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Project Overview

Project Goals

This 2018 PRC Child & Adolescent Health Needs Assessment, a follow-up to similar studies

conducted in 2012 and 2015, is a systematic, data-driven approach to determining the health

status, behaviors, and needs of children and adolescents in the Omaha Metropolitan Area.

This assessment was conducted by Professional Research Consultants, Inc. (PRC) on behalf

of Boys Town National Research Hospital, Chi | dr enés Hospitalknd& Medi cal
Building Healthy Futures. Supporting organizations include: Charles Drew Health Center,

Inc.; Douglas County Health Department; Live Well Omaha; and One World Community

Health Centers, Inc.

PRC is a nationally-recognized healthcare consulting firm with extensive experience
conducting Community Health Needs Assessments in hundreds of communities across the
United States since 1994.

Methodology

This assessment incorporates data from both quantitative and qualitative sources.
Quantitative data input includes primary research (the PRC Child & Adolescent Health
Survey) and secondary research (vital statistics and other existing health-related data); these
guantitative components allow for trending and comparison to benchmark data at the state
and national levels. Qualitative data input includes primary research gathered through an
Online Key Informant Survey.

PRC Child & Adolescent Health Survey

Survey Instrument

The final survey instrument used for this study was developedby Chi | dr ends Hospital ¢
Medical Center, Boys Town, Building Healthy Futures, and PRC and aligns to the Institute of

Medi ci nebs Conceptual Framewor k f osralsoGimilattdd Heal t h.
the previous surveys used in the region, allowing for data trending.

Community Defined for This Assessment

The study areaforthes ur vey ef f ort (MetofAmadr @ ch tt dh sdedinedetpeo rt ) i
as each of the residential ZIP Codes comprising Douglas and Sarpy counties in Nebraska, as

well as Pottawattamie County in lowa. This community definition was determined by the

sponsors of this study. For more specific assessment, Douglas County is divided into 5

geographical areas (Northeast Omaha, Southeast Omaha, Northwest Omaha, Southwest

Omaha, and Western Douglas County). A geographic description is illustrated in the following

map.

Professional Research Consultants, Inc. 6
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Sample Approach & Design

A precise and carefully executed methodology is critical in asserting the validity of the results
gathered in the PRC Child & Adolescent Health Survey. Thus, to ensure the best
representation of the population surveyed, a mixed-mode methodology was implemented.
This included surveys conducted via telephone (landline and cell phone), as well as through

online questionnaires.

The sample design used for this effort consisted of a stratified random sample of 995 parents
of children under 18 in the Metro Area. By geography, a total of 680 surveys were conducted
in Douglas County, 213 in Sarpy County, and 102 in Pottawattamie County. Once the
interviews were completed, these were weighted in proportion to the actual child population
distribution so as to appropriately represent the Metro Area as a whole. All administration of
the surveys, data collection, and data analysis was conducted by PRC.

For statistical purposes, the maximum rate of error associated with a sample size of 995
respondents is +3.0% at the 95 percent confidence level. By county: the maximum error rate
is +3.8% for Douglas County, +6.7% for Sarpy County, and £9.7% for Pottawattamie County.
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Expected Error Ranges for a Sample of 995
Respondents at the 95 Percent Level of Confidence
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Note: 0 The "response rate" (the percentage of a population giving a particular response) determines the erroheate sypsoseatéd 9Gthdrcent level of
confidence" indicates that responses would fall within the expected error range on 95 out of 100 trials.
Examplesd If 10% of the sample of 995 respondents answered a certain question with a "yes," it can be asserted that®ed6eh 8.2%)afdHel total
population would offer this response.
8 If 50% of respondents said "yes," one could be certain with a 95 percent level of confidence that betwee N 208@naf S3a%igbopulation
would respond "yes" if asked this question.

Respondent Selection

Survey respondents were adults age 18 and older who are a healthcare decision maker for
children residing in the household. For households with more than one child under the age of
18, questions were asked about the child with the most recent birthday. This random selection
process allows for the best representation of children by age and gender.

Sample Characteristics

To accurately represent the population studied (Metro Area children and adolescents), PRC

strives to minimize bias through application of a proven methodology. While this produces a

highly representative sample of children and adolescents in the total service area, it is a

common and preferred practice to fAweighto the raw
even further. This is accomplished by adjusting the results of a random sample to match the

geographic distribution and demographic characteristics of the population surveyed

(poststratification), so as to eliminate any naturally occurring bias. Specifically, once the raw

data are gathered, the sample is examined by key demographic characteristics (namely the

chil ddéds gender, age, rdpaverty gatub)andaistatigtical applichtiotn o u s e h o |
package applies weighting variables that produce a sample which more closely matches the
population for these characteristics. Thus, whi l e the integrity of each
maintained, onerespondent 6 s responses may contribute to the
example, 1.1 respondents. Another respondent, whose ¢ h i deindgsaphic characteristics

may have been slightly oversampled, may contribute the same weight as 0.9 respondents.

Professional Research Consultants, Inc. 8
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The following chart outlines the characteristics of the Metro Area sample for key
child/adolescent demographics, compared to actual population characteristics revealed in
census data.

Population & Survey Sample Characteristics
(Metro Area, 2018)
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Sources: 8 Census 2010, Summary File 3 (SF 3). U.S. Census Bureau.
& 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc.

Further note that the poverty descriptions and segmentation used in this report are based on
administrative poverty thresholds determined by the US Department of Health & Human
Services. These guidelines define poverty status by household income level and number of
persons in the household (e.g., the 2018 guidelines place the poverty threshold for a family of

four at $25,100 annual household income orlower.1 n s ampl e sevgrmlewt ati on: A
incomed r e fcearmsmutnoi ty members | iving in a holowsehol d wi
incomed refers to households with incomes just above

(100%-1 99 % of ) t he povemid/hyghintomeds hroelfde;r santdo it hose hous
living on incomes which are twice or more ((200% of) the federal poverty level. The sample

design and the quality control procedures used in the data collection ensure that the sample is

representative. Thus, the findings may be generalized to the total child and adolescent

population in the defined area with a high degree of confidence.

Online Key Informant Survey

To solicit input from key informants, those individuals who have a broad interest in the health
of children and adolescents in the community, an Online Key Informant Survey also was
implemented as part of this process. A list of recommended participants was provided by the
sponsors of this study; this list included names and contact information for physicians, public
health representatives, other health professionals, social service providers, and a variety of
other community and business leaders. Potential participants were chosen because of their
ability to identify primary concerns among the families and children/adolescents with whom
they work, as well as of the community overall.

Professional Research Consultants, Inc. 9
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Key informants were contacted by email, introducing the purpose of the survey and providing
a link to take the survey online; reminder emails were sent as needed to increase
participation. In all, 166 community stakeholders took part in the Online Key Informant Survey,
as outlined below:

Online Key Informant Survey Participation

Key Informant Type Number Invited Number Participating
Physicians 72 33
Public Health Representatives 36 19
Other Health Providers 56 33
Social Services Providers 28 14
Community Leaders 110 67

Final participation included representatives of the organizations outlined below.

9 Abide 9 Creighton University, College of
9 Big Brothers Big Sisters of the Nursing
Midlands 9 D2 Center Directions Diploma
9 Boys Town National Research 9 Douglas County Health
Hospital and Clinics Department
9 Boys Town Pediatrics 9 Families in Action
9 Building Healthy Futures 9 FAMILY, Inc.
9 Center for Holistic Development, 9 Fontenelle Elementary School
Inc. 9 Food Bank for the Heartland
9 Charles Drew Health Center, Inc. 9 Girls Inc. of Omaha
9 CHI Health 9 Gretchen Swanson Center for
9 Child Saving Institute Nutrition
9 Children's Hospital and Medical 9 Gretna Public Schools
Center 9 Heart Ministry Center
fChildrends Physicians ¢ Heartland Hope Mission
fTChildrends- Physi ci ans ¢ Learning Community Center of
Plattsmouth North Omaha
9 Children's Physicians, UNMC 9 Live Well Omaha Kids
9 City of Omaha 9 Lutheran Family Services of
9 Community Health Center Nebraska
9 Completely KIDS 9 Methodist Hospital Community
1 CRCC Counseling Program
9 Creighton University 9 Mid-America Council, Boy Scouts

Professional Research Consultants, Inc. 10
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of America

9 Millard Public Schools

1 Nebraska Alliance of Child
Advocacy Centers

9 Nebraska Children's Home
Society

9 Nebraska Department of Health
and Human Services, Division of
Public Health, Maternal Child
Adolescent Health Program

9 Nebraska Early Childhood
Collaborative, Early Childhood
Services

9 Nebraska Extension UNL

9 Nebraska Foundation for
Children's Vision (NFCV)

9 Nebraska Legislature

9 Nebraska Perinatal Quality
Improvement Collaborative
(NPQIC)

9 Nebraska Total Care

9 NorthStar Foundation

9 Omaha Healthy Start

9 Omaha Home for Boys

9 Omaha Public Schools District

9 Omaha Public Schools ESL,

Refugee, and Migrant Education

9 OneWorld Community Health
Centers

9 Papillion LaVista Community
Schools

9 Peter Kiewit Foundation

9 Pottawattamie County WIC
Program

9 Project Everlast Omaha

9 Project Harmony

9 Ralston Public Schools

9 Sarpy County Cooperative Head
Start

9 Saving Grace Perishable Food
Rescue

9 School-Based Health Centers

9 Springfield Platteview Community
Schools

9 State Senate

9 The Adolescent Health Project

9 The Omaha Community
Foundation

9 United Way of the Midlands

9 UNMC Department of Pediatrics

9 Visiting Nurses Association

9 Westside Community Schools

1 YMCA of Greater Omaha

9 Youth Emergency Services

Through this process, input was gathered from several individuals whose organizations work
with low-income, minority, or other medically underserved populations.

Minority and other medically underserved populations represented:

abused/neglected children, African-Americans, Asians, autistic children, those with behavioral issues,
Burmese population, Caucasians, children living in poverty, children with disabilities, those with
medical conditions, children with congenital anomalies, families in the court system, the disabled,
foster children/state wards, Hispanics, homeless children, immigrant/refugee children, Koreans,
LGBTQ community, children living in low-income homes, those with medical comorbidities/medically
complex conditions, Medicare/Medicaid recipients, the mentally ill, Native Americans, Nepalese
individuals, non-English speaking children, pediatric transplant patients, single parents, Somalis,
Sudanese people, teen parents, children of Thai ethnicity, undocumented children, the
uninsured/underinsured

Professional Research Consultants, Inc. 11
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In the online survey, key informants were asked to rate the degree to which variousc hi | dr en 6 s
health issues are a problem in their own community. Follow-up questions asked them to

describe why they identify problem areas as such and how these might be better be

addressed. Results of their ratings, as well as their verbatim comments, are included

throughout this report as they relate to the various other data presented.

NOTE: These findings represent qualitative rather than quantitative data. The Online Key
Informant Survey was designed to gather input regarding participantséopinions and
perceptions of the health needs of the children in the area. Thus, these findings are based on
perceptions, not facts.

Public Health, Vital Statistics & Other Data

A variety of existing (secondary) data sources was consulted to complement the research
quality of this Child & Adolescent Health Needs Assessment. Data for the Metro Area were
obtained from the following sources (specific citations are included with the graphs throughout
this report):

1 Centers for Disease Control & Prevention, Office of Infectious Disease, National
Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention, Division for Adolescent
and School Health

1 Centers for Disease Control & Prevention, Office of Public Health Science Services,
Center for Surveillance, Epidemiology and Laboratory Services, Division of Health
Informatics and Surveillance (DHIS)

9 Centers for Disease Control & Prevention, Office of Public Health Science Services,
National Center for Health Statistics

9 Centers for Disease Control and Prevention, National High School Youth Risk
Behavior Survey

9 Community Commons

9 Data Resource Center for Child & Adolescent Health, Child and Adolescent Health
Measurement Initiative, Nati onal Survey of Childrenbés Heal

1 Douglas County Health Department

1 ESRI ArcGIS Map Gallery

9 Geolytics Demographic Estimates & Projections

9 lowa Department of Public Health, Bureau of Health Statistics

9 Nebraska Department of Health and Human Services

9 OpenStreetMap (OSM)

9 US Census Bureau, Decennial Census

9 US Department of Health & Human Services

Note that secondary data reflect county-level data.

Professional Research Consultants, Inc. 12
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Benchmark Data

Trending

Similar surveys were administered in the Metro Area in 2012 and 2015 by PRC on behalf of
Boys Town National Research Hospital, Childreno6s
Healthy Futures. Trending data, as revealed by comparison to prior survey results, are
provided throughout this report whenever available. Historical data for secondary data
indicators are also included for the purposes of trending.

National Data

National survey data, which are provided in comparison charts, are taken from the 2017 PRC
National Child & Adolescent Health Survey; the methodological approach for the national
study is similar to that employed in this assessment, and these data may be generalized to
the population of American children and youth with a high degree of confidence. Vital statistics
and other national data also are provided for comparison of secondary data indicators.

Healthy People 2020

Healthy People provides science-based, 10-year national objectives for improving the health
of all Americans. The Healthy People initiative is grounded in the principle that setting national
objectives and monitoring progress can motivate action. For three decades, Healthy People
has established benchmarks and monitored progress over time in order to:

9 Encourage collaborations across sectors.

9 Guide individuals toward making informed health I Healthy People\

decisions. 2020

1 Measure the impact of prevention activities.

Healthy People 2020 is the product of an extensive stakeholder feedback process that is
unparalleled in government and health. It integrates input from public health and prevention
experts, a wide range of federal, state and local government officials, a consortium of more
than 2,000 organizations, and perhaps most importantly, the public. More than 8,000
comments were considered in drafting a comprehensive set of Healthy People 2020
objectives.

Determining Significance

Differences noted in this report represent those determined to be significant. For survey-

derived indicators (which are subject to sampling error), statistical significance is determined

based on confidence intervals (at the 95 percent confidence level), using question-specific

samples and response rates. Fort he pur pose of 't hi s secoadarydata, fisi gni f
indicators (which do not carry sampling error, but might be subject to reporting error) is

determined by a 5% variation from the comparative measure.

Professional Research Consultants, Inc. 13
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Information Gaps

While this assessment is quite comprehensive, it cannot measure all possible aspects of
child/adolescent health in the community, nor can it adequately represent all possible
populations of interest. It must be recognized that these information gaps might in some ways
limit the ability to assess allofthecommuni t yds heal th needs.

For example, certain population groups 8 such as the homeless, institutionalized children, or
children of parents who only speak a language other than English or Spanish 8 are not
represented in the survey data. Other population groups & for example, undocumented
residents, and children of certain racial/ethnic or immigrant groups & might not be identifiable
or might not be represented in numbers sufficient for independent analyses.

In terms of content, this assessment was designed to provide a comprehensive and broad
picture of the health of children and adolescents in the overall community. However, there are
certainly medical conditions that are not specifically addressed.

Professional Research Consultants, Inc. 14
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Summary of Findings

Significant Health Needs of the Community

The foll owi mp@poifAruena ¢ yafsigr@iqgamt keslth needs of bhddren and
adolescents in the community, based on the information gathered through this Child &
Adolescent Community Health Needs Assessment and the guidelines set forth in Healthy
People 2020. From these data, opportunities forc h i | dheaitmirdpsovement exist in the

area with regard to the following health issues (see also the summary tables presented in the

following section).

Areas of Opportunity Identified Through This Assessment

Access to
Health Services

Cognitive &
Behavioral
Conditions

Diabetes

Injury & Violence

Mental Health

Neurological
Conditions

Oral Health

Nutrition,
Physical Activity,
& Weight

Sexual Health

q Difficuty Accessing Chil drenbdés Heal
0 Finding a Physician
0 Appointment Availability
0 Lack of Transportation
0 Cost of Prescriptions

9 Autism Prevalence
1 Cognitive & Behavioral Conditions ranked as a top concern in
the Online Key Informant Survey.

1 Childhood Diabetes Prevalence

1 Age 1-4 Mortality

1 Children Exposed to Neighborhood Violence

1 Children Feeling Unsafe at School or Going To/From School

1 Symptoms of Depression [5-17]

1 Suicide Attempts [High Schoolers]

1 Diagnosed Anxiety [5-17]

1 Chronic Worrying [5-17]

1 Child Has Difficulty Sleeping [5-17]

1 Lived with Someone with Serious Mental Health Issues

9 Family Stays Hopeful in Difficult Times

1 Mental & Emotional Health ranked as a top concern in the
Online Key Informant Survey.

9 Brain Injuries/Concussions

1 Condition of Teeth

1 Overweight & Obesity

9 Fast Food Consumption

1 Nutrition, Physical Activity, and Weight ranked as a top
concern in the Online Key Informant Survey.

1 Gonorrhea Incidence [Children/Adults]

1 Chlamydia Incidence [Children/Adults]

9 Condom Use [High Schoolers]

1 Use of Birth Control [High Schoolers]

9 Sexual Health ranked as a top concern in the Online Key
Informant Survey.

b continued on next page b
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9 Member of Household Smokes

Tobacco, Alcohol & 9 Drinking & Driving [High Schoolers]
Other Drugs 1 Lifetime lllicit Drug Use [High Schoolers]
0 Steroids (not Rx)
0 Heroin

1 Chronic Ear Infections
1 Prevalence of Speech/Language Problems
1 Hearing Problems

Vison, Hearing, &
Speech Conditions

Community Feedback on Prioritization of Health Needs

On November 5, 2018, findings from this Community Health Needs Assessment (CHNA) were
presented at Live Well Omahats 2018 Changemaker St
t he r egi on 6 sectbrhealthemferenceywhich gathers more than 170 leaders from
across Douglas, Sarpy, Cass and Pottawattamie Counties to celebrate the milestones of our
collective work and advance future work while learning from local, regional and national
experts. At this event, Professional Research Consultants, Inc. (PRC) highlighted data
reflecting the significant health issues identified from the research (see Areas of Opportunity
above). In addition, data was also shared specific to a Forces of Change Assessment, a Local
Public Health Systems Assessment, and a Community Strengths and Themes Assessment
(see Mobilizing Action through Planning and Partnerships in the section that follows).

Following the presentation, attendees broke into small groups for reflection and sharing,
structured around the following questions:

9 What stood out to you in the data, and why?

1 Why is this important to the health of those facing the greatest inequities?

1 Where are themes beginning to align for action?

9 How do the facts align between the numbers and the story told by the additional

assessments completed by the health department?

Once reconvened, the small groups shared an overview of their discussions with the larger
group. Then, attendees were provided an explanation of the prioritization exercise that
followed. In order to assign priority to the identified health needs (i.e., Areas of Opportunity),
a wireless audience response system was used in which each participant was able to register

his/her ratings of health issues using a small remote keypad.

I ndi vidual sé ratings yielded the following priorit

and adolescents in the Metro Area:
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Mental Health

Nutrition, Obesity & Physical Activity
Access to Health Services

Sexual Health

Tobacco, Alcohol & Other Drugs

a > DN PR

Organizations sponsoring or supporting this CHNA will use the information from this
Community Health Needs Assessment to develop implementation strategies to address the
significant health needs in the community. The results of this prioritization exercise will be
used to inform the development of action plans to guide community health improvement

efforts in the coming years.
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Mobilizing Action through Planning and Partnerships

Dougl as

County

Heal t h

Depart ment

and

Chi |l

facilitate a series of strategic assessments by using the Mobilizing for Action through Planning

and Partnerships (MAPP) process. This framework applies strategic thinking to the priority

health issues to identify resources to meet the challenges and opportunities. By using this

process in concert with the CHNA data, our community is positioned to improve the efficiency

and effectiveness of local public health systems across the region.

Insufficient
Infrastructure leads to
Disconnected and
Siloed Health and
Public Health System

Inequity and
Disparities in Delivery
of Healthcare and
Prevention Programs

Inconsistent

Infrastructure,
Dissemination, and
Use of Health Data

Our Collective Limiting
Beliefs Prevent us
from Being Innovative

Barriers in Access to
Healthcare Services

Gaps in Services and
Infrastructure to
Support Behavioral
Health Needs in our
Community

drends

As acommunityeneedo | Inequitgxistsntheway Data are not Fear(ofculture change, oi Barriers iaccess to our | Need to increase our
identify and addréssroot | thatvedeliver health disseminated or disrupting status qufmot | health system exist behavioral health
cause contributto$ealth | careandprevention translated to the having unified planf including workforce.
(e.g.povertsocial programs to diverse community level, limitin failure, etc.) prevargérom difficulties related
determinantghealth). populations. access for decision being innovativeoumork. navigation, coordination,

making. andreferrals.
Therés anopportunifpr | Ourdiverse community | Improvéhe use of Barriers existrelated to | Accessocarei insufficien| Pervasive experience o
increased collaborafion | populatioisnot serveat | technology relatedhe implementatiohand socioeconomic supports| trauma by community
healtrandpublic health | thesame standard. utilization and shanifig responstechnology (e.\ awarenesandworkforce | members impacts all
research. data (e.g., integrated EHR) and innovation (e.( support leddongoing sectors.

registries, real time data, telehealth) in healthcare | problems with accessare

GISmapping). impact access, castel inourcommunity.

efficiency.

Insufficient system Ourcommunifg not We have an Recognitiarf aneedo Access to health servic| Recognition of

diversity (aging,
refugees, immigrants,
LGBTQ, etc.) through
appropriate cultural and
linguistic competence.

future

infrastructure (aligned addressing greater socia opportunity to prepareurcommunifpr ADifficulty behavioral health as a
vision, engagement, needs through policied | improve evaluation of | theimpact of climate cha accessing community health
sustainabilitysoad built environment our communipased healthcarfor issue and the need for
partnerships, improvement opportunitic work. children increased funding to
coordinatioty) create address the problems.
meaningfaihd

measurable change

arounc specific topic.

Disconnecteahd Continutoaddresand Difficulty Demonstrating Environmental support | accecs to healthcare | Mental Health

Siloed Health, Public create change arotimel | Community Health (green space, Cl_lmate services (depression, suicide
Healthand fii smso (e. g Outcomes (barriersto | change, recreation) ASpecific souroé attempts, anxiety,
Communiffort§no classismi oucommunity. accessing data) 02 going medicate chronievorrying)

clear unified vision and hovthey impact heal AE atilizati

acrosshecommunity) MSEEAEY [T IEELY

Funding Models i not Aneedo continué Hope for the future / Tobaccdlcohak other
Responsive to Communi recognize and respond commitment to sustain & drugs
NeecandCapacity toouc ommuni t hold responsibility for th

Ourlocal public health
ecosystem is underfunde

Equity withBaacrossll
spectra: housing, educati

Cognitive & Behavioral
Conditions

andundesupported (e.g.| healthcare, food access,

financegolicyand neighborhood resources,

influence). green space.

Needoimprovéhe Stability @rosperity Mental Health (suicide
diversitpfandcultural (financial / economic to deaths)
competenasf ouhealth | ENSure equitable access
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Therare Substance Abuse
opportunitiés

improve cross sector

sharingfinformation
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onhealth and public heal
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TREND SUMMARY
(Current vs. Baseline Data)

Survey Data Indicators:
Trends for survey-derived
indicators represent
significant changes since
2012 (or 2015, for
questions not asked in
2012).

Other (Secondary) Data
Indicators:

Trends for other indicators
(e.g., public health data)
represent point-to-point
changes between the most
current reporting period and
the earliest presented in
this report (typically
representing the span of
roughly a decade).

CHILD & ADOLESCENT HEALTH NEEDS ASSESSMENT

Summary Tables: Comparisons With Benchmark Data

The following tables provide an overview of child and adolescent health indicators in the Metro
Area, including comparisons among the individual counties and sub-areas of Douglas County,
as well as trend data. These data are grouped to correspond with the Focus Areas presented
in Healthy People 2020.

Reading the Summary Tables
21 In the following tables, Metro Area results are shown in the larger, blue column.

2 The green columns [to the left of the Metro Area column] provide comparisons among the
three counties and among the five sub-areas of Douglas County, identifying differences for

each as AbR)t,t efrwarheen ot d(m nd sdif thei conbined bppasing(areas.

2V ¥ The columns to the right of the Metro Area column provide trending, as well as
comparisons between local data and any available state and national findings, and Healthy
People 2020 targets. Again, symbols indicate whether the Metro Area compares favorably
(B), unfavorably (h), or comparably (d) to these external data.

Note that blank table cells signify that data are not available or are not reliable for that area
and/or for that indicator.

Professional Research Consultants, Inc. 20
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s £33 | 82 > .2 Metro | w ) Q| 2
< < < < s 28 2Z2E ot z < 3 S| Z
Social Determinants Wwe Wwe 3¢ 2¢€ $2( 23 535 B3 Area | * . 49| W
=§ “5 =5 5 <£3| 38 88 =3 g 2 ¢ -& g
Linguistically Isolated Population
(Percent) h B d 3.5 h h B
4.6 1.1 1.7 31 18 45
Children Below 200% FPL (Percent B d 35.9 d B
399 23.8 36.8 38.5 36.4 433
% Worry/Stress Over Rent/Mortgag
Past Year h B B B 324
44,1 485 281 23.0 244 | 340 26.2 343 39.2
% Rundown Housing in Neighborhg h h B B B h B d 19.4 h h
46.3 28.8 129 9.7 3.4 21.2 11.3 25.0 134 116 133
% Vandalism in Neighborhood h h B B B B d 108 h h h
279 189 7.7 6.9 0.0 13.3 38 8.6 49 438 7.7
% Experienced Unhealthy Housing
Conditions in Past Year h d d B B d d 9.7
197 144 83 34 3.9 10.1 8.3 10.0
% Have Enough Savings to Fully C
Emergency Expense h d d B d d d 79.4
66.4 755 794 912 918 | 80.2 805 71.8
% Child Ever Lived w/ Someone w/
Serious Mental Hlth Issues h d d d B d d h 13.4 h h h
199 130 95 95 5.0 12.0 126 245 10.1 9.6 7.8
% 2+ Household Adut®lved in Carg
of Child h d d B B d d d 86.0
765 856 864 908 0957 | 86.2 87.0 83.0
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not availdidattordhisiat sam B d h
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © « E£9 9 > > Metro | w %) Q a
= = d= = I3 K] 8 2 > e < =) 2
Overall Health 2 g t g Z § Z g é S §’§ &%E S § Area Z ¢ Z £a E
o o I
% [Age-Q7] Child's Activities/Abilitie
Limited Due to Health Condition d d d d d d 9.1 d d
13.7 7.0 8.3 7.6 9.9 9.0 6.5 15.8 11.5 8.2
% [Age87] Missed 10+ School Day
Last Yr Due to lliness/Injury h B d d d d d 7.9 d d
12.6 3.0 4.6 7.5 6.9 7.8 145 5.3 7.3
% [Age Q7] Child Has Special Heall
Needs d d h B d d d 62.7 d d
61.8 584 665 53.7 685 | 604 67.8 67.6 62.8 62.3
o i .
% [Age Q7] Condition Requiring Me h d d B d d d d 318 d d
40.5 283 328 240 33.2 30.8 322 37.7 28.9 29.6
% [Age Q7] Condition Requiring Sp
Therapy d d d d h|d d d ||z d d
10.8 117 89 113 233 115 9.2 123 12.7 9.4
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not avaitdidatforahihat sam B d h
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © g« £9 | as > > Metro | w n Q 2
ic ic < ic 5 o 8 = e = E < ) Z
Access to Health Services % g 7 g ; g % g g %’ %’g %g o (% Area Z g z Z % E
a o
o . .
% [Age-QA7] Child Is Uninsured d d B d d d d B 37 B h d
4.0 4.9 0.8 5.3 1.7 3.6 5.5 0.0 5.9 0.0 4.4
% [Age-Q7] Child Has Been Withou
Insurance At Some Point h d d B d d d d 9.8 d d
18.3 12.6 7.2 6.3 5.3 10.1 104 7.0 13.0 7.4
% [Insured] Deductible Prevented
Needed Health Care/Past Yr d d d d 8.6
7.5 12.7 71 104 1.8 9.0 101 29
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
z z z s £3| 82 > .2 Metro | w %) Q| 2
< < < < I3 © & & 28 S £ 2 < 4 g >
Access to Health Servicgontinued)| 2 & & & = £ 28 32| %3 53 83 Area | : : 9 & o
o )| 25 5§ %56 ?5 £3| 88 #8 =8 ¢ 2 ¢ ~& | E
% [Age-Q7] Difficulty Finding Physid
for Child in Past Year d d d d B d d d 55 B h
6.0 4.7 39 6.9 1.7 52 46 9.7 9.8 35
% [Age 7] Difficulty Getting
Appointment for Child in Past Year d d d d d d B h 9.3 B h
120 6.6 88 104 87 94 51 175 16.4 5.8
% [Age Q7] Cost Prevented Child's
Visit in Past Year d d d d d d d d 5.2 B d
5.3 5.8 46 6.0 5.4 54 53 38 8.6 4.8
% [AgeQ7]Transportation Hindered
Child's Dr Visit in Past Year d h B d d d B h 6.7 d h
9.6 120 20 5.7 4.1 6.8 29 141 5.6 2.6
% [Age Q7] Cost Prevented Getting
Child's Prescription in Past Year d d d d d d d d 6.2 d h
4.7 8.8 43 55 8.9 6.0 52 95 7.2 3.6
% [Age Q7] Culture Difference
Prevented Child's Dr Visit in Past Y d d B d B d d d 2.1 B d
3.5 3.5 0.0 24 0.0 21 13 35 3.9 15
% Parent Could Have Used Help
Coordinating Child's Care/Past Yr h d d B d d d 14.5
23.8 139 11.7 118 6.2 142 147 16.7
% Child Needed to See a Specialis
the Past Year d d d d d 33.4 d d
335 328 401 304 353 | 342 298 351 34.4 29.5
% [Child Needing Care]
"Major/Moderate” Problem Getting
Specialty Care d d 214 B d
224 145 43.0 19.9
% [Age-Q7] Child Has Had Routine
Checkup in Past Year B d d d d d 84.4 d d
949 856 89.1 808 876 | 852 820 84.2 85.7 84.2
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s £92 | 9 > > Metro | w 0 N o
5 5 25 2% go| S &€ =£E el y <« g Sz
Access to Health Servicgontinued)| 2 & HE 28 2€8 82| 25 53 B3 Area : ; . g N o
goninued) =5 95 25 95 £2| 38 88 238 ¢ ¢ ¢ *§| &
% [Age-Q7] Child Has Had 2+ ER V|
in Past Year B d d h d 8.9 d
12.5 116 57 140 5.6 10.5 3.9 8.4 9.8 10.0
% [Age Q7] Child Used Some Type
UCC in the Past Year d d d d d B d 36.2 d
27.2 36.7 30.7 36.7 36.8| 334 39.7 47.2 37.6 324
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not thisiladileator or that sam B d h
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
£ L5 28 & 58|82z z2 2| |Mewo w . g 8|8
Allergies YE BE ; £ % E 25| %3 &3 53 Area | 5 e N u
o) o) ) O =8| 80 9o 8) > > > 5 =
% [Age Q7] Child Has Respiratory
Allergies d B 17.3 B
194 200 181 95 17.2 16.3 195 19.3 21.7 18.3
% [Age Q7] Child Has Eczema/Skin
Allergies h B d d B d d d 20.8 d
334 141 254 190 123 | 21.8 189 18.1 22.5 204
% [Age Q7] Child Has Food/Digesti
Allergies h d d B d d d 7.2 B d
11.9 5.8 6.0 4.2 0.0 6.2 9.8 8.7 11.8 7.5
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not thisiladileator or that sam B d h
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area v8enchmarks
© © © © cEa 2B Q [a)
= x 5o [ =2 2 2 Metro | w < %) IN S
W s e =28 =6 #o2 | @25 25 £¢5 z = > ]
Asthma a5 5 3 5 ©3 Area X RN I}
=5 5§ =85 ?5 £3|838 &8 =8 ¢ ¢ ¢4 o g
0 .
Y% [Age Q7] Child Currently Has Ast h d B d d 9.0 B d
14.8 114 79 2.7 6.5 84 10.3 10.3 12.8 8.7
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
o o © s E£E9 9 5, > > Metro | w n 8 )
< < < < T 8 &= BE S B € > < S o Z
ChildDevelopment Wwe Wwe 3¢ 2 $2( 23 535 B3 Area | * . 49| W
i 5 "5 %5 ?56 £3|88 48 238 g £ ¢ “g|F
0 .
% Child Developmentally On Track B d 91.9
90.1 937 973 90.1 89.3 | 926 90.8 89.0
% Parent Has Enough Information {
Know if Child is on Track B d 96.6
953 955 989 951 983 | 964 97.6 95.9
% Family Talks Together "All of the
Time" Through Problems d B d d 54.2 B B B
8 485 61.0 544 49.0| 545 548 515 40.6 43.6 46.6
% FamilWorks Together "All of the
Time" Through Problems d d d d d 50.5 B B B
1 566 511 51.7| 511 504 46.1 41.3 436 47.2

% Family Knows It Can Use Streng
"All of the Time" w/ Problems

= 5

d d ss4a B B B

479 645 59.9 444 49.8 52.3
% Family Stays Hopeful "All of the 7 d d d d d h
50.0

in Difficult Times

20 50 ¢
(o))

()
()]
N
(6)]
a1
©
H
o
©
\'
A
(o3}
I

2O
(e¢]

511 456 540 484 53.0| 499 525 50.1 49.1 55.8
% [Age 6MézYrs] "Always/Usually"
Bounce Back with Challenge 85.1
% [Age-87] "Always/Usually" Stay ¢
with Challenge h d d B d d d 77.3
69.8 744 775 85.2 78.2 77.8 69.5
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not thisiladileator or that sam B d h
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area v8enchmarks
© © © s £9 | a5 > > Metro | w 0 N o
< < < < o 8 & & 28 S £ € 2 < 4 g =
Cognitive & Behavioral Disorders | 2 & HE& S8 2¢ $2| %5 53 83 Area ; g N o
’ 5 76 %6 "6 23|88 98 =8 g ¢ ¢ i E
0 .
% [Age Q7] Child Has ADD/ADHD d d B d 111 d d
19.3 8.7 109 6.8 10.9 10.8 94 15.9 12.7 9.4
% [Age Q7] Child Has Learning
Disabilty d d d d|d d 7.6 B d
11.2 6.0 5.8 4.8 7.7 6.7 72 144 12.1 8.2
% [Age Q7] Child Has Developmen{
Delays d d d d d d d d 6.4 B d
6.2 6.8 3.9 5.9 35 55 6.8 114 9.3 6.5
% [Age-A7] Child Has
Behavioral/Conduct Problems d d d d d d d 4.4 d d
7.3 2.0 4.8 35 4.0 3.2 9.6 5.3 51
% [Age 7] Child Has Autism/Speci
Disorder d d d d d d d 4.1 d h
2.9 6.0 3.0 2.8 3.7 5.5 3.8 5.2 1.8
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam B d h
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © © ca 2B > > Met 0 [a)
: was W =28 =2®@® O o S 2c £c z = D - O =
Diabetes 7= 53 g2 ©3 Area X : . X
“6 "6 6 ”6 23|88 48 ¢3 ¢ ¢ ¢ g E
% [Age Q7] Child Has Diabetes/Hig
Blood Sugar d B d d B d d d 1.5 B h
4.2 0.3 1.7 1.4 0.0 1.7 1.1 1.3 3.6 0.4
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam B d h
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © « E£9 9 5 > > Metro | w %) Q a
= = d= = I3 K] 8 2 . < =) 2
Health Education 2 g 77 g ; § % g é g’ g’é’ &%;E E § Area Z g Z 9 & E
a | a T

% Rely on the Internet for Healthcal
Information d d d d d d d d 9.6 d

116 6.3 118 9.7 9.0 98 9.7 78 7.5
% [Parents] "Extremely" Confident
Accessing Health Info for Child d h d d h d 81.2

817 716 747 828 904 | 786 874 84.9
% [Parents] "Extremely" Confident
Accessing Activity Info for Child h d B 69.5

65.3 53.1 68.1 770 885 683 741 68.1
% [Parents] "Extremely" Confident
Meeting Child's Emotional Needs d d d 74.6

736 675 724 76.8 854 | 73.6 786 732
% [Parents] "Extremely" Confident i
Meeting Child's Physical Needs d h d d B h B d 84.4

79.2 749 843 86.6 96.6 | 827 90.6 82.6
% [Parents] "Extremely" Confident i
Meeting Child's Social Needs d d d d B d d d 72.1

65.4 66.7 732 745 886 | 717 728 73.8

Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidettordhibat sam
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
o o g s £33 | 82 Metro | w %) | 2
Injury & Safety wus WwE 3T 37T 22| 95 %g g€ Aea| = S 2 48| §
o 5§ 6 ?5 £3| 88 #8 =8 g 2 g L
% [Age-Q7] Child Has Sustained Inj
Requiring Treatment in Past Year d d d d 11.9 d B
13.6 9.8 11.7 9.1 15.3 11.1 138 1238 12.7 15.1
% [Age 7] Child "Always" Wear a
Helmet h d d B d 433 d
337 375 46.1 527 444 473 27.7 45.9 40.3
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s £EZ| 82 > > Metro | w 0 I 2
< < < s | T ZE £ 2 < Y S| =z
Injury & Safetgcontinued s we =€ =298 2| 25 =5 §3 Area - g | W
Jury & Safetfcontinued) =5 °5 25 95 £3|83 88 23 ¢ ¢ ¢ *&| &
% [Age Q7] Neighborhood Is "Slight
or "Not At All" Safe h B B B B d 12.8
413 241 6.3 4.1 2.3 159 36 114 15.3 10.2
% Child Exposed to Neighborhood
Violence (Ever) d d B B d d 8.5 h h h
16,5 104 6.6 54 0.0 8.5 6.3 12.6 3.7 53 3.9
% Children "Never" Play in
Playgrounds/Parks in Neighborhoo d d B d d d 55
12.9 3.5 3.1 2.5 5.9 5.0 4.8 10.9
% [Age 7] Child Miss&thool in
Past Year Because Felt Unsafe h d B d d d 7.9 d h
126 154 74 41 8.6 8.0 3.8 7.8 1.8
0 L
% [Age-A7] Bullied in the Past Year d d h B d d d 19.4 d
241 143 277 127 18.7 19.1 245 21.2
% Discussed Water Safety w/ HIth
Professional d d B h d d d d 45.3
418 413 581 378 502 | 452 493 37.6
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availableofoortkiis trediogl
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © © co o S, S [a)]
; W s W =28 =2®@® O o S 2c ¢ z = D el G
Mental &Emotional Health = 5 3 3 o3 Area ; 9N
“6 "6 6 ©5 £53| &8 &8 =3 ¢ ¢ ¢ "¢ E
% [Age 7] Child's Mental Health I3
"Fair/Poor" d d d B d d d 5.8 d
8.4 8.7 5.7 3.1 5.7 34 11.2 10.3 7.9
% [Age-A7] Child Has Depression d d d d d 75 d d
10.0 7.1 6.7 6.0 7.3 6.7 10.6 7.2 6.1
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s E£9 9 5 > > Metro | w %) Q a2
= = d= = I3 K] 8 2 > e = E < o 2
Mental & Emotional Healtlontinued) 5 g 77 g ; § % g é g’ g’é’ &%;E o § Area Z g Z 9 & E
A &) I
% [Age 7] Child Had Symptoms ol
Depression in Past Year d d d d d d d 4.7 d h
8.1 2.4 29 46 46 25 99 5.7 2.0
% [Douglas County High Schoolers
Attempted Suicide in Past Year 13.0 h d
7.4 12.4
0 . .
% [Age-A7] Child Has Anxiety d d d d d d d 13.7 h
13.7 125 18.0 122 13.8 10.6 194 13.4 10.1
0 . .
%[Age 517] Child Worries A Lot d d d d d d d 29 2 d h
32.0 320 329 295 30.6 25.3 28.0 27.1 21.9
% [Age-A7] Child Has Difficulty
Sleeping d d d d d d d 19.1 d h
221 165 236 19.2 199 146 234 18.7 10.2
% [Age 7] Parent Aware of
Community Mental Health Resourc d h B d d B d 78.1 B B
798 601 831 77.9 76.3 85.1 75.1 60.5 67.2
% [Age 7] Needed Mental Health
Svcs in the Past Yr d d d d d d d 14.8 d d
18.2 118 143 129 14.1 138 21.2 13.6 13.6
% [Age 7] Child Has Ever Taken H
for Mental Health d d d d d d d 11.1 d d
10.0 115 109 9.0 105 94 19.1 10.0 13.7
% [Age 7] Child Rec'd Professions
Treatment/Counseling in Past Yr d d d d d d d 13.8 d d
16.5 10.2 143 124 13.1 122 21.2 10.8 12.7
% [Age 7] Has Adult Outside
Household for Advice/Guidance d d B d d d d 96.2
945 953 99.6 94.1 96.1 97.1 95.3
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
s s g s £33 | 82 2 .2 Metro | w ) Q| 2
Mortality 2 é ) é = -‘CEU 5 é g _g’ _g’ 3 g 5 85 Aea| 2 S 2 4 S| &
o 5§ %56 ?5 £3| 88 #8 =8 ¢ 2 ¢ ~& | E
[Age #] Mortality Rate per 100,000 27 3
28.6 28. 24.8 25.7
[Age 3] Mortality Rate per 100,000 105 B
125 10.1 118 123
[Age 1€14] Mortality Rate per 100,0 126 B
11.8 17. 144 15.2
[Age 18.9] Mortality Rate p@0,000 46.1 d
474 411 483 55.7
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidatfordhihat sam
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
o o g s £33 | 82 Metro | w %) | 2
Neurological Disorders 2 g 7 g = :__EU = E 7 Tg’ T:;’ 5 %g 5 g Area | = = > ¢ § i
o 5§ 6 ?5 £3| 88 #8 =8 g ¢ g “&| E
% [Age-Q7] Child Has
Migraines/Severe Headaches h d d B d d d 6.7 d d
12.8 4.9 6.8 3.9 12.6 7.1 7.0 4.0 8.6 54
% [Age-Q7] Child Has Brain
Injury/Concussion d d d d d d d d 4.6 d h
6.1 3.6 4.8 2.8 10.2 4.6 4.7 4.9 3.6 2.5
% [Age-Q7] Child Has Epilepsy/SeiZ
Disorder d d d d d d B d 2.0 d d
3.8 2.1 2.7 1.8 1.7 2.5 0.0 3.0 3.1 1.5
Note: In the gregection, each subarea is compared against all other areas combined. B d h
these tables, a blank or empty cell indicates that data are not available for this indicat
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s E£9 9 5 > > Metro | w %) Q a
< < < < ] & & BE S B > < 3 o Z
Nutrition, Physical Activity & Weigh{ £ & #HE 3¢ 2¢€ ©2| 93 535 83 Area ; g | W
g yewean 2§ *§ =§ 5 £3| 33 &3 €3 g £ ¢ -
% [Age-27] Daily 5+ Servings of
Fruits/Vegetables in Past Week d h 34.9
46.8 46.1 326 299 347 | 37.6 29.2 29.2
% "Very/Somewhat" Difficult to Buy|
Fresh Produce d B d d 21.5 B B
30.8 258 212 129 170 | 214 17.6 30.9 32.6 28.2
% [Age-27] Child Ate 3+ Fast Food
Meals in Past Week d d d d d 26.5 d h
265 234 283 297 146 | 26.2 26.2 30.8 27.6 19.9
% [Age27] Atg+ Meals Together &
Family in Past Week d d h d d d 49.8 d
511 68.0 435 408 447 | 495 482 553 46.2
% [Age27] Daily 1+ Serving of Sud
Sweetened Beverages d B d d d d 21.2
261 295 130 184 10.1| 204 205 28.8
% [Age-27] Child Was Physically A
One Hour/Day in Past Week d d d d d d d 54.5 B d
578 62.8 520 51.0 650 | 56.0 53.2 46.8 45.3 52.7
% [Age 7] Daily 2+ Hours Screen
Time d d d d d d d 44.5
46.5 36.8 42,6 44.1 426 47.1 51.6
% [Age 7] Child Is Overweight or
Obese d d d B d d d 35.9 d h
40.8 434 349 29.0 351 344 431 32.6 30.2
0 .
% [Age-A7] Child Is Obese d h d B d d d 208 h h h
229 349 252 187 241 19.0 229 18.2 145 171
% [Parents] Have Been Told That C
Child [8.7] Is Overweight B h 28.0 d B
35.1 144 22.4 8.2
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s EZ| 8> > > Metro | w 0 I a)
< < < < ] & & 28 S £ 5 < 4 g >
Oral Health ws ws € =€ §2| 5 £5 55 Area - ¢& | W
=§ “5 =5 5 <£3| 38 88 =3 g 2 ¢ -& g
o p — N .
% [Age-17] "Fair/Poor" Rating of Te d B d 95 h h h
14.7 14.7 9.3 5.8 2.1 101 7.1 11.2 49 3.6 55
% [Age-17] Chronic Toothaches in
Year h d d B d d d d 51
11.5 6.6 4.8 2.6 2.0 5.7 3.1 5.7
% [Age-17] Cavities/Decayed Teeth
Past Year d d d B d d d d 9.5 d d B
14.3 9.1 9.7 55 9.7 9.2 75 154 96 86 11.7
% [Age-17]Dental Visit in the Past
Year d h d B d d 83.0 d d d
84.7 755 828 88.6 86.6 83.5 79.7 86.8 83.2 84.0 81.2
% [Dental Visit] Preventive Visit h d B d 96.9
92.5 975 99.2 0984 97.2 97.6 938
% [Age-17] Difficulty Accessing Del
Care for Child in Past Yr d d B d d d d h 6.2
6.9 8.2 2.8 4.9 4.7 55 52 132
0, -
% [Age-17] Dental Insurance d B d h d d d d 89 3
87.4 939 924 844 89.8 89.4 89.1 88.8
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam B d h
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © © = @ IS > > Metro| w ) 8 o
= = 5 25 &5 | oE BEF gE z = S5 ol Z
Prenatal & Infant Health Y § 77 § % g % § é g gé g § S § Area g g g g =
o o I [=
% Inadequate Prenatal Care
16.3 12.0
% of Low Birthweight Births
7.8 70 6.8 8.2 7.8
% [Age-Q7] Child Was Ever Breastf h d B d d d d d 75 5 d h d
66.5 769 822 775 738 76.2 76.6 68.9 726 819 | 74.8
%Exclusively Breastfed Until 6 Mor d d d d d d d h 337 B B d
30.7 344 352 388 353 35.2 333 252 29.1 255 | 30.6
Infant Death Rate d B h 6.2 h h d d
6.4 5.1 7.6 58 5.1 5.9 6.0
[Douglas County] Neonatal Death R 45 h
4.1
[Douglas County] Postneonatal Mot
Rate 2.6 h
2.0
% Would Not Want New Baby to Hg
Recommended Vaccines d d B d d d d d 7.1 B d
9.9 5.2 4.5 9.2 9.3 7.3 5.7 8.6 12.5 5.3
Note: In the green section, each subarea is compared against all other areas combin
these tables, a blank or empty cell indicates that data are notthisiladileator or that sam B d h
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area v8enchmarks
g g s s t£t3| 82 > .2 Metro | w ) Q| 2
Sexual Activity %é <L/'3J§ 32;E‘3 ;é %g’ %% g% 55 Area < <_(- > "’§ E
o 5§ %56 ?5 £3| 88 #8 =8 ¢ 2 ¢ ~& | E
% Births to Teenagers (Under Age h
47 2.6 46 4.6
[All Ages] Gonorrhea Incidence per
100,000 B | |w428h h h h
195.8 96.0 78.1 53.1 110.7 1154
[All Ages] Chlamydia Incidence per
100,000 B | |s468th h h h
734.1 460.5 399.6 382.0 456.1 468.6
% [Douglas County High Schoolers
Currently Sexually Active 18.3 B B
28.7 20.8
% [Sexually Active Douglas County|
Schoolers] Did Not Use Condom 414 B h
46.2 38.8
% [Sexually Active Douglas County|
Schoolers] Did Not Use Any Birth G 15.8 h B
13.8 19.1
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © © ca 2] 0 [a)
Substance Abuse "”é L“é ;'Fés ;é %g’ ?:?g §§ gg I\::?é? 2 = 5 "’§ i
= .
5 76 “6 6 28|88 &8 =3 ¢ 2 g =L
% [Douglas County High Schoolers
Drank Alcohol in Past Month 23.2
29.8 24.0
% [Douglas County High Schoolers
Drove When Drinking in Past Montf 10.5 h h
5.5 9.1

Professional Research Consultants, Inc. 34




CHILD & ADOLESCENT HEALTH NEEDS ASSESSMENT

Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © s £9 | 9> > > Metro | w 0 N =]
= = < N o) © © c é c = e € = i: ) . 8 Z
Substance Abusgontinued 2 g 7 g = g > g 23| 23 33 53 Area 5 ; 5 gy =
* ) o 5§ 6 ?5 £3| 88 #8 =8 g 2 ¢ & E
% [Douglas County High Schoolers
Used Marijuana 25.5 B
35.6 30.4
% [Douglas County High Schoolers
Used Prescription Drugs (Not Rx) 11.3 B
14.0 155
% [Douglas County High Schoolers
Used Inhalants 4.0 B B
6.2 8.1
% [Douglas County High Schoolers
Used Ecstasy 3.4 B B
4.0 4.5
% [Douglas County High Schoolers
Used Cocaine (Any Form) 4.2 B d
4.8 4.2
% [Douglas County High Schoolers
Used Steroids (Not Rx) 2.6 B h
2.9 2.2
% [Douglas County High Schoolers
Used Methamphetamines 2.3 B B
25 4.3
% [Douglas County High Schoolers
Used Heroin 2.1 h h
1.7 1.7
% [Douglas County High Schoolers
Used Injection Drugs 1.3 B B
15 3.3
% [Douglas County High Schoolers
Used Marijuana in Past Month 14.7 B
19.8 16.2
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not avaidiatfordhihat sam
sizes are too small to provide meaningful results. better similar worse
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
z z z s £3| 82 > .2 Metro | w %) Q| 2
5 5 5 s S| 28 ZE & z < 5 S| zZ
Tobacco Wws we 32€ 2¢ 2| 5 £5 3 Area : g | W
=§ “5 =5 5 <£3| 38 88 =3 g 2 ¢ -& g
0,
% Member of Household Smokes h d 19.4
309 156 17.2 188 106 | 195 175 231 18.0 17.4 155
% [Douglas County] Tobacco Use [0
Pregnancy 7.4
% [Douglas County High Schoolers
Smoked Cigarettes in Past Month 75 B B
8.8 11.0
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not thisiladileator or that sam
sizes are too small to provide meaningful results. better similar worse
Disparity Within Douglas County Disparity Among Countie Metro Area v8enchmarks
© © © s £E8| 82 Metro | w 0 | 2
< < < £ S |ls2 zE £ Z < 35 . O z
Vision, Hearing & Speech ws wes 28 268 2| 85 EBE5 §5 Area : g | W
9E5P =6 76 =6 ©5 25|88 88 =3 g2 g
% [Age-Q7] Child Has Had 3+ Ear
Infections (Ever) d d d d 24.1
2000 231 218 215 436 | 23.1 286 213 17.9 28.7
% [Age-Q7] Child Has
Speech/Language Problems d d 14.9 d
13.8 13.7 10.6 16.6 14.7 | 138 17.2 16.9 14.7 10.8
% [Age-Q7] Child Has Hearing
Problems h d d d B d B 6.6 d h
12.0 4.3 75 54 2.1 6.7 3.2 13.0 6.8 3.5
% [Age-Q7] Child Hassion Problem d d d d d d d d 26.2
253 290 248 286 201 | 26.6 228 31.3
% Difficulty Accessing Vision Care 1
Child in Past Year d d d d B d d d 4.0
6.5 4.5 39 51 4.6 25 32
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Disparity Within Douglas County Disparity Among Countie Metro Area vs. Benchmarks
© © © © c o 2] IS [a)
< < < < o 8 < E‘ 2 -E‘ o -E‘ Metro %J < % g =
Vision, Hearing & Spee@ontinued) | 2§ HE S8 2% 82| 25 53 §3 Area - . go | u
9 & Spedt 1125 °5 25 95 £5| 28 83 €8 ¢ ¢ ¢ *§| &
% [Age-Q7] Child Has Had an Eye
Exam in the Past 3 Years d B d 71.4 B
735 734 660 743 774 | 721 679 74.2 82.3 84.0
% [Age-Q7] Child Has Had Hearing
Tested in the Past 5 Years d d d d d d d 85.7 d
85.7 904 829 852 90.3 | 86.1 833 87.6 85.2 72.1
Note: In the green section, each subarea is compared against all other areas combin B d h
these tables, a blank or empty cell indicates that data are not availdidattordhihat sam
sizes are too small to provide meaningful results. better similar worse

37

Professional Research Consultants, Inc.




CHILD & ADOLESCENT HEALTH NEEDS ASSESSMENT

Summary of Key Informant Perceptions

In the Online Key Informant Survey, community stakeholders were asked to rate the degree to

which each of 15 health issues is a problem for children and/or adolescents in their own

community, using a scale of fAmajor bpreomhloemr o AifMmmo d e
problem at all .o The following chart summarizes ¢t}
outlined throughout this report, along with the qualitative input describing reasons for their

concerns. (Note that these ratings alone do not establish priorities for this assessment; rather,

they are one of several data inputs considered for the prioritization process described earlier.)

Key Informants: Relative Position of
Health Topics as Problems in the Community

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 1009

Mental & Emotional Heal 18.0%

1
Oral Health 29.8% 49.0%
1

Access to Health Service 25.6% 51.3% | |
1

Asthma & Other Respiratory Conditio 23.8% 47.6% | |

Infant Health 22.9% 46.4% | |
48.0% ‘ ‘ | | |
43.8% | | |
Vision, Hearing & Speech Conditio . :43.2% : | |

B Major Problem @ Moderate Problem OMinor Problem @ No Problem At Al

Bone, Joint & Muscle Conditiofs 14.7%
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The initial inquiry of the
PRC Child &
Adolescent Health
Survey asked
respondents the
following:

Aln general,

feel is the number-one
health issue affecting
children under the age
of 12 in your community

t oda)

This question was
open-ended, meaning
that respondents were

free to mention
whatever came to mind,
and their verbatim
responses were
recorded. These
responses were then
grouped thematically for
reporting here.

Professional Research Consultants, Inc.
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Child Health

The interrelated issues of gbesity, nutrition, and exercise received the largest share of
responses (29.0%) from parents as the perceived number-one health issue for children

under the age of 12.
Responsesn ®tf oimathingd c secend with 19.7% of responses.

1 Respondents also frequently identified colds/flu (mentioned by 11.4%), mental
health issues (6.2%), allergies (4.0%), and access to care (3.3%)

Perceived Number-One Health Issue

Affecting Children Under 12 in the Community
(Among Metro Area Parents With a Child Age 0-17, 2018)

Other (Each <3%5.4%

Access to Carg.3%

Allergies4.0% Obesity (19.7%)

Nutrition (7.1%)

Mental Health (Depressio Exercise (2.2%)
Suicide)s.2% Obesity/Nutrition/Exercise

29.0%

Colds/FIuL1.4%

Don't Know/Nothint9.7%

Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 5]
Notes: & Reflects total sample of respondents.
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Adolescen t Health

- Mental health issues received the largest share of responses (21.5%) when parents
n n gener a

you feel is the were asked to name the number-one health issue for adolescents (age 12-17).
number-one health
issue affecting i A i ; 0
adolescents age 9 Other frequent responses includedd o n 6 t k n o wWrhentmned by 2030%), the
12-17 in your combination of obesity/nutrition/exercise (18.2%), illegal drugs (5.1%), cold/flu

communi t
/ (5.1%), STDs (4.6%), and lack of activities (3.3%).

Perceived Number-One Health Issue

Affecting Adolescents (12-17) in the Community
(Among Metro Area Parents With a Child Age 0-17, 2018)

Other (Each <3%2.2%

Mental Health (Depression,
SuicideR1.5%

Lack of Activitie8.3%

STDs4.6% =
Obesity (13.0%
Nutrition (3.8%)

0,
Colds/FI5.1% Exercise (1.4%)

llegal Drug$.1% Don't Know/Nothing0.0%

Obesity/Nutrition/Exercise
18.2%

Sources: & 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 7]
Notes: 0 Reflects the total sample of respondents.
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NOTE:

Differences noted in the
text represent
significant differences
determined through
statistical testing.

The terms 7

Achil drenc
throughout this report to
refer to children and
adolescents of all ages
(0-17), unless otherwise
specified.

Although survey
respondents are often
referred to
throughout this report,

they may in fact be a
grandparent or other
guardian for a child in

the household.

Professional Research Consultants, Inc.
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Overall Health Status

Activity Limitations
A total of 9.1% of Metro Area children are limited or prevented in some way in his/her
ability to do things most children of the same age can do because of a medical,

behavioral, or other health condition.

9 Similar to the US figure.
9 Statistically similar by area within Douglas County.
1 By Metro Area county, activity limitations are highest in Pottawattamie County.

9 TREND: No significant change since first measured in 2015.

Prevalence of Activity Limitations

100%

Metro Area
80%
60%
40%
20% 13.7% 15.8%
70% 83% 7.6% 99% 9.0% gro 9.19 11.5% 8.2% 9.1%
: - —
s - ] -
NE SE NW SW WesternDouglas Sarpy Pott. Metro  US 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 66]

0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.

Notes: 6 Asked of all respondents about a randomly selected child in the household.

Note that the following groups of children report a significantly higher prevalence of activity

limitations:

1 Boys.
9 Teenagers (age 13-17; note the correlation with age).

9 Children in very low-income households.
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Prevalence of Activity Limitations

Charts throughout this (Metro Area, 2018)
report (such as that
here) detail survey
findings among key
demographic groups i 80%
namely by gender, age
groupings, household

100%

income (based on 60%
poverty status), and
childés ra:
40%
20% 13.8% 15.5%
0 - 12.5%
v, 1 .
Boy Girl Age Age Age VerylLow Low Mid/High White Black Hispanic Metro
Oto4 5tol2 13tol17 Income Income Income Area
Sources: & 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 66]
Notes: 0 Asked of all respondents about a randomly selected child in the household.
8 Hispanics can be of any race. Other race categori¢tiarempoa ni ¢ cat e gor i z aHispanioVghieépendents), fAWhi t eo r
8 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thleg hoysehbldsiz | nc o me 0

households with incomes below 100% FPL,; "Low Incometoi hotlbddesh
households with incomes at 200% or more of the FPL.

For children with activity limitations, the vast majority (90.7%) is living with a condition

that is expected to last 12 months or more.

Activity limitations among Metro Area children are most often attributed to conditions such as
ADHD/ADD (mentioned by 10.8% of parents of children with activity limitations), autism/
Asperger syndrome (9.0%), asthma (6.5%), speech delay (4.6%), epilepsy (4.2%), and

Down syndrome (4.1%).

Description of Activity Limitations
(Among Children With Activity Limitations; Metro Area, 2018)

0% 20% 40% 60% 80% 100%

ADHD/AD 10.8%

Yes90.7% Autism/Asperger's| 9.0%

Asthma 6.5%
Speech Delayll 4.6%
Epilepsy |l 4.2%

4.1%

Down Syndrom

N09.3% Other (Each <3% 60.8%

L - Type of Problem that Most Limits Activities
Activity Limitation Is the Result of a L-3agn Condition (Includes only those respondents who could name the problem)

2018 PRC Child & Adolescent Health Survey, Professional Research Consultan&8)nc. [ltems 67
Asked of respondents for whom the randomly selected child in the household has some type of activity limitation.

Sources:

¢}
Notes: &
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ADuring tF
months, about how
many times did this
child miss school
because of illness
or inj

CHILD & ADOLESCENT HEALTH NEEDS ASSESSMENT

School Days Missed Due to lliness or Injury
While the majority of Metro Area school-age children (age 5-17) missed four or fewer

school days in the past year due to illness or injury, 7.9% are reported by parents to

have missed 10 or more.

Number of School Days Missed

in the Past Year Due to lliness or Injury
(Metro Area Children Age 5-17, 2018)

Threel2.9%

Four8.7%

Five8.0%

Six to Nin&.5%

Onel6.8% 10 or Mor&.9%

None20.8%

Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 94]
Notes: 0 Asked of all respondents for whom the randomly selected child in the household is age 5 to 17.

9 The prevalence of school-age children who missed 10 or more days of school in the
past year due to illness or injury is similar to US reports.

9 Within Douglas County, this prevalence is highest in Northeast Omaha.

9 Similar by county.

9 TREND: Statistically unchanged over time.

Professional Research Consultants, Inc.
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Child Missed 10+ School Days

in the Past Year Due to lliness or Injury
(Metro Area Children Age 5-17, 2018)

100%
Metro Area

80%

60%

40%

20% 14.5%

12.6%

300  46% 7.5% 6.9% 7.8% 7.9% 5 7.3% 7.9%
. (] . .

0% —— [ n/a ,_l

NE SE NW SW WesternDouglas Sarpy Pott. Metro US 2015 2018
Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 94]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents for whom the randomly selected child in the household is age 5 to 17.

9 When viewed by children 6 s demogr ap hi ¢missdd achomlddysduets t i c s
illness or injury is highest among teenagers and White children. Other differences in

demographics shown in the following chart are not statistically significant.

Child Missed 10+ School Days

in the Past Year Due to Iliness or Injury
(Metro Area Children Age 5-17, 2018)

100%
80%
60%
40%
20% 13.2%
11.0% -£70
6.7% 8.9% 5.8% ° 9.2% 6.2% 8.7% . 7.9%
o 1.2 22
0%
Boy Girl Age Age Very Low Low Mid/High ~ White Black  Hispanic Metro
5t012 13to1l7 Income Income Income Area
Sources: 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 94]
Notes: Asked of all respondents for whom the randomly selected child in the household is age 5 to 17.

Hispanics can be of any race. Other race categori¢tiaremoa ni ¢ cat e gor i z aHispanioVghiegpendants), A Whi t eo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thle@ hoysehbldsiz | nc o me o
households with incomes below 100% FPL; "Low Incomentoi hotluddsst
households with incomes at 200% or more of the FPL.

O¢ O O O¢
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Special Health Needs

Prevalence of Special Health Needs
Here, children with L . .
special health needs In all, over six in 10 Metro Area children (62.7%) are found to have special health needs.

include those reported

to have one or more of 1 Almost identical to the US figure.
the chronic disease ) ] ) o
conditions tested in 9 Highest in Northwest Omaha when looking within Douglas County.

the survey or another
chronic condition not

specifically tested. { TREND: This prevalence has remained relatively unchanged since first measured in

2015.

9 By county, this prevalence is lowest in Douglas County.

Child Has a Special Health Need
(Metro Area, 2018)
100%

Metro Area
80%
66.5% 68.5% 67.8% 67.6%
o 62.7% 62.8% 62.3% 62.7%
61.8% 58.4% 60.4% —_——
60% 53.7%
40%
20%
0%
NE SE NwW SW WesternDouglas Sarpy Pott. Metro US 2015 2018
Omaha Omaha Omaha Omaha DouglasCounty County County Area
Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 127]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of all respondents about a randomly selected child in the household.
Ol ncludes respondents reporting a chil doés di agnyotherinat specifically adgressed.d i c ¢

9 More than eight in 10 Black children are reported to have a special health need.

1 Also note the strong correlation with age.
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Child Has a Special Health Need
(Metro Area, 2018)

100%
83.1%
80% 74.0%
67.2% 68.1% 0
63.6%  61.7% 61.09% 614% ©41% 62.7%
60%
’ 51.7%
45.1%
40%
20%
0%
Boy Girl Age Age Age Verylow Low Mid/High White Black Hispanic Metro
Oto4 5tol2 13to1l7 Income Income Income Area
Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 127]
Notes: 6 Asked of all respondents about a randomly selected child in the household.
0 Hispanics can be of any race. Other race categori¢tiarepor ni ¢ cat e gor i z aHispanioVvghieépendants), A Whi t eo r
0 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éof tile& hoysehbldsiz | nc o me o
households with incomes below 100% FPL; "Low Incomentoi hotluddest
households with incomes at 200% or more of the FPL.
0l ncludes respondents reporting a childoés di agngothserina specifically adgdressed.d i ¢
Parents6é6 Greatest Needs for Child

A total of 9.7% of Metro Area parents of children with special health needs identified

general healthcare as their greatest need for this child.

9 Other common needs mentioned by parents included: medication/pharmaceutical

iWhat i . - .
! nee% for yl)u? Ch”}(ljo supplies (6.2%), more specialists (4.2%), and accessible and affordable

with speci healthcare (4.0%).

Respondent sd Greatest Need for
(Metro Area Parents of Children With Special Needs, 2018)

Do Not Need He®®.2%

Gen'l Healthca® 7%

Meds/Pharn6.2%

Other (Each <4%#6.7% Don't Knovb.4%

More Specialist4$.2%

Child Doesn't Have Healthccessible/Affordable
Concerns3.6% Healthcard.0%

Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 314]
Notes: & Asked of all respondents whose child has a medical condition specifically measyred in the
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Mental Health

1
About Mental Health & Mental Disorders

The existing model for understanding mental health and mental disorders emphasizes the
interaction of social, environmental, and genetic factors throughout the lifespan. In behavioral
health, researchers identify: risk factors, which predispose individuals to mental illness; and
protective factors, which protect them from developing mental disorders. Researchers now
know that the prevention of mental, emotional, and behavioral (MEB) disorders is inherently
interdisciplinary and draws on a variety of different strategies. Over the past 20 years, research
on the prevention of mental disorders has progressed. The major areas of progress include
evidence that:

1 MEB disorders are common and begin early in life.

1 The greatest opportunity for prevention is among young people.

1 There are multiyear effects of multiple preventive interventions on reducing substance

abuse, conduct disorder, antisocial behavior, aggression, and child maltreatment.

The incidence of depression among pregnant girls and adolescents can be reduced.

School-based violence prevention can reduce the base rate of aggressive problems in an

average school by 25 to 33%.

There are potential indicated preventive interventions for schizophrenia.

Improving family functioning and positive parenting can have positive outcomes on

mental health and can reduce poverty-related risk.

School-based preventive interventions aimed at improving social and emotional

outcomes can also improve academic outcomes.

Interventions targeting families dealing with adversities, such as parental depression or

divorce, can be effective in reducing risk for depression in children and increasing

effective parenting.

Some preventive interventions have benefits that exceed costs, with the available

evidence strongest for early childhood interventions.

9 Implementation is complex, and it is important that interventions be relevant to the target
audiences.

1 In addition to advancements in the prevention of mental disorders, there continues to be
steady progress in treating mental disorders as new drugs and stronger evidence-based
outcomes become available.

= = = =4 = =

=

1 Healthy People 2020 (www.healthypeople.gov)

Evaluation of Chil dés Ment al Heal t h

A NOO Wr tchhi ,“lk Most Metro Area parents of children age 5-17ratet h e i r médntallhdaftlsd which
you il

health, which includes includes stress, depression, and problems with emotions d as f e x c @10.4%@art o
stress, depression, " R
and problems with ivery B6.@79.0
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Chil ddéds Mental Health St
(Metro Area Children Age 5-17, 2018)

Very Good35.0%

Good 18.7%

Fair 4.7%
Poor 1.1%

Excellent 40.4%

2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 77]
Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Sources:
Notes:
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However, 5.8% of Metro Area parents believe that their school-age c¢c hi | dBesalthment al

is fAfaird or fApoor. o
9 More favorable than national findings.
9 In Douglas County,if ai r/ poor 06 ment BwestinSauthwebtOmabd.i ngs ar e
9 No statistically significant difference when viewed by county.

9 TREND: Statistically similar to 2015 survey findings.

Child Experiences fAFairo or
(Metro Area Children Age 5-17, 2018)
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20 11.2% 10.3%
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B4% BT% 57% 5.4, 5.7% 3406 5.8% 7.9% 5.8%
o oo ve mmos | | e B

NE SE NW SW WesternDouglas Sarpy Pott. Metro US 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 77]
6 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
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fAFair/ poor o ment al heal t 7 isnoe dftesnotadiay gire c hi | dr e

and teenagers.

. . ~ . N
Child Experiences fAFairo or
(Metro Area Children Age 5-17, 2018)
100%
80%
60%
40%
20%
0, 0, 0,
420 1A% 45y, BA% B3 BA% o 60% 5y  54%  58%
vy, o [ —— N N e —— B
Boy Girl Age Age  Verylow Low Mid/High ~ White Black  Hispanic  Metro
5to12 13to1l7 Income Income Income Area
Sources: & 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 77]
Notes: 0 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
O Hispanics can be of any race. Other race categori¢tiareoa ni ¢ cat e gor i z aHispanioVéhiegpendants), A Whi t edo r
O Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thleé hoysehbldsiz | nc o me o
households with incomes below 100% FPL; "Low Incomentoi hotlbddsst
households with incomes at 200% or more of the FPL.
Depression

Diagnosed Depression
A total of 7.5% of Metro Area parents report that they have been told by a doctor or

other healthcare provider that their school-age child had depression.

9 Almost identical to that found across the US.
9 No significant differences by area within Douglas County or among the three Metro

Area counties.
9 TREND: Statistically unchanged since first measured in 2015.
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Child Has Been Diagnosed with Depression
(Metro Area Children Age 5-17, 2018)
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NE SE NW SW WesternDouglas Sarpy Pott. Metro US 2015 2018
Omaha Omaha Omaha Omaha DouglasCounty County County Area
Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 86]

0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: & Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

9 Teens and girls are statistically more likely to have diagnosed depression than their

demographic counterparts.

Child Has Been Diagnosed with Depression
(Metro Area Children Age 5-17, 2018)
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Sources:
Notes:
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2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 86]

Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Hispanics can be of any race. Other race categori¢tiaremoa ni ¢ cat e gor i z aHispanioVghiegpendants), A Whi t eo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thle& hoysehbldsiz | nc o me o

households with incomes below 100% FPL; "Low Incomentoi hotbddsest
households with incomes at 200% or more of the FPL.
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Signs of Depression

A total of 4.7% of Metro Area parents indicate that their school-age child felt so sad or

hopeless almost every day for two weeks or more in the past year that the child

stopped doing some usual activities.

9 Comparable to the US percentage.

9 Comparable by Douglas County community and among the Metro Area counties.
9 TREND: Represents an increase over 2012 findings (though almost identical to

2015).

Of the 44 surveyed parents reporting signs of depression in their child, just over three-
quarters(7 7. 8%) sought treatment for their

than one in five (22.2%) did not.

Child Felt Sad or Hopeless for Two or More Weeks

in the Past Year and Stopped Performing Usual Activities
(Metro Area Children Age 5-17, 2018)

100%
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20%

Metro Area

Sought professionpl
treatment for this
problem: 77.8%

8.1% 9.9% . . .
24% 29% 46% va 46% 550 ,_l 47% 57% 2.0% 4.6% 4.7%

0% —— —— [ ] [ = e —
NE SE NW SW WesternDouglas Sarpy Pott. Metro US 2012 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultan&5)nc. [ltems 84
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

9 Such signs of depression are highest among teenagers when compared against

children age 5-12.
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Child Felt Sad or Hopeless for Two or More Weeks

in the Past Year and Stopped Performing Usual Activities

(Metro Area Children Age 5-17, 2018)

8.6% 0
42%  52% 54y, D% 63% gy 4T% 59 36%  AT%
N N — sl B

—————
Boy Girl Age Age Very Low Low Mid/High  White Black  Hispanic Metro
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2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 84]

Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Hispanics can be of any race. Other race categori¢tiaremor ni ¢ cat e gor i z aHispanioVghiegpendants), A Whi t eo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thle@ hoysehbldsiz | nc o me o

households with incomes below 100% FPL; "Low Incomentoi hotlbddsst
households with incomes at 200% or more of the FPL.

O¢ O Oc O¢

Suicide Attempts (Adolescents)

Among high school students in Douglas County, 13.0% report attempting suicide in the

past year (2016 Youth Risk Behavior Survey).

100%

80%

60%

40%

20%

0%

9 Higher than national findings.
9 Higher in high school girls than boys.
9 Lowest among Douglas County 12" Graders.

9 TREND: Represents a significant decrease since 2014, though similar to 2012.

Attempted Suicide in the Past Year
(Among High School Students; Douglas County Youth Risk Behavior Survey, 2016)

Douglas County

0,
o 14.0% 13.7% 14.0% 13.2% 13.0% 12.4% 15.7% 13.0%
11.6% 10.1% L ———
: - 7.4%
Males Females Grade 9 Grade 10 Grade 11 Grade 12 Douglas us 2012 2014 2016

County

SourcesB Douglas County Health Department. 2016/17 Douglas County Youth Risk Behavior Survey Report.
B Centers for Disease Control and Prevention (CDC). 2017 National High School Youth Risk Behavior Survep rated. édagablg@aitonline/.

Accessed September 2018.

Notes: B Attempted suicide one or more times during the 12 months before the survey
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Anxiety

Anxiety Disorders
A total of 13.7% of Metro Area parents report that they have been told by a doctor or
other health care provider that their school-age child had anxiety.

9 Almost identical to US findings.
1 No significant differences by area.
9 TREND: Statistically higher than that reported in 2015.

Child Has Been Diagnosed with Anxiety
(Metro Area Children Age 5-17, 2018)

100%
Metro Area
80%
60%
40%
) 18.0% 19.4% o
20%  13.7% 12.5% 12,20 13.8% 10 cop 13.7% 13.4% 10.1% 13.7%
/

WL mEs 1 |

NE SE NW SW WesternDouglas Sarpy Pott. Metro US 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 89]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.

Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

1 Teens and White children are statistically more likely to have an anxiety diagnosis.

Child Has Been Diagnosed with Anxiety
(Metro Area Children Age 5-17, 2018)

100%
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0, 0,
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T [swilll T NS |
0%

Boy Girl Age Age  VerylLow Low Mid/High  White Black  Hispanic Metro
5t012 13to1l7 Income Income Income Area

Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 89]

Notes: Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Hispanics can be of any race. Other race categori¢tiaremoa ni ¢ cat e gor i z aHispanioVéhiegpendants), A Whi t edo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thleé hoysehbldsiz | nc o me o

households with incomes below 100% FPL; "Low Incomentoi hotlbddsst
households with incomes at 200% or more of the FPL.

Oc ¢ O¢
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Worry
fwould you say that A total of 29.2% of Metro Area parents indicate that their school-age child worries a lot.
this child worries
a lot?0

9 Statistically similar to the national proportion for school-age children.
1 No statistically significant difference by area.
9 TREND: Worry has steadily increased since 2012 findings.

Child Worries a Lot
(Metro Area Children Age 5-17, 2018)

100%
Metro Area
80%
60%
40%
32.0% 32.0% 32.9% 0
29.5% 30.6% o535, 280% 29.2% 57104 soavy  29:2%
| 2o 20—
20%
0% n/a
NE SE NwW SW WesternDouglas Sarpy Pott. Metro  US 2012 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 82]
& 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.

Notes: 0 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

9 Frequent worry is more prevalent among teens and children living in low-income
households (between 100% and 199% of the federal poverty level).

Child Worries a Lot
(Metro Area Children Age 5-17, 2018)

100%
80%
60%
40% 39.2%
° 0 34.0%
320% o 29.4% 28.1%  29.2%
4% 25.0% 23.8%
20%
0%
Boy Girl Age Age  VerylLow Low Mid/High  White Black  Hispanic Metro
5t012 13tol7 Income Income Income Area
Sources: 6 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 82]
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
O Hispanics can be of any race. Other race categori¢tiaremor ni ¢ c at e gor i z aHispaniovghieépendants), A Whi t eo r
0 Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éof tile& hoysehbldsiz | nc o me o

househol ds with incomes below 100% FPL; "Low Incomen®oi hotLbddsest
households with incomes at 200% or more of the FPL.
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Mental Health Services & Treatment

Need for Mental Health Services
A total of 14.8% of Metro Area parents report that their child (age 5-17) has needed

mental health services in the past year.

9 Similar to the US proportion.

9 Differences within Douglas County and among the three Metro Area counties are not
statistically significant.

9 TREND: Statistically unchanged since 2015.

Child Needed Mental Health Services in the Past Year
(Metro Area Children Age 5-17, 2018)
100%

Metro Area

80%
60%
40%

18.2% 21.2%
20% 2T g, 14.3% 12,99 14.1% 13.8% 14.8% 13.6% 13.6% 14.8%

n/a

0%

NE SE NwW SW WesternDouglas Sarpy Pott. Metro US 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 78]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

9 Those more likely to have needed such services include teens and White children.
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Child Needed Mental Health Services in the Past Year
(Metro Area Children Age 5-17, 2018)

100%
80%
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19.0% 18.4% 0 9
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20% 155%  14.0% 12.3% ° 131% 11.7% 14.8%
,—l 8.9%
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Boy Girl Age Age  Verylow Low Mid/High ~ White Black  Hispanic  Metro
5to 12 13to 17 Income Income Income Area
Sources: 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 78]
Notes: Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

O¢ O Oc O¢

Hispanics can be of any race. Other race categori¢tiaremoa ni ¢ cat e gor i z aHispanioVghiegpendants), A Whi t edo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thle@ hoysehbldsiz | nc o me o
households with incomes below 100% FPL; "Low Incomentoi hotluddsest
households with incomes at 200% or more of the FPL.

Received Treatment/Counseling for Mental Health
A total of 13.8% of Metro Area parents with children age 5-17 report that their child
received mental health treatment or counseling in the past year.

9 Statistically similar to the US.
9 No significant differences when viewed by area.
1 TREND: Statistically comparable to 2015 findings.

Child Received Treatment or Counseling in the Past Year
(Metro Area Children Age 5-17, 2018)
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NE SE NW  SW WesternDouglas Sarpy Pott. Metro US 2015 2018

Omaha Omaha Omaha Omaha DouglasCounty County County Area

Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 79]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
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1 When viewed by demographic characteristics, Black and Hispanic children are less

likely to have received mental health treatment or counseling than White children.

Child Received Treatment or Counseling in the Past Year
(Metro Area Children Age 5-17, 2018)
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9 0 16.7% 17.2% 0 16.2%
2% 150% 15505 1500 156% 15 30 1000 _138%
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Boy Girl Age Age Very Low Low Mid/High ~ White Black  Hispanic Metro
5t012 13to17 Income Income Income Area
Sources: 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 79]
Notes: Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Hispanics can be of any race. Other race categori¢tiaremor ni ¢ cat e gor i z aHispanioVghieépendants), A Whi t eo r
Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éof tife& hoysehbldsiz | nc o me o
househol ds with incomes below 100% FPL; "Low Incomenoi hotLbddest
households with incomes at 200% or more of the FPL.

O¢ O O O¢

Prescriptions for Mental Health
A total of 11.1% of Metro Area parents report that their child (age 5-17) has ever taken
prescribed medication for his/her mental health.

9 Comparable to US reports.
9 Differences among communities are not statistically significant.
1 TREND: Statistically similar to 2012 findings, though higher than 2015.

Child Has Ever Taken Prescription Medication for Mental Health
(Metro Area Children Age 5-17, 2018)

100%
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80%
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20% 19.1% 13.7%
0 . (1]
10.0% 11.5% 10.9% 9.0% 10.5% 9.4% 11.1% 10.0% ’\7.70//11‘.1%
SE NW SW WesternDouglas Sarpy Pott. Metro us 2012 2015 2018
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Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 81]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
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9 Teens and White children are more likely to have taken prescription medication for

their mental health when compared against their demographic counterparts.

Child Has Ever Taken Prescription Medication for Mental Health
(Metro Area Children Age 5-17, 2018)
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Sources: 8 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [Item 81]
Notes: 0 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
O Hispanics can be of any race. Other race categori¢tiareoa ni ¢ cat e gor i z aHispanioVéhiegpendants), A Whi t edo r
O Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) éot thleé hoysehbldsiz | nc o me o

households with incomes below 100% FPL; "Low Incomentoi hotlbddsst
households with incomes at 200% or more of the FPL.

Awareness of Mental Health Services
More than three-quarters (78.1%) of Metro Area parents say that they are aware of local

community resources for mental health.

9 Awareness is much higher than found nationally.

9 Within Douglas County, this awareness is highest in Northwest Omaha and lowest in
Southeast Omaha.

9 Highest in Sarpy County when comparing the three Metro Area counties.

9 TREND: Notably higher than 2012 findings.
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Aware of Mental Health Resources in the Community
(Among Parents of Metro Area Children Age 5-17, 2018)
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Sourcesd 2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 90]
0 2018 PRC National Child & Adolescent Health Survey, Professional Research Consultants, Inc.
Notes: 6 Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.
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9 Parents of White children are more likely to be aware of these services, as are those
at higher incomes. Note the 25.4% difference in awareness between parents of White

children and parents of Hispanic children.

Aware of Mental Health Resources in the Community
(Among Parents of Metro Area Children Age 5-17, 2018)
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2018 PRC Child & Adolescent Health Survey, Professional Research Consultants, Inc. [ltem 90]

Asked of respondents for whom the randomly selected child in the household is between the ages of 5 and 17.

Hispanics can be of any race. Other race categori¢biaremor ni ¢ cat e gor i z aHispanioVvghieépendants), A Whi t eo r
Income categories reflect respondent’s household income as a ratio to the federal poverty level (FPL) éot thleg hoysehbldsiz | nc o me 0
households with incomes below 100% FPL; "Low Incomentoi hotbddest
households with incomes at 200% or more of the FPL.
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Key Informant Input: Mental and Emotional Health
Eight in 10 key informants taking part in an online survey characterized Mental and
Emotional Healthas a fmaj or pr o b ladomacentsdarrthecdmmunity.e n

Perceptions of Mental & Emotional Health

as a Problem for Children/Adolescents in the Community
(Key Informants, 2018)

® Major Problemd Moderate Problenm Minor Problem3 No Problem At All

Sources:
Notes:

PRC Online Key Informant Survey, Professional Research Consultants, Inc.
Asked of all respondents about a randomly selected child in the household.

O¢ O¢

Top Concerns
Among those rating this issue as a fmajor probl em,
following:

Adverse Childhood Experiences (ACES)

Adverse childhood experiences are connected to mental health issues in youth. Untreated anxiety and
depression make it difficult for youth to do well in school, home, and other places. We are seeing
family members in the household also deal with these issues and are often untreated. A mix of
medication and therapy is key. - Community/Business Leader

Omabha is not immune to terroristic events like the Von Maur massacre and the shooting at Millard
South High School. We have troubled youth being bullied that live in unsupportive, non-nurturing home
environments; their mental health needs are being ignored or in a situation where parents want to get
help for their child, but the appropriate programs and resources are difficult to obtain or are non-
existent. We don't do enough in our community or the country regarding prevention programs. - Public
Health Representative

Many youths have experienced trauma. There is a stigma about treatment for mental health issues.
Youth who have been in foster care were required to attend therapy, so they aren't as willing to attend
it when not in foster care. - Social Services Provider

Parents and families are faced with multiple challenges as it relates to social determinants of health.
This includes employment conditions, increased levels of social exclusion, less access to preventative
programs and services, and disparities in their ability to control their lives. The stressors that result put
individuals and families under low to high levels of stress that occur over long periods of time. Often
there are few "breaks" in the level of stress experienced by parents and families which can lead to
maladjustment. This consistent stress and the negative experiences that frequently result for our
underserved and diverse population of children, adolescents, and their families can have a negative
impact on their social, emotional, cognitive, mental, relational, and physical development and status.
Depression, anxiety, anger, relational conflict can develop and lead to negative environments or
violence. Lack of knowledge and skills in coping by youth and parents. - Other Health Provider

Children coming out of crisis oriented and dysfunctional households often need more emotional
support when compared with students in what seems to be a functional family system. Often there is
hesitation for parents to seek this important care for their child. - Other Health Provider

All of a child's life experiences are combined to come up with their level of ‘trauma’. For some of our
youth, these experiences are far bigger than what they can handle on their own. -
Community/Business Leader
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A lot of chemical imbalance and generational challenges passed down. | believe there are a lot of
untreated symptoms. Drugs and alcohol also play a big role when having kids. It seems to be so
common that we can't tell who has it, versus who does not. | also think there are various levels but that
can be hard to diagnose. - Social Services Provider

Many have family history of mental illnesses, drug exposure, poor social circumstances during limited
access to mental health services. - Physician

Poverty, lack of education, inability to utilize the education provided to a person. Lack of
compassionate family planning counseling for individuals with special needs. Drugs and alcohol abuse.
Inability to face reality that a family member needs help with mental health issues. The stigma is there.
- Community/Business Leader

We have children and teens who continue to react to trauma around them. Parents and caregivers
need additional support and guidance to be present with their children during each interaction. Help
children develop skills for self-discipline. - Community/Business Leader

The widespread nature of adverse childhood experiences which frequently contributes to mental health
issues is key to address for ensuring that people have a healthy childhood and a resilient life. - Public
Health Representative

Many children have experienced trauma and do not have a place to talk about this and deal with it. We
need more mental health providers and low-cost treatment. Many refugee children are at risk for
mental health problems. - Other Health Provider

Because the lives of children are so complex, the adults in their lives are so ill-equipped to parent and
protect children, and we know that social-emotional development is influenced by traumatic
experiences and difficulties accumulate over the life course. Sometimes mental health is maladaptive
coping. - Public Health Representative

Many young people are impacted by trauma associated with poverty. Resources and better aligned
partnerships should focus on the root causes. An intense focus is needed to normalize mental illness,
especially within underrepresented communities. - Community/Business Leader

Connected to injury and violence and ACE's our children are being exposed to more and more
situations to impact them on a mental health level. - Public Health Representative

Children in this community have to deal with a lot of trauma and consistent change. They don't find it
necessary to have a child seek help. Families also lack the education around mental health issues and
still some believe it is a stigma. - Physician

Much is related to previous item on violence. Children's mental health problems are exacerbated by
violence. Access to high quality and timely mental health services is limited. Most children who have a
MH condition do not ever get help for it. - Other Health Provider

Many of our kids are exposed to trauma, particularly from immigration related issues and poverty. -
Community/Business Leader

Same as injury and violence. They really go hand-in-hand with trauma. - Community/Business Leader
Is closely related to ACEs. - Social Services Provider
High ACE's score, high rate of attempting suicide in youth. - Public Health Representative

Prevalence/lncidence

Mental health challenges affect one in five families. Providers are becoming fewer because services
lose money or are unreimbursed. Families have no central point of access to services, oftentimes
presenting kids and adolescents in crises in emergency rooms for lack of viable alternatives. -
Community/Business Leader

Mental health is a major issue with all segments of society. It is particularly concerning with young
people. Teen suicide is present and tragic. We need to help young people by identifying those most in
need and who are possibly suicidal. - Community/Business Leader

Mental health appointments are in the top 4 reasons for appointments for children. It is unknown why
we have the behavior disorder increase, but the appearance of depression has increased each year.
The influence of stresses and environmental exposures are part of the reason for the increases. -
Other Health Provider

We know there are high rates of children experiencing mental health challenges and that there is a
significant lack of access to resources to address those needs. Mental health impact all of components
of health and quality of life. - Public Health Representative

At annual well checks, we are screening all children 12 years and above for depression, and it is
surprising to see how many children are symptomatic. There is a lot of family dysfunction that | see in
homes and many split homes nowadays. - Physician
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