offered for free, 
with request for 
donations to cover 
supply cost 

 FY14- 200 people reached 

 FY15-160 people reached 

 FY16-304 people reached 

Behavioral/Mental 
Health 

Overall Goal 2: 
Increase access to 
behavioral/mental 
health services  

-Increased access to 
tele-psychiatry 

-Hospital participated 
in expansion of this 
technology 

-Lack of behavioral and mental health 
providers in Pierce County is a barrier to 
meeting the community’s health needs and 
was addressed to improve access to these 
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services.  
 
-Tele-psychiatry was implemented in FY16 

  -Increase the 
preventive outreach, 
educational efforts, 
and resources to 
support the resiliency 
of community 
members who 
experience mental 
health and substance 
use issues 

-Participation in 
community coalition 
building around 
Behavioral health 
grant 
 
-Landscape analysis of 
BH resources within 
the community and 
gaps in services 
 
-Participation in the 
planning and 
development of logic 
model for the 3-year 
Behavioral Health 
improvement plan 

-Participated in the 2-year planning grant to 
develop extensive logic model 
 
-Grant award will be announced June 2016 

Access to 
Healthcare 

Overall Goal 3: 
Improve access to 
care for employees 
as one of the largest 
employers in the 
area 

-Provided 
comprehensive 
screenings and 
enrollment into 
wellness program 
which was open to 
community and 
employees 

-Provided staff for the 
screening 

 FY15:30 employees, 130 community 

members 

 FY16:29 employees, 275 community 

members 
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Cancer Prevention Overall Goal 4: 
Provide access and 
awareness to cancer 
prevention 
screenings. 

-Increase awareness 
around breast cancer 
within the community 

-Held promotional 
campaign in FY14 
around Breast Cancer 
Awareness month 

 FY15-11 screenings 

  -Increase accessible 
operating hours and 
financial assistance for 
patients to obtain 
cancer screenings 

-Increased availability 
times for colorectal 
screenings 

 Increased offering to six times per 

month 
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Dissemination Plan 
 
CHI Health Plainview will make its CHNA widely available to the public by posting the written report on 
http://www.chihealth.com/chna. A printed copy of the report will be available to the public upon request, free of 
charge, by contacting Kelly Nielsen at Kelly.nielsen@alegent.org or (402) 343-4548. In addition, a paper copy will be 
available at the Hospital Information Desk/Front Lobby Desk. 

Approval 
 
On behalf of the CHI Health Board, the Executive Committee of the Board approved this CHNA on 
____________________. 
 

In addition, the CHNA was presented and reviewed by the CHI Health Plainview Community Board on June 1, 2016.  
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