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Findings from Community Input Data
This CHNA included two community data collection methods: key stakeholder interviews and an
online survey sent to community members and patients at Bingham Memorial. The community
input process was conducted from June through September 2016. The stakeholder and survey
respondents included those from governmental public health department as well as members of
the medically underserved, low-income, and minority populations. Respondents discussed current
health-related issues in the community – keeping in mind previous community health needs
assessments – and identified a variety of ways that Bingham, in collaboration with other
community organizations, can partner together to address these barriers and issues. Those ideas
will be reviewed for the Implementation Planning stage of this CHNA process.
Stakeholder Interviews
Researchers completed 25 one-on-one interviews, in person or over the phone, with key
stakeholders who were defined as local healthcare providers/experts, local officials, local business
owners, and/or patients. Nearly all volunteered and/or considered themselves community
advocates in church, food banks, crisis centers, economic development. The interviews covered
overall health and quality of life in Bingham’s service area, barriers and assets to health and quality
of life, vulnerable populations, critical health issues, and potential strategies to address the issues.
Demographically, the stakeholder interviewees were 32% female and 68% male, and 84%
Caucasian, 12% Latino, and 4% Other. All respondents were over the age of 25, with the following
breakdown:
•
•
•
•

25-34 years: 16%
35-44 years: 28%
45-64 years: 40%
65 years and over: 16%

Eighty-eight percent of the interviewees represented Bingham County, with 20% able to provide
insight for Bannock County and 20% for Idaho Falls. Most of the Bingham County interviewees were
located in Blackfoot, with one from Shelley and one from Aberdeen,
Several themes surfaced in these interviews. (Note this is a list of themes and does not indicate any
ranking or priority):
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•

Access to Care
o Cost is too high, even for those with insurance
o Patients do not always know about low-cost and discounted services available
o Difficulty navigating the health care system
o Bingham has greatly improved access to care by bringing in specialists

•

Health and Quality of Life Since Previous CHNA (last 3-5 years)
o Overall health slightly lower than overall quality of life
o Majority felt health had improved
o Majority felt quality of life remained the same

•

Healthy Lifestyles
o Important health issue in the community
o Can be improved through outreach
o Solutions also require personal initiative to be fully effective

•

Mental Health
o Very high need but systemic lack of services
o System is broken at the state and federal levels
o Lack of providers
o Lack of mental health care underlies many common physical issues in the
community

•

Nutrition
o Many options for healthy foods, but not affordable for low income residents
o Requires personal commitment and choice

•

Minorities
o Need for culturally and linguistically competent care as well as targeted marketing
o Unique needs in the migrant community; additional health risks from laborintensive, low-income jobs

•

Seniors
o Low income
o Increasing health problems, and more chronic health problems
o Susceptible to mental health problems such as depression
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•

Insurance
o Many fall into the “gap”; they cannot afford insurance and do not qualify for public
assistance
o Difficulty navigating insurance and understanding policies
o Affordable Care Act difficult to navigate

Overall Health and Quality of Life:
When asked about the Average Overall Health Score (on a scale of 1-10, with 10 being the best
possible health), scores were roughly the same for the three locations with Idaho Falls slightly
higher. Bingham County received an average score of 6; Bannock County also received a 6; Idaho
Falls received an average score of 7. Average scores were also calculated from female and male
interviewees separately (NA when sample size was too small).
Interviewees were then asked about the Average Quality of Life Score (scale 1-10). Quality of Life
was consistently rated higher than health, though the difference was slight. Again, scores were
roughly the same for all locations. Bingham County received an average score of 7; Bannock County
received an 8; Idaho Falls received a 7. Average scores were also calculated from female and male
interviewees separately (NA when sample size was too small). The single score of 9 for Health in
Bingham County was from a Caucasian male. The single score of 3 for quality of life was from a
Latina female.
LOCATION

Health Score

Quality of Life Score

AVG

Female AVG

Male AVG

Range

AVG

Female AVG

Male AVG

Range

Bingham

6

6

6

4-9

7

6

7

3-9

Bannock

6

NA

NA

4.5-8

8

NA

NA

7-9

Idaho Falls

7

NA

NA

5-8

7

NA

NA

6.5-8

After scoring health and quality of life, interviewees were asked their opinions on the trends seen
in these parameters over the last three to five years, and whether these had gotten better, stayed
the same, or gotten worse. This time frame was chosen so that perceived trends covered the time
since Bingham’s last CHNA and Implementation Plan.
Just over 40% thought that health had gotten better, with almost 50% of males believing it had
improved. This was mainly thought to be due to the improved access to services, and specialties
that Bingham has brought to the region. Those who believed health to have stayed the same,
approximately 30%, noted that even with this improved access and specialties, health outcomes in
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the population have not improved. More people are overweight, plus there are a high number of
uninsured who can’t afford care except through the ER. A much higher proportion of females felt
this way – 43% compared to 29% of males.
The reverse was true for those who thought health had gotten worse – 24% of males compared to
14% of females. The community has seen increased mental health and drug issues, more obesity,
and emergency responders have become busier even though population numbers have not
significantly changed.
Health Trend

Quality of Life Trend

Overall %

Female %

Male %

Overall %

Female %

Male %

BETTER

45

43

47

38

29

41

SAME

33

43

29

58

71

53

WORSE

22

14

24

4

0

6

Unlike health trends, where the highest proportion of interviewees overall thought that it had
improved, the majority of respondents, 58%, thought quality of life at stayed the same. There are
not many high-paying jobs nor high quality jobs, there are not many local restaurants, with most of
them fast food chains, and the local economy is lower than surrounding communities so it can’t
attract as large of a variety of industries.
Those who believed quality of life had improved, 38% overall, thought the increased number of
jobs despite the quality was beneficial. However, it was also believed that while the trend is
improving, it had not quite turned the corner. In addition to jobs, crime rates are low, and people
choose to live here and raise their children here. There is also increasing use of parks and
recreation facilities such as the greenbelt.
The single response of quality of life becoming worse was given by a Caucasian male who
attributed this to the growing elderly population. This population has an increased risk of injury and
chronic disease, which leads to lack of independence, depression, and loneliness.
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Vulnerable Populations:
The stakeholders were asked to discuss any subgroups who they thought had worse health
outcomes and a lower quality of life. By far, the most common responses were regarding the
indigent community – those who are under- and uninsured, and who are likely to have lower
incomes and less education.
Those whose jobs entail physical
labor are more prone to injury,
Vulnerable Populations
yet are also susceptible to unfair
80%
practices such as worker’s comp
70%
denial and inability to take time
60%
50%
off for without fear of losing
40%
their job.
30%
20%
10%
0%

Minority groups and seniors
were also commonly cited, with
the Hispanic/Latino and Native
American communities having
additional cultural barriers.

It was recognized that all of these subgroups are interconnected, and that there is a vicious cycle
with joblessness, poverty, and less education that contributes to low socioeconomic status.
Barriers to Improving Health and Quality of Life:
Stakeholders were given a list of issues and asked to answer “Yes” or “No” for whether they
thought these were barriers to improving health and quality of life in the community.
Nearly everyone thought that the cost of care and insurance issues were serious problems.

Potential Barriers
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Yes

No

Health Knowledge, including
knowing where to go for
healthcare, as well as
knowledge about health issues,
was considered a barrier by
approximately 75% of the
interviewees.
Language/Culture was also
considered a barrier by 75% of
the interviewees; however, this
was primarily linked to the
Latino population.
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Physicians’ office hours and transportation were split, with about 60% believing these to be
barriers and 40% not. Office hours were not considered a problem except for those who worked
full time or otherwise could not leave the workplace during regular business hours without taking
time off or losing pay.
Other barriers beyond those listed were winter weather, the number of qualified providers, the
small rural population, and political barriers to providing the care that is needed.
When asked about the largest barriers, cost and insurance were cited most frequently, and often
together. Two interviewees specified other barriers as the largest: small population size and lack of
political will to address the needs of the indigent community.
Critical Health and Quality of Life Issues:
Stakeholders were next asked to discuss critical health and quality of life issues currently seen in
the community. They were not given a list of options for this question.

Critical Health & Quality of Life Issues
60%
50%
40%
30%
20%
10%
0%

Top Five Responses:
1. Obesity (56%)
2. Diabetes (44%)
3. Lack of knowledge (28%)
4. Access to care (24%)
5. Drug abuse (24%)
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When asked about possible solutions to address critical health and quality of life issues,
stakeholders were again given a list and asked to answer “Yes” or “No”.
Nearly all thought
education and mental
health services would
help.
88% believed lowering
the cost of care would
help.

Possible Solutions
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Exercise
Health
Options Screenings

Healthy
Foods

Primary Education
Care
Physicians
Yes

Mental
Health
Service

Lower Cost
of Care

No

For 75%, increasing
health screenings,
especially if they are
affordable and targeted
to those who need them
the most, was thought to
be beneficial.

Improving access to primary care physicians by was suggested by 68%.
Two major components of healthy living, exercise facilities and access to healthy foods, were not
thought to be good ways to address issues in this community by the majority of the interviewees.
This was in large part due to the fact that people would not necessarily take the initiative to use
these benefits, nor would they be affordable to those who most needed them.
Although it was also frequently noted that the benefit of education opportunities also relied on
personal motivation, interviewees still felt that it was important to offer more and varied options
to increase outreach in the community.
Finally, stakeholders were asked to discuss which solutions they thought would be best.
Overwhelmingly, interviewees believed that increasing mental health services is the best way to
address critical issues in the community. Mental health was recognized as the root of many other
issues, but unfortunately it was also recognized that the system is broken at both the federal and
the state levels. Lowering the cost of care was also recognized as an issue that in part needed to be
dealt with at higher levels. Education for healthy living (27%) and Health Screenings (12%) were
widely thought to be solutions that could be addressed at a local level.
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Strengths and Weaknesses:
To wrap up each interview, stakeholders were asked their opinions on what could be improved in
the community and what is working well. Common issues that could be improved included:
•
•
•
•
•
•
•
•

Increasing number of providers to improve access to care (particularly primary care);
Lowering cost of care by improving the sliding fee scale, discounts, and the billing system
Increasing insurance coverage;
Increasing outreach and education;
Marketing specifically to minorities;
Increasing mental health services;
Improving the quality of care, especially in the ER;
Continuing to build on collaborative efforts in the community

There were many strengths noted about the services provided by Bingham:
•
•
•
•
•

The specialties offered by Bingham have had a significant positive impact on the
community, as has the culture of the hospital;
The patients always come first
Staff are friendly and truly care, and the facility itself is welcoming;
Bingham donates generously to community efforts including school sports, multiple health
fairs;
The hospital is locally owned so money stays in the community
“A lot happens here in Blackfoot that would not if it weren’t for the hospital.”

Online Community Survey
A link to the online community survey was sent by email to a distribution list comprised of
approximately 4,000 patients, including the medically underserved and minority groups. A brief
description of the survey and its importance in helping the hospital identify areas of need in the
community was provided. Patients were informed that the survey would take approximately 10
minutes to complete and that their individual responses were anonymous and confidential.
The survey consisted of 30 total questions, divided into three sections. Section I asked questions
regarding personal health. Section II asked patients to determine the population/community that
they best represented and asked questions regarding their representation from these
communities. Section III asked questions regarding personal demographic information. Over a time
period of two weeks in August 2016 there were 238 respondents.
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Survey Section I:
When asked to rate their current health status, 82% of respondents reported good or excellent.
Only 4% rated their health as poor. Similarly, 84% of the respondents indicated that their last
routine doctor's visit was within the last 12 months. Another 7% indicated their visit was within the
last 18 months, and 6% within the last 5 years. Three percent had their last routine visit over five
years ago. Just one respondent said that this was not applicable.

Current Health Status

Last Routine Doctor's Visit
Within the last 12 months
Excellent
Good
Fair
Poor

Within the last 18 months
Within the last 19-24
months
2 – 5 years ago
Over 5 years ago

Respondents were next asked to select any and all of the preventative procedures they had had in
the last 12 months. The vast majority of respondents indicated that they had undergone at least
one screening in the last 12 months, with blood pressure check being the most common (84%).
Dental cleanings/x-rays were also very common (69%).

Preventative Procedures
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Approximately 50% of
the respondents
indicated that they had
a flu shot, blood sugar
check, cholesterol
screening, and/or
vision screening.
Approximately 30%
indicated that they had
a mammogram and Pap
smear.
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Around 20% had undergone a cardiovascular screening and/or skin cancer screening. Ten percent
of the respondents had undergone a hearing screening, glaucoma test, and/or colon/rectal exam.
Prostate cancer screening, bone density test, and STD screening were indicated by less than 10%.

By far, respondents most often sought health care, advice or health information at their doctor’s
office (90%). The internet and urgent care center were also used a fair amount (31%).

Source of Health Information
100
90
80
70
60
50
40
30
20
10
0
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In terms of resources used for healthy lifestyles, the internet was the most common at 82%. This
was followed by parks and recreation facilities (32%), and health education classes (20%).

Resources for Healthy Lifestyles
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Internet

Parks & Rec
Facilities

Health
Classes

Television Library Books

None

Television and library books were used about the same, approximately 15%. Eleven percent of the
respondents specified they used none of the listed resources.
The primary source for obtaining information about local health events was also the internet
(nearly 50%).

Primary Source for Local Health Events
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

This was followed by the
newspaper (19%), place
of employment (10%),
and television (9%).
Those who responded
with "Other" listed social
media, especially
Facebook, email, family
and friends.
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Needs in the community go beyond healthcare; thus, respondents were asked whether they
needed other services in the past 12 months, selecting all that applied. A full 40% said they needed
individual or family counseling, with 4% needing help coping with domestic violence. Another 16%
percent required legal services, and 5 % required mediation/conflict resolution.

Non-Healthcare Services Needed
45.0%
40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

Financial aid and employment services were commonly needed, such as help with expenses after a
personal emergency (16%), emergency/temporary housing (11%), debt counseling (10%), help
finding a job (21%), and help with job training (8%). (Notably, only 1% responded that they needed
help after a natural disaster, suggesting that personal emergencies create more pressing need in
the community.)
Help with dependents was also often cited. Sixteen percent of respondents indicated that they
used services for child/after school care, 10% for relief from caring for older or disabled adults, and
8% for the disabled.
Approximately half of those surveyed did not answer this question. The most likely explanation is
that they did not need any of the services listed. Most of those who answered "Other" specified
that none of the options applied. For future surveys, it is recommended that "N/A' be listed as well
as "Other."
To wrap up Section I, respondents were asked a series of questions about their own behaviors with
respect to diet and exercise. Out of 217 valid responses, most people reported that they engaged in
moderate physical activity three days per week (52). Another 64 people reported four to five days
per week. A small number reported six days per week (13), with a slightly larger number reporting
doing so every day (25). Nineteen people said that they never spent 30 minutes on moderate
physical activity; some noted that they considered the question to refer to anything outside of the
workplace.
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The frequency distribution of days per week that respondents ate at least five servings of
fruits/vegetables was more even. Out of a total of 228 valid responses, 33 people indicated that
they never at five or more servings. Thirty-nine people indicated that they did so 1 - 2 days per
week, and 37 did so three days per week. An additional 13 reported six days per week, and 34
reported every day. Thus, the majority of the respondents ate at least five servings of
fruits/vegetables three to five times per week (109 combined).

Frequency of Moderate
Physical Activity

Frequency of Servings
Fruits/Vegetables

60

50
40
30
20
10
0

40
20
0
0

1

2

3

4

5

6

7

0

1

Days per Week

2

3

4

5

6

7

Days per Week

When asked to select all strategies that applied in order to lose or maintain weight over the last 30
days, the vast majority of respondents selected diet (64%) and exercise (79%). Eleven percent of
the respondents indicated that they had taken diet pills. Nine percent wrote that they did none of
the listed options, which fell under the "Other" category. This suggests that many of the 48
respondents who skipped this question also did not engage in these activities.

Strategies to Lose/Maintain Weight
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Diet

Exercise

Diet Pills

None

Other

“Just watched what I ate”
“I am on a lifestyle plan.”
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Survey Section II:
A wide cross-section of sub-populations was represented in this survey, including those
representing the business community, education, faith community, and senior citizens. Bingham
Memorial Hospital employees as well as physicians and other healthcare providers were also
represented. Most of the responses provided for the "Other" category were that of stay at home
parent/homemaker.

Population / Community you best represent

Bingham Memorial Hospital
Employee
Physician
Other Healthcare Provider
Business community
Disabled
Education
Faith Community
Government employee/official
Law enforcement
Media
Minorities
Public Health
Senior citizens
Veterans
Youth
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Respondents were next asked to select the five most important factors for a healthy community.

Factors for a Healthy Community
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

The top five responses:
1. Affordable health care
(80%)
2. Safe neighborhoods (65%)
3. Clean and safe environment
(65%)
4. Good schools (63%)
5. Healthy food sources (54%).

Affordable housing, emergency response services, and parks and recreation facilities, were each
selected by about 40% of the respondents. Safe affordable childcare, safe affordable nursing
home/assisted living, and disability services were selected by about 15% of the respondents. Public
transportation was the lowest ranking factor for a healthy community at 8%.
“Good health care, we all know it’s not affordable for most, but hopefully it’s good to decrease the
need for it”

When asked about the greatest barriers to accessing healthcare in their communities, by far the
barrier selected most often was the cost of care, in that the cost is too high.
The top five responses:
1. Cost of care (81%)
Barriers to Accessing Care
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

2. Personal debt due to
medical bills (39%)
3. Lack of knowledge
about resources (32%)
4. Being uninsured
(28%)
5. Availability of
necessary services
(27%).
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Transportation and language/cultural differences were considered the greatest barriers by less
than 10% of the respondents. Those who responded to "Other" noted time, long waits to see a
doctor, and indifference to the belief that one is responsible to care for themselves.
“Outrageously expensive for little things. I have insurance and I still can't afford to go to the doctor
so when I'm hurt I suffer at home in pain.”
"I'm a disabled veteran. I have to travel to Salt Lake City to see a VA doctor because they can't find
one closer to me."
“None - I seek and receive care as needed”

In addition to barriers, respondents were asked to select the greatest gaps in healthcare services.
Selected most frequently were services for low-income residents (32%), availability of
services/providers (28%), mental health services, (27%), and prescription drug assistance (26%).

Greatest Gaps in Healthcare Services
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%
5.0%
0.0%

Services to address substance abuse, dental care, and senior care, were indicated by approximately
20% of the respondents, with primary care services at 13% and child services at 11%.
The ability to serve different cultures was indicated by 4% of the respondents, and end-of-life care
by 3%.
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Those who wrote in answers for "Other" primarily noted that health care should be affordable by
the average, middle class person, not just low-income. Some did not know, and some thought that
their community did not experience any of the gaps listed.
“Services that are affordable to the average citizen”
“Affordable hearing and vision services”
“I think our community is well represented in these areas.”

When asked specifically about needs for health education and prevention, by far the most
frequently cited needs were obesity prevention (64%) and healthy lifestyles (51%). Diabetes was
identified by 31% of the respondents.

Health Education & Prevention Needs
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

Mental health and substance abuse services were identified as two of the greatest needs by 44%
and 43% of the respondents, respectively, and tobacco prevention at 29%.
Disease specific information other than diabetes was indicated by 20% of the respondents.
Translated information for non-English speakers was noted as one of the greatest needs by 9% of
the respondents.
“Preventative and functional medicine approaches”
“Affordable health care for ALL”
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Several vulnerable populations were commonly identified by respondents as those most affected
by the needs identified in the previous questions.

Vulnerable Populations
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

The top five responses:
1. Uninsured (66%)
2. Low income residents
(57%)
3. Unemployed heads of
households (37%)
4. Senior citizens (37%)
5. Female-headed
households (35%)

Twenty-five percent of the respondents indicated that migrant families were vulnerable in their
communities, with another 14% indicating minority groups in general. The youth were determined
to be vulnerable by 16% of the respondents. Those who wrote in answers for the "Other" category
most frequently cited those who fall into the gap - neither high nor low income, who make just
enough to disqualify them for assistance, and who cannot afford the cost of healthcare. Those who
are disabled were also specified.
“Those caught in the middle. Not on welfare...working self-reliant. They don't make enough to be
able to afford insurance and medical care, but make too much to get aid.”
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Respondents were asked to discuss social concerns in the community.

Most Important Social Concerns

The top five responses:
1. Substance abuse
(49%)

60.0%
50.0%
40.0%

2. Broken families (44%)

30.0%
20.0%

3. Education level (44%)

10.0%
0.0%

4. Unemployment
(36%)
5. Poverty (34%)

This was closely followed by domestic violence/child abuse (32%) and crime/violence (31%).
Suicide and lack of social support were identified as social concerns by approximately 20% of the
respondents. Affordable child care, senior services, transportation, teen pregnancy, and
language/culture were identified by approximately 15%.
Discrimination (11%), homelessness (9%), and home foreclosure (9%) were least frequently
selected as social concerns.
For health concerns

Most Important Health Concerns
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

The top five responses:
1. Obesity (69%)
2. Diabetes (56%)
3. Heart disease/stroke
(48%)
4. Cancer (47%)
5. High blood pressure
(47%)

Mental health problems were cited by 39% of the respondents.
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Lastly, respondents were asked to discuss risky behaviors in the community.

Most Risky Behaviors

The top five responses:
1. Drug abuse (84%)

90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

2. Poor eating habits
(73%)
3. Not enough exercise
(66%)
4. Alcohol abuse, (64%)
5. Tobacco use (56%)

Dropping out of school (39%), not getting shots (31%), not using seat belts (31%), and not using
helmets (23%) were also commonly cited as the most risky behaviors. Gambling was cited by just
over 10% and not getting prenatal care by less than 10%.
Other responses included owning guns, unsafe sex, and lack of family support/proper parenting.
Note that this survey did not ask whether respondents engaged in any of these behaviors.
The final question in Section II of the survey asked respondents to list services that they were
aware of that currently addressed these health needs. The most common answers were as follows:
•
•
•
•
•
•
•
•

None;
Don’t Know/Not Sure;
Bingham services (primarily health fairs);
Alcoholics Anonymous;
DARE;
Exercise classes;
Education classes; and
Drug abuse centers.

Comments to illustrate included:
“Education, which people seem to ignore.”
P a g e 36 | 49

“None. Everything costs an arm and a leg, and everybody I know suffers in pain for fear of drowning
in medical debt.”
“I believe assistance that requires an exchange is most helpful…. Don't just do it for them, teach
them to use the tools. Ask for some commitment from them, payment; accountability.”

Survey Section III:
The final section of the survey asked a series of questions about personal demographic information
including age, sex, race, employment, education, and insurance coverage. The majority of the
respondents were 25-84 years old, with the following age distribution:
•
•
•
•
•
•

18 to 24 years – 5.6%
25 to 34 years – 18%
35 to 44 years –22%
45 to 64 years – 35%
65 to 84 years – 20%
85 years and over – 0.9%

Most of the respondents self-identified as Caucasian, 91%, with 5% Hispanic/Latino and 4% Other.
There was a significantly higher proportion of females than males, 74% to 26%. Unlike the age and
race distributions which were similar to those who participated in the stakeholder interviews, this
was in direct contrast.
In terms of employment, 60% of the respondents worked either full time (45%) or part time (15%).
Twenty percent were retired and 12.5 % were homemakers. Three percent were unemployed, with
another three percent reporting that they were students.
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Employment

Full time
Part time
Retired
Unemployed
Homemaker
Student

Most of the respondents reported an annual household income between $15,000 and $99,999 (the
largest group reporting $25,000-$49,000 at 28%), with 8% preferring not to disclose.

Annual income
Less than $5,000
$5,000 - $14,999
$15,000 - $24,999
$25,000 - $49,000
$50,000 - $74,999
$75,000 - $99,999
$100,000 - $199,999
More than $200,000
Not Applicable
Prefer not to disclose
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The vast majority were homeowners (76%) or renters (17%), for a total of 93%. The remaining 7%
lived with friends or family. None reported being homeless. The distribution of zip codes is
summarized in the following table:

Bingham County

Location
Blackfoot
Shelley
Pingree
Aberdeen
Firth
Basalt
Springfield

Zip Code
83221
83274
83262
83210
83236
83218
83277

Total Bingham

Percent
78.4%
9.1%
3.4%
1.9%
1.9%
0.5%
0.5%
95.7%

Bannock County

Pocatello

Butte County

Arco

83213

Bear Lake County

Bern

83220

1.9%
0.0%
1.0%
0.0%
0.5%

out of state

WY, SC

82941, 29644

1.0%

83201, 83202, 83204

When asked about the highest level of education completed, 67% reported some college or college
graduate. The distribution was as follows:
•
•
•
•
•

Less than 12 years – 1.9%
High school graduate / GED – 19.9%
Some college – 37.5%
College graduate – 29.6%
Post-graduate degree – 11.1%
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The majority of the respondents (44%) reported no children under the age of 18 living at home.
This was likely due to the large proportion of senior citizens who participated in the survey. As a
result, the average number of children per household was 1.4.

Number of Children at Home

Ninety-two people
reported 1 to 3 children
under the age of 18
(44%), and 21 reported
4 to 5 (10%).

100
90
80
70
60

Three people reported
that they had six
children living in their
homes.

50
40
30
20
10
0
0

1

2

3

4

5

6

7

Over 50% had employer-provided insurance, with another 13% who had private, individually
purchased insurance. Twenty percent reported being on Medicare/Medicaid, and 3% reported
other government insurance. The remaining respondents had no insurance.

Health Insurance Coverage

Private, individually
purchased
Employer-provided
Medicare
Medicaid
Other Government
Health Savings Account
Don’t know
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Identification and Prioritization of Health Needs
Analysis and comparisons of the primary (interviews and surveys) and secondary (public databases)
sources of data facilitated the identification of health needs in Bingham’s service area. The top
eight causes of death, which are the same in both Bingham and Bannock Counties, were included
as identified needs. Health risk factors with higher rates and clinical care factors that lead to worse
health outcomes in Bingham County when compared with the state of Idaho were also included as
identified needs.
The following 20 needs were identified:
Heart Disease

Primary Care Physicians

Cancer

Dentists

Accidents

Limited Health Knowledge/Education

Chronic Low Respiratory Disease

Obesity

Cerebrovascular Disease (Stroke)

Mental Health Services

Diabetes/Diabetic Monitoring

Healthy Lifestyle Choices (incl. physical inactivity)

Alzheimer’s disease

Drug/Alcohol Abuse

Suicide

Smoking

High Cost of Care

Health Screenings

Uninsured/Underinsured

Preventable Hospital Stays

To prioritize these health needs, five factors were scored and ranked. Each factor received a score
between 0 and 5. Scores for all factors were totaled and ranked highest to lowest. The highest
potential score was 25.
1. Number of people affected by the issue: Ratings were based on the relative proportions of
the community who are impacted by the identified need.
2. Consequences of not addressing the issue: Health needs which have a higher death rate or
higher impact on chronic diseases received a higher rating.
3. Impact of the issue on vulnerable populations: Needs identified which specifically
pertained to vulnerable populations were rated for this factor.
P a g e 41 | 49

4. Importance to the community: Needs identified as “most critical” through the online
community surveys and/or key stakeholder interviews were rated for this factor.
5. Number of data sources: This rating was determined by how many sources of data
identified the need (e.g. Leading Causes of Death, Health Risk Factors, Clinical Care Factors,
Stakeholder Interviews, Community Survey).

HEALTH NEED

Number
Affected

Consequences

Vulnerable
Populations

Importance

Data
Sources

TOTAL

High Cost of Care

5

4

5

5

2

21

Uninsured/Underinsured

3

4

5

5

3

20

Diabetes

3

3

3

5

4

18

Healthy Lifestyle Choices

4

4

3

4

3

18

Obesity

5

4

0

5

3

17

Mental Health Services

3

4

3

4

3

17

Heart Disease

4

4

0

4

3

15

Limited Health Knowledge

4

2

3

4

2

15

Drug/Alcohol Abuse

3

3

3

3

2

14

Health Screenings

2

3

3

3

3

14

Cancer

4

4

0

2

3

13

Stroke

3

4

0

3

2

12

Accidents

3

2

2

1

3

11

Smoking

2

4

0

2

3

11

Suicide

2

4

0

2

2

10

Low Respiratory Disease

3

2

0

1

3

9

Primary Care Physicians

2

2

0

1

3

8

Alzheimer's Disease

2

2

0

1

2

7

Preventable Hospital Stays

2

3

0

0

1

6

Dentists

1

1

0

1

2

5
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The top 10 needs in priority order as a result of this analysis are:
1. High Cost of Care
2. Uninsured/Underinsured
3. Diabetes
4. Healthy Lifestyle Choices
5. Obesity
6. Mental Health Services
7. Heart Disease
8. Limited Health Knowledge
9. Drug/Alcohol Abuse
10. Health Screenings
Bingham’s Previous CHNA
The needs identified and prioritized in this analysis were compared with those addressed in
Bingham’s previous CHNA. The following table summarizes the needs identified and prioritized
three years ago, the implementation strategies to address them, and the results of the
implementation as of the date of preparation of this report.
CHNA Health Needs and Proposed Plan from 2013, with actions taken through fiscal year 2016.
Health Need

Current

Proposed

Met Elsewhere

Actions Taken

Provider
recruitment

Recruitment (11 new
physicians), PNWU
medical students,
Graduate Medical
Education (18 school
affiliations), ISU NP
Program, Residency
Program

Exploring other
med student
affiliations,
tertiary care
hospital residency
arrangements, NP
and IM physician
recruiting efforts

Low-cost
services

Indigent and Charity Care
programs, Health Fairs,
reduced cost flu shots,
access to Emergency
Room

None proposed

Health West,
Community Family
Clinic, Ft. Hall Clinic

None Proposed;
Bingham’s efforts
to provide low-cost
care are extensive

Outreach
preventive

Public seminars, Doc
Walk, Bumps and Bruises
clinics, Traumatic Brain
Injury Summit with
Senator Crapo,
Collaboration with
Community Family Clinic

Collaboration with
Community Family
Clinic to grow
Blackfoot Clinic
from 2 to 5 days
per week;
Providers

District Health;
Idaho Department
of Health &
Welfare

Clinic did not
expand in
Blackfoot; Doc
Walk provided by
physician who left
in 2014; expanded
health fair

N/A

Affiliations with
medical schools;
Hired new
physicians
including Internal
Medicine; Internal
Medicine
Residency
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for Latino population,
Health Fairs

volunteering at
free and low-cost
clinics; increased
health fairs and
seminars

Transportation service
available for
surgeries/procedures, as
well as appointments
with our providers;
priority for procedures &
surgeries, but all efforts
made to ensure any
patient can make it to
appointments

Coordination
multiple patient
rides; small charge
through regular
billing procedures

Patient
satisfaction

Health Stream Surveys,
focused improvement
efforts, e.g., ER patient
ratings, Performance
Improvement Program

Constant
monitoring of our
performance:
“Patients First”;
solid program
already in place

N/A

Performance
Improvement
Program is central
to Bingham;
Metrics overall are
better than the
national average

Obesity

Multisite trial with
PNWU to determine
effectiveness of shared
medical appointments
compared with advice
only on weight loss. Dr.
Willey is the Principal
Investigator

Expand DocWalk
program for a
PacificSource
Foundation
opportunity in
health and
wellness

Physicians
Immediate Care
Center; Portneuf
Regional Medical
Center; Eastern
Idaho Regional
Medical Center

Multisite trial with
PNWU was not
funded;

Transportation
for
appointments
and procedures

locations; weight
loss seminars,
Diabetes
Prevention
Program; Bumps &
Bruises Clinics
Continue to
develop Bingham
service and
maintain
awareness

Shuttles in
operation;
awareness
maintained by
Marketing
Department;
Valet parking
service

Physician resigned;
Diabetes
Prevention
Program; weight
loss seminars;
Get Healthy Idaho

Diabetes

Practical research to
determine effectiveness
on diabetes outcomes
of strategies in the
routine healthcare
setting. Dr. D’Souza will

Research trial on
long-term effects
of diabetes
education
interventions for

Physicians
Immediate Care
Center;
Portneuf Regional
Medical Center;

Acquired diabetesfocused practice in
Pocatello;
Endocrinologist
recruited and
employed.;
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be the Principal
Investigator.

rural and minority Eastern Idaho
populations
Regional Medical
Center

research
opportunities being
explored; Diabetes
Prevention
Program; new
Diabetes SelfManagement
Education program
in development

Language barrier

Trained medical
translators in Spanish;
Subscription to national
phone program that
provides medical
translation 24/7/365;
Translation of printed
educational materials

Collaborate with
Community Family
Clinic

Community Family
Clinic

No formal
collaboration;
Community Family
Clinic focusing
service in Idaho
Falls; Spanish
translator on staff;

Uninsured
adults

Free hyperbaric oxygen
treatment for Traumatic
Brain Injury through a
research trial;
Trained advisers in our
Business Office

Continue current
efforts to
increase insured
population

Sliding fee scale
implemented at
all Bingham
clinics;
partnership with
Riverside Benefits

Referral
followup

Med Staff and
Credentialing Policy, and
Physician Contract
provision

No new activities
required;
necessary policy
and systems are in
place

Private insurance
companies; ID
Health Insurance
Exchange; other
healthcare
providers: all
offering advice
regarding options
for insurance
options and
reasons for
seeking coverage
Community
cooperation
among physicians

Resource guide
to community
health services

Collaboration with Idaho
Department of Health &
Welfare

None proposed

Idaho Health &
Welfare phone
access to
healthcare
resources in
community (#211
calls)

Continued
collaboration with
Idaho Department
of Health &
Welfare

N/A
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Regional Community Health Needs Assessments:
Finally, aggregated results of regional community health needs assessments through the Get
Healthy Idaho! initiative were reviewed. Get Healthy Idaho: Measuring and Improving Population
Health! is a four-year initiative begun in 2014 that consists of two parts: an assessment followed by
a plan to improve population health. The assessment was completed in 2015 by the Idaho
Department of Health and Welfare in collaboration with healthcare organizations (including
Bingham Memorial Hospital), public health districts, and universities across the state of Idaho.
Data were collected from sources including Idaho Department of Health and Welfare, Division of
Public Health Vital Statistics, and the Idaho BRFSS. Additionally, 22 local community health
assessments were reviewed and summarized on a regional basis. Six public health issues were
identified in priority order:
1.
2.
3.
4.
5.
6.

Healthcare Access
Obesity
Heart Disease and Stroke
Vaccine Preventable Diseases
Exercise
Suicide Prevention

The partners in this initiative also discussed contributing factors, high risk populations and
resources for each priority. Not surprisingly, many risk factors, high-risk populations and resources
overlapped priority areas. Heart Disease and Stroke, Obesity and Exercise share many contributing
factors including lack of exercise, lack of fruits/vegetables, lack of education, transportation issues,
limited access to preventative medicine, depression, cultural barriers, and genetics. In addition,
they share similar high risk populations including people with diabetes, Hispanics/Latinos, Native
Americans, those in poverty, rural Idahoans, those with limited education and those suffering from
depression. Similar resources include community education, healthcare providers, weight loss
programs and nutrition programs.
Issues such as healthcare access, vaccine preventable diseases, and suicide do not overlap as much.
However, there are some similarities including lack of preventive services, limited access to
providers, lack of insurance, low socioeconomic status and those living in rural areas.
The results from Bingham Memorial Hospital’s 2016 CHNA follow a similar pattern, and as the plan
for Get Healthy Idaho! is developed, Bingham will be able to adapt implementation strategies to
ensure continuity and coordinated care for improved health and quality of life, not just in its own
service area but throughout the state.
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Conclusion
Bingham Memorial Hospital conducted a Community Health Needs Assessment for 2016 in
accordance with IRS regulations. Data were collected and analyzed from publicly available
databases, key stakeholders, and an online survey made widely available to ensure broad
community input. There were no written comments from the public received in response to the
previous CHNA report and implementation plan. Based on these data, it is recommended that
Bingham Memorial Hospital focus on the following needs for its Implementation Plan:
1. High Cost of Care
2. Uninsured/Underinsured
3. Diabetes
4. Healthy Lifestyle Choices
5. Obesity
6. Mental Health Services
7. Heart Disease
8. Limited Health Knowledge
9. Drug/Alcohol Abuse
10. Health Screenings
An Implementation Plan will be developed, and the governing board of Bingham Memorial
Hospital will adopt the Implementation Plan on or before the 15th day of the fifth month after
December 31, 2016 (i.e., May 15, 2017). As part of the development of the Implementation Plan,
Bingham Memorial Hospital will determine which of the identified priority needs it will address
directly, and an explanation will be provided for needs that Bingham chooses not to address
through implementation.

P a g e 47 | 49

References
America’s Health Rankings (2015). Annual Report Idaho.
http://www.americashealthrankings.org/explore/2015-annual-report/measure/Overall/state/ID
Health Resources & Services Administration (2016). Data Warehouse HPSA Find.
https://datawarehouse.hrsa.gov/tools/analyzers/hpsafind.aspx
Idaho Department of Health & Welfare; Division of Public Health (2015). Get Healthy Idaho:
Measuring and Improving Population Health; Part 1: Health Assessment.
http://www.healthandwelfare.idaho.gov/Portals/0/Health/Get%20Healthy%20Idaho%20%20Meas
uring%20and%20Improving%20Population%20Health%20%20%20April%202015%20(2).pdf
Idaho Department of Health and Welfare (2016) Idaho Vital Statistics 2014, Division of Public
Health, Bureau of Vital Records and Health Statistics.
http://healthandwelfare.idaho.gov/Health/VitalRecordsandHealthStatistics/HealthStatistics/VitalSt
atistics/tabid/914/Default.aspx
Internal Revenue Service (2016). New Requirements for 501(c)(3) Hospitals Under the Affordable
Care Act. https://www.irs.gov/charities-non-profits/charitable-organizations/new-requirementsfor-501c3-hospitals-under-the-affordable-care-act
Office of the Federal Register (2014). Additional Requirements for Charitable Hospitals; Community
Health Needs Assessments for Charitable Hospitals; Requirement of a Section 4959 Excise Tax
Return and Time for Filing the Return.
https://www.federalregister.gov/documents/2014/12/31/2014-30525/additional-requirementsfor-charitable-hospitals-community-health-needs-assessments-for-charitable
Robert Wood Johnson Foundation and University of Wisconsin Public Health Institute (2015).
County Health Rankings – Idaho.
http://www.countyhealthrankings.org/sites/default/files/state/downloads/CHR2015_ID_0.pdf
United States Bureau of the Census (2015). American Community Survey.
https://www.census.gov/programs-surveys/acs/
United States Department of Agriculture (2012). Census of Agriculture.
https://www.agcensus.usda.gov/Publications/2012/

P a g e 48 | 49

APPENDICES

A. Acknowledgements
B. Key Stakeholder Interview Protocol
C. Online Community Survey Protocol

P a g e 49 | 49

