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IdenƟ fying and addressing the 
unmet needs of one priority 
populaƟ on, the Southeast District 
Health Department’s (SEDHD) VetSET 
program is collaboraƟ ng with all 
fi ve County Veteran Service Offi  cers 
(VSO) to host veteran town hall 
meeƟ ngs in each county. 

The SEDHD jurisdicƟ on has an 
esƟ mated populaƟ on of 38,000 
people. Of that populaƟ on, 
approximately 10% are veterans. The 
purpose of the veteran town halls has 
been to collect fi rst-hand informaƟ on 
from veterans living within the area 
about the quality of life, needs, and 
recommendaƟ ons for related acƟ on 
planning in their communiƟ es.

As of August 2019, four out of fi ve 
county town hall meeƟ ngs have 
been completed, with 31 veterans 
parƟ cipaƟ ng.  ParƟ cipants have 
shared their stories and provided 
input on what is working (or not 
working), who or where they go to 
for help, and how connected they 
feel to their community. Overall, the 
response has been consistent in all 
counƟ es: health care access is a major 
issue and veterans have a strong 
desire to feel connected to other 
veterans and to the community. 

Once all town hall meeƟ ngs have 
been completed, SEDHD will create 
a summary report that will be used 
to inform a workgroup comprised of 
veterans, VSOs, and key community 
stakeholders. The workgroup will be 
tasked with creaƟ ng an acƟ on plan 
that will direct veteran-supporƟ ve 
acƟ viƟ es, programming, and 
networking opportuniƟ es to improve 
the quality of life for veterans and 

their families in the district.  SEDHD 
will take the lead in developing the 
acƟ on plan and collaboraƟ ng with 
local organizaƟ ons to implement 
strategies across the district to 
support the health and wellbeing of 
veterans and their families.



Every 3-6 years, Nebraska’s local health departments (LHDs) engage local partners (including hospitals, clinics, 
schools, law enforcement, military and veteran organizaƟ ons, economic development agencies, businesses, 
foundaƟ ons, other community organizaƟ ons, and individual community members) to idenƟ fy key, local  
health needs and issues through systemaƟ c, comprehensive data collecƟ on and analysis.  This process is 
known as the Community Health Assessment (CHA).  LHDs take the lead in coordinaƟ ng this complicated 
process, synthesizing the outcome data, and prioriƟ zing idenƟ fi ed issues. The resulƟ ng formal assessment 
is used to create a community-wide plan aimed at strategically improving health – the Community Health 
Improvement Plan (CHIP).  

With CHIPs in place, LHDs take a lead driving the work toward meeƟ ng CHIP goals and monitoring progress.  
Much of this work is done collaboraƟ vely through partnerships and workgroups that include the diverse 
sectors menƟ oned above. 

The CHA/CHIP process ensures that local communiƟ es are able to work together toward a Good, Healthy Life 
for all Nebraskans.

CURRENT CHIP PRIORITIES:

Community Health Assessment (CHA)
Community Health Improvement Plan (CHIP)

Behavioral and
Mental Health

Social Determinants
of Health

PreventaƟ ve Care 
and Screenings

Assessment: Collect and analyze informaƟ on about 
health problems in Nebraska communiƟ es.

Assurance: Promote eff ecƟ ve coordinaƟ on and use of 
community resources to protect the health and
wellbeing of Nebraskans.

Policy Development: Work with partners to apply 
data, educate the public, and develop programs and 
policies—all to address and prevent illness, disease and 
disability.

Local health departments act as communiƟ es’ Chief Health Strategists by assuring that the health and
wellbeing of Nebraskans are protected and improved.  Local health departments do this by working in
each of the Three Core FuncƟ on Areas of Public Health:

This report includes examples of eff orts of Southeast District Health Department to make the “Good Life” a healthy one in 
their jurisdicƟ on. The following examples refl ect work supported through mulƟ ple sources of funding, including monies 
from the Nebraska Health Care Funding Act (HCFA).



ACCESS TO AND LINKAGE TO CLINICAL CARE
Access to and Linkage to Clinical Care includes (but is not limited to) coordinaƟ on of services between 
medical providers and providers of health-related social needs, oral health/dental services, and 
behavioral/mental health.

The Southeast District Health Department (SEDHD)  parƟ cipates in several access-to-care acƟ viƟ es 
within the district. The department’s Health Hub program screens for breast, cervical, and other 
cancers and navigates higher-risk clients to the appropriate health care provider. The Brighter 
Smiles program provides dental care for adolescents who might otherwise lack preventaƟ ve care 
and face barriers in accessing oral health care. AddiƟ onally, SEDHD community health workers 
(CHWs) navigate and link community members to health care—scheduling rouƟ ne preventaƟ ve 
screenings with their primary care physician.

CHRONIC DISEASE CONTROL AND PREVENTION 
Chronic Disease Control and PrevenƟ on includes (but is not limited to) asthma, cancer, cardiovascular 
disease, diabetes, obesity, tobacco control, and worksite wellness.

SEDHD collects and monitors chronic disease-related data from primary and secondary sources. 
These data are included in the department’s Community Health Assessment (CHA), which provides a 
deeper understanding of the community’s health and informs the Community Health Improvement 
Plan (CHIP).  SEDHD conducts health screenings for community members at health fairs and 
engages businesses and worksites in sustainable wellness acƟ viƟ es (including: health screenings, 
evidence-based wellness programs, and policy changes). SEDHD staff  provides educaƟ on related to 
diabetes and blood pressure monitoring, and healthy eaƟ ng and weight status. SEDHD also assists 
with breast, cervical, and colon cancer screenings. SEDHD is currently working with local health 
care partners to refer community members to primary care providers to prevent and improve 
management of chronic diseases.

COMMUNICABLE DISEASE CONTROL AND PREVENTION 
Communicable Disease Control and PrevenƟ on includes (but is not limited to) communicable disease 
epidemiology (disease outbreak management/response), tuberculosis (TB), immunizaƟ ons, sexually 
transmiƩ ed infecƟ ons, and surveillance (tracking and following up on reports and provider/school reports).

SEDHD’s disease surveillance and public health emergency preparedness programs collect and 
analyze data to monitor disease incidence across the district’s fi ve-county region. Data are shared 
with various community partners (schools, health care, etc.) to inform on disease incidence 
trends and to educate on best pracƟ ces related to infecƟ ous disease prevenƟ on. SEDHD provides 
immunizaƟ ons for children and adults to prevent vaccine-preventable diseases and links community 
members to other health care services when applicable.



MATERNAL AND CHILD HEALTH
Maternal and Child Health includes (but is not limited to) Women, Infant, and Children (WIC), family 
planning, newborn screening, evidence-based home visitaƟ on, Early PreventaƟ ve Screening, Diagnosis, and 
Treatment (EPSDT).

SEDHD’s Growing Great Kids program collects developmental screenings data by way of the 
Behavioral Risk Factor Surveillance System (BRFSS) and other sources and disseminates this 
informaƟ on to inform the community on maternal, child, and family health-related issues across 
the district. For children and families who present with a developmental delay, SEDHD refers to the 
Early Development Network. SEDHD supports family planning eff orts through implementaƟ on of 
curriculum for family planning in schools and provides referrals to primary care. 

ENVIRONMENTAL HEALTH
Environmental Health includes (but is not limited to) radon, lead, emergency response, hazardous 
substances and sites, and Complete Streets iniƟ aƟ ves.

SEDHD’s radon program provides families with kits to test their homes, provides public educaƟ on, 
and assists families in idenƟ fying risks and miƟ gaƟ on strategies. Like the radon program, the 
department’s lead program also provides educaƟ on and assists families in reducing childhood 
lead exposure. SEDHD’s emergency preparedness programs assess to idenƟ fy gaps in planning for 
emergencies; plan and implement exercises to coordinate and pracƟ ce emergency eff orts; align 
policies and procedures to promote cooperaƟ ve response across the region; and provide a plaƞ orm 
for collaboraƟ on between response agencies, emergency management, public health, and health 
care organizaƟ ons to advance emergency preparedness across the district. 

INJURY PREVENTION 
Injury PrevenƟ on includes (but is not limited to) motor vehicle injuries, occupaƟ onal injuries, senior fall 
prevenƟ on, substance abuse, car seat safety, binge drinking, and distracted driving.

SEDHD conducts car seat checks and installaƟ ons as a part of the department’s Safe Kids CoaliƟ on. 
SEDHD’s Growing Great Kids program performs home safety visits and provides childproofi ng 
supplies to families. The Southeast District PrevenƟ on Partnership, spearheaded by SEDHD, 
provides evidence-based substance use prevenƟ on and intervenƟ on curriculum to schools within 
the district.



For more informaƟ on about Southeast District Health Department
please visit: www.sedhd.org

AddiƟ onal public health acƟ viƟ es that Southeast District Health Department performs to assure that 
the health and wellbeing of Nebraskans are protected and improved.

The Southeast District PrevenƟ on Partnerships, a prevenƟ on coaliƟ on led by SEDHD, spent the last fi scal year 
building the infrastructure for a fi ve-county, mulƟ -sector prevenƟ on coaliƟ on focusing on reducing youth 
substance use and risky behavior, suicide prevenƟ on, and the promoƟ on of mental health awareness.  The 
primary goal of this past year has been to develop a strategic plan and build coaliƟ on capacity within the 
district.

The coaliƟ on has successfully engaged mulƟ ple sectors of the community in regular coaliƟ on meeƟ ngs. Sectors 
that are acƟ vely engaged include: schools, hospitals, community-based organizaƟ ons, local businesses, 
behavioral health, and (most recently) youth.  There are approximately 90 members of the coaliƟ on, of which 
more than 25% are consistently present and acƟ ve within the coaliƟ on work.

AcƟ viƟ es of the coaliƟ on have been well-received and have grown over the past year. Examples include: 
providing Wellness Recovery AcƟ on Plan (WRAP) groups for a youth group, enrolling four middle/high schools 
and one state college in the 3rd Millennium Classrooms curriculum, providing Second Step (a social-emoƟ onal 
learning program) materials to seven school districts (pre-K to grade 8), engaging six middle/high schools in 
implemenƟ ng Hope Squads (a peer-to-peer suicide prevenƟ on program), and creaƟ ng a monthly, themed, 
community-wide prevenƟ on campaign toolkit to disseminate through the schools and within the community.  
The prevenƟ on campaign toolkit is set up to be used by schools and anyone in the community. The toolkit 
contains posters, fl yers, social media/website graphics, and newsleƩ er/text content. It is categorized by month 
and audience; each month is refl ecƟ ve of naƟ onal health observances (i.e. May is Mental Health Awareness 
Month) with the content for schools targeƟ ng youth/students, whereas the content for the community 
targets parents/adults. Schools and community partners will receive print copies of posters and fl yers, along 
with electronic copies so that posters/fl yers can be reprinted if needed.


