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Sanford Aberdeen Medical Center
Community Health Needs Assessment
2012-2013

Purpose

Sanford Aberdeen Medical Center is part of Sanford Health, an integrated health system headquartered in the
Dakotas and the largest rural not-for-profit health care system in the nation with locations in 126 communities
in eight states.

Sanford Aberdeen Medical Center has undertaken a community health needs assessment as required by the
Patient Protection and Affordable Care Act and as part of the IRS 990 requirement for a not-for-profit health
system to address issues that have been assessed as unmet needs in the community.

PPACA requires that each hospital must have: (1) conducted a community health needs assessment in the
applicable taxable year; (2) adopted an implementation strategy for meeting the community health needs
identified in the assessment; and (3) created transparency by making the information widely available. For tax
exempt hospital organizations that own and operate more than one hospital facility, as within Sanford Health,
the new tax exemption requirements will apply to each individual hospital. The first required needs assessment
falls within the fiscal year July 1, 2012 through June 30, 2013.

The purpose of a community health needs assessment is to develop a global view of the population’s health and
the prevalence of disease and health issues within our community. Findings from the assessment serve as a
catalyst to align expertise and develop a Community Investment/Community Benefit plan of action. There is
great intrinsic value in a community health needs assessment when it serves to validate, justify and defend not-
for-profit status and create opportunity to identify and address public health issues from a broad perspective.

A community health needs assessment is critical to a vital Community Investment/Community Benefit Program
that builds on community assets, promotes collaboration, improves community health, and promotes
innovation and research. A community health needs assessment also serves to validate progress made toward
organizational strategies and provides further evidence for retaining not-for-profit status.
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Sanford Aberdeen Medical Center
Community Health Needs Assessment
2012-2013

Executive Summary
Purpose

The purpose of a community health needs assessment is to develop a global view of the population’s health and
the prevalence of disease and health issues within the community. Findings from the assessment serve as a
catalyst to align expertise and develop a Community Investment/Community Benefit plan of action. There is
great intrinsic value in a community health needs assessment when it serves to validate, justify and defend not-
for-profit status and create opportunity to identify and address public health issues from a broad perspective. A
community health needs assessment is critical to a vital Community Investment/Community Benefit Program
that builds on community assets, promotes collaboration, improves community health, and promotes
innovation and research. A community health needs assessment also serves to validate progress made toward
organizational strategies and provides further evidence for retaining our not-for-profit status.

Study Design and Methodology

The following qualitative data set was studied:
¢ Community Health Needs Assessment of Community Leaders

The following quantitative data sets were studied:
¢ 2011 County Health Profiles for Brown County
* Aging Profiles for Brown County
* Diversity Profiles for Brown County

Asset mapping was conducted by reviewing the data and identifying the unmet needs from the various surveys
and data sets. The process implemented in this work was based on the McKnight Foundation model - Mapping
Community Capacity by John L. McKnight and John P. Kretzmann, Institute for Policy Research at Northwestern
University.

Each unmet need was researched to determine what resources were available in the community to address the
needs. The steering group performed the asset mapping and reviewed the findings. The group conducted an
informal gap analysis to determine what needs remained after resources were thoroughly researched. Once
gaps were determined, the group proceeded to the prioritization process. The multi-voting methodology was
implemented to determine what top priorities would be further developed into implementation strategies.
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Key Findings — Primary Research

Community Health Needs Assessment of Community Leaders

The Internal Revenue Code 501 (r) statute requires that a broad base of key community stakeholders have input
into the needs of the community. Those community members specified in the statute include: persons who
represent the broad interests of the community served by the hospital facility including those with special
expertise in public health; Federal, tribal, regional, state and or local health or other departments or agencies
with information relevant to the health needs of the community served; leaders, representatives, or members of
medically underserved, low-income, and minority populations.

Sanford extended a good faith effort to engage all of the aforementioned community representatives in the
survey process. The list of individuals who agreed to take the survey and also submit their names are included in
the acknowledgement section of this report. In some cases there were surveys that were submitted without
names or without a specified area of expertise or affiliation. We worked closely with public health experts
throughout the assessment process.

Public comments and response to the community health needs assessment and the implementations strategies
are welcome on the Sanford website under “About Sanford” in the Community Health Needs Assessment
section.

The Best Things about the Community

Overall, respondents indicated that the top five community assets or best things about the community include:
friendliness of people, higher education opportunities, good place to raise kids, the safety of the community,
and the convenience of getting to work or activities. The respondents seem to feel that higher education, school
system quality, and health care quality are stronger assets to the community. There was less agreement in the
overall effectiveness of the community’s transportation system.

There is strong agreement regarding the positive quality of life in this community, with lower agreement coming
as it relates to cultural richness. There is good agreement with the qualities of convenient access to
work/activities and the general cleanliness of the region. There is strong agreement that many recreational
activities are available in the community and good agreement that activities/events are available for families,
youth, and seniors.

Leading Concerns about the Community
The five leading concerns about the community include: cost of healthcare, wages, housing, cost of living, and
cost of elderly care.

The leading concerns among respondents regarding services and resources were related to the costs of care for
the elderly and children. There was concern about the resources to care for an aging population, availability of
family services, and quality/cost of education. There was less concern about the access to groceries in the
community.

There was fairly high agreement that road conditions and availability of public transportation were also concerns
of the respondents. Not surprisingly, traffic congestion was much less of a concern. Compared to responses for
other community concerns, the level of concern with environmental pollution is only moderate. There is strong
concern with substance abuse, child abuse, and domestic violence in the community. Violent crimes and
prostitution are less concerning with the respondents.

There was high agreement that road conditions and availability of public transportation were concerns of the
respondents. Not surprisingly, traffic congestion was much less of a concern. Compared to responses for other
community concerns, the level of concern with environmental pollution is only moderate. There is strong overall
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concern regarding the entire scope of youth concerns that included bullying, teen pregnancy, marriage issues,
crime, and school dropout rates.

Health and Wellness Concerns

The leading health and wellness concerns from the respondents included: the cost of health insurance, the cost
of healthcare, the adequacy of health insurance, the cost of medicine, and obesity. There is fairly strong concern
shown by the respondents for drug and alcohol abuse and the presence of drug dealers in the community. There
is strong concern in the community regarding obesity, eating habits, lack of exercise and the cost of exercise
options. Overall, there is fairly strong concern with the mental health variables in the survey. There is concern
over the issues of stress and depression and accessing qualified mental health programs/providers to address
the mental health issues. Although less so for communicable disease, there is strong concern in the community
regarding illness associated with cancer and chronic disease.

Health Care Delivery in the Community

Overall, topics related to emergency services, heart disease, cancer, transportation, health care staffing, and
diabetes were better addressed than those relating to obesity, cost of care, coordination of care, preventive
care, or mental health issues.

Key Findings — Secondary Research

Health Outcomes - Mortality and Morbidity

While the state of South Dakota has more premature deaths than the national benchmark, Brown County has a
lower rate than the national benchmark and South Dakota as a whole. The Morbidity health outcomes indicate
that Brown County citizens report more days of poor health (self-reported) than the national or South Dakota
benchmark. They also report more physically unhealthy days than the state or national data.

South Dakota and Brown County report more mentally unhealthy days (self-reported) than the national
benchmark. Brown County reports slightly fewer mentally unhealthy days than the state.

Brown County has the same percentage of low birth weight as the national benchmark, and also reports a lower
percentage of low birth weight than the state.

Health Behaviors

The Health Behavior outcomes indicate that South Dakota and Brown County have higher percentages of adult
smokers (equal to or greater than 100 cigarettes) than the national benchmark. Adult obesity (greater than or
equal to 30 BMI) is also higher in South Dakota and Brown County. South Dakota and Brown County have a
higher percentage of physical inactivity than the national benchmark.

South Dakota (19%) and Brown County (20%) have much higher percentages of binge drinking reports (more
than four drinks on one occasion for women and more than five for men) than the national benchmark (8%).

Motor vehicle crash death rates are slightly lower than the national benchmark in Brown County; however, the
state of South Dakota is much higher than the national benchmark.

Sexually transmitted infections rank substantially higher than the national benchmark in South Dakota. Brown

County is lower than the state benchmark but also is much higher than the national benchmark for sexually
transmitted infections.
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The teen birth rate is higher in South Dakota and Brown County than the national benchmark. Brown County’s
teen birth rate is lower than the state’s teen birth rate.

Clinical Care

The Clinical Care outcomes indicate that South Dakota and Brown County have a higher percentage of uninsured
adults than the national benchmark. The percentage of uninsured youth in Brown County and the national
benchmark are lower than South Dakota as a whole.

There are more patients per physician in South Dakota and Brown County than the national benchmark.

The ratio of population to mental health providers is less positive in South Dakota and Brown County than the
national benchmark.

The number of professionally active dentists per 100,000 of population is lower than the national benchmark for
South Dakota and Brown County.

Preventable hospital stays are slightly better than the national benchmark in Brown County but the state’s rate
is higher than the national benchmark.

Diabetes screening in South Dakota is lower than the national benchmark. The rate of diabetes screening is
higher in Brown County than the national benchmark.

Brown County and South Dakota rank lower than the national benchmark for mammography screenings.

Social and Economic Factors

The Social and Economic Factors outcomes indicate that South Dakota and Brown County have a lower high
school graduation rate than the national benchmark. South Dakota has a lower percentage of post-secondary
education than the national benchmark while Brown County has a higher percentage of adults with some post-
secondary education than South Dakota or the national benchmark.

The unemployment rate was lower in South Dakota than the national benchmark during 2009. Brown County’s
unemployment rate was lower than South Dakota or the national benchmark.

The percentage of child poverty is higher in South Dakota and Brown County than the national benchmark.
Brown County has a lower percentage than the South Dakota.

Inadequate social support is higher in South Dakota than the national benchmark; however, it is the same as the
national benchmark in Brown County.

The percentage of children in single parent households is higher than the national benchmark for South Dakota
and Brown County.

The number of homicide deaths per 100,000 people in South Dakota is higher than the national benchmark.
There was no data for homicide deaths in Brown County.

Physical Environment

The Physical Environment outcomes indicate that there is no air pollution or ozone pollution in this area.
Because of the rural geography, access to healthy food is ranked far below the national benchmark in South

15



Dakota and Brown County. Access to recreational facilities ranks lower than the national benchmark for South
Dakota and Brown County.

Demographics

Youth account for 22% of the population in Brown County, which is slightly lower than the national benchmark
of 24%. Elderly account for 17% of the population in Brown County, which is higher than the national and South
Dakota benchmarks.

Thirty percent (30%) of Brown County is rural compared to 48% of South Dakota and 21% as the national
benchmark.

Only 2% of South Dakotans and 2% of Brown County’s population is not proficient in English compared to the
national benchmark, which is 9%.

South Dakota and Brown County at 7% each have a low illiteracy rate compared to the national benchmark of
15%.

Population by Age
The population in Brown County has a higher percentage over the ages of 65 and 85 than South Dakota or the
national benchmarks.

The gender distribution is slightly higher for women than men in South Dakota and Brown County. The state of
South Dakota is 50 % male and 50% female.

Housing

Brown County has slightly higher home ownership and slightly lower renter-occupied housing than the national
benchmark. South Dakota has higher home ownership and lower renter-occupied housing than the national
benchmark.

Economic Security

The percentage of those in South Dakota who are living at less than 100% of the Federal poverty level is lower in
Brown County than the state or the national benchmark. Brown County also has a smaller percentage of the
population with income less than 200% of the Federal poverty level than the state of South Dakota or the
national benchmark. The median household annual income is $46,369 in South Dakota, which is lower than the
national benchmark. Brown County’s median income of $45,615 is lower than South Dakota or the national
benchmarks. A smaller percentage of people spend 30% of their income towards housing costs in Brown County
than the state of South Dakota or the national percentages.

Diversity Profile
The population distribution by race demonstrates that South Dakota is predominantly white, followed by
American Indian, Hispanic, Asian and Black.

Health Needs Identified

Two identified needs for the area are behavioral health and obesity.
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Implementation Strategy

The following needs were identified through a formal community health needs assessment, resource mapping
and prioritization process:

* Mental Health Services

* Obesity

Implementation Strategy: Mental Health Services

e Establish adolescent and adult mental health telemedicine services from Sanford Aberdeen to Sanford
Medical Center in Sioux Falls

Implementation Strategy: Bariatric Services

* Establish a Sanford Aberdeen-based Bariatric Services accredited program
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Sanford Health, long been dedicated to excellence in patient care, is on a journey of growth and momentum
with vast geography, cutting edge medicine, sophisticated research, advanced education and a health plan.
Through relationships built on trust, successful performance, and a vision to improve the human condition,

Sanford Aberdeen Medical Center
Community Health Needs Assessment
2012-2013

Sanford seeks to make a significant impact on health and healing. We are proud to be from the Midwest and to

impact the world. The name Sanford Health honors the legacy of Denny Sanford’s transformational gifts and
vision.

Our Mission: Dedicated to the Work of Health and Healing
We provide the best care possible for patients at every stage of life, and support healing and wholeness in body,
mind and spirit.

Our Vision: To improve the Human Condition through Exceptional Care, Innovation and Discovery
We strive to provide exceptional care that exceeds our patients’ expectations. We encourage diversity in
thought and ideas that lead to better care, service and advanced expertise.

Our Values:

Courage: Strength to persevere, to use our voice and take action

Passion: Enthusiasm for patients and work, commitment to the organization

Resolve: Adherence to systems that align actions to achieve excellence, efficiency and purpose
Advancement: Pursuit of individual and organizational growth and development

Family: Connection and commitment to each other

Our Promise: Deliver a flawless experience that inspires
We promise that every individual’s experience at Sanford—whether patient, visitor or referring physician—will
result in a positive impact, and for every person to benefit from a flawless experience that inspires.

Guiding Principles:

All health care is a community asset

Care should be delivered as close to home as possible
Access to health care must be provided regionally
Integrated care delivers the best quality and efficiency
Community involvement and support is essential to success
Sanford Health is invited into the communities we serve
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Description of Sanford Aberdeen Medical Center

Sanford Health in Aberdeen, SD is comprised of Sanford Health Clinic Aberdeen and Sanford Aberdeen Medical
Center. Sanford Aberdeen Medical Center is a new medical center consisting of 48 total inpatient beds. The
Medical Center opened for services on July 16, 2012. The Medical Center has 8 beds in its Critical Care Unit, 8
beds in the Women’s Center, and 32 beds in a Medical/Surgical and Pediatric unit. The Emergency Department
consists of 2 trauma rooms and 7 examination rooms. In addition, inpatient and outpatient services are
supported by Therapies Departments, Sanford Laboratory and Imaging Departments. Procedural areas consist of
4 operating rooms, a procedure room, and a Cardiac Catheterization Laboratory.

Sanford Clinic Aberdeen is a multispecialty clinic consisting of Family Practice, Pediatrics, Internal Medicine,
General Surgery, Cardiology and OB/GYN practices. Clinics in Ipswich, South Dakota and Ellendale, North Dakota
are also integrated with Sanford Clinic Aberdeen. The 3 clinic locations are currently staffed by 38 physicians and
Advanced Practice Providers.

Description of the Community Served

Aberdeen is a city in and the county seat of Brown County, South Dakota, about 125 miles northeast of Pierre.
The city population was 26,091 at the 2010 census, making it the third largest city in the state. Aberdeen is the
principal city of the Aberdeen Micropolitan Statistical Area, which includes all of Brown and Edmunds counties
and had a population of 40,602 in 2010.

Named for Aberdeen, Scotland, the hometown of Milwaukee Railroad President Alexander Mitchell, this new
city incorporated in 1881 quickly became known as the Hub City of the Dakotas, and the Brown County seat. By
1886, a city map was published that showed nine different rail lines converging in Aberdeen from all directions,
much like the spokes of a wheel converging at its hub. The combination of multidirectional railways and fertile
farmland caused Aberdeen to develop into a distribution hub for wholesale goods. The city grew rapidly and in
1890, 230 businesses called Aberdeen home. Today Aberdeen's economy has diversified and the number of
businesses has grown to more than 1,500.

Brown County’s 10 Largest Establishments
(private ownership as of January 2011)

3M Company Midstates, Inc. Print & Media Solutions

Avera St. Luke’s Molded Fiber Glass South Dakota

Bethesda Home WalMart Super Center

Hub City, Inc. Wells Fargo Bank

Kessler’s Inc. Wyndham Hotel Group, LLC
2010 Employment by Industry for Aberdeen, SD South Dakota United States

Civilian Population (Age 16+)

Agriculture, Forestry, Fishing and 1.95% 6.08% 1.49%
Hunting, and Mining
Construction 6.07% 6.45% 6.97%
Manufacturing 9.59% 9.54% 11.93%
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2010 Employment by Industry for Aberdeen, SD South Dakota United States
Civilian Population (Age 16+)

Wholesale Trade 2.54% 2.88% 3.05%
Retail Trade 12.23% 10.34% 10.02%
Transportation and Warehousing, 3.42% 5.08% 5.58%
and Utilities

Information 1.98% 2.07% 2.94%
Finance, Insurance, Real Estate, 5.34% 7.98% 6.91%
and Rental and Leasing

Professional, Scientific, 8.59% 5.69% 10.43%
Management, Administrative, etc.

Educational, Health and Social 25.54% 24.84% 22.14%
Services

Arts, Entertainment, Accommodation 11.12% 8.83% 8.46%
and Food Services, etc.

Other Services 5.71% 5.45% 5.15%
Public Administration 5.93% 4.77% 4.92%

Study Design and Methodology

Health Needs Assessment of Key Stakeholders and Community Leaders

In May 2011 Sanford Health convened key health care leaders and other not-for-profit leaders in the Fargo
Moorhead community to establish a Fargo Moorhead Community Health Needs Assessment Collaborative. A
primary goal of this collaborative is to craft standardized tools, indicators and methodology that can be used by
all group members when conducting assessments and also be used by all of the Sanford medical centers across
the enterprise. After much discussion it was determined that the Robert Wood Johnson Framework for county
profiles would be our secondary data model.

The Internal Revenue Code 501 (r) statute requires that a broad base of key community stakeholders have input
into the needs of the community. Those community members specified in the statute include: persons who
represent the broad interests of the community served by the hospital facility including those with special
expertise in public health; Federal, tribal, regional, state and or local health or other departments or agencies
with information relevant to the health needs of the community served; leaders, representatives, or members of
medically underserved, low-income, and minority populations.

Sanford extended a good faith effort to engage all of the aforementioned community representatives in the
survey process. The list of individuals who agreed to take the survey and also submit their names are included in
the acknowledgement section of this report. In some cases there were surveys that were submitted without
names or without a specified area of expertise or affiliation. We worked closely with public health experts
throughout the assessment process.
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Public comments and response to the community health needs assessment and the implementations strategies
are welcome on the Sanford website under “About Sanford” in the Community Health Needs Assessment
section.

A sub group of this collaborative met with researchers from the North Dakota State University Center for Social
Research to develop a survey tool for our key stakeholder groups. The survey tool incorporated the University of
North Dakota’s Center for Rural Health community health needs assessment tool and the Fletcher Allen
community health needs assessment tool. North Dakota State University and the University of North Dakota
Center for Rural Health worked together to develop additional questions and to ensure that scientific
methodology was incorporated in the design.

Finally, it was the desire of the collaborative that the data would be shared broadly with others and that if
possible it would be hosted on a web site where there could be access for a broad base of community, state and
regional individuals and groups.

This community health needs assessment was conducted during FY 2012 and FY 2013. The main model for our
work is the Association for Community Health Improvement’s (ACHI) Community Health Needs Assessment
Toolkit.

The following qualitative data sets were studied:
* Survey of Key Stakeholders

The following quantitative data sets were studied:
* 2011 County Health Profile for Brown County
* Aging Profiles for Brown County
* Diversity Profiles for Brown County

Asset mapping was conducted by reviewing the data and identifying the unmet needs from the various surveys
and data sets. The process implemented in this work was based on the McKnight Foundation model - Mapping
Community Capacity by John L. McKnight and John P. Kretzmann, Institute for Policy Research at Northwestern
University.

Each unmet need was researched to determine what resources were available in the community to address the
needs. The Sanford Health Steering Committee performed the asset mapping and reviewed the findings. The
group conducted an informal gap analysis to determine what needs remained after resources were thoroughly
researched. Once gaps were determined the group proceeded to the prioritization process. The multi-voting
methodology was implemented to determine what top priorities would be further developed into
implementation strategies.

2011 County Health Profiles

The County Health Profiles are based largely on the County Health Rankings from the Mobilizing Action Toward
Community Health (MATCH), collaboration between the Robert Wood Johnson Foundation and the University of
Wisconsin Population Health Institute. State and national benchmarking required additional data sources
including the U.S. Census Bureau, Small Area Health Insurance Estimates, and the Centers for Disease Control
and Prevention’s National Center for Health Statistics — the Health Indicators Warehouse

Aging Profiles
The Aging Profiles are based on data from the U.S. Census Bureau, 2010 Census Summary File 1, and 2006-2010
American Community Survey Five-Year Estimates (sample data). The estimates presented are meant to give
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perspective on characteristics across age categories; however, because they are based on sample data, one
should use caution when interpreting small numbers. Blank values reflect data that is missing or not available.

Diversity Profiles

The Diversity Profiles are based on data from the U.S. Census Bureau, 2010 Census Summary File 1, and 2006-
2010 American Community Survey Five-Year Estimates (sample data). The estimates presented are meant to
give perspective on characteristics across race and ethnic categories; however, because they are based on
sample data, one should use caution when interpreting small numbers. Blank values reflect data that is missing
or not available. Racial categories not represented include Native Hawaiian and Other Pacific Islander alone,
Some Other Race alone, and Two or More races.

Limitations

The Sanford Health Community Health Needs Assessment Steering Group attempted to survey key community
leaders and stakeholders for the purpose of determining the needs of the community. While over 300 surveys
were returned, there were still many key stakeholders who did not complete the survey.

The survey asked for individual perceptions of community health issues and is subjective to individual
experiences which may or may not be the current status of the community.

Primary Research — Summary of the Survey Results

Community Assets/Best Things about the Community

Using a 1 to 5 scale, with one being “not at all” and 5 being “a great deal”, respondents were asked to rate their
level of agreement with various statements regarding PEOPLE, SERVICES AND RESOURCES, QUALITY OF LIFE,
GEOGRAPHIC SETTING, and ACTIVITIES in their community.

Overall, respondents indicated that the top five community assets or best things about the community include:

friendliness of people (4.32), higher education opportunities (4.39), good place to raise kids (4.49), the safety of
the community (4.32), and the convenience of getting to work or activities (4.47).
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People

In general, respondents felt that people in this community are friendly, with a sense of connection and
community engagement. There is less agreement that the community is culturally diverse, tolerant, inclusive or
open-minded.

Figure 1. Level of agreement with statements about the community regarding PEOPLE

People are friendly, helpful, supportive (N=326) 4.32

There is a sense of community/feeling connected to

people who live here (N=320) 4.15

People who live here are aware of/engaged in social,
civic, or political issues (N=317)
There is a sense that you can make a difference
(N=322)

There is an engaged government (N=303)

The community is socially and culturally diverse
(N=324)

There is tolerance, inclusion, open-mindedness
(N=321)

1 2 3 4 5

Mean (1=not at all, 5=a great deal)*
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Services and Resources

The respondents seem to feel that higher education, school system quality, and health care quality are stronger
assets to the community. There was less agreement in the overall effectiveness of the community’s

transportation system.

Figure 2. Level of agreement with statements about the community regarding SERVICES AND RESOURCES

There are quality higher education opportunities and
institutions (N=314)

There are quality school systems and programs for
youth (N=305)

There is quality health care (N=312)
There is access to quality food (N=313)

There is effective transportation (N=309)

4.39

4.25

4.10

[y
N

3 4
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.

Quality of Life

Overall, there is strong agreement regarding the positive quality of life in this community, with lower agreement

coming as it relates to cultural richness.

Figure 3. Level of agreement with statements about the community regarding QUALITY OF LIFE

The community has a family-friendly environment, is
a good place to raise kids (N=313)

The community is a safe place to live, has little/no
crime (N=313)

The community has a peaceful, calm, quiet
environment (N=314)

The community has an informal, simple, "laidback
lifestyle" (N=312)

The community is a "healthy" place to live (N=313)

The community has a sense of cultural richness
(N=308)

4.49

4.32

4.25

1 2 3 4
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Geographic Setting
There is good agreement with the qualities of convenient access to work/activities and the general cleanliness of

the region.

Figure 4. Level of agreement with statements about the community regarding the GEOGRAPHIC SETTING

In the community, it is a short commute/convenient

access to work and activities (N=313) 4.47

The community has a general cleanliness (e.g., fresh
air, lack of pollution and litter) (N=315)

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
Activities

There is strong agreement that many recreational activities are available in the community and good agreement
that activities/events are available for families, youth, and seniors.

Figure 5. Level of agreement with statements about the community regarding ACTIVITIES

There are many recreational and sports activities
(e.g., outdoor recreation, parks, bike paths, and other
sports and fitness activities) (N=313)

4.19

There are many activities for families and youth
(N=307)

There are great events and festivals (N=314)

There are many activities for seniors (N=211)

There are quality arts and cultural activities (N=311)

1 2 3 4 5
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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General Concerns about the Community

The five leading concerns about the community include: cost of healthcare (4.0), wages (3.83), housing (3.66),
cost of living (3.61), and cost of elderly care (3.54).

Economic Issues

The leading community concern as reported by the respondents is the cost of health care, along with the
economic implications of low wages, affordable housing, the high cost of living, and availability of employment
opportunities. There was lower concern regarding homelessness, hunger, or poverty.

Figure 6. Level of concern with statements about the community regarding ECONOMIC ISSUES

Cost of health care and/or insurance (N=302) 4.00

Low wages (N=299) 3.83
Availability of affordable housing (N= 304)
Cost of living (N=304)

Availability of employment opportunities (N=303)

Economic disparities between higher and lower
classes (N=292)

Poverty (N=297)
Hunger (N=288)

Homelessness (N=291)

1 2 3 4 5

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Services and Resources

The leading concerns among respondents regarding services and resources were related to the costs of care for
the elderly and children. There was concern about the resources to care for an aging population, availability of
family services, and quality/cost of education. There was less concern about the access to groceries in the
community.

Figure 7. Level of concern with statements about the community regarding SERVICES AND RESOURCES

Cost and/or availability of elder care (N=264) 3.54
Cost and/or availability of child care (N=273) 3.50
Resources to meet the needs of the aging population 3.44
(N=266) :
False sense of entitlement to services and resources 333
(N=284) :
Availability of family services (N=289) 3.28
Quality and/or cost of education/school programs 397
(N=299) '
Problems associated with health care systems/ 394
policies (not relating to cost) (N=295) ’
Availability of youth activities (N=297) 3.15
Problems associated with mental health care 315
systems/policies (not relating to cost) (N=277) ’
Availability/access to a grocery store (N=302)
1 2 3 4 5
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Transportation

There was fairly high agreement that road conditions and availability of public transportation were concerns of
the respondents. Not surprisingly, traffic congestion was much less of a concern.

Figure 8. Level of concern with statements about the community regarding TRANSPORTATION

Road conditions (N=299)
Availability of public transportation (N=290)
Driving habits (e.g., speeding, "road rage") (N=298)

Traffic congestion (N=299)

3.68

1 2 3 4
Mean (1=not at all, 5=a great deal)*

Environmental Pollution

Compared to responses for other community concerns, the level of concern with environmental pollution is only

moderate.

Figure 9. Level of concern with statements about the community regarding ENVIRONMENTAL POLLUTION

Water pollution (N=294)

Air pollution (N=297)

Noise pollution (N=297)

2.94

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Youth Concerns

There is strong overall concern regarding the entire scope of Youth Concerns that included bullying, teen
pregnancy, marriage issues, crime, and school dropout rates.

Figure 10. Level of concern with statements about the community regarding YOUTH CONCERNS

Bullying (N=291) 3.6(

Teen pregnancy (N=287) 3.37

Changes in family composition (e.g., divorce, single
parenting) (N=291)

Youth crime (N=295)

School dropout rates/truancy (N=286)

1 2 3 4 5

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.

Safety Concerns
There is strong concern with substance abuse, child abuse, and domestic violence in the community. Violent
crimes and prostitution are less concerning with the respondents.

Figure 11. Level of concern with statements about the community regarding SAFETY CONCERNS

Substance abuse (N=296)

Child abuse and neglect (N=295)

Domestic violence (N=294)

Property crimes (N=296)

Violent crimes (N=296)

Prostitution (N=285)

1 2 3 4 5

Mean (1=not at all, 5=a great deal)*




Community Health and Wellness Concerns

The leading health and wellness concerns from the respondents included: the cost of health insurance, the cost
of healthcare, the adequacy of health insurance, the cost of medicine, and obesity.

Access to Health Care

Overall, the leading concerns about healthcare access in this community are cost of care related and also access
to insurance. Although ways to access the health system rank lower than cost concerns, they still show

moderately high results from the respondents.

Figure 12. Level of concern with statements about the community regarding ACCESS TO HEALTH CARE

Cost of health insurance (N=291)

Cost of health care (N=292)

Adequacy of health insurance (e.g., amount of co-pays &
deductibles, consistency of coverage) (N=290)

Cost of prescripton drugs (N=293)

Access to health insurance coverage (e.g., preexisting
conditions) (N=288)
Availability and/or cost of dental and/or vision insurance
coverage (N=292)
Availability and/or cost of dental and/or vision care
(N=292)

Availability of doctors, nurses, and/or specialists (N=288)

Availability of prevention programs or services (N=282)

Use of emergency room services for primary health care
(N=283)
Availability of non-traditional hours (e.g., evenings,
weekends) (N=290)

Time it takes to get an appointment (N=286)

Availability of bilingual providers and/or translators
(N=278)

Provider is not taking new patients (N=284)
Availability of/access to transportation (N=287)
Distance to health care services (N=292)

Confidentiality (N=287)

4.37

4.24

4.11

4.11

2 3 4

Mean (1=not at all, 5=a great deal)*
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Substance Abuse

There is fairly strong concern shown by the respondents for drug and alcohol abuse and the presence of drug
dealers in the community.

Figure 13. Level of concern with statements about the community regarding SUBSTANCE USE AND ABUSE

Drug use and abuse (N=287)

Alcohol use and abuse (N=288)

Smoking (N=290)

Presence and influence of drug dealers in the
community (N=276)

3 4 5

Mean (1=not at all, 5=a great deal)*

[uny
N

*Means exclude “do not know” responses.

Physical Health
There is strong concern in the community regarding obesity, eating habits, lack of exercise and the cost of
exercise options.

Figure 14. Level of concern with statements about the community regarding PHYSICAL HEALTH

Obesity (N=293) 3.88
Poor nutrition/eating habits (N=293) 3.83
Lack of exercise and/or inactivity (N=293) 75
Cost of exercise facilities (N=288) .68
Availability of exercise facilities (N=293)
Availability of good walking or biking options (as
alternatives to driving) (N=287)
1 2 3 4 5
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.



Mental Health

Overall, there is fairly strong concern with the mental health variables in the survey. There is concern over the

issues of stress and depression and accessing qualified mental health programs/providers to address the mental

health issues.

Figure 15. Level of concern with statements about the community regarding MENTAL HEALTH

Stress (N=286) 3.48

Depression (N=284) 3.32

Quality of mental health programs (N=276) 3.31

Availability of qualified mental health providers

(N=277) 3.30
Availability of services for addressing mental health 319
problems (N=277) '
1 2 3 4 5

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.

[lIness
Although less so for communicable disease, there is strong concern in the community regarding illness
associated with cancer and chronic disease.

Figure 16. Level of concern with statements about the community regarding ILLNESS

Cancer (N=288) 3.85
Chronic disease (e.g., diabetes, heart disease, 75
multiple sclerosis) (N=288) ’
Communicable diseases (e.g., including sexually
transmitted diseases, AIDS) (N=285)
1 2 3 4 5

Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Delivery of Health Care in the Community

Respondents were asked to rate how well DELIVERY OF HEALTH CARE topics are being addressed in their
community. Overall, topics related to emergency services, heart disease, cancer, transportation, health care
staffing, and diabetes were better addressed than those relating to obesity, cost of care, coordination of care,
preventive care, or mental health issues.

Figure 17. How well topics related to DELIVERY OF HEALTH CARE in the community are being addressed

Access to emergency services (e.g., ambulance and

911) (N=282) 3.5

Health services for heart disease (N=261) 3.48

Health services for cancer patients (N=261) 3.43

Distance/transportation to health care facility
(N=280)

Number of health care providers and specialists
(N=283)

3.39

3.32

Number of health care staff in general (N=282) 3.31

Health services for diabetes (N=246) 3.24

Access to needed technology/equipment (N=270) 3.21

Needs of communities dealing with a hospital or clinic
closure (N=175)

Mental health services (e.g., depression, dementia/
Alzheimer's disease, stress) (N=256)

3.06
3.04

Attention given to preventive services (N=278) 3.03

Coordination/communication among providers
(N=274)

Costs of the delivery of health care (N=274)

Health services for obesity (N=250)

1 2 3 4 5
Mean (1=not at all well, 5=very well)*

*Means exclude “do not know” responses.
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Personal Health Care Information

Cancer Screening

Over 50% of the respondents said they had not had a cancer screening or cancer care in the past year. The most
common reason for not having done so was because they felt it was unnecessary or because their doctor had
not suggested it.

Figure 18. Whether respondents had a cancer screening or cancer care in the past year

Cancer Screening

No 64.50

Yes

0.00 10.00 20.00 30.00 40.00 50.00 60.00 70.00
Percent

Respondents were asked whether they had a cancer screening or cancer care in the past year, and if they had
not, reasons for not having done so.

Among respondents who had not had a cancer screening or cancer care in the past year, 46.4% thought that is
was not necessary and 38.8% said their doctor had not suggested it.

Figure 19. Among respondents who have not had a cancer screening or cancer care in the past year, reasons for
not having done so

Reasons for not having cancer screening

Other

Unfamiliar with recommendations
Access/or don't know who to see
Not necessary

Cost
Fear

Doctor hasn't suggested

Percent
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Health Care Coverage

Respondents were asked how they had paid for health care costs for themselves or family members, over the
last 12 months. A majority of respondents said they had paid for health care costs over the last 12 months by
health insurance. Personal income was also used.

Figure 20. Methods respondents have used to pay for health care costs over the last 12 months

Health Coverage

Did not access
Veteran's benefits

Military

Indian Health
Service

Medicare

Medicaid

Personal income

Private health
insurance

Health Insureance

0 10 20 30 40 50 60 70 80 90
Percent




Primary Care Provider

The top reason respondents gave for their choice of primary health care provider was quality of care. (Figure 21)
Other reasons that were high among responses were availability of services, location, and the sense of being
valued as a patient.

Figure 21. Respondents’ reasons for choosing primary health care provider
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Respondents were asked which provider they used for their primary health care. Over 50% of respondents said
they use Sanford Health as their primary care provider.

Figure 22. Primary Health Care Provider
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Respondents Representing Chronic Disease

Respondents were asked to select their personal general health conditions/diseases. Weight control received
the most responses with 36.3% of participants selecting this condition. The chronic diseases found in the highest
percentage among respondents include, depression, anxiety or stress, arthritis, hypertension, and
hypercholesterolemia.

(Figure 23)

Figure 23. Respondent’s health/chronic diseases
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Distance to Access Medical Care

Respondents were asked how far they have to drive to access medical care. Over 86% responded that they had
less than 20 miles to drive.

Figure 24. Distance traveled to access health care
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Demographic Information
The majority of respondents are between the ages of 25 and 54 years of age (68.2%).
Figure 25. Respondents’ age distribution.
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Most respondents (68.9%) have a Bachelor’s degree or higher. A Bachelor’s degree was held by 45.1% of
respondents and 23.8% have a graduate or professional degree.

Figure 26. Respondent’s education
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More females responded to the survey than males (33.6% males compared to 66.4% females).

Figure 27. Respondents by gender
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Secondary Research

Health Outcomes

Mortality

The Mortality health outcomes indicate that South Dakota as a state has more premature deaths than the
national benchmark. While the state of South Dakota has more premature deaths than the national benchmark,
Brown County has a lower rate than the national benchmark and South Dakota as a whole. Map 1 in the
Appendix provides a county view of the premature deaths within the five-state region.

National South | Brown
Benchmark | Dakota | County

Premature Years of potential life lost before age 5,564 6,815 5,179
death 75 per 100,000 (age-adjusted), 2005-
2007
Morbidity

The Morbidity health outcomes indicate that Brown County citizens report more days of poor health (self-
reported) than the national or South Dakota benchmark. They also report more physically unhealthy days than
the state or national data.

South Dakota and Brown County report more mentally unhealthy days (self-reported) than the national
benchmark. Brown County reports slightly fewer mentally unhealthy days than the state.

Brown County has the same percentage of low birth weight as the national benchmark, and also reports a lower
percentage of low birth weight than the state. Maps 1-2 in the Appendix provide county views of the morbidity
indicators within the five-state region.

National South | Brown
Benchmark | Dakota | County
Poor or fair Percent of adults reporting fair or poor 10% 12% 13%
health health (age-adjusted), 2003-2009
Poor physical | Average number of physical unhealthy 2.6 2.8 3.0

health days days reported in past 30 days (age-
adjusted), 2003-2009

Poor mental Average number of mentally unhealthy 2.3 2.6 2.4
health days days reported in past 30 days (age-
adjusted), 2003-2009

Low birth Percent of live births with low birth 6.0% 6.8% 6.0%
weight weight (<2,500 grams), 2001-2007
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Health Factors

Health Behaviors

The Health Behavior outcomes indicate that South Dakota and Brown County have higher percentages of adult

smokers (equal to or greater than 100 cigarettes) than the national benchmark. Adult obesity (greater than or
equal to 30 BMI) is also higher in South Dakota and Brown County. South Dakota and Brown County have a
higher percentage of physical inactivity than the national benchmark.

South Dakota (19%) and Brown County (20%) have much higher percentages of binge drinking reports (more
than four drinks on one occasion for women and more than five for men) than the national benchmark (8%).

Motor vehicle crash death rates are slightly lower than the national benchmark in Brown County; however, the
state of South Dakota is much higher than the national benchmark.

Sexually transmitted infections rank substantially higher than the national benchmark in South Dakota. Brown
County is lower than the state benchmark but also is much higher than the national benchmark for sexually
transmitted infections.

The teen birth rate is higher in South Dakota and Brown County than the national benchmark. Brown County’s
teen birth rate is lower than the state’s teen birth rate. Maps 6 -12 in the Appendix provide county views of the
Health Behavior indicators within the five-state region.

National South | Brown
Benchmark | Dakota | County
Adult smoking | Percent of adults who currently smoke 15% 20% 19%
and have smoked at least 100
cigarettes in their lifetime, 2003-2009
Adult obesity Percent of adults that report a body 25% 29% 30%
mass index (BMI) of at least 30 kg/m?2,
2008
Physical Percent of adults reporting no leisure 20% 26% 28%
inactivity physical activity, 2008
Excessive Percent of adults reporting binge 8% 19% 20%
drinking drinking and heavy drinking, (
consuming >4 for women and >5 for
men on a single occasion ) 2003-2009
Motor vehicle | Motor vehicle crash deaths per 12.0 23.7 11.4
crash death 100,000 population, 2001-2007
rate
Sexually Number of Chlamydia cases (new 83.0 371.3 224.7
transmitted cases reported) per 100,000
infections population 2008
Teen birth rate | Number of teen births per 100,000 22.0 38.7 28.5
females ages 15-19, 2001-2007
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Clinical Care

The Clinical Care outcomes indicate that South Dakota and Brown County have a higher percentage of uninsured
adults than the national benchmark. The percentage of uninsured youth in Brown County and the national
benchmark are lower than South Dakota as a whole.

There are more patients per physician in South Dakota and Brown County than the national benchmark.

The ratio of population to mental health providers is less positive in South Dakota and Brown County than the
national benchmark.

The number of professionally active dentists per 100,000 of population is lower than the national benchmark for
South Dakota and Brown County.

Preventable hospital stays are slightly better than the national benchmark in Brown County but the state’s rate
is higher than the national benchmark.

Diabetes screening in South Dakota is lower than the national benchmark. The rate of diabetes screening is
higher in Brown County than the national benchmark.

Brown County and South Dakota rank lower than the national benchmark for mammography screenings. Maps
13-20 in the Appendix provide county views of the Clinical Care indicators within the five-state region.

National South Brown
Benchmark Dakota County
Uninsured Percent of adult population ages 18- 13% 16% 14%
adults 64 without health insurance, 2007
Uninsured Percent of youth ages 0-18 without 7% 9% 7%
youth health insurance.
Primary Care Ratio of population to primary care 631:1 769:1 761:1
Physicians physicians, 2008
Mental Health | Ratio of total population to mental 2,242:1 3,544:1 4378:1
Providers health providers, 2008
Dentist rate Number of professionally active 69.0 50.0 54.0
dentists per 100,000 population,
2007
Preventable Hospitalization discharges for 52.0 68.6 51.4
hospital stays ambulatory care-sensitive
conditions per 1,000 Medicare
enrollees, 2006-2007
Diabetes Percent of Medicare enrollees with 89% 83% 90%
screening diabetes that receive HbAlc
screening, 2006-2007
Mammography | Percent of female Medicare 74% 68% 71%
screening enrollees that receive
mammography screening, 2006-
2007
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Social and Economic Factors

The Social and Economic Factors outcomes indicate that South Dakota and Brown County have a lower high
school graduation benchmark than the national benchmark. South Dakota has a lower percentage of post-
secondary education than the national benchmark while Brown County has a higher percentage of adults with
some post-secondary education than South Dakota or the national benchmark.

The unemployment rate was lower in South Dakota than the national benchmark during 2009. Brown County’s
unemployment rate was lower than South Dakota or the national benchmark.

The percentage of child poverty is higher in South Dakota and Brown County than the national benchmark.
Brown County has a lower percentage than the South Dakota.

Inadequate social support is higher in South Dakota than the national benchmark; however, it is the same as the
national benchmark in Brown County.

The percentage of children in single parent households is higher than the national benchmark for South Dakota
and Brown County.

The number of homicide deaths per 100,000 people in South Dakota are higher than the national benchmark.
There was no data for homicide deaths in Brown County.

Maps 21-27 in the Appendix provide county views of the Social and Economic indicators within the five-state

region.

National South Brown
Benchmark Dakota County
High school Percent of ninth-grade cohort in public 92% 83% 80%
graduation schools that graduates from high
school in four years 2006-2007
Some college Percent of adults ages 25-44 with 68% 64% 70%
some post-secondary education, 2005-
2009
Unemployment | Percent of population ages 16 and 5.3% 4.8% 3.5%
older that is unemployed but seeking
work 2009
Child poverty Percent of children ages 0-17 living 11% 18% 13%
below the Federal Poverty Line, 2008
Inadequate Percent of adults that never, rarely, or 14% 17% 14%
social support sometimes get the social and
emotional support they need, 2003-
2009
Children in Percent of children in families that 20% 29% 25%
single parent live in a household headed by a parent
households with no spouse present, 2005-2009
Homicide rates | Number of deaths due to murder or 1.0 2.5 0
non-negligent manslaughter per
100,000 population, 2001-2007

43



Physical Environment

The Physical Environment outcomes indicate that there is no air pollution or ozone pollution in this area.
Because of the rural geography, access to healthy food is ranked far below the national benchmark in South

Dakota and Brown County.

Access to recreational facilities ranks lower than the national benchmark for South Dakota and Brown County.

Maps 28-31 provide county views of the Physical Environment indicators within the five-state region.

National South Brown

Benchmark | Dakota County
Air pollution- Number of days air quality was unhealthy for sensitive 0 0 0
particulate populations due to fine particulate matter, 2006
matter
Air pollution- Number of days air quality was unhealthy for sensitive 0 0 0
ozone populations due to ozone levels, 2006
Access to Percent of zip codes with a healthy food outlet (i.e. 92% 42% 42%
healthy foods | grocery store or produce stand/farmers market), 2008
Access to Number of recreational facilities per 100,000 17.0 13.0 13.0
recreational population 2008
facilities

Demographics

Youth account for 22% of the population in Brown County, which is slightly lower than the national benchmark
of 24%. Elderly account for 17% of the population in Brown County, which is higher than the national and South

Dakota benchmarks.

Thirty percent (30%) of Brown County is rural compared to 48% of South Dakota and 21% as the national
benchmark.

Only 2% of South Dakotans and 2% of Brown County’s population is not proficient in English compared to the
national benchmark, which is 9%.

South Dakota and Brown County at 7% each have a low illiteracy rate compared to the national benchmark of
15%.

Maps 32 —36 in the Appendix provide county views of the demographics within the five-state region.

National South Brown
Benchmark Dakota County
Youth Percent of total population ages 0-17, 2009 24% 25% 22%
Elderly Percent of total population ages 65 and older, 2009 13% 14% 17%
Rural Percent of total population living in rural area, 2000 21% 48% 30%
Not English | Percent of total population that speaks English less 9% 2% 2%
Proficient than “very well”. 2005-2009
llliteracy Percent of population ages 16 and older that lacks 15% 7% 7%
basic prose literacy skills, 2003
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Population by Age

The population in Brown County has a higher percentage over the ages of 65 and 85 than South Dakota or the
national benchmarks. The gender distribution is slightly higher for women than men in South Dakota and Brown
County. The state of South Dakota is 50 % male and 50% female.

National South Brown

Benchmark Dakota County

Total population 308,745,538 814,180 36,531
Percent ages 65 and older 13% 14% 16%
Percent 85 and older 2% 2% 3%
Percent male 49% 50% 49%
Percent female 51% 50% 51%

Based on 2010 Census data

Brown County has slightly higher home ownership and slightly lower renter-occupied housing than the national
benchmark. South Dakota has higher home ownership and lower renter-occupied housing than the national
benchmark.

Housing
National South Brown
Benchmark | Dakota County
Percent of occupied housing that is owner-occupied 65% 74% 66%
Percent of occupied housing that is renter-occupied 35% 26% 34%

Based on 2010 Census data

Economic Security

According to the 2010 Census Data, the population of working age in the labor force is 69% in South Dakota and
71% for Brown County. The percentage of those in South Dakota who are living at less than 100% of the Federal
poverty level is lower in Brown County than the state or the national benchmark. Brown County also has a
smaller percentage of the population with income less than 200% of the Federal poverty level than the state of
South Dakota or the national benchmark. The median household annual income is $46,369 in South Dakota,
which is lower than the national benchmark. Brown County’s median income of $45,615 is lower than South
Dakota or the national benchmarks. A smaller percentage of people spend 30% of their income towards housing
costs in Brown County than the state of South Dakota or the national percentages.

National South Brown
Benchmark Dakota County
Percent of working age population in the labor force 65% 69% 71%
Percent of total population with income less than 100% of poverty 14% 14% 10%
Percent of total population with income less than 200% of poverty 32% 33% 28%
Median household income $51,914 $46,369 $45,615
Owner occupied housing units 76,089,650 217,250 10,377
Percent spending 30% or more income toward housing costs 30% 20% 17%
Renter occupied housing units 38,146,346 98,218 4,605
Percent renters spending 30% or more of income toward housing 47% 35% 29%
costs
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Diversity Profile

The population distribution by race demonstrates that South Dakota is predominantly white, followed by

American Indian, Hispanic, Asian, and Black.

National South Brown

Benchmark Dakota County

Total population 308,745,538 814,180 36,531

White alone 223,553,265 699,392 34,057
Asian alone 14,674,252 7,610 355
Black alone 38,929,319 10,207 194
Hispanic origin — of any race 50,477,594 22,119 496
American Indian 2,932,248 71,817 1105

Health Needs Identified

Although no specific needs were identified in the survey, the SAMC team chose to focus on the chronic issues of

obesity and access to mental health services.
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2013 Community Health Needs Assessment
Sanford Aberdeen Medical Center
Implementation Strategy

The following needs were identified through a formal community health needs assessment, resource mapping
and prioritization process:

¢ Mental Health Services
* Obesity

Implementation Strategy: Mental Health Services

Establish adolescent and adult mental health telemedicine services from Sanford Aberdeen to Sanford
Medical Center in Sioux Falls

Implementation Strategy: Bariatric Services

* Establish a Sanford Aberdeen-based Bariatric Services accredited program
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2013 Community Health Needs Assessment
Enterprise Implementation Strategy

The following unmet needs were identified through a formal community health needs assessment, resource
mapping and prioritization process:

* Mental Health Services

* Obesity

Implementation Strategy: Mental Health Services - Sanford One Mind

* Completion (to the extent resources allow) of full integration of Behavioral Health services in all primary
care clinics in Fargo and Sioux Falls

* Completion (to the extent resources allow) of full integration of Behavioral Health services or access to
Behavioral Health outreach in all regional clinic sites in the North, South and Bemidji regions

* Complete presentation of outcomes of first three years of integrated Behavioral Health services

* Implementation of integrated Behavioral Health into clinics in new regions

* Design Team for Inpatient Psychiatric Unit, Partial Hospitalization and Clinic Space for Fargo presents
recommendations for design of new spaces

¢ Design Team for Sioux Falls Inpatient Psychiatric Units and Partial Hospitalization

Implementation Strategy: Obesity
* Medical Management for Obesity
o Develop CME curriculum for providers and interdisciplinary teams across the enterprise
inclusive of medical, nutrition, nursing, and Behavioral Health professionals
* Develop community education programming

o Include the following program options in the curriculum to create awareness of existing resources:
» Family Wellness Center

Honor Your Health Program

WebMD Fit Program

Bariatric Services

Eating Disorder Institute

Mental Health/Behavioral Health

» Profile

*  Actively participate in community initiatives to address wellness, fitness and healthy living

VVVYVYYVY
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2011 County Health Profile

An adaptation of the County Health Rankings Project for the Fargo-Moorhead
Community Health Needs Assessment Collaborative

HEALTH OUTCOMES

Mortality
Premature death
Morbidity

Poor or fair health

Poor physical health
days

Poor mental health
days

Low birthweight
HEALTH FACTORS

Health Behaviors

Adult smoking

Adult obesity

Physical inactivity

Excessive drinking

Motor vehicle crash
death rate

Sexually transmitted
infections

Teen birth rate

Clinical Care

Uninsured adults

Uninsured youth

Primary care physicians

Mental health
providers

Dentist rate

Preventable hospital
stays

Diabetic screening

Mammography
screening

Years of potential life lost before age 75 per 100,000 population (age-
adjusted), 2005-2007

Percent of adults reporting fair or poor health (age-adjusted), 2003-
2009

Average number of physically unhealthy days reported in past 30 days
(age-adjusted), 2003-2009

Average number of mentally unhealthy days reported in past 30 days
{age-adjusted), 2003-2009

Percent of live births with low birthweight (<2,500 grams), 2001-2007

Percent of adults that currently smoke and have smoked at least 100
cigarettes in their lifetime, 2003-2009

Percent of adults that report a body mass index (BMI) of at least 30
kg/m2, 2008

Percent of adults reporting no leisure time physical activity, 2008

Percent of adults reporting binge drinking and heavy drinking**, 2003-
2009

Motor vehicle crash deaths per 100,000 population, 2001-2007

Number of chlamydia cases (new cases reported) per 100,000
population, 2008

Number of teen births per 1,000 females ages 15-19, 2001-2007

Percent of adult population ages 18-64 without health insurance, 2007

Percent of youth ages 0-18 without health insurance, 2007

Ratio of total population to primary care physicians, 2008

Ratio of total population to mental health providers, 2008

Number of professionally active dentists per 100,000 population, 2007
Hospitalization discharges for ambulatory care-sensitive conditions per
1,000 Medicare enrollees, 2006-2007

Percent of diabetic Medicare enrollees that receive HbAlc screening,
2006-2007

Percent of female Medicare enrollees that receive mammography
screening, 2006-2007

Brown

5,179

13%

3.0

2.4

6.0%

19%

30%

28%

20%

114

224.7

28.5

14%

7%

761:1

4,378:1

54.0

514

90%

71%

Brown County

South Dakota

*National
Benchmark

5,564

10%

2.6

2.3

6.0%

15%

25%

20%

8%

12.0

83.0

220

13%

7%

631:1

2,242:1

69.0

52.0

89%

74%

South
Dakota

6,815

12%

2.8

2.6

6.8%

20%

29%

26%

19%

23.7

371.3

38.7

16%

9%

769:1

3,544:1

50.0

68.6

83%

68%



2011 County Health Profile

(Page 2)

HEALTH FACTORS (continued)

Social and Economic Factors

High school graduation

Some college

Unemployment

Child poverty

Inadequate social
support

Children in single-
parent households

Homicide rate

Physical Environment

Air pollution-
particulate matter

Air pollution-ozone

Access to healthy
foods

Access to recreational
facilities
Demographics

Youth

Elderly

Rural

Not English proficient

Illiteracy

Percent of ninth-grade cohort in public schools that graduates from high
school in four years, 2006-2007

Percent of adults ages 25-44 with some post-secondary education, 2005-
2009

Percent of population ages 16 and older that is unemployed but seeking
work, 2009

Percent of children ages 0-17 living below the Federal Poverty Line, 2008

Percent of adults that never, rarely, or sometimes get the social and
emotional support they need, 2003-2009

Percent of children in families that live in a household headed by a
parent with no spouse present, 2005-2009

Number of deaths due to murder or non-negligent manslaughter per
100,000 population, 2001-2007

Number of days air quality was unhealthy for sensitive populations due
to fine particulate matter, 2006

Number of days air quality was unhealthy for sensitive populations due
to ozone levels, 2006

Percent of zip codes with a healthy food outlet (i.e., grocery store or
produce stand/farmers' market), 2008

Number of recreational facilities per 100,000 population, 2008

Percent of total population ages 0-17, 2009

Percent of total population ages 65 and older, 2009

Percent of total population living in a rural area, 2000

Percent of total population that speaks English less than "very well,"
2005-2009

Percent of population ages 16 and older that lacks basic prose literacy
skills, 2003

Brown

80%

70%

3.5%

13%

14%

25%

25%

23.0

Brown

22%

17%

30%

1%

6%

Brown County
South Dakota

*National

Benchmark

92%

68%

5.3%

11%

14%

20%

10

92%

17.0

United
States

24%

13%

21%

9%

15%

South
Dakota

83%

64%

4.8%

18%

17%

29%

2.5

42%

13.0

South
Dakota

25%

14%

48%

2%

7%

*The national benchmark is the 90th percentile (i.e., 10% of counties nationwide ranked better). **Binge drinking is defined as consuming more than 4 (for
women) or 5 (for men) alcoholic beverages on a single occasion in the past 30 days. Heavy drinking is defined as drinking more than 1 {for women) or 2 {for men)
alcoholic beverages per day on average. - Blank values reflect unreliable or missing data.

Source: The overall format and content of the County Health Profiles is based largely on County Health Rankings, a key component of the Mobilizing Action Toward
Community Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health Institute,

http://www.countyhealthrankings.org/. Additional data sources include the U.S. Census Bureau, Small Area Health Insurance Estimates,
http://www.census.gov/sahie/ and the Centers for Disease Control and Prevention's National Center for Health Statistics - the Health Indicators Warehouse,
http://healthindicators.gov and "Health, United States, 2010," Table 109, http://www.cdc.gov/nchs/hus.htm.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent available. The
information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate acknowledgments are given. The 2011
County Health Profile was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead Community Health Needs
Assessment Collaborative. December 2011



Definitions of Health Variables

Poor or Fair Health

Poor Physical Health Days (in past 30
days)

Poor Mental Health Days (in past 30 days)

Adult Smoking
Adult Obesity

Excessive Drinking

Sexually Transmitted Infections
Teen Birth Rate

Uninsured Adults

Preventable Hospital Stays
Mammography Screening

Access to Healthy Foods

Access to Recreational Facilities
Physical Inactivity

Primary Care Provider Ratio
Mental Health Care Provider Ratio

Diabetes Screening

Binge Drinking

Self-reported health status based on survey responses to
the question: “In general, would you say that your health
is excellent, very good, good, fair, or poor?”

Estimate based on responses to the question: “Thinking
about your physical health, which includes physical illness
and injury, for how many days during the past 30 days
was your physical health not good?”

Estimate based on responses to the question: “Thinking
about your mental health, which includes stress,
depression, and problems with emotions, for how many
days during the past 30 days was your mental health not
good?”

Percent of adults that report smoking equal to, or greater
than, 100 cigarettes and are currently a smoker

Percent of adults that report a BM1 greater than, or equal
to, 30

Percent of as individuals that report binge drinking in the
past 30 days (more than 4 drinks on one occasion for
women, more than 5 for men) or heavy drinking {defined
as more than 1 (women) or 2 (men) drinks per day on
average

Chlamydia rate per 100,000 population

Birth rate per 1,000 female population, ages 15-19
Percent of population under age 65 without health
insurance

Hospitalization rate for ambulatory-care sensitive
conditions per 1,000 Medicare enrollees

Percent of female Medicare enrollees that receive
mammography screening

Healthy food outlets include grocery stores and produce
stands/farmers’ markets

Rate of recreational facilities er 100,000 population
Percent of adults aged 20 and over that report no leisure
time  ysical activi

Ratio of population to primary care providers

Ratio of po ulation to mental health care roviders
Percent of Medicare enrollees with diabetes that receive
HbAlc screening

Percent of adults that report binge drinking in the last 30
days. Binge drinking is consuming more than 4 (women)
or 5 (men) alcoholic drinks on one occasion.



Aging Profile Brown County

2010 Demographic and Socio-Economic Profile
for the Aging Population Ages 65 and Older South Dakota

AGE

Less than 65 Ages 65 and

CHARACTERISTICS Total Years Older

Population1

Total population 36,531 30,658 5,873
Percent ages 65 and older 16% 100%
Percent ages 85 and older 3% 19%
Percent male 49% 50% 42%
Percent female 51% 50% 58%

Living Arrangements

Total households {by age of householder)1 15,489 11,676 3,813
Percent with family households (i.e., at least two people who are related) 61% 64% 49%
Percent with householder living alone 33% 28% 49%

Grandparents living with their grandchildren"‘2 173 152 21
Percent who are responsible for their grandchildren 92% 97% 62%

Housing *

Percent of occupied housing that is owner-occupied 66% 66% 69%

Percent of occupied housing that is renter-occupied 34% 34% 31%

Economic Security 2

Percent of working-age population in labor force 71% 84% 20%

Percent of total population with income less than 100% of poverty 10% 9% 15%

Percent of total population with income less than 200% of poverty 28% 26% 37%

Median household income (by age of householder) $45,615 $44,142 $27,733

Owner-occupied housing units (by age of householder) 10,337 7,607 2,730
Percent spending 30% or more of income toward housing costs 17% 16% 21%

Renter-occupied housing units (by age of householder) 4,605 3,358 1,247
Percent spending 30% or more of income toward housing costs 29% 26% 39%

Note: *The age categories for this indicator are grandparents ages 35 to 59 and grandparents ages 60 and older.

1 2
Source: U.S. Census Bureau, 2010 Census Summary File 1 and 2006-2010 American Community Survey 5-Year Estimates (sample data). The estimates presented
are meant to give perspective on characteristics across age categories; however, because they are based on sample data, one should use caution when interpreting
small numbers. - Blank values reflect data that are missing or not applicable.
Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent available. The

information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate acknowledgments are given. The Aging
Profile was prepared by researchers at North Dakota State University in Fargo for Sanford Health. May 2012



Aging Profile United States

2010 Demographic and Socio-Economic Profile
for the Aging Population Ages 65 and Older

AGE

Less than 65 Ages 65 and

CHARACTERISTICS Total Years Older

Population1

Total population 308,745,538 268,477,554 40,267,984
Percent ages 65 and older 13% 100%
Percent ages 85 and older 2% 14%
Percent male 49% 50% 43%
Percent female 51% 50% 57%

Living Arrangements

Total households (by age of householder)1 116,716,292 90,896,456 25,819,836
Percent with family households (i.e., at least two people who are related) 66% 70% 55%
Percent with householder living alone 27% 22% 43%

Grandparents living with their grandchildren"‘2 6,445,885 3,594,928 2,850,957
Percent who are responsible for their grandchildren 41% 49% 31%

Housing *

Percent of occupied housing that is owner-occupied 65% 62% 77%

Percent of occupied housing that is renter-occupied 35% 38% 23%

Economic Security 2

Percent of working-age population in labor force 65% 74% 16%

Percent of total population with income less than 100% of poverty 14% 15% 8%

Percent of total population with income less than 200% of poverty 32% 32% 31%

Median household income (by age of householder) $51,914 548,998 $33,906

Owner-occupied housing units (by age of householder) 76,089,650 57,117,163 18,972,487
Percent spending 30% or more of income toward housing costs 30% 31% 28%

Renter-occupied housing units (by age of householder) 38,146,346 33,079,489 5,066,857
Percent spending 30% or more of income toward housing costs 47% 46% 54%

Note: *The age categories for this indicator are grandparents ages 35 to 59 and grandparents ages 60 and older.

1 2
Source: U.S. Census Bureau, 2010 Census Summary File 1 and 2006-2010 American Community Survey 5-Year Estimates {sample data). The estimates presented
are meant to give perspective on characteristics across age categories; however, because they are based on sample data, one should use caution when interpreting
small numbers. - Blank values reflect data that are missing or not applicable.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent available. The
information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate acknowledgments are given. The Aging
Profile was prepared by researchers at North Dakota State University in Fargo for Sanford Health. May 2012



Diversity Profile Brown County

2010 Demographic and Socio-Economic Profile
for Racial and Ethnic Populations South Dakota

RACE ETHNICITY
Hispanic
White Black American Asian Origin - of

CHARACTERISTICS Total alone alone Indian alone alone any race

Population !

Total population 36,531 34,057 194 1,105 355 496
Percent ages 0 to 17 23% 22% 31% 35% 15% 41%
Percent ages 18 to 44 34% 33% 55% 39% 68% 41%
Percent ages 45 to 64 27% 27% 11% 21% 13% 12%
Percent ages 65 and older 16% 17% 3% 4% 4% 6%

Median age (in years) 38.6 40.1 234 26.0 24.1 22.8

Living Arrangements

Total households ' 15,489 14,776 58 380 88 140
Percent with householder living alone 33% 33% 48% 26% 33% 36%
Percent with families with children ages 0 to 17 27% 26% 26% 38% 30% 32%

Grandparents living with their grandchildren2 173 134 0 39 0 0
Percent who are responsible for grandchildren 92% 90% - 100% - -

Housing*

Percent occupied housing that is owner-occupied 66% 68% 14% 43% 39% 34%

Percent occupied housing that is renter-occupied 34% 32% 86% 57% 61% 66%

Educational Attainment’

Percent of persons.ages 25 and older with high 90% 90% P 95% 100% 99%

school degree or higher

Percent c'>f persons age_s 25 and older with 24% 24% : 229 64% 36%

Bachelor's degree or higher

Economic Security2

Unemployment rate 2% 2% 0% 1% 14% 0%

Median household income $45,615 545,320 - $49,937 546,463 $49,741

Percent of households with income <$25,000 27% 27% 100% 16% 0% 0%

Percent of persons with income <100% poverty 10% 10% 13% 11% 9% 0%

_Percent of children ages 0 to 17 in families with 10% 9% 18% 16% y 0%

income <100% poverty

Percent of elderly ages 65 and older with income 15% 15% B 39% 0% 0%

<100% poverty

Source: U.S. Census Bureau, 12010 Census Summary File 1 and 22006—2010 American Community Survey (ACS) 5-Year Estimates (sample data). The estimates
presented are meant to give perspective on characteristics across race and ethnic categories; however, because they are based on sample data, one should use caution
when interpreting small numbers. - Blank values reflect data that are missing or not applicable. Racial categories not represented include Native Hawaiian and Other
Pacific Islander alone, Some Other Race alone, and Two or More races.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent available. The
information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate acknowledgments are given. The

Diversity Profile was prepared by researchers at North Dakota State University in Fargo for Sanford Health. May 2012




Diversity Profile United States
2010 Demographic and Socio-Economic Profile
for Racial and Ethnic Populations
RACE ETHNICITY
Hispanic
White Black American Asian Origin - of
CHARACTERISTICS Total alone alone Indian alone alone any race
Population®
Total population 308,745,538 223,553,265 38,929,319 2,932,248 14,674,252 50,477,594
Percent ages 0 to 17 24% 22% 28% 30% 22% 34%
Percent ages 18 to 44 37% 35% 39% 40% 44% 43%
Percent ages 45 to 64 26% 28% 24% 23% 24% 17%
Percent ages 65 and older 13% 15% 9% 7% 9% 6%
Median age (in years) 37.2 40.3 32.4 30.2 35.4 27.3
Living Arrangements
Total households ' 116,716,292 89,754,352 14,129,983 939,707 4,632,164 13,461,366
Percent with householder living alone 27% 28% 30% 23% 19% 15%
Percent with families with children ages 0 to 17 30% 27% 33% 36% 37% 48%
Grandparents living with their grandchildren2 6,445,885 3,926,992 1,257,630 91,084 477,100 1,531,538
Percent who are responsible for grandchildren 41% 42% 50% 55% 17% 33%
Housing !
Percent occupied housing that is owner-occupied 65% 71% 44% 54% 58% 47%
Percent occupied housing that is renter-occupied 35% 29% 56% 46% 42% 53%
Educational Attainment
Percent of persons_ ages 25 and older with high 85% 879% 81% 77% 86% 62%
school degree or higher
Percent ?f persons age.s 25 and older with 28% 299% 18% 13% 50% 13%
Bachelor's degree or higher
Economic Security2
Unemployment rate 8% 7% 14% 14% 6% 10%
Median household income $51,914 $54,999 $35,194 $36,779 $68,950 $41,534
Percent of households with income <$25,000 24% 21% 37% 36% 18% 29%
Percent of persons with income <100% poverty 14% 11% 25% 26% 11% 22%
_Percent of children ages 0 to 17 in families with 19% 15% 35% 33% 129% 29%
income <100% poverty
Percent of elderly ages 65 and older with income 10% 8% 20% 20% 13% 19%

<100% poverty

Source: U.S. Census Bureau, 12010 Census Summary File 1 and 22006—2010 American Community Survey (ACS) 5-Year Estimates (sample data). The estimates
presented are meant to give perspective on characteristics across race and ethnic categories; however, because they are based on sample data, one should use caution
when interpreting small numbers. - Blank values reflect data that are missing or not applicable. Racial categories not represented include Native Hawaiian and Other
Pacific Islander alone, Some Other Race alone, and Two or More races.
Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent available. The
information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate acknowledgments are given. The
Diversity Profile was prepared by researchers at North Dakota State University in Fargo for Sanford Health. May 2012




Map 1

Premature Death - A health outcome measure focusing on mortality
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Years of potential life lost before age 75 per 100,000 population (age-adjusted), 2005-2007
[ 13,624-5,999

[ 6,000- 8,893

[ 8,900 - 14,999

I 15,000 - 24,829

[ ] unreliable or missing data

CONTEXT

What It Is: Premature death is represented by the years of potential life lost before age 75 (YPLL-75). Every death occurring
before the age of 75 contributes to the total number of years of potential life lost. For example, a person who dies at age 25
contributes 50 years of life lost, whereas a person who dies at age 65 contributes 10 years of life lost to a county’s YPLL. The
YPLL measure is presented as a rate per 100,000 population and is age-adjusted to the 2000 U.S. population.

Where It Comes From: Data on deaths, including age at death, are based on death certificates and are routinely reported
to the National Vital Statistics System (NVSS) at the National Center for Health Statistics, part of the Centers for Disease
Control and Prevention (CDC). NVSS calculates age-adjusted YPLL rates based on three-year averages to create more robust
estimates of mortality, particularly for counties with smaller populations.

Importance: Age-adjusted YPLL-75 rates are commonly used to represent the frequency and distribution of premature

deaths. Measuring YPLL allows communities to target resources to high-risk areas and further investigate the causes of
death.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate

acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Poor or Fair Health - A health outcome measure focusing on morbidity Map 2

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adults reporting fair or poor health (age-adjusted), 2003-2009

3.5% - 8.9%
E 9.0% - 11.9%
B 12.0% - 16.9%
I 17.0% - 29.1%

|| Unreliable or missing data

CONTEXT

What It Is: Self-reported health status is a general measure of health-related quality of life in a population. This measure is
based on survey responses to the question: “In general, would you say that your health is excellent, very good, good, fair, or
poor?” The value reported is the percent of adult respondents who rate their health “fair” or “poor.” The measure is age-
adjusted to the 2000 U.S. population.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data from the Centers
for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit dial survey. BRFSS
data are representative of the total non-institutionalized U.S. population ages 18 and older living in households with a land-
line telephone. Seven years of data are used to generate more stable estimates of self-reported health status.

importance: Self-reported health status is a widely used measure of people’s health-related quality of life. In addition
to measuring how long people live, it is important to also include measures of how healthy people are while alive - self-
reported health status has been shown to be a very reliable measure of current health.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community

Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



. Map 3
Poor Physical Health Days - A health outcome measure focusing on morbidity
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Average number of physically unhealthy days reported in past 30 days (age-adjusted), 2003-2009

[ Jos-19
[ 20-29

3.0-39
4.0-6.5

[ | Unreliable or missing data

CONTEXT

What It Is: The poor physical health days measure is based on responses to the question: “Thinking about your physical
health, which includes physical iliness and injury, for how many days during the past 30 days was your physical health not
good?” Presented is the average number of days a county’s adult respondents report that their physical health was not
good. The measure is age-adjusted to the 2000 U.S. population.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data from the Centers
for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit dial survey. BRFSS
data are representative of the total non-institutionalized U.S. population ages 18 and older living in households with a land-
line telephone. Seven years of data are used to generate more stable estimates of poor physical health days.

Importance: In addition to measuring how long people live, it is also important to include measures of how healthy people
are while alive — people’s reports of days when their physical health was not good are a reliable estimate of their recent
health.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 4
Poor Mental Health Days - A health outcome measure focusing on morbidity
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Average number of mentally unhealthy days reported in past 30 days (age-adjusted), 2003-2009

[]o7-19
I 20-29

3.0-3.9
4.0-4.8
Unreliable or missing data

CONTEXT

What It Is: The poor mental health days measure is based on responses to the question: “Thinking about your mental
health, which includes stress, depression, and problems with emotions, for how many days during the past 30 days was
your mental health not good?” Presented is the average number of days a county’s adult respondents report that their
mental health was not good. The measure is age-adjusted to the 2000 U.S. population.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data from the Centers
for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit dial survey. BRFSS
data are representative of the total non-institutionalized U.S. population ages 18 and older living in households with a land-
line telephone. NCHS used seven years of data to generate more stable estimates of poor mental health days.

Importance: Overall health depends on both physical and mental well-being. Measuring the number of days when people
report that their mental health was not good, i.e., poor mental health days, represent an important facet of health-related
guality of life. The County Health Rankings considers health-related quality of life to be an important health outcome.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011
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County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of live births with low birthweight (<2,500 grams), 2001-2007

[ 147%-5.9%

6.0% - 6.9%
7.0%-7.9%

8.0% -9.1%
Unreliable or missing data

CONTEXT

What It Is: Low birthweight is the percent of live births for which the infant weighed less than 2,500 grams (approximately
51lbs., 8 0z.).

Where It Comes From: Data on births, including weight at birth, are based on birth certificates and are routinely reported
to the National Vital Statistics System (NVSS) at the National Center for Health Statistics (NCHS), part at the Centers for
Disease Control and Prevention (CDC). NCHS provides this measure based on the percent of live births with low birthweight
for a seven-year period. They use seven-year averages to create more robust estimates, particularly for counties with
smaller populations.

Importance: Low birthweight represents two factors: maternal exposure to health risks and an infant’s current and future
morbidity, as well as premature mortality risk. The health consequences of low birthweight are numerous.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 6

Adult Smoking - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of adults that currently smoke and have smoked at least 100 cigarettes in lifetime, 2003-2009
[ ]3.6%-15.9%
] 16.0% - 20.9%
21.0% - 29.9%
30.0% - 48.5%
| | Unreliable or missing data

CONTEXT

What It Is: Adult smoking prevalence is the estimated percent of the adult population that currently smokes every day or
“most days” and has smoked at least 100 cigarettes in their lifetime.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data from the Centers
for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit dial survey. BRFSS
data are representative of the total non-institutionalized U.S. population ages 18 and older living in households with a land-
line telephone. The estimates are based on seven years of data.

Importance: Each year approximately 443,000 premature deaths occur in the U.S. primarily due to smoking. Cigarette
smoking is identified as a cause in multiple diseases including various cancers, cardiovascular disease, respiratory
conditions, low birthweight, and other adverse health outcomes. Measuring the prevalence of tobacco use in the
population can alert communities to potential adverse health outcomes and can be valuable for assessing the need for
cessation programs or the effectiveness of existing programs.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 7

Adult Ob ESity - A health factor measure focusing on health behaviors
County distribution map for Iowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adults that report a body mass index {BMI) of at least 30 kg/m2, 2008

[ ]22.5%-27.9%
[ 28.0% - 29.9%

30.0% - 33.9%
34.0% - 41.0%

CONTEXT

What It Is: The adult obesity measure represents the percent of the adult population (age 20 and older) that has a body
mass index (BMI) greater than or equal to 30 kg/m2.

Where It Comes From: Estimates of obesity prevalence by county were calculated by the CDC’s National Center for Chronic
Disease Prevention and Health Promotion, Division of Diabetes Translation, using multiple years of Behavioral Risk Factor
Surveillance System (BRFSS) data. BRFSS data are representative of the total non-institutionalized U.S. population ages 18
and older living in households with a land-line telephone.

Importance: Obesity is often the end result of an overall energy imbalance due to poor diet and limited physical activity.
Obesity increases the risk for health conditions such as coronary heart disease, type 2 diabetes, cancer, hypertension,
dyslipidemia, stroke, liver and gallbladder disease, sleep apnea and respiratory problems, and osteoarthritis.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 8

Physical Inactivity - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adults reporting no leisure time physical activity, 2008

[ ]14.6%-19.9%

I 20.0% - 25.9%

B 26.0% - 29.9%

I 30.0%-35.7%

CONTEXT

What It Is: Physical inactivity is the estimated percent of adults ages 20 and older reporting no leisure time physical activity.

Where It Comes From: Estimates of physical inactivity by county were calculated by the CDC’s National Center for Chronic
Disease Prevention and Health Promotion, Division of Diabetes Translation, using multiple years of Behavioral Risk Factor

Surveillance System (BRFSS) data. BRFSS data are representative of the total non-institutionalized U.S. population ages 18
and older living in households with a land-line telephone.

Importance: Regular physical activity is one of the most important things one can do for their health. It can help control
weight, reduce risk of cardiovascular disease, reduce risk for type 2 diabetes and metabolic syndrome, reduce risk of some
cancers, strengthen bones and muscles, improve mental health and mood, improve ability to do daily activities and prevent
falls in older adults, and increase chances of living longer (Centers for Disease Control and Prevention, http://www.cdc.gov/
physicalactivity/everyone/health/index.html).

- Data were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community Health (MATCH) project
- a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health Institute, http://www.
countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assassment Collaborative. December 2011



Map 9

Excessive Drinking - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adults reporting binge drinking and heavy drinking, 2003-2009
[ ]7.5%-14.9%
[ 15.0% - 19.9%
B 20.0% - 24.9%
25.0% - 35.9%
| |Unreliable or missing data

CONTEXT

What It Is: The excessive drinking measure reflects the percent of the adult population that reports either binge drinking,
defined as consuming more than 4 (women) or 5 (men) alcoholic beverages on a single occasion in the past 30 days, or
heavy drinking, defined as drinking more than 1 {women) or 2 (men) drinks per day on average.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data obtained
from the Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit
dial survey. BRFSS data are representative of the total non-institutionalized U.S. population ages 18 and older I|V|ng in
households with a land-line telephone. The estimates are based on seven years of data.

Importance: Excessive drinking is a risk factor for a number of adverse health outcomes such as alcohol poisoning,
hypertension, acute myocardial infarction, sexually transmitted infections, unintended pregnancy, fetal alcohol syndrome,
sudden infant death syndrome, suicide, interpersonal violence, and motor vehicle crashes.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 10

Motor Vehicle Crash Death Rate - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Motor vehicle crash deaths per 100,000 population, 2001-2007

[ ]71-179
[0 ]18.0-319
[ 32.0-59.9

60.0 - 135.7
[ | Unreliable or missing data

CONTEXT

What It Is: Motor vehicle crash deaths are measured as the crude mortality rate per 100,000 population due to on- or
off-road accidents involving a motor vehicle. Motor vehicle deaths includes traffic and non-traffic accidents involving
motorcycles and 3-wheel motor vehicles; cars; vans; trucks; buses; street cars; ATVs; industrial, agricultural, and
construction vehicles; and bikes and pedestrians when colliding with any of the vehicles mentioned. Deaths due to boating
accidents and airline crashes are not included in this measure.

Where It Comes From: These data were calculated by National Center for Health Statistics (NCHS), part of the Centers for
Disease Control and Prevention (CDC), based on data reported to the National Vital Statistics System (NVSS). NCHS used
data for a seven-year period to create more robust estimates of cause-specific mortality, particularly for counties with
smaller populations.

Importance: A strong association has been demonstrated between excessive drinking and alcohol-impaired driving, with
approximately 17,000 Americans killed annually in alcohol-related motor vehicle crashes.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. it can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 11

Sexually Transmitted Infections - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of chlamydia cases (new cases reported) per 100,000 population, 2008

[ ]15.4-176.9

[0 1177.0-399.9

[ 400.0-1,015.9

B 1.016.0-2,326.8

|| Unreliable or missing data

CONTEXT

What It Is: The Sexually Transmitted Infection (STI) rate is measured as chlamydia incidence (the number of new cases
reported) per 100,000 population.

Where It Comes From: The county-level measures were obtained from the CDC’s National Center for Hepatitis, HIV, STD,
and TB Prevention.

Importance: Chlamydia is the most common bacterial STi in North America and is one of the major causes of tubal
infertility, ectopic pregnancy, pelvic inflammatory disease, and chronic pelvic pain. STls in general are associated with a
significantly increased risk of morbidity and mortality, including increased risk of cervical cancer, involuntary infertility, and
premature death. However, increases in reported chlamydia infections may reflect the expansion of chlamydia screening,
use of increasingly sensitive diagnostic tests, an increased emphasis on case reporting from providers and laboratories,
improvements in the information systems for reporting, as well as true increases in disease.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



' Map 12
Teen Birth Rate - A health factor measure focusing on health behaviors

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of teen births per 1,000 females ages 15 through 19, 2001-1007

[ ]81-2859
[ 29.0-45.9

46.0-79.9
80.0-137.8
Unreliable or missing data

CONTEXT

What It Is: Teen births are reported as the number of births per 1,000 female population ages 15 through 19.

Where It Comes From: Teen birth rates were obtained from the National Vital Statistics System (NVSS) at the National
Center for Health Statistics, part of the Centers for Disease Control and Prevention (CDC).

Importance: Teen pregnancy is associated with poor prenatal care and pre-term delivery. Pregnant teens are more likely
than older women to receive late or no prenatal care, have gestational hypertension and anemia, and achieve poor

maternal weight gain. They are also more likely to have a pre-term delivery and low birth weight, increasing the risk of child
developmental delay, illness, and mortality.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate

acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 13

Uninsured Adults - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adult population ages 18 through 64 without health insurance, 2007

[ ]83%-12.9%

[ 13.0% - 16.9%

17.0% - 20.9%
21.0% - 27.5%

CONTEXT

What It Is: The uninsured adults measure represents the estimated percent of the adult population under age 65 that has
no health insurance coverage.

Where It Comes From: The Small Area Health Insurance Estimates from the U.S. Census Bureau provide annual estimates
of the population without health insurance coverage for all U.S. states and their counties. The estimates used are for the
most recent year for which reliable county-level estimates are available.

Importance: Lack of health insurance coverage is a significant barrier to accessing needed health care.

- Data and assaciated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Uninsured Youth - A health factor measure focusing on clinical care Map 14
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of youth ages O through 18 without health insurance, 2007

[ 141%-7.9%
[ ]80%-10.9%

11.0% - 13.9%
I 14.0% - 20.5%

CONTEXT

What It Is: The uninsured youth measure represents the estimated percent of the children ages birth through 18 that has
no health insurance coverage.

Where It Comes From: The Small Area Health Insurance Estimates from the U.S. Census Bureau provide annual estimates
of the population without health insurance coverage for all U.S. states and their counties. The estimates used are for the
most recent year for which reliable county-level estimates are available.

Importance: Children without health insurance are more likely than others to receive late or no care for health

problems, putting them at greater risk for hospitalization. In addition to resulting in reduced access to health care, a

lack of health insurance can also negatively influence children’s school attendance and participation in extracurricular
activities, and increase parental financial and emotional stress. {Child Trends DataBank, http://www.childtrendsdatabank.
org/?q=node/297)

- Data were obtained from the Small Area Health Insurance Estimates (SAHIE), a program of the U.S. Census Bureau, http://www.census.gov/
did/www/sahie/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Primary Care Physicians - A health factor measure focusing on clinical care Map 15

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Number of primary care physicians per 100,000 population, 2008

[ ]0.0-609

61.0-139.9
140.0 - 335.9

I 340.0-793.0

CONTEXT

What It Is: Primary care physicians include practicing physicians specializing in general practice medicine, family medicine,
internal medicine, pediatrics, and obstetrics/gynecology. The measure represents the number of providers per 100,000
population.

Where It Comes From: The data on primary care physicians were obtained from the Health Resources and Services
Administration’s Area Resource File (ARF). The ARF data on practicing physicians come from the AMA Master File (2008),
and the population estimates are from the U.S. Census Bureau’s 2008 population estimates.

Importance: Having access to care requires not only having financial coverage but also access to providers. While high
rates of specialist physicians has been shown to be associated with higher, and perhaps unnecessary, utilization, having
sufficient availability of primary care physicians is essential so that people can get preventive and primary care, and when
needed, referrals to appropriate specialty care.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disctaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 16

Mental Health Providers - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of mental health providers per 100,000 population, 2008

i 0.0-10.9

] 11.0-31.9
I 32.0-57.9
I 58.0-155.1

CONTEXT

What It Is: Mental health providers include psychiatrists, clinical psychologists, clinical social workers, psychiatric nurse
specialists, and marriage and family therapists who meet certain qualifications and certifications. This measure represents
the number of mental health providers per 100,000 population.

Where It Comes From: Data on mental health providers were obtained from the Health Resources and Services
Administration’s {(HRSA) Area Resource File {ARF).

importance: Even more than other areas of health and medicine, the mental health field is plagued by disparities in the
availability of and access to its services. These disparities are viewed readily through the lenses of racial and cultural
diversity, age, and gender. A key disparity often hinges on a person’s financial status; formidable financial barriers block off
needed mental health care from too many people regardless of whether one has health insurance with inadequate mental
health benefits, or is one of the 44 million Americans who lack any insurance. (David Satcher, M.D., Ph.D., Surgeon General,

http://www.surgeongeneral.gov/library/mentalhealth/home.html)

- Data were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community Health (MATCH) project
- a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health Institute, http://www.

countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 17
Dentist Rate - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Number of professionally active dentists per 100,000 population, 2007

[ ]oo-159
16.0-37.9
[ 38.0-60.9
B 61.0-149.9

| ] Unreliable or missing data

CONTEXT

What It Is: The dentist rate is defined as the number of professionally active dentists per 100,000 population. Professionally
active dentist occupation categories include active practitioners; dental school faculty or staff; armed forces dentists;
government-employed dentists at the federal, state, or local levels; interns and residents; and other health or dental
organization staff members.

Where It Comes From: Data on the number of dentists are tracked by the American Dental Association (ADA) and the
American Medical Association (AMA). County-level data are housed in the Health Resources and Services Administration’s
Area Resource File (ARF) and made available through the Health Indicators Warehouse developed by the National Center
for Health Statistics.

Importance: Today, thanks to fluoride, healthier lifestyles and quality dental care, more people than ever before are
keeping their natural teeth throughout their lifetime. Yet for those who live in areas where a dentist is not available or
those who cannot afford treatment, getting dental care can be difficult (American Dental Association, http://www.ada.org).

- Data were obtained from the Health Indicators Warehouse at http://healthindicators.gov/ which is maintained by the Centers for Disease
Control and Prevention’s National Center for Health Statistics.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. it can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



. Map 18
Preventable Hospltal Stays - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Hospitalization discharges for ambulatory care-sensitive conditions per 1,000 Medicare enrollees, 2006-2007

[ ]289-609
[ 61.0-79.9

80.0-116.9
117.0-205.8
Unreliable or missing data

CONTEXT

What It Is: Preventable hospital stays are measured as the hospital discharge rate for ambulatory care-sensitive conditions
per 1,000 Medicare enrollees.

Where It Comes From: Estimates of preventable hospital stays were calculated by the authors of the Dartmouth Atlas of
Health Care using Medicare claims data.

Importance: Hospitalization for diagnoses amenable to outpatient services suggests that the quality of care provided in the
outpatient setting was less than ideal. The measure may also represent the population’s tendency to overuse the hospital
as a main source of care.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health {(MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 19

Diabetic Screening - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of diabetic Medicare enrollees that receive HbA1lc screening, 2006-2007

[ ]31.4%-52.9%

[ 53.0% - 80.9%
I 81.0% - 88.9%

89.0% - 100.0%
| Unreliable or missing data

CONTEXT

What It Is: Diabetic screening is calculated as the percent of diabetic Medicare patients whose blood sugar control was
screened in the past year using a test of their glycated hemoglobin (HbA1c) levels.

Where It Comes From: Estimates of diabetic screening were calculated by the authors of the Dartmouth Atlas of Health
Care using Medicare claims data.

Importance: Regular HbAlc screening among diabetic patients is considered the standard of care. It helps assess the
management of diabetes over the long term by providing an estimate of how well a patient has managed his or her

diabetes over the past two to three months. When hyperglycemia is addressed and controlled, complications from diabetes

can be delayed or prevented.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate

acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead

Community Health Needs Assessment Collaborative. December 2011



Map 20

Mammography Screening - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of female Medicare enrollees that receive mammography screening, 2006-2007

[ ] 40.0%-59.9%

[ 60.0% - 69.9%
70.0% - 79.9%
80.0% - 100.0%
Unreliable or missing data

CONTEXT

What It Is: This measure represents the percent of female Medicare enrollees ages 40 through 69 that had at [east one
mammogram over a two-year period.

Where It Comes From: Estimates were calculated by the authors of the Dartmouth Atlas of Health Care using Medicare
claims data.

Importance: Evidence suggests that mammography screening reduces breast cancer mortality, especially among older
women. A physician’s recommendation or referral—and satisfaction with physicians—are major facilitating factors among
women who obtain breast cancer screening. The percent of women ages 40 through 69 receiving a mammogram is a
widely endorsed quality of care measure.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



ngh School Graduation - A health factor measure focusing on educaton Map 21
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of ninth-grade cohort in public schools that graduates from high school in four years, 2006-2007
[ ]40.0% - 59.0%

60.0% - 79.0%
80.0% - 89.0%

90.0% - 100.0%
Unreliable or missing data

CONTEXT

What It Is: High school graduation, commonly referred to as the averaged freshman graduation rate, is reported as the
percent of a county’s ninth-grade cohort in public schools that graduates from high school in four years.

Where It Comes From: Estimates of high school graduation are based on the restricted-use versions of the LEA Universe
Survey Dropout and Completion data and the Public Elementary/Secondary School Universe Survey data. These data were
requested from NCES for the school year 2006-07.

Importance: The relationship between more education and improved health outcomes is well known, with years of formal
education correlating strongly with improved work and economic opportunities, reduced psychosocial stress, and healthier
lifestyles.

_ Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborafive. December 2011
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Some College - A health factor measure focusing on education p 22

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of adults ages 25 through 44 with some post-secondary education, 2005-2009
[ ]25.2%-49.9%

50.0% - 59.9%
60.0% - 69.9%
B 70.0% - 85.6%

CONTEXT

What It Is: This measure represents the percent of the population ages 25 through 44 with some post-secondary education,
such as enrollment at vocational/technical schools, junior colleges, or four-year colleges. It includes individuals who
pursued education following high school but did not receive a degree.

Where It Comes From: Estimates of the population ages 25 through 44 with some post-secondary education were
calculated using the 5-year estimates from the U.S. Census Bureau’s American Community Survey (ACS).

Importance: The relationship between higher education and improved health outcomes is well known, with years of formal
education correlating strongly with improved work and economic opportunities, reduced psychosocial stress, and healthier
lifestyles.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 23
Unemployment - A health factor measure focusing on labor
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of population ages 16 and older that is unemployed but seeking work, 2009

[ ]24%-4.9%
Bl 5.0% - 6.9%
B 7.0%-9.9%

I 10.0% - 15.1%

CONTEXT

e ———— )

What It Is: Unemployment is measured as the percent of the civilian labor force ages 16 and older that is unemployed but
seeking work.

Where It Comes From: Data on unemployment is obtained from the Bureau of Labor Statistics (BLS), Local Area
Unemployment Statistics (LAUS).

Importance: Unemployment may lead to physical health responses ranging from self-reported physical iliness to mortality,
especially suicide. It has also been shown to lead to an increase in unhealthy behaviors related to alcohol and tobacco
consumption, diet, exercise, and other health-related behaviors, which in turn can lead to increased risk for disease or
mortality. Because employee-sponsored health insurance is the most common source of health insurance coverage,
unemployment can also limit access to health care.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Children in Poverty - A health factor measure focusing on income and poverty Map 24

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of children ages O through 17 living below the Federal Poverty Line, 2008

[ 147%-12.9%

13.0% - 19.9%
B 20.0% - 34.9%
B 35.0% - 67.1%

CONTEXT

What It Is: Children in poverty is the percent of children under age 18 living below the Federal Poverty Line (FPL).

Where It Comes From: Children in poverty estimates are provided by the Small Area Income and Poverty Estimates {SAIPE)
program through the U.S. Census Bureau.

Importance: Poverty can result in negative health consequences, such as increased risk of mortality, increased prevalence
of medical conditions and disease incidence, depression, intimate partner violence, and poor health behaviors. While
negative health effects resulting from poverty are present at all ages, children in poverty experience greater morbidity

and mortality due to an increased risk of accidental injury and lack of health care access. Children’s risk of poor health and
premature mortality may also be increased due to the poor educational acheivement associated with poverty. The children
in poverty measure is highly correlated with overall poverty rates.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Heaith (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Inadequate Social Support - A health factor measure focusing on social networks
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of adults that never, rarely, or sometimes get the social and emotional support they need, 2003-2009
[ ]7.1%-13.9%
[ 14.0% - 17.9%

18.0% - 22.9%

23.0% - 39.1%

Unreliable or missing data

CONTEXT

What It Is: The social and emotional support measure is based on responses to the question: “How often do you get the
social and emotional support you need?” The value presented is the percent of the adult population that responds that
they “never,” “rarely,” or “sometimes” get the support they need.

Where It Comes From: This measure was calculated by the National Center for Health Statistics using data obtained
from the Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System (BRFSS), a random-digit
dial survey. BRFSS data are representative of the total non-institutionalized U.S. population over 18 years of age living in
households with a land-line telephone. The estimates are based on seven years of data.

Importance: Poor family support, minimal contact with others, and limited involvement in community life are associated
with increased morbidity and early mortality. Furthermore, social support networks have been identified as powerful
predictors of health behaviors, suggesting that individuals without a strong social network are less likely to participate in
healthy lifestyle choices.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community

Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent

available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead

Community Health Needs Assessment Collaborative. December 2011



Map 26

Children in Single-Parent Households - A health factor measure focusing on families
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of children in families that live in a household headed by a parent with no spouse present, 2005-2009

[ ]o0%-17.9%

[ 18.0% - 25.9%
I 26.0% - 39.9%
I 40.0% - 72.0%

CONTEXT

What It Is: The single-parent household measure is the percent of all children in family households that live in a household
headed by a single parent (male or female householder with no spouse present).

Where It Comes From: Estimates of the percent of children in single-parent households were calculated using data from
the U.S. Census Bureau’s American Community Survey (ACS) 5-year estimates.

Importance: Adults and children in single-parent households are both at risk for adverse health outcomes such as mental
health problems (including substance abuse, depression, and suicide) and unhealthy behaviors such as smoking and
excessive alcohol use.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



. Map 27
Homicide Rate - A health factor measure focusing on violent crime

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of deaths due to murder or non-negligent manslaughter per 100,000 population, 2001-2007
1.3-29
3.0-49
5.0-8.9
9.0-22.7
Unreliable or missing data

CONTEXT

What It Is: Homicide is represented as a crude death rate due to murder or non-negligent manslaughter per 100,000
population.

Where It Comes From: These data were calculated by National Center for Health Statistics (NCHS) at the Centers for
Disease Control and Prevention (CDC) using data from the National Vital Statistics System (NVSS). NCHS used data for

a seven-year period to create more robust estimates of cause-specific mortality, particularly for counties with smaller
populations.

Importance: Because homicide is one of the five offenses that comprise violent crime, a homicide rate is used as a proxy
when violent crime data are not available.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate

acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 28

Air Pollution-Particulate Matter Days - A health factor measure focusing on physical environment
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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CONTEXT

What It Is: The air pollution—particulate matter measure represents the annual number of days that air quality was
unhealthy for sensitive populations due to fine particulate matter (FPM, < 2.5 um in diameter).

Where It Comes From: The Public Health Air Surveillance Evaluation (PHASE) project, a collaborative effort between
the Centers for Disease Control and Prevention {CDC) and the EPA, used Community Multi-Scale Air Quality Model
(CMAQ) output and air quality monitor data to create a spatial-temporal model that estimated fine particulate matter
concentrations throughout the year. The PHASE estimates were used to calculate the number of days per year that air

quality in a county was unhealthy for sensitive populations due to FPM.

Importance: The relationship between elevated air pollution—particularly fine particulate matter and ozone—and
compromised health has been well documented. The negative consequences of ambient air pollution include decreased

lung function, chronic bronchitis, asthma, and other adverse pulmonary effects.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health

Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead

Community Health Needs Assessment Collaborative. December 2011



Air Pollution-Ozone Days - A health factor measure focusing on physical environment Map 29
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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CONTEXT

What It Is: The air pollution—ozone measure represents the annual number of days that air quality was unhealthy for
sensitive populations due to ozone levels.

Where It Comes From: The Public Health Air Surveillance Evaluation (PHASE) project, a collaborative effort between the
Centers for Disease Control and Prevention (CDC) and the EPA, used Community Multi-Scale Air Quality Model (CMAQ)
output and air quality monitor data to create a spatial-temporal model that estimated daily ozone concentrations
throughout the year. The PHASE estimates were used to calculate the number of days per year that air quality in a county
was unhealthy for sensitive populations due to ozone.

Importance: The relationship between elevated air pollution—particularly fine particulate matter and ozone—and
compromised health has been well documented. The negative consequences of ambient air pollution include decreased
lung function, chronic bronchitis, asthma, and other adverse pulmonary effects.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011
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Access to Healthy Foods - A health factor measure focusing on physical environment ap 30

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of zip codes with healthy food outlets (i.e., grocery store or produce stand/farmers' market), 2008
i | 0.0% - 24.9%

25.0% - 42.9%
B 43.0% - 69.9%
B 70.0% - 100.0%

CONTEXT

What It Is: Access to healthy foods is measured as the percent of zip codes in a county with a healthy food outlet, defined
as a grocery store or produce stand/farmers’ market.

Where It Comes From: The measure is based on data from the U.S. Census Bureau’s Zip Code Business Patterns. Healthy
food outlets include grocery stores and produce/farmers’ markets, as defined by their North American Industrial
Classification System (NAICS) codes.

Importance: Studies have linked the food environment to consumption of healthy food and overall health outcomes.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH} project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 31

Access to Recreational Facilities - A health factor measure focusing on physical environment
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of recreational facilities per 100,000 population, 2008

Jo-9
B 10-19
B 20-69
I 70- 150

CONTEXT

What It Is: This measure represents the number of recreational facilities per 100,000 population in a given county.
Recreational facilities are defined as establishments primarily engaged in operating fitness and recreational sports facilities,
featuring exercise and other active physical fitness conditioning or recreational sports activities such as swimming, skating,
or racquet sports.

Where It Comes From: This measure is based on a measure from United States Department of Agriculture (USDA) Food
Environment Atlas, and is calculated using the most current County Business Patterns data set. Recreational facilities are
identified by North American Industrial Classification System (NAICS) code 713940.

Importance: The availability of recreational facilities can influence individuals’ and communities’ choices to engage in
physical activity. Proximity to places with recreational opportunities is associated with higher physical activity levels, which
in turn is associated with lower rates of adverse health outcomes associated with poor diet, lack of physical activity, and
obesity.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community

Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Youth-a demographic measure
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Persons ages 0 through 17 as a percent of the total population, 2009
[ ]14.7%-20.4%
B 20.5% - 23.4%
‘Il 23.5% - 28.4%
B 28.5% - 40.5%

CONTEXT

What It Is: This measure represents the percent of a county’s population that is less than 18 years of age.

Where It Comes From: County demographic figures come from the U.S. Census Bureau’s annual population estimates.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Elderly - A demographic measure Map 33
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Persons ages 65 and older as a percent of the total population, 2009

[ 153%-12.9%
] 13.0%- 17.9%

18.0% - 22.9%
23.0% -37.2%

CONTEXT

What It Is: This measure represents the percent of a county’s population that is 65 years of age and older.

Where It Comes From: County demographic figures come from the U.S. Census Bureau’s annual population estimates.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Rural-a demographic measure
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota

Percent of total population living in a rural area, 2000
[ ]0.1%-35.9%

] 36.0% - 58.9%
[ 59.0% - 83.9%
I 84.0% - 100.0%

CONTEXT

What It Is: This measure represents the percent of a county’s population that lives in a rural area, which the U.S. Census
Bureau defines as all territory located outside of urbanized areas and urban clusters. Urbanized areas and urban clusters
are geographic areas with a core population density of at least 1,000 people per square mile that are surrounded by areas
with an overall population density of at least 500 people per square mile.

Where It Comes From: This measure is calculated by the U.S. Census Bureau using data from 2000.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Not Engllsh Proficient-a demographic measure Map 35
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of total population that speaks English less than "very well", 2005-2009

[ ]o0.0%-0.9%
] 1.0% - 2.9%

3.0% - 8.9%
9.0% - 23.0%

CONTEXT

What It Is: This measure represents the percent of the total population that reports speaking English less than “very well.”

Where It Comes From: Data on spoken English proficiency come from the U.S. Census Bureau’s American Community
Survey 5-year estimates.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community

Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health
Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate

acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead
Community Health Needs Assessment Collaborative. December 2011



Map 36

Illiteracy - A demographic measure
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of population ages 16 and older that lacks basic prose literacy skills, 2003

[ J4.0%-6.9%

7.0% - 8.9%
9.0% - 13.9%
14.0% - 21.4%

CONTEXT
What It Is: This measure reflects the percent of the population ages 16 and older that lacks basic prose literacy skills.

Where It Comes From: This measure is obtained from the National Center for Education Statistics and is based on the 2003
National Assessment of Adult Literacy.

- Data and associated context were obtained from County Health Rankings, a key component of the Mobilizing Action Toward Community
Health (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the University of Wisconsin Population Health

Institute, http://www.countyhealthrankings.org/.

Disclaimer: The data displayed are from the source indicated; we do not vouch for the accuracy of the data or ensure they are the most recent
available. The information is intended for personal, non-commercial use. It can be shared freely if it is not used for profit and appropriate
acknowledgments are given. This map was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead

Community Health Needs Assessment Collaborative. December 2011



pasau
|wun

‘pa1nJda4 ulaq ale sueidisAyd aue) Alewld
‘lendsoH pue djui|) 3y 1e paidatoe aue syusiied ||y
Rl

PJ0OJUES BY] }B 34ED SUINOY I3}k sapiaoid aie) andy
"sa1enads papasu

J0J sanuiluod 3uiliniday -aJed Ayerdads apiaoud
[lIm pue ZTOz ui pauado |e1dsoH piojues man
siduped 92inosas Ajjunwwod

J9Y10 40 $824N0SAI piojues yHm juawusiy

JeJIP3IN ‘pIedIP3aN

‘@3UBJNSUl INOY1IM SSOY} JOJ 2JBIY}|e3Y pul} O3 YN e
vd

B 995 1SNW — J0120p B 335 1,ued juaijed usym uiaduo) e
JeahA T Suunp

Sluejul JO} 3B 10 d4ed |ejeudtd JO XOB| INOGe UJaduo) e
snipe.

3|1W-00T B UIYUM NDIN B SUlABY JOU YIM UISdU0D) e

1s180j0unaN  ©

S151|e10ads vy /SynyY

1s180|04N

1sijeads ouleleq d1ul) Ausaqo

sisijernads ASi9||y

A3ojorewsH/A30(00uQ

Isi3ojoipJe)

15180]0J21U041SRD

1s13ojouLD0pUT

uoaduns dipadoyuQ d1leIpad

1s130j0uowW|Nd dL3eIPAd

s1sije12ads |pDO} SJOW PA3u - LD

O 0O O O O O O O 0O O

1S1jRID3dS 10§ e} 001 |9ARI) O} SulABY INOQe UISJUO) e SS90y
SuJa’u0)
SuJa2U0d J1y1dadg payiuap)

SI9pjoyajeis udaplaqy
Suiddeln 19sSY JUBWISSISSY SPAIN YijedaH Allunwwo)

T a|qelL



paau
Ppuun

"Se3Je |BIIADS 404
paw.oy ulaq aJe sdnoas woddng “awilayl S, piojues
Auuaq ur gq T adAL 21nd 01 —103[0.d paojues syl

ZT0T Ul UeSag SAIBNIU| SWOH [EJIPAIA

4S Ul 191uad) Yyoueadsay A3ojoig Jaoue)

Allunwiwod ay1 ul $321nU3S apiacid Apeadje [e1anas

siaulied 324nosas AHUNWIWOD
43420 10 5324N0S3J PIOJUES YIM JUSWIUSIY

S31313Ud 334yl 3yl
3uowe juawdinba anisuadxa Jo uonedidiy ui uiynsal
‘saapinod |edipaw 3uowe uoIleulpIood Jo YIe]

uoieJile Ayunwwod

e 0} 2405943 ue woJy Sow a3yl a8ueyd pjnoys apn
3NUBAY

9 2PISIY UMO} JO 3PIS 1SIMYINOS 3Y) UO SPeO. 4O yde]
SyoeJ] uled} ay1 Aq 198115 G UO

1S9M 3 UMO]} JO 3pIs Isea oy} uo ssedAq Jayioue pasn
UMO]} JO SUIYSINO 3y} UO Speol padewep aJe

2J43y) ‘speos mau uo gol poo3 e op 3,usaop A1) ‘wayi
Suixiy Jo qof poo8 e op 1,usaop AN — 3|q1443) 246 SPEOY
}40M PI3U SY|BMIPIS AWOS 1§ SH|EMIPIS Y3noua 10N
ymous Ao yum dn 1day jou aney

unnou oiyjes 13 (131eM ‘JOMBIS ‘SpeOI) ainjaniselu|
(‘018

SAly) suonipuod d1oayd 104 sdnoud Joddns siow pasy
SUOIIBJUI AdH INOge LIddUO0)

$9)0J43S INOge uIdU0)

o1edidiyied 0} ajge J0u SI Ajlwes JI UoIIUBAISIUI

awoy 3uipn|pul ‘a4ed jo ue|d e 3uiuawadwi

diay ‘Aj1ap|2 3y Joj Ajjeidadsa ‘ased dn-moj|o) paaN
1uswieas

J3JuUed 04 [9ARI} 0 2DUBISIP 3Y1 INOGE UIIU0D)
J32ued Jo sajed Y31y 1noge uiaduo)

saidelay] aA1BUIDY|R Ul PI|IIYS SJpIncJd aiow pasN
sue)disAyd a1ed Asewnd pasn
SINOY 434e 104 J1UI]D 34ed Jud3INn PIsN

SU132u09 J1y1Padg

uoniadwo)

alnjaniiseqjuj

Ao

suol}|puo)
suoay)

uoleulp.oo)
aie)

Ja3ue)
aupIpaiN
o9Alleulal|y

sulasuo)
paynuap|



pasu
Pwun

‘uonesnpa
pue Suiuiesy apiroad s301ASS S, UBIP|IYD plojues
191u3) JuBwWdo|aAaq yinoa syl Suidojanap st YA

"Aj|e21U0J103]3 pPJ0d3L [EIP3W JIBY]) 0] SS3II8
JueJ3 o1 Jusned syl moje jjIm ey) A plosues
sidulled 33inosal AjJlunuwiwiod

43430 J0 S32IN0S3aJ piojues yym juawudiy

(s4eah ¢ u1 s1enpess 9408) MO| 24e S3}eJ UOIIBNPEID
(218 ‘Buiquin|d ‘|eol129)8 ‘a1ey) 9831102 |BJIUYIS] B pasN
(018 ‘Buiquuin|d ‘|eaw11d3| “utey) 98|03 |edIUYID) B paaN

sao10yd Ayljeay 240w 1310 03 sdoys pooy 1sey pasN

(GO E]

‘suaaudiem ‘s,29q9|ddy) sasiyouely jeuoileu alow pasn
sqof SuiAed-poo8

3uipinoad Aq speJ8 |e20j Jo uoiluala1 dAodwi 0) pasN
A1Du1D3|3 Jo 1500 YBIH

Agq 133 01 qol auo

UBY] 3J0W }IOM 3WOS — Jueudels AjaAIlR[D4 2. SSUWO0IU|
sqof Alewnd jo yoeq

saxe} Auadoud ysiH

21NWW0I oym asoy} 40y aujjosed Jo 3dud ysiH
s12Ao0|dwia g si3|1e134 J0j saljodouow

31B3.2 JUBWUOJIAUD JIWIOU0ID 3y} Ul Suoildo Jo yoeq
(s1de pasiatadns)

S1inpe pa|gesIp J40j SuiSNoy |euoiSURI) PaaN

uaupiiyo Ajje1dadsa ‘piealpa|p uo asoyl pue

Juadipul 8y} 01 S[gejIeAR 10U S| 3D |RIUIP 1BY] UI3DU0D)
H40M

01 03 ued spuased 0s UJIP|IYI HIIS 10} a4ed Aep paaN
342 P|Iyd JUIUIAUOI ‘Ajijenb paaN

842 P|1yd J0 1503 Y31y 3y} YUm LI3dU0)

pJojues jo ped ag uay)

j0U [|1m Asyl %3 sueidisAyd uaapiaqy ays Jo sadnoeud
31 Jo 150w paseydind sey eIaAy 1ey] UIddU0)

uolyseyj Ajawn e ui (ssppewaeyd Suipnpoul) siapiaoad |je
01 3|qe|ieAR 3Q URD "1 SPI0IIU OS SiapIrcid aieayyjeay
1UBJ3JJIp 3yl UI3MIQ UOIIRUIPI00D POOS pasN

SUJaduod Jydads

uonesnpy

Alunwwod
ssauisng
Juonenis
J1Wwou0d3

sanl|igesiq

1) |jejuag

aie) Aeq

TPELTIT )
paynuap)



$$9401s AU22043 |BD0] 3Y1 YHM PI1I3UU0I UBIDIBIP
e 3 243y} pP|N0d —131p AY}EaY B UO UOIIBINDPS PIaN e

2onpoud umoJg Ajjediuedio Joj S3210Yd 2I0W PIIN e uoniInN

3u18no8 ao1d 9401S AJ92048/p00} JO1SOI YSIH Ayyjeay

s|enpiaipul paddedipuey J0j S3JIAISS 210W P3SN e paddesipueH
as [ednJ uj

SJ314JBJ DIURINSU] JO J3qUINU PRNWI| 9Y] INOCR UIJUO) e
p3apaau S1 9|eds 994 3uIpl|s B U0 UBdY)ESH e
ysiy aJe (o14ouas Jou J1) s3sod uoildiIsald e

RUETMETR
pP3apuawwodas 3yl pJoye 1,ued noA 1no Sulpul) usayy 150)
13 Aedod ¢ e SuiAed ui juiod ou s1 3Jay) “adueansul asueunsu|/1s0)
24e3U3|E3Y pue aJedyljeay JO 1500 YSIYy YUM uIaduo) e dieoyyjeay

1usned ayy 1oy
uJa0U0d Jo Xkl suepisAyd ayi Jo asnedaq Y3 uasplaqy
3y} 01 08 A3yl i a1p [wm sjudlled 1eyl uoildadiad e
Japiaoud
Atewid 119y} se Y3 Y3 ash oym 3SOY} YHM UIDU0D) e
(43 @Y1 ut yiem Buoj) s19pIn0Id Y SU0W PISN e aJe) AduaSiawg
a1edidilied 01 s|ge 10U St Ajlwes Ji UOIUIAIRIUI
swoy 3uipn|dul ‘ased jo ueld e Sunuawajdwi
djay ‘Ajaopio ay3 1o} Ajje13adsa ‘@ued dn-moj|0j paaN e
sdiJ1s 3591 ‘spaw ‘uoniepodsueny
—$913ageIp yum AJ3ap|a ayl 404 $1502 Y3y INoge uiaduo) e
3|qissod se uoj se Juapuadapul urewal ued Aayl
1ey1 os 3ulio}uow 32u312dWOI PIdU SISALUP Aj4ap|T e
Jnoy ysnJ ulInNp speoJ 3yl uo 3q jou pjnoys Aap|3 e
S[99YM UO S|EJA| POSN o Apap)3
paau siauied 33anosal Ajlunwiwod Suladuo)
PWun 49410 10 $S321N0S3J piojues Yy3m Juawudiy SU432u03 d1y193ds paynuap|



uonuanaid
uo uolje|ndod uedlBWY AAIIBN Sy} 91€INPS 0} PN SaNss] ueday
Sp 14 AWGIM pJiojues ua.1p|[Iyd uedLIDWY dAIIEN Ul A}ISSQO INOge UIAJU0D) e anneN
siapinoad yyeay |elusw aJow pasN e
sanssi Suiluaused ‘asn joyodje 1 Snap ‘uoissasdap
‘Bull9sunod a8eliew J0) SIDIAIDS 19119 PAAN e
Asuouw 3y
YlM 35S0y} J0J SIDIAIIS Y}|BaY |BIUIW }SOD MO| P3N
swes3o4d yijeay jejuaw Joj Suipuny pasealdul pasn
Aj35020 001 3ue SADIAIDS YI|edy |RIUBA
1uawiutodde yyeay jejuaw e 128 0} Suo| 001 saxje]
SSSu||I jeIUBW
J0 uonuanaud uo snaoj jeyy sweidoid ¥ saIAIOR PIRN
[iel u1 950Y1 J0J SIIIAIIS Y}|edY [RIUDW ON e
1s180j0ydAsd
918D dUQ pJOJURS  P[IYD B pISU {S3[IURAN[ 10} SADIAUSS Yljeay |eludW PISN e y3|eaH [eIusin
spuewsap uofiendod
3uImo.3 199w 0] JUSWISII0JUS Me| 3jenbape paaN e
‘uondo Ajuo ay1
S| UOo11eJ3DJ4edU] AJJUBIIND *19JUID JUSWILDI] |RIIUDPISDI
wJ33-8u0| 10 asnoy Aemjjey e spasu AunWwIwo) e |enipnf
aWooUu] Moj g pajqesip Jo) Suisnoy jo a3e1oys e
('sade pasiazadns)
Slinpe pajqesip J0j 3uISnoy [BUOIHSURI} PION e
3uisnoy mau 10y Ajjerdadsa ‘y8iy sl Suisnoy Jo 150D e
s3snoy g syuawiede
10 1502 saseasdul yaym — 3uisnoy Jo aSelioys e
‘uondo Ajuo ay
S! uoljesadJesul AjJuauIn) "491UID JUSWILI] |BIIUSPISDI
wJ33-3uo| 10 asnoy Aemyjey e spaau Aunwwo) e
J3){9ySs SS3[3WOoY e po3N e Suisnoy
paau siaulsed axunosas Ajunwiwiod Su433U0)
jawun 49410 J0 S324N0S3. pIojues yiim yuawusily Su432U0d Jy133dg pauiuap|



umol ui spseAyunf Auew ayy dn uespd 01 paaN e
(uonnjjod) 39317 uised0|N 01Ul

a84eydsip 1 9jqel Jazem ysiy ‘oFeulelp 1noge uiaduor)
Alddns Jo1eM BY] Ul S|EDIWIBYD INOGE UI3IUDD

10po walsAs ondag

Juawad10)ua 3ul3A284 101415 g SJIAIBS BulpAdal pasN

judawuoaIAug
Juonnjjod

(s1sje1dads Buinsia aq 1snf Jou) Ayunwiwod
3y} Jo ued uauewsad e swodaq 03 sueisAyd paaN e
sjuawjulodde
2yl 3uunp aJow uonuanaud ssasls 03 pasu suepIsAyd e
uailed ay3 Joy
uJ32u02 Jo xae| suepisAyd syl Jo Isnedaq Y3 usapiaqy
ay1 01 03 Aay3 J1 aIp [im syuaned 1eyy uondaduad e
sjuanped Sujsoudelp Ajpossiooul
10 papasu uey) uonedpaw auow 3uiquosaad
Aqg sjuaned asnge sueisAyd jeyy uondadiad e
sueisAyd jo ,Jauuew apispaq,, Jood Inoge UI3dU0) e
(ssaweulal ‘ysiueds ‘uealoy ‘uaiey) sadensue)
Jayyo a|puey o} paddinba 43119q aq 03 paau siapInCld e
«PUBISIapUN 1,up|nom noA ‘pajeaidwod s 3, Jo
apnine ue aney 13 s3uiy) ule|dxs 1,uop oym sueisAyd e
sueisAyd ajeuoissedwod i pa|is JO o] e suepisAyd

3)1A1s941] 4131 Ul AnARDe

SP U4 QINGSM pJojues [eaisAyd Buielodiodul 10U S|eNPIAIPUI INOCGE UIAJUOD o  AJARDY [edisAyd
Aussqoijnpy e
Sp 14 AINGIM piojues A1S9q0 J0J SDIAIDS PAIRIIUIIUOD PABN e Ansaqo

uonuaAaad Inoge suedIBWY MIN 91BINPS 0} paaN e
eale 3y} 01 anow
$21Nn3N2 Mau uaym Jaieq a8endue| 3yl INOge UIBIUO0D) suedIdwWy MmaN
paau sidulied 33inosas Ajlunuiwiod Su43a3u0)
Pwun 49410 10 $324Nn0S3J pLojues yyum juawusijy SUJ2U02 dYy133dg paynuap|



DWOdUI JIMO|/PIBJIPIIA Ul 9SBIIUI 3] 1YL UISDUOD e
S|00YDs |ed0]| 0} 9|qejieAe Suisng ON sjooyss
ALlUNWIWOD 3Y3] U} SI191S3|0W P|IYD INOCE UIDIUO) e JSETLIN
25easIp pa1liwsue) A||enxas e
auoje 3ulAl asoyl/tood/sueduswy
dAI1eN/SueiSiww] 01 uoleanpa ‘Ajlunwwod
ay1 o1 uado sieuiwas ‘sdnoigd poddns sa13oel93Ul
‘uonesnpa — PaJaPISUOI 3 0] SADIAIDS UOIIUBAL] e
SPDI 14 dWg3M pJojues sajaqelp
swiayl| s, plojues ‘A11S3q0 )1 SUOINIPUOD JO UOIUBARId UO SND0) PpIBN e
Auuaq@ u1 gq T 2dA] aind 01 —103foud piojues ayL SUOIIBZIUNWWI UO SNJ0J SPIM-AHUNWILWOD PISN
J1U1D Y1 1B 3|eds 994 SuIplS B pOSN e
awodul
3133 Y1IM 3SOY3} 10} SIDIAIDS Y BIY [BIUSW DIOW PISN e
pIEJIP3A UO 3SOY] pue
1ua8ipul 01 3jgE|IBAB 10U S| 21BD |BJUIP JBY) UISDUOD) e
S|00Y2S ay3 ul suoijeadxa
3 uoI1eaNpa Jo Aljenb Jamoj ||1m uoniejndod
WOdUI J3MO|/PIBIIPIIA Ul SB3JDUl BY1 1BYJ UISDUOD) e
91242 ayy yeauq o1
241S3p ou yum Ajdnuyspul sweadoad Juswuianog asay)
9sN ued swea3o4d JUSWS|HIUD UO 3S0Y] JBYJ LIJUD) e
10U Op U3IP[IYD SSe|d
3|ppiw Inq ‘sdoide| ‘saxog ¥ ‘spod | aaey ajdoad sood
1O UJp|Iyd — AJljRIUS W JUSWIJHIUS 3Y] YUM UIBDUO) e
dwodul MO]| 103 Buisnoy Jo a8e1I0YS e
asnge asueisgns yum djay spasu 1eyy
SSE|2 J1LIOUO0ID |BID0S JOMO] 10} SDIINOSDL DI0W PABN
J3}13Ys SSa|awoy e pasN
SaNSS| |RIUSWUOIIAUD |erjualod Joj Suuonuow Jo yIe] e
peod a8y} uo 3uiA| 98eques 1noge uiaduo) e
pasu sidulied 931nosaJl Ajunwiwod SuJaduo)
jJpwun 1330 JO $324N0SaJ pJojues YHm juawudiy SuJadu0d d1y13ads paliuap|

uonuINAId

Auanod



9DIAIDS BUIjMIR PIAN e

s|ooyas |e30] 03 2|gejieae BuiSNq ON e

Spuaaam

uo papiaoad 10u 921A49S uonelodsuesy aulapry
uonenodsuely agnd ajqeploye Jo yIe

uoneuodsues)

SJIAALIP Aj4BPIS YylM UI2DUOD) e
S1YySi| MOJIR UD3IB 3I0oW pPIAN e
paJous) ase A)ajes 1 sme| 3[dAdIg e
sme| d1jjeu) Jo 3ulAago g Buipuelsiapun Jiseq JO OB e
Aimojs 001 anlp aidoad e
auoyd ay} uo 3unj|el 3|IyM SUIALIP YHIM UIDUO) e J1peal
A3ojouydan
1531E| 81 UO B10)eQ YINOS IN Ul JudLind ARYS O] paaN e A3ojouydal
J91U32 JUBWIEAI) WI}-8U0] 10 3snoy
Aemjjey e se yons ‘suondo Aduspuadap |edlwayd pasN e
asnge aouelsqns yum d|ay spaau eyl
SSB|J JIWOU0I3 |RID0S JOMO| JO) SS0IN0SDJ IOW PaaN e asnqy
31e) 3uQ paojues 3SNQe JDUE.ISNS INOge UIDU0) e ouejsqns
sJ9211s 4adwing 13 Suiyiop
uo suegojs/soo11e} 1512e1 SNOIAQO Sulleam 3soyl Jo
Jagquinu 3uiseasdul — wside) BUISeaJdU] INOge UI3JU0D) e
sJayiow 3[3uls JO JDqWINU 3Y} INOYE UJ3JUOD) e
JBMSUE 93 10U S| WI)SAs
|e83| — asnge 32UeISNS JO SISNED DY) UO SNDOJ SION sanss| |e1nos

[00YDS Ul S3SSE|D 3JedYy)|eay 3yl adueyua 01 paaN

[ooyds ul suondo asiouaxa/pa Ayd siow paspy

suondo youn| jooyas Jaiyljeay pasn

swei3oud poo8 pasN

S31)|108) J2119q 1§ 3J0W PaIN

S|ooyds ay3 ui suoneadxa

3 uoneanps jo Aljenb Jamoj [im uonendod

pasu ssauped 324n0sas AHunwwod Su1aJU0)
Pwun 49410 JO S32UN0saJ piojues yum yuawusi|y Su433U0d Jy1dads pauiuap]



paau
Pwun

ale) suQ pJojues
SPI 14 dINgaM plojues

SPDI M4 AINGaM plojues

siauped 324nosas Ajlunwiwod
49430 10 S324N0S3I PIOJUES YUM JUDWUSI|Y

SdIHD uo 128

0} pajedjdwod — spiy 40} dJeIY}BSY 3|qepioyje JO yIe]
AjlsnoLias asnge aduelsgns el 10U op oym siualed
Spyy

J0J SaN[BA/S|13S 8J1] 78 UOIIEINP3 LO SNJ0} dI0W PA3N
SpIy 104 S[9POW 3104 pI3N

MEB| 3yl YuM 3|qnoJ] U] 193 oym SpIy IN0ge UIaduo)
[ooyos ul 3ulA||ng Inoge uJaduo)

(212 “Auannoe jo yoe| ‘uorluinu Jood

“uLIp sp1y 8UI13] JO 91N} NJ) UOIIALIP 1O UoISIAIBdNS
[elua.ed Jo yoe| 3 Suipuased poos Jo yoe| Inoge UIaduo)
UaapJaqy ul YyinoA ssa|owoy uj 3SeaJdUl 1N0ge LIJU0)
Y1noA 10j S3IHAILOR 3J0W PIaN

213y saljiwey J13y] 3sies 1y ALUNWWOI 3y} Ul

Aeis 01 wayy 198 01 synpe SunoA uoy Ayjunpoddo jo yoe
salaqgelp 91uaAn( 1y AJS9g0 1Noge UIadU0)

S@LS 1Inoge uiaduo)

s3nup 3 Supjows 1noge uIdU0)

S9[1UdAN{ J0J S3IIAIBS Y3|EAY |RIUDW PISN

sdujuado qof Jo4 syuedidde paijenb jo e

3sn 022eqo]

3unjiq ‘Bunjjem 404 SH[EMBPIS dI0W PI3YN

paoud y3iy ool ale aaey

M 1eYM — S3111|108) 3S1249X3 J0) suolrdo alow pasN
DAISUIdXD S| 73 Saljlwey 1a8unoA

01 Ajpualij-Ajiwiey 10U SI YIINA 343 18y} UISUOD

an(d yijeay/wA3 pajusrio-Ajiwey e pasan

S1U3PISDL DWOIUI MO| JOJ Uoneuodsuel |

Jnoy ysnu Suunp

speou ay1 yo Aliap|s syl dooy 01 Aem e puly 01 pasN

SWIa2u0d Jy1dadg

YInoA

3IONIOM

Ssau|[dm

SuJ32U0)
paynuap)



J1U1pd 3Y31 1e S)eds 934 Suipljs e paaN

sadnpadoud Suljjiq yum uiaduo)

"W Y3 Jo 10 si Juased uaym 1dde ojulpd Je suaal yum
uoinloge %@ {043U0D Yuiq ssnasip suepisAyd 1eyy uisduor)
21Ul]d 341 1e 11em Suo| JAA0 UI3JUO)

salel Jusawasingquual Jood 0} anp

preaipalA Sundasoe 1a8uo| ou Juld Y3 YHM UI22U0)

WISIINe Y3IM YINOA INOQe U130U0)
U3.p|1yd J0J 31eD [RIUSP B|GRpPIOYE JO Hoe]



Table 2
Prioritization Worksheet

Criteria to Identify Priority Problem

Cost and/or return on investment

Availability of solutions

Impact of problem

Availability of resources (staff, time, money,
equipment) to solve problem

Urgency of solving problem (H1N1 or air
pollution)

Size of problem (e.g. # of individuals affected)

Health Indicator/Concern Round 1 Vote
(from asset mapping and gap
analysis worksheet)

Aberdeen found no unmet needs

Criteria to Identify Intervention for Problem
e Expertise to implement solution

¢ Return on investment

o Effectiveness of solution

e Ease of implementation/maintenance

e Potential negative consequences

* | egal considerations

e Impact on systems or health

e Feasibility of intervention

Round 2 Vote Round 3 Vote
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