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About This Report

To grow and ensure the continued quality of Parkview Health's commitment to improving
the health of our community, each of our licensed hospitals prepares a Community Health
Needs Assessment (CHNA) and subsequent implementation strategy on a triennial basis.
Using the knowledge gained from the 2025 CHNA results, this report will define Parkview
Whitley Hospitals’ community health implementation strategy for the 2025-28 assessment
cycle as federally required by the Affordable Care Act. In doing so, this report will
accomplish the following:

e Define the community we serve
e Summarize the 2025 CHNA and implementation strategy processes

e Summarize how top health needs were prioritized

Describe how the hospital is addressing these community needs
Describe unmet needs that were identified by 2025 CHNA

IRS Mandate

The contents of this report were formed in compliance with the requirements of Internal
Revenue Code 501(r)(3)(A) set forth by the Internal Revenue Service for tax-exempt health
systems and hospitals, defined within the Patient Protection and Affordable Care Act.



About Parkview Health

Parkview is a not-for-profit, commmunity-based health system. It serves a population of
more than 1.3 million in Indiana and northwest Ohio. With more than 17,500 employees,
Parkview is the region’s largest employer. Parkview started as Fort Wayne City Hospital
and has been serving the community since 1878. Parkview Health formed in 1995, and
the heritage of care and compassion continues today with 15 hospitals and over 300
outpatient centers and physician offices.

Parkview has a mission to improve health and
inspire well-being in the communities we serve.

Community Served

For the purposes of this implementation strategy, the Parkview Health service area
consists of the counties where a full-service Parkview hospital is located. This includes
Allen, Cass, DeKalb, Huntington, Kosciusko, LaGrange, Noble, Wabash, and Whitley
Counties in Indiana and Williams County in Ohio. Within this broader service area, the
“Community Served” for this implementation strategy is defined specifically as Whitley
County, Indiana.

Whitley County, home to Parkview Whitley Hospital, serves a population of 34,388
residents, according to the 2025 Parkview Whitley Hospital CHNA. The county’'s median
household income is approximately $75,790, with 10.7 percent of households living
below the federal poverty level. Additionally, 7.8 percent of residents are uninsured.
More detailed demographic and health data for each county within the Parkview
Health service area is available on the Commmunity Data Hub.
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https://parkview.metop.io/

2025 CHNA Process and Methodology

The CHNA is conducted every three years to identify and address the most pressing health
needs in the Parkview Health service area. The 2025 CHNA was led by Parkview Health and
the Health Services and Informatics Research (HSIR) team at Parkview's Mirro Center for
Research and Innovation. By using various data sources, we identified the top health
needs in the community. We compared needs at the county level with those of the
Parkview Health service area and the entire state. Findings were shared with the
community and hospital partners to determine which health needs were most pressing.

Primary Data

Primary data for the 2025 CHNA was gathered by using surveys and focus groups. Surveys
were conducted between September 2024 and December 2024, engaging 5,030 residents
and 960 key informants through online and paper formats in five languages. These surveys
assessed demographics, health concerns, healthcare access, mental health, and digital
access. Focus groups were held from March 2025 to May 2025, with 34 sessions across the
service area, each involving 5 to 15 participants from diverse backgrounds. These
discussions explored health needs, barriers, and available resources.

Secondary Data

The Metopio platform was instrumental in gathering data from multiple sources, which,
when combined with survey and focus group findings, provided a comprehensive view of
each community’s health landscape. This secondary data offered valuable insights into
health behaviors, outcomes, and social factors, using the most recent five-year averages or
single-year data. Once all data was analyzed, the findings were shared with community
and hospital partners, leading to the identification of priority health needs for 2025-28. The
overall process focused on understanding community needs, prioritizing the most
pressing issues, and identifying available resources and gaps to guide strategic planning
and improve health outcomes.

Top Five Identified Health Needs

Access to Mental Healthcare and Addiction Services

e Cancer

Diabetes

Insurance for Healthcare
Obesity




Prioritization Process

Prioritization Overview

After gathering and analyzing the data, the HSIR team used a structured process to
pinpoint the community's most urgent health needs. This process was meant to be
inclusive and data driven, ensuring that the chosen priorities represented both community
members' experiences and health trends. The process involved meetings with community
stakeholders and final selection of top health needs by hospital leaders.

Community Prioritization Sessions

e Sessions were carried out between March 2025 and May 2025 for each hospital.

o Attendees were professionals who provide a wide range of services to community
members from diverse backgrounds.

o Ahead of the meeting, attendees were sent a printed scorecard with the top health
needs identified for their county and related data.

e A presentation at the meeting covered data trends on the top health needs.

o Attendees participated in a discussion with a focus on benefits and challenges to
addressing the health needs.

o Attendees voted to rank the top health needs based on significance, severity, relation to
social drivers of health, and suitability for intervention.

Selected Health Priorities

The list of top health needs from each session was shared with hospital leadership in June
2025. With consideration given to resources, prevalence of the health need, and suitability
to address the health need, hospital leaders reached consensus on the final following top

health priorities:

Selected Priorities for Parkview Health - Whitley County

e Access to Mental Health Care and Addiction Services
e Cancer
e Obesity




Implementation Strategy Process

In addressing each prioritized health issue identified, Parkview Whitley Hospital created
the following implementation strategy to define how the hospital intends to address
each top health need, in addition to our ongoing commitment to improving access to
care. This collaborative planning process includes senior leadership, the hospital board,
Community Health Improvement staff, program leads, community nurses, community
health workers, and partner organizations working alongside the results of the 2025
CHNA. Through this process, we work diligently to align the top health needs of our
community with hospital resources and capabilities to create our implementation
strategy in compliance with the requirements set by the Internal Revenue Service for
tax-exempt health systems and hospitals.

Parkview Whitley Hospital's Community Health Improvement committee, made up of
hospital board members, hospital leadership, and community stakeholders, reviewed and
adopted the implementation strategy on May 4, 2026.



2026 Implementation Strategy

This section will report the strategies and program initiatives the hospital will implement,
fund, or pursue in collaboration with community partners to address priority health needs
over the next three years.

All planned activities align with the hospital’s mission, priorities, and operational capacity.
The plan is intended to be flexible and may be revised as circumstances evolve, including
changes in community needs or available resources.

Access to Mental Healthcare and Addiction Services

Program/Initiative: Mission 25-Thriving Pathways

Goal: To empower adults facing mental health and substance use challenges to build stability, resilience, and
purpose through trauma-informed support, safe housing, and community connection.
Objectives
* |ncrease participant engagement in trauma-informed recovery support by ensuring that at Least 80
percent of enrolled individuals attend peer-led groups, individualized coaching sessions, or wellness
activities each month.
* Strengthen housing stability by ensuring that at least 75 percent of residents maintain safe, stable
housing throughout their enrollment in Thriving Pathways.
* |Improve long-term self-sufficiency by ensuring that at least 70 percent of residents complete at least one
life-skills module (budgeting, communication, conflict resolution).
« Connect to at least one external resource such as clinical care, employment services, or faith-based
support.
Indicator Interventions Anticipated Impact Internal/External Partners
* Monthly attendance o Facilitation of trauma- ¢ Increased o Parkview Behavioral
and participation rates informed peer-led engagement in Health
in peer-led groups, recovery groups, recovery activities, ¢ Local healthcare
individualized individualized recovery improved emotional providers
coaching sessions, coaching, and wellness- regulation and coping | « Whitley County
and wellness activities focused activities skills, and Community
e Percentage of * Provision of safe, stable strengthened social Foundation
residents maintain transitional housing support and ¢ Division of Mental
safe, stable housing and daily case community Health and Addiction
while engaged in management to connection ¢ Faith-based partners
Thriving Pathways support emotional ¢ Sustained housing ¢ Employment services
e Number and regulation, stability, and stability increased agencies
percentage of progress toward employment and e Housing partners
residents completing recovery goals wellness outcomes,
at least one life-skills o Delivery of life-skills reduced relapse or
module and achieving training and connection crisis episodes, and
progress on to clinical care, greater self-sufficiency
individualized employment services, and community
recovery or wellness and community contribution
plans resources
e Number and e Expanded use of
percentage of structured recovery and
residents successfully wellness planning tools,
connected to including individualized
behavioral health coaching plans and life-
providers, skills modules tailored
employment services, to participant needs
or other community
support




Access to Mental Healthcare and Addiction Services

Program/Initiative: The Center for Whitley County Youth-Youth Mental Health

Goal: To give local youth safe, supportive spaces to grow academically, socially, emotionally, and mentally,
preparing them for adulthood and empowering them to lead with resilience in their communities.

Objectives
» Youth will report an improvement in their mental health through The Center programs and mentoring.
* Youth will report that staff at The Center empower them and give them opportunities to lead.

Indicator

In the Developmental
Relationships survey,
youth will score
“strong” in overall
social-emotional
competence.

In the spring in-house
survey, students will
report that adults at
The Center help them
learn from their
mistakes and
setbacks, and that
since coming to The
Center, they have
more people they can
go to for help when
they are struggling
Positive peer
relationships and
social improvements
Mental health status

Interventions

e After school mentoring
and relationship
building programs

* Social emotional
learning and life
conversations

e Leadership
development through
the SERVE program

+ Academic enrichment
and team-building
activities

» Weekly Ground Zero
gatherings and topical
conversations for 9-12
grade students.

¢ Free healthy snacks and
weekly meals for
students

o Opportunities for
service projects and
leadership roles

e Continued partnership
with Search Institute to
measure youth

development indicators.

¢ Expansion of structured
leadership and
resilience-building
activities

* Ongoing community
collaboration with
schools and youth-
serving partners

e Strengthened
evaluations through
regular student and
parent feedback
surveys

Anticipated Impact

e Students participating

in Center programs
will experience
improved mental
health and emotional
resilience. Stronger
relationships with
mentors and peers.
Increased sense of
belonging and
community
connection.

Greater exposure to
healthy habits and
nutrition

Over time, these
programs contribute
to Youth entering
adulthood with
stronger coping skills
and emotional health
Reduced risk of
mental health crises
and negative
outcomes

Increased youth
leadership and
community
engagement

A healthier and more
resilient generation
contributes to the
well-being of Whitley
County

Internal/External Partners

Program staff and
volunteers at The
Center for Whitley
County Youth who
provide mentoring,
program coordination,
and youth
development support.
Local schools in
Whitley County
Whitley County
Probation for referrals
to mentoring

Purdue Extension for
weekly STEM plus Arts
learning experiences
Area colleges and
business for regular
college and career
exploration field trips
Parents and families of
participating students
Community
volunteers and
mentors

Local businesses and
nonprofit partners
supporting youth
programming

Area churches
providing volunteers
and in-kind donations
of food, clothing,
facility space, and
transportation




Access to Mental Healthcare and Addiction Services

Program/Initiative: TROY Center-Mental Health Support Services

Goal: Provide students with free on-site mental health support services.

Objectives

Indicator

e Student participation

e Decrease in negative
student behavior

e Student self-
assessment

* Measurements will be
done quarterly

e Target introductory
self-assessment
survey information
from each student

+ Offer free mental health support services.
* Provide students with the tools they need to cope with life circumstances.
¢ Empower students to overcome challenges.

Interventions

e Currently working with
School Care Team to
provide Mindset Reset
curriculum for students

e Currently working with
school Care Team to
provide Steady Steps
curriculum

Anticipated Impact

Understanding
behaviors and
emotions; valuing self
and others setting
boundaries

Develop resilience and
design a wellness plan
Changes will support
students’ emotional
well-being

Changes will support
long-term personal
growth

Internal/External Partners

e TROY school

¢ Middle school and
high school teachers

e School Care team

Program/Initiative: Whitley County Sheriff's Department-Jail Chemical Addiction Program

Goal: Promote recovery-based behaviors and thinking with incarcerated individuals-increase engagement
and encourage successful completion of JCAP. Improve readiness for successful reentry into the community.
Increased participation in health and wellness activities post release.

Objectives

curriculum.

Indicator

e Completion rate
e Completion of
transition plan

Interventions

e Participants are
provided: Yoga, fitness
class, healthy living
class and health and
well-being class

e Promote recovery and
encourage a healthier
lifestyle

e EqQuipping incarcerated
individuals with a
manageable plan

Anticipated Impact

Reduced recidivism
Increased coping skills
Reduced stress
Healthier habits

* Those enrolled in JCAP to have at least 80 percent of incarcerated individuals complete the full

e 80 percent of incarcerated individuals will complete a transition plan with the mental health provider.
* Provide opportunities for incarcerated individuals to increase participation in physical activity.

Internal/External Partners

e Purdue Extension of
Noble County
Impact Institute,
Remnant Church
DEKKO

Parkview

Purdue Extension of
Whitley County
Allendale

» ProjectMe

e STAR Financial Bank




Access to Mental Healthcare and Addiction Services

Program/Initiative: Youth for Christ of Northern Indiana-Whitley Campus Life

Goal: Improve teens’ mental, spiritual, and social well-being by increasing the key metrics for Objective 1 over

those for Objective 3.

Objectives

o Connect with at least 345 teens whom we know on a first-name basis.
o Connect with at least 245 teens in deeper, more consistent conversational relationships.

Indicator

e The number of teens
who are known by
name by members of
Campus Life Team

e The number of teens
who are connected in
conversational
relationships with
members of our
Campus Life Team

Interventions

¢ Weekly Campus Life
club meetings and
small groups

* One-on-one mentoring
conversation
addressing stress,
anxiety, and depression

e Youth leadership
opportunities and
community service

¢ Events like spring break
trips, Summer Camp,
and Winter Camp

e Aregional ministry
director position has
been created to support
the Campus Life
Director and her
ministry team

o Campus life staff will be
trained to use a new
youth management
system, designed by
YFC USA, to strengthen
how we serve and
support young people

Anticipated Impact

e Local young people
have positive
connections with
supportive adults and
peers

* Young people will
have a support system
to make healthy
decisions and
connections to mental
health and other
resources

e Local young people
feel a sense of
belonging, have
healthy relationships,
and have a support
system to live a
healthy lifestyle

* Healthy young people
will have a positive
impact on their peers,
their families, and the
community

Internal/External Partners

e Campus Life staff

¢ Volunteer-trained
Ministry leaders

¢ Regional ministry
director

* Regional development
director

e Administrators and
staff at Columbia City
High School

e Center

e Community of Hope-
First Church of God

e Local businesses and
individuals who
support Whitley
Campus Life




Obesity

Program/Initiative: One Community Whitley-Kids Connect

Goal: Feed children and offer activity daily during the 8-10 weeks of summer for kids 18 years old and under.

Objectives

with the younger kids.

Indicator

e Detailed record
keeping of menus
used and attendance
each day

e Surveys will be sent
home mid-summer for
parents feedback

* Weekly totals by
coordinators-reporting
monthly to Board

Interventions

e Hired program
coordinator who has
food service
experience from
public school is serve
safe certified and CPR
certified

e Hired program
coordinator who has
childcare training and
heading toward
degree in education
and is CPR certified

* Plan, shop, prepare, and serve balanced meals five days a week by caring adults.
« Offer creative and physical activities daily to focus on health.
* Encourage older kids to be mentors and role models to younger kids by relationship building and talking

Anticipated Impact

» Provide better access
to healthy food, which
creates better health
and helps children
develop stronger
relationships and
support from this
summer program

Internal/External Partners

» Board members

o Adult volunteers

» South Whitley Public
Library

o Pastor of First Baptist
Church

o Community leaders

10



Obesity

Program/Initiative: Giving Gardens-Bloom Health Initiative

during the school year.

Goal: Improve mental wellness, healthy-living behaviors, and food access for approximately 40 TROY
Alternative School students through weekly nature-based education, gardening, and cooking programming

Objectives

Indicator

e Pre-, mid-, and post-
program student
assessment surveys on
nutrition, gardening
knowledge, and
wellness awareness

e Student participation
and attendance rates
measured weekly

o Observational progress
notes documented
weekly by program
staff

» Teacher feedback from
TROY Alternative
School on behavior,
engagement, and
wellness changes will
be measured mid-year
and at the end of the
program cycle

Interventions

Weekly experiential
gardening and food-
growing education.
Cooking and nutrition
lessons using fresh
produce grown onsite
Nature-based wellness
practices include
hiking, sit-spot
reflection, and
movement activities
Expanded structured
assessment tools to
track student wellness
and learning
outcomes

Enhanced curriculum
integration
connecting food
security, mental
health, and life-skills
development

Anticipated Impact

Increased student
engagement,
improved mood
regulation, and
stronger knowledge of
healthy food choices
Development of
lifelong healthy habits,
improved self-efficacy,
and reduced barriers
to accessing nutritious
food

Program provides
equitable access to
preventative health
education for
alternative-education
youth who face higher
health disparities
Strengthens
community wellness
by equipping students
with skills that support
personal health, food
security, and positive
social connection

o Deliver weekly hands-on outdoor education sessions focused on gardening, nutrition, and nature-based
wellness for enrolled students throughout the academic year.

* |ncrease student knowledge of nutrition, food systems, and healthy lifestyle habits through experiential
cooking and harvesting activities.

e Support social-emotional wellness and community connection by incorporating mindfulness, movement,
and collaborative team-building experiences in nature.

Internal/External Partners

e Giving Gardens of
Indiana Educational
Programming Team
and Outdoor
Classroom Staff

e TROY Alternative
School

e Local community
members

L



Obesity

Program/Initiative: Whitley County Health Department-Empower Whitley Women, A Wellness Program

Goal: Provide free wellness education to the women of Whitley County with the goal of improved physical,
mental and emotional health that will transcend their families, friends, and coworkers.

Objectives

* The participants will self-report utilization of health improvement strategies.
* There will be consistent attendance at the monthly events.

Indicator

Interventions

Provisions of supplemental materials and resources related to healthy life choices.

Anticipated Impact

Internal/External Partners

e Attendance rate

* Self-reported
improvement in
wellness metrics,
hydration, exercise,
nutrition, and sleep

e Self-reported
utilization of
supplemental
materials and
resources

o Self-reported
improvement in social
connections and
mental wellness

e Perception of how the
program impacted
their desire for change
and improved health

Dynamic guest
speakers

Door prizes and healthy
snacks to encourage
attendance

Provision of
supplement materials
and resources allowing
for ease of utilization as
needed

Change in venue for
easier building access
and ability for
participants to linger
after the event and
socialize

Increased willingness
to access services and
improvements in
nutrition, exercise,
sleep, stress
Mmanagement,
hydration, and
substance use

Better health
outcomes, fewer sick
days, disease
prevention, and
broader community
impact

Improving women'’s
health benefits
families and
communities through
better child health,
more preventive care,
reduced illness, and
stronger resilience
Healthier women
reduce healthcare
costs, boost
productivity, and
support long-term
economic stability

o Parkview Center for

Healthy Living

o Parkview Whitley

Hospital

* Whitley County Health

Department

12




Cancer

Program/Initiative: Cancer Services of Northeast Indiana-Client Advocate Program

Goal: To increase access to healthcare, improve financial stability for at-risk families and provide mental
health and wellness opportunities for local families devastated by cancer.

Objectives

» Clients, particularly low-income, at-risk, and vulnerable individuals, will utilize financial assistance,

transportation assistance, and advocacy support to improve access to healthcare.

o Clients will access affordable mental health counseling and emotional support services to learn coping
skills and tools to better maintain their mental health and reduce stress.

» Clients will participate in wellness and educational programming (nutrition workshops and exercise
classes) to gain knowledge and skills to manage chronic illness and live healthier lives.

Indicator

e Number of clients
served and number of
client advocate service
interactions

e Healthcare supplies
distributed and
durable medical
equipment loans

e Financial assistance
and transportation
assistance provided.

e Participation in
wellness activity or
educational
opportunities and
mental health
counseling sessions
provided

Interventions

Client advocates assess
the clients support
needs and ensures the
client has mental health
screening

Client advocate helps
client access practical
services such as
supplies, financial
assistance, or
transportation aide to
increase access to
healthcare

Client advocate
connects client to
mental health support
services and mental
health counseling.

All clients will be
proactively assessed
Clients will receive
phone class inviting
them to wellness or
mental health activities
as well as receiving
email invitations

Anticipated Impact

Increased access to
mental health support
and services
Increased access to
healthcare

At risk clients will have
access to affordable
mental health
counselling

An increased number
of vulnerable people
will be able to access
healthcare services

Internal/External Partners

¢ Medical community
 Mental healthcare
providers

13



Access to Healthcare

While Access was not selected as a top three priority for Parkview Whitley Hospital,
Whitley County will continue to incorporate this priority into its strategy.

Program/Initiative: Multi-County Medical Outreach Clinic-No Cost Lab Testing for Clinic Patients

Goal: Provide medical laboratory testing to clinic patients at no personal cost.

Objective: Asses patients needs during clinic visit and complete testing to diagnose, treat, and monitor

issues.
Indicator

o Chart audits quarterly
for hypertension and
diabetes

e Meds ordered to treat,
lab results and
frequency performed

» Quarterly patients

Interventions

e Assessment of each
individual patient to
determine need

e Continue individual
evaluation

Anticipated Impact

Improved patient
health

For each patient
treated and
improved,
community health
improves

Internal/External Partners

e Medical-nurses and
practitioners

o Parkview Whitley
Community Health

14



Identified Health Needs Not Addresssed

While prioritizing the hospitals top three health concerns with internal and external
stakeholders, we consider the data, health-needs significance, severity, our capacity to
impact, suitability, resources available, and health disparity related to social determinants
of health. Based on these points, we chose to not directly address the following needs
identified by our 2025 CHNA:

o Diabetes
o Insurance for Healthcare

15



For More Information

Parkview would like to extend gratitude toward its community partners for their
collaboration with the 2025 CHNA and 2026 implementation strategy process that
addresses the health needs of Whitley County. For additional information about Parkview
Whitley Hospital's 2025 CHNA or 2026 Implementation Plan, please contact us at
community.health@parkview.com.

Board Approval

Approved by the Community Health Improvement Committee of
Parkview Whitley Hospital's Board of Directors on May 4, 2026
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