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Sanford	  Chamberlain	  Medical	  Center	  
Community	  Health	  Needs	  Assessment	  

2012-‐2013	  
	  

	  
	  
Purpose	  
	  
Sanford	  Chamberlain	  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	  Chamberlain	  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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• 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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• Theresa	  Long	  Turkey,	  	  Administrative	  Asst./Office	  Manager,	  Hunkpati	  Investments,	  Lower	  Brule,	  SD	  
• LaDonna	  McManus,	  PBR,	  First	  Dakota	  Bank,	  Chamberlain,	  SD	  
• Larry	  J.	  McManus,	  Manager,	  Tri	  County	  Landfill	  Association,	  Inc.,	  Pukwana,	  SD	  
• Darlene	  Medicine	  Crow,	  Counselor,	  Project	  Safe,	  Fort	  Thompson,	  SD	  
• Eugene	  Mertens,	  Town	  Board	  Chairman,	  Kennebec,	  SD	  
• Gailen	  Meyerink,	  President,	  First	  Dakota	  National	  Bank,	  Chamberlain,	  SD	  
• Chad	  Mutziger,	  City	  Council	  Member,	  Chamberlain,	  SD	  
• James	  Nesladek,	  Brule	  County	  Commissioner,	  Chamberlain,	  SD	  
• Duane	  Neugebauer,	  Pastor,	  Trinity	  Lutheran	  Church,	  Chamberlain,	  SD	  
• Corrine	  Overweg,	  Secretary,	  Chamber	  of	  Commerce,	  Kimball,	  SD	  
• Steve	  Perry,	  Lyman	  County	  Commissioner,	  Presho,	  SD	  
• Chisum	  Peterson,	  Owner,	  Peterson	  Land	  &	  Auction,	  Chamberlain,	  SD	  	  
• Greg	  Powell,	  City	  Engineer,	  Chamberlain,	  SD	  
• Jeff	  Priebe,	  Senior	  VP,	  First	  Dakota	  Bank,	  Chamberlain,	  SD	  
• Don	  Reinesch,	  Bruce	  County	  Commissioner,	  Kimball,	  SD	  
• Marlene	  Reuman,	  School	  Board	  President,	  Lyman	  High	  School,	  Presho,	  SD	  
• Ed	  Schaub,	  Retired,	  Kimball,	  SD	  
• Clint	  Soulek,	  Business	  Owner/Manager,	  Chamberlain,	  SD	  
• John	  Soulek,	  Customer	  Service	  Rep,	  Noteboom	  Implement,	  Kimball,	  SD	  
• Julie	  Soulek,	  Residential	  Director,	  St.	  Joseph’s	  Indian	  School,	  Chamberlain,	  SD	  
• Clifton	  Stone,	  Regional	  Supervisor,	  SD	  Game,	  Fish	  &	  Parks	  Dept.,	  Chamberlain,	  SD	  
• Tim	  Thomas,	  Dialysis	  Technician,	  Sanford	  Chamberlain,	  Chamberlain,	  SD	  
• Dixie	  Thompson,	  Museum	  Director,	  St.	  Joseph’s	  Indian	  School,	  Chamberlain,	  SD	  
• Anonymous,	  Chamber,	  SD	   	  
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Sanford	  Chamberlain	  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	  sets	  were	  studied:	  	  

• 	  Community	  Health	  Needs	  Assessment	  of	  Community	  Leaders	  
	  
The	  following	  quantitative	  data	  sets	  were	  studied:	  	  

• 2011	  County	  Health	  Profiles	  for	  Brule,	  Buffalo	  and	  Lyman	  counties	  
• Aging	  Profiles	  for	  	  Brule,	  Buffalo	  and	  Lyman	  counties	  	  
• Diversity	  Profiles	  for	  Brule,	  Buffalo	  and	  Lyman	  counties	  

	  
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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Summary	  of	  Key	  Findings	  
	  
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.	  
	  
Community	  -‐	  People,	  Economic	  Issues	  and	  Youth	  Concerns	  
Primary	  research	  showed	  that	  among	  91	  respondents	  surveyed,	  respondents	  had	  very	  high	  levels	  of	  agreement	  
that	  their	  communities	  were	  generally	  populated	  with	  friendly,	  helpful	  and	  supportive	  people	  who	  felt	  
connected	  with	  their	  communities.	  Respondents	  did	  indicate	  that	  the	  communities	  were	  family	  friendly	  and	  
located	  in	  a	  peaceful	  and	  calm	  environment,	  indicative	  of	  the	  rural	  nature	  of	  the	  service	  area.	  Survey	  
respondents	  did	  indicate	  concerns	  about	  cultural	  richness,	  tolerance	  and	  inclusion	  and	  quality	  higher	  education	  
opportunities,	  again	  most	  likely	  due	  to	  the	  rural	  nature	  and	  sparse	  population	  of	  the	  area	  served.	  Respondents	  
were	  also	  most	  concerned	  with	  substance	  abuse	  and	  bullying	  and	  were	  also	  concerned	  with	  issues	  regarding	  
cost	  of	  health	  care	  and/or	  insurance,	  cost	  and/or	  availability	  of	  elder	  care,	  and	  changes	  in	  family	  composition	  
(e.g.	  divorces,	  single	  parenting).	  
	  
Health/Wellness	  Concerns	  
Among	  health	  and	  wellness	  concerns,	  respondents	  were	  most	  concerned	  about	  the	  cost	  of	  health	  insurance,	  
cancer,	  cost	  of	  health	  care,	  and	  drug	  use	  and	  abuse.	  Respondents	  were	  also	  concerned	  with	  cost	  of	  prescription	  
drugs,	  chronic	  disease,	  alcohol	  use	  and	  abuse,	  obesity,	  availability	  of	  doctors,	  nurses	  and/or	  specialists,	  and	  
adequacy	  of	  health	  insurance	  (e.g.	  amount	  of	  copays	  and	  deductibles,	  consistency	  of	  coverage).	  Availability	  of	  
bilingual	  providers	  and/or	  translators	  and	  availability	  of	  good	  walking	  or	  biking	  options	  were	  not	  major	  
concerns.	  
	  
Delivery	  of	  Health	  Care	  
Respondents	  mentioned	  the	  strong	  partnerships	  and	  collaborations	  that	  are	  working	  to	  create	  healthier	  
communities,	  such	  as	  the	  Suicide	  Task	  Force	  and	  the	  Prairie	  Futures	  Nursing	  Program.	  Faith	  and	  religious	  
organizations	  that	  are	  addressing	  social	  concerns,	  such	  as	  the	  Chamberlain	  Ministerial	  Society,	  were	  also	  
mentioned.	  Respondents	  also	  said	  that	  affordable	  housing	  was	  another	  issue	  within	  the	  community.	  
Respondents	  had	  moderate	  agreement	  that	  there	  is	  an	  engaged	  government	  and	  socially	  and	  culturally	  diverse	  
community.	  There	  was	  also	  moderate	  agreement	  that	  the	  people	  who	  live	  in	  the	  communities	  are	  aware	  
of/engaged	  in	  social,	  civic,	  or	  political	  issues	  and	  that	  there	  is	  a	  sense	  that	  people	  can	  make	  a	  difference.	  
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Primary	  Health	  Care	  
Respondents	  indicated	  that	  the	  biggest	  driver	  in	  influencing	  their	  choice	  of	  primary	  health	  care	  provider	  was	  
location.	  Availability	  of	  the	  service	  and	  quality	  of	  services	  also	  were	  factors,	  but	  not	  to	  the	  extent	  of	  location.	  	  
Over	  half	  the	  respondents	  drive	  less	  than	  20	  miles	  for	  health	  care	  services.	  	  
	  
Over	  half	  of	  the	  respondents	  had	  not	  had	  a	  cancer	  screening	  or	  cancer	  care	  in	  the	  last	  12	  months,	  indicating	  that	  
it	  had	  not	  been	  necessary	  or	  the	  doctor	  had	  not	  suggested	  it.	  
	  
Health	  Care	  Coverage	  
Respondents	  indicated	  that	  they	  had	  paid	  for	  health	  care	  costs,	  for	  themselves	  or	  family	  members,	  mostly	  
through	  health	  insurance	  through	  an	  employer.	  Personal	  income	  and	  private	  health	  insurance	  were	  also	  used.	  
	  
Chronic	  Disease	  
Weight	  control	  has	  the	  highest	  level	  of	  response	  for	  personal	  general	  health	  conditions/diseases	  among	  the	  
respondents.	  Other	  chronic	  diseases	  found	  among	  respondents	  included	  arthritis,	  asthma,	  cancer,	  heart	  disease,	  
diabetes,	  Alzheimer’s,	  hypertension,	  hypercholesterolemia	  and	  depression.	  
	  
Demographics	  
The	  majority	  of	  respondents	  were	  between	  the	  ages	  of	  35	  and	  59.	  Over	  half	  of	  the	  respondents	  were	  female	  and	  
just	  over	  half	  had	  a	  Bachelor’s	  degree	  or	  higher.	  
	  
	  
Key	  Findings	  –	  Secondary	  Research	  	  
	  
Health	  Outcomes	  
	  
The	  state	  of	  South	  Dakota	  has	  more	  premature	  deaths	  than	  the	  national	  benchmark,	  and	  Brule,	  Buffalo	  and	  
Lyman	  counties	  have	  higher	  rates	  than	  the	  national	  benchmark	  and	  South	  Dakota	  as	  a	  whole.	  The	  Morbidity	  
health	  outcomes	  indicate	  that	  Brule	  and	  Buffalo	  county	  citizens	  report	  more	  days	  of	  poor	  health	  (self-‐reported)	  
than	  the	  national	  or	  South	  Dakota	  benchmark.	  	  	  
	  
South	  Dakota	  and	  Brule	  and	  Buffalo	  counties	  report	  more	  mentally	  unhealthy	  days	  than	  the	  state	  or	  national	  
benchmarks,	  while	  Lyman	  County	  is	  below	  both	  benchmarks.	  
	  
Brule	  County	  has	  a	  lower	  percentage	  of	  low	  birth	  weight	  than	  either	  the	  state	  or	  national	  benchmarks,	  while	  
Lyman	  and	  Buffalo	  counties	  are	  above	  both	  benchmarks.	  
	  
Health	  Behaviors	  

The	  Health	  Behavior	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  higher	  
percentages	  of	  adult	  smokers	  (equal	  to	  or	  greater	  than	  100	  cigarettes)	  than	  the	  national	  benchmark.	  Of	  the	  
three	  counties,	  Buffalo	  County	  has	  nearly	  half	  of	  its	  population	  (46%)	  as	  adult	  smokers.	  All	  three	  counties	  are	  
above	  the	  state	  and	  national	  benchmarks	  for	  adult	  obesity	  (greater	  than	  or	  equal	  to	  30	  BMI),	  and	  South	  Dakota	  
and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  a	  greater	  percentage	  of	  physical	  inactivity	  than	  the	  national	  
benchmark.	  
	  
South	  Dakota	  (19%),	  Brule	  (13%),	  Buffalo	  (35%)	  and	  Lyman	  (21%)	  counties	  have	  much	  higher	  percentages	  of	  
excessive	  drinking	  than	  the	  national	  benchmark	  (8%).	  	  	  
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The	  teen	  birth	  rate	  in	  South	  Dakota,	  Buffalo	  and	  Lyman	  counties	  is	  higher	  than	  the	  national	  benchmark.	  Buffalo	  
and	  Lyman	  are	  significantly	  higher	  at	  135	  and	  77.	  Brule	  County	  is	  below	  the	  national	  and	  state	  benchmarks.	  
	  
Health	  Factors	  
	  
Clinical	  Care	  
	  
The	  Clinical	  Care	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  higher	  
percentages	  of	  uninsured	  adults	  than	  the	  national	  benchmark.	  	  	  
	  
There	  are	  more	  patients	  per	  physician	  in	  South	  Dakota	  and	  Buffalo	  County	  than	  the	  national	  benchmark,	  with	  
Buffalo	  County	  nearly	  double	  the	  South	  Dakota	  ratio.	  Brule	  and	  Lyman	  counties	  are	  below	  the	  state	  and	  national	  
benchmarks.	  
	  
The	  ratio	  of	  population	  to	  mental	  health	  providers	  is	  less	  positive	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  
counties	  than	  the	  national	  benchmark.	  
	  
Limited	  reportable	  data	  for	  preventable	  hospital	  stays	  was	  available	  for	  the	  all	  counties	  served.	  Diabetes	  
screening	  in	  South	  Dakota	  is	  lower	  than	  the	  national	  benchmark.	  Brule	  and	  Buffalo	  County	  diabetes	  screening	  is	  
below	  the	  national	  benchmark	  but	  about	  the	  same	  as	  the	  South	  Dakota	  percentage.	  Lyman	  County	  screening	  is	  
below	  the	  state	  and	  national	  benchmarks.	  
	  
Social	  and	  Economic	  Factors	  
	  
The	  Social	  and	  Economic	  Factors	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  
have	  lower	  high	  school	  graduation	  rates	  than	  the	  national	  benchmark.	  Like	  South	  Dakota,	  Brule,	  Buffalo	  and	  
Lyman	  counties	  have	  lower	  percentages	  of	  post-‐secondary	  education	  than	  the	  national	  benchmark.	  
	  
The	  unemployment	  rate	  was	  lower	  in	  South	  Dakota	  and	  Brule	  County	  than	  the	  national	  benchmark,	  but	  Lyman	  
and	  Buffalo	  counties	  exceeded	  both	  the	  state	  and	  national	  benchmarks.	  
	  
The	  percentage	  of	  child	  poverty	  is	  higher	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  than	  the	  
national	  benchmark.	  	  	  
	  
Physical	  Environment	  
	  
Because	  of	  the	  rural	  geography,	  the	  Physical	  Environment	  outcomes	  indicate	  that	  there	  is	  no	  air	  pollution	  or	  
ozone	  pollution	  in	  this	  area.	  Access	  to	  healthy	  food	  in	  Lyman	  and	  Brule	  counties	  is	  below	  the	  national	  and	  state	  
benchmark,	  while	  Buffalo	  County	  is	  below	  the	  benchmarks.	  
	  
Access	  to	  recreational	  facilities	  ranks	  lower	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  than	  the	  
national	  percentage.	  
	  
Demographics	  
	  
Youth	  account	  for	  28.5-‐40.5%	  of	  the	  population	  in	  Buffalo	  and	  Lyman	  counties,	  which	  is	  above	  the	  national	  and	  
state	  benchmark,	  while	  Brule	  County	  is	  near	  the	  national	  benchmark.	  	  	  
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South	  Dakota	  and	  all	  three	  counties	  in	  the	  service	  area	  population	  are	  more	  proficient	  in	  the	  English	  language	  
than	  the	  national	  benchmark.	  Additionally,	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  a	  higher	  
rate	  of	  literacy	  than	  the	  national	  threshold.	  
	  
Diversity	  Profile	  
	  
The	  population	  distribution	  by	  race	  demonstrates	  that	  South	  Dakota	  is	  predominantly	  white,	  followed	  by	  
American	  Indian,	  Hispanic,	  Asian	  and	  Black.	  	  	  
	  
Limitations	  
	  
The	  Sanford	  Chamberlain	  Community	  Needs	  Health	  Assessment	  Steering	  Group	  attempted	  to	  survey	  key	  
community	  leaders	  and	  stakeholders	  for	  the	  purpose	  of	  determining	  the	  needs	  of	  the	  community.	  While	  91	  
surveys	  were	  returned,	  there	  were	  still	  some	  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.	  
	  
Implementation	  Strategy	  
	  
The	  following	  unmet	  needs	  were	  identified	  through	  a	  formal	  community	  health	  needs	  assessment,	  resource	  
mapping	  and	  prioritization	  process:	  

• Urgent	  Care/Access	  to	  Providers	  
• Mental	  Health	  /Substance	  Abuse	  

	  
Strategies	  to	  address	  the	  identified	  needs	  include:	  
	  

• Priority	  1:	  Urgent	  Care/Access	  to	  providers	  
o Extended	  hours	  of	  clinic	  two	  days	  per	  week	  (until	  6	  p.m.)	  
o Walk	  in	  clinic	  two	  days/week	  from	  4:00-‐6:30	  p.m.	  
o Create	  advertising	  to	  educate	  customers	  on	  walk-‐in	  clinic	  (e.g.	  not	  to	  be	  used	  for	  annual	  

physicals)	  
	  

• Priority	  2:	  Mental	  Health/Substance	  Abuse	  
o Fully	  implement	  HC	  program	  –	  including	  psychiatrist	  and	  Behavioral	  Health	  support	  

professionals	  
o Utilize	  internal	  resources	  already	  available	  through	  on	  staff	  MSW	  
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Sanford	  Chamberlain	  Medical	  Center	  
Community	  Health	  Needs	  Assessment	  

2012-‐2013	  
	  

	  

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	  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	  the	  Hospital	  

Sanford	  Chamberlain	  Medical	  Center,	  Sanford	  Chamberlain	  Clinic	  and	  the	  Sanford	  Chamberlain	  Care	  Center	  are	  
proud	  to	  be	  members	  of	  the	  Sanford	  Health	  Network.	  	  
	  
Sanford	  Chamberlain	  Medical	  Center	  is	  a	  25-‐bed	  private	  room	  facility	  that	  provides	  a	  variety	  of	  inpatient	  and	  
outpatient	  care	  services.	  We	  offer	  physical,	  occupational	  and	  speech	  therapies	  in	  our	  Physical	  Medicine	  
Department.	  Our	  Radiology	  Department	  and	  Laboratory	  offer	  some	  of	  the	  finest	  equipment	  and	  trained	  staff	  in	  
the	  area.	  Through	  our	  partnership	  with	  Sanford	  Health,	  other	  services	  are	  also	  available	  including:	  Dialysis,	  
Home	  Health,	  and	  Durable	  Medical	  Equipment.	  
	  
We	  offer	  services	  at	  two	  clinic	  sites	  in	  Chamberlain	  and	  Kimball.	  
	  
Sanford	  Chamberlain	  Care	  Center	  provides	  loving	  care	  for	  older	  adults	  from	  the	  tri-‐county	  area.	  We	  offer:	  	  

• 24-‐hour	  nursing	  care	  
• Rehabilitation	  services	  
• Daily	  activities	  program	  and	  therapeutic	  recreation	  
• Pharmacy	  services	  
• Spiritual	  care	  
• Resident	  Council	  
• Registered	  dietitian	  
• Social	  Services	  
• Hospice	  program	  
• Smoke-‐free	  environment	  
• South	  Dakota	  State	  Health	  Department	  Licensure	  
• Medicaid-‐certified	  

	  
We	  are	  dedicated	  to	  providing	  the	  best	  health	  care	  services	  to	  the	  people	  in	  the	  tri-‐county	  area	  of	  Brule,	  Buffalo,	  
and	  Lyman	  counties	  through	  a	  holistic,	  integrated	  care	  continuum.	  Since	  our	  partnership	  with	  Sanford	  Health,	  
we	  have	  expanded	  our	  outreach	  services,	  training	  programs	  and	  education	  resources	  to	  provide	  the	  people	  of	  
the	  tri-‐county	  area	  with	  comprehensive,	  high	  quality,	  accessible	  health	  care	  services.	  
	  
Description	  of	  the	  Community	  Served	  
	  
Brule,	  Buffalo	  and	  Lyman	  counties	  are	  situated	  in	  central	  South	  Dakota	  along	  the	  banks	  of	  the	  Missouri	  River.	  	  
Sanford	  Chamberlain	  Medical	  Center	  serves	  all	  three	  counties.	  Major	  towns	  in	  each	  of	  the	  counties	  include	  
Chamberlain,	  Kimball,	  Fort	  Thompson,	  Gann	  Valley,	  Kennebec	  and	  Lower	  Brule.	  All	  three	  counties	  are	  primarily	  
rural	  in	  nature,	  with	  Buffalo	  County	  being	  the	  least	  densely	  populated.	  The	  agriculture	  industry	  is	  the	  primary	  
industry	  within	  the	  tri-‐county	  area.	  Chamberlain	  is	  the	  largest	  community	  served,	  with	  a	  population	  of	  
approximately	  2,600.	  Primary	  employers	  within	  the	  Chamberlain	  community	  include	  the	  public	  school	  system,	  
St.	  Joseph’s	  Indian	  School,	  and	  Sanford	  Health.	  
	  
Study	  Design	  and	  Methodology	  
	  
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	  
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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.	  
	  
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	  subgroup	  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	  Profiles	  for	  Brule,	  Buffalo	  and	  Lyman	  counties	  
• Aging	  Profiles	  for	  Brule,	  Buffalo	  and	  Lyman	  counties	  
• Diversity	  Profiles	  for	  Brule,	  Buffalo	  and	  Lyman	  counties	  

	  
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.	  
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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.	  	  	  
	  
	  

Primary	  Research	  
	  
Key	  Findings	  –	  Primary	  Research	  

Sanford	  Chamberlain	  distributed	  the	  community	  health	  needs	  assessment	  survey	  tool	  that	  was	  developed	  by	  
the	  Brule-‐Buffalo-‐Lyman	  Community	  Health	  Needs	  Assessment	  Collaborative	  to	  key	  stakeholder	  groups	  as	  a	  
method	  of	  gathering	  input	  from	  a	  broad	  cross	  section	  of	  Chamberlain	  and	  area	  communities.	  The	  findings	  
discussed	  in	  this	  section	  are	  a	  result	  of	  the	  analysis	  of	  the	  survey	  qualitative	  data.	  	  
	  
Community	  Assets/Best	  Things	  about	  the	  Community	  
	  
Respondents	  had	  very	  high	  levels	  of	  agreement	  that	  their	  communities	  were	  generally	  populated	  with	  friendly,	  
helpful	  and	  supportive	  people	  who	  felt	  connected	  with	  the	  communities.	  The	  respondents	  also	  felt	  the	  
communities	  were	  family-‐friendly	  and	  located	  in	  a	  peaceful	  and	  calm	  environment.	  However,	  respondents	  
agreed	  the	  least	  that	  there	  is	  cultural	  richness,	  tolerance	  and	  inclusion,	  and	  that	  quality	  higher	  education	  
opportunities	  are	  available.	  	  	  
	  
People	  
	  
Figure	  1.	  Level	  of	  agreement	  with	  statements	  about	  the	  community	  regarding	  PEOPLE	  

	  

	   	  

3.36	  

3.60	  

3.60	  

3.61	  

3.64	  

3.99	  

4.13	  

1	   2	   3	   4	   5	  

There	  is	  tolerance,	  inclusion,	  open-‐mindedness	  
(N=89)	  

There	  is	  a	  sense	  that	  you	  can	  make	  a	  difference	  
(N=90)	  

People	  who	  live	  here	  are	  aware	  of/engaged	  in	  social,	  
civic,	  or	  poliocal	  issues	  (N=88)	  

The	  community	  is	  socially	  and	  culturally	  diverse	  
(N=90)	  

There	  is	  an	  engaged	  government	  (N=87)	  

There	  is	  a	  sense	  of	  community/feeling	  connected	  to	  
people	  who	  live	  here	  (N=89)	  

People	  are	  friendly,	  helpful,	  supporove	  (N=89)	  

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

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

	  

*Means	  exclude	  “do	  not	  know”	  responses.	  

Quality	  of	  Life	  

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

*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

	   	  

2.39	  

3.02	  

3.67	  

3.75	  

3.91	  

1	   2	   3	   4	   5	  

There	  are	  quality	  higher	  educaoon	  opportunioes	  and	  
insotuoons	  (N=87)	  

There	  is	  effecove	  transportaoon	  (N=84)	  

There	  is	  quality	  health	  care	  (N=88)	  

There	  is	  access	  to	  quality	  food	  (N=88)	  

There	  are	  quality	  school	  systems	  and	  programs	  for	  youth	  
(N=88)	  

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

3.41	  

3.99	  

4.06	  

4.09	  

4.10	  

4.25	  

1	   2	   3	   4	   5	  

The	  community	  has	  a	  sense	  of	  cultural	  richness	  (N=85)	  

The	  community	  is	  a	  "healthy"	  place	  to	  live	  (N=84)	  

The	  community	  is	  a	  safe	  place	  to	  live,	  has	  lirle/no	  crime	  
(N=88)	  

The	  community	  has	  an	  informal,	  simple,	  "laidback	  
lifestyle"	  (N=86)	  

The	  community	  has	  a	  peaceful,	  calm,	  quiet	  environment	  
(N=87)	  

The	  community	  has	  a	  family-‐friendly	  environment,	  is	  a	  
good	  place	  to	  raise	  kids	  (N=87)	  

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

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

	  

*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

	  

Activities	  

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

	  

*Means	  exclude	  “do	  not	  know”	  responses.	  

	  
	  
	   	  

4.06	  

4.16	  

1	   2	   3	   4	   5	  

The	  community	  has	  a	  general	  cleanliness	  (e.g.,	  fresh	  air,	  
lack	  of	  polluoon	  and	  lirer)	  (N=89)	  

In	  the	  community,	  it	  is	  a	  short	  commute/convenient	  
access	  to	  work	  and	  acovioes	  (N=88)	  

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

2.55	  

2.79	  

2.93	  

3.14	  

3.52	  

1	   2	   3	   4	   5	  

There	  are	  many	  acovioes	  for	  seniors	  (N=78)	  

There	  are	  quality	  arts	  and	  cultural	  acovioes	  (N=89)	  

There	  are	  great	  events	  and	  fesovals	  (N=87)	  

There	  are	  many	  acovioes	  for	  families	  and	  youth	  (N=88)	  

There	  are	  many	  recreaoonal	  and	  sports	  acovioes	  (e.g.,	  
outdoor	  recreaoon,	  parks,	  bike	  paths,	  and	  other	  sports	  and	  

fitness	  acovioes)	  (N=89)	  

Mean	  (1=not	  at	  all,	  5=a	  great	  deal)*	  
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General	  Concerns	  about	  the	  Community	  
	  
Economic	  Issues	  
	  
Respondents	  were	  most	  concerned	  about	  substance	  abuse	  and	  bullying;	  and	  were	  also	  concerned	  with	  issues	  
regarding	  cost	  of	  health	  care	  and/or	  insurance,	  cost	  and/or	  availability	  of	  elder	  care,	  and	  changes	  in	  family	  
composition	  (e.g.	  divorces,	  single	  parenting).	  	  	  
	  
Figure	  6.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  ECONOMIC	  ISSUES	  
	  

	  

*Means	  exclude	  “do	  not	  know”	  responses.	  

Youth	  Concerns	  

Figure	  7.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  YOUTH	  CONCERNS	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

2.59	  

2.70	  

3.15	  

3.35	  

3.43	  

3.46	  

3.46	  

3.47	  

3.89	  

1	   2	   3	   4	   5	  

Homelessness	  (N=86)	  

Hunger	  (N=86)	  

Economic	  disparioes	  between	  higher	  and	  lower	  

Cost	  of	  living	  (N=88)	  

Poverty	  (N=86)	  

Low	  wages	  (N=87)	  

Availability	  of	  employment	  opportunioes	  (N=87)	  

Availability	  of	  affordable	  housing	  (N=86)	  

Cost	  of	  health	  care	  and/or	  insurance	  (N=84)	  

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

3.13	  

3.24	  

3.37	  

3.63	  

3.92	  

1	   2	   3	   4	   5	  

School	  dropout	  rates/truancy	  (N=83)	  

Youth	  crime	  (N=86)	  

Teen	  pregnancy	  (N=83)	  

Changes	  in	  family	  composioon	  (e.g.,	  
divorce,	  single	  parenong)	  (N=86)	  

Bullying	  (N=83)	  

Mean	  (1=not	  at	  all,	  5=a	  great	  deal)*	  
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Community	  Health	  and	  Wellness	  Concerns	  
	  
Among	  health	  and	  wellness	  concerns,	  respondents	  were	  most	  concerned	  about	  the	  cost	  of	  health	  insurance,	  
cancer,	  cost	  of	  health	  care,	  and	  drug	  use	  and	  abuse.	  Respondents	  were	  also	  concerned	  with	  cost	  of	  prescription	  
drugs,	  chronic	  disease,	  alcohol	  use	  and	  abuse,	  obesity,	  availability	  of	  doctors,	  nurses	  and/or	  specialists,	  and	  
adequacy	  of	  health	  insurance	  (e.g.	  amount	  of	  copays	  and	  deductibles,	  consistency	  of	  coverage).	  Availability	  of	  
bilingual	  providers	  and/or	  translators	  and	  availability	  of	  good	  walking	  or	  biking	  options	  were	  not	  large	  concerns.	  
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Access	  to	  Health	  Care	  

Figure	  8.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  ACCESS	  TO	  HEALTH	  CARE

	  

*Means	  exclude	  “do	  not	  know”	  responses.	  

2.16	  

2.54	  

2.92	  

2.93	  

2.94	  

3.27	  

3.34	  

3.44	  

3.49	  

3.61	  

3.66	  

3.68	  

3.89	  

3.92	  

4.03	  

4.24	  

4.30	  

1	   2	   3	   4	   5	  

Availability	  of	  bilingual	  providers	  and/or	  translators	  
(N=82)	  

Provider	  is	  not	  taking	  new	  paoents	  (N=78)	  

Availability	  of/access	  to	  transportaoon	  (N=86)	  

Time	  it	  takes	  to	  get	  an	  appointment	  (N=88)	  

Confidenoality	  (N=86)	  

Distance	  to	  health	  care	  services	  (N=86)	  

Availability	  of	  non-‐tradioonal	  hours	  (e.g.,	  evenings,	  
weekends)	  (N=83)	  

Use	  of	  emergency	  room	  services	  for	  primary	  health	  
care	  (N=82)	  

Availability	  of	  prevenoon	  programs	  or	  services	  (N=83)	  

Availability	  and/or	  cost	  of	  dental	  and/or	  vision	  care	  
(N=88)	  

Availability	  and/or	  cost	  of	  dental	  and/or	  vision	  
insurance	  coverage	  (N=86)	  

Access	  to	  health	  insurance	  coverage	  (e.g.,	  preexisong	  
condioons)	  (N=88)	  

Adequacy	  of	  health	  insurance	  (e.g.,	  amount	  of	  co-‐
pays	  &	  deducobles,	  consistency	  of	  coverage)	  (N=88)	  

Availability	  of	  doctors,	  nurses,	  and/or	  specialists	  
(N=88)	  

Cost	  of	  prescripton	  drugs	  (N=88)	  

Cost	  of	  health	  care	  (N=88)	  

Cost	  of	  health	  insurance	  (N=88)	  

Mean	  (1=not	  at	  all,	  5=a	  great	  deal)*	  
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Substance	  Use	  and	  Abuse	  
	  
Figure	  9.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  SUBSTANCE	  USE	  AND	  ABUSE	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

	  

Physical	  Health	  

Figure	  10.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  PHYSICAL	  HEALTH	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

3.52	  

3.71	  

3.93	  

4.14	  

1	   2	   3	   4	   5	  

Smoking	  (N=87)	  

Presence	  and	  influence	  of	  drug	  dealers	  in	  the	  
community	  (N=83)	  

Alcohol	  use	  and	  abuse	  (N=86)	  

Drug	  use	  and	  abuse	  (N=87)	  

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

2.81	  

3.35	  

3.47	  

3.77	  

3.81	  

3.92	  

1	   2	   3	   4	   5	  

Availability	  of	  good	  walking	  or	  biking	  opoons	  (as	  
alternaoves	  to	  driving)	  (N=86)	  

Cost	  of	  exercise	  facilioes	  (N=85)	  

Availability	  of	  exercise	  facilioes	  (N=87)	  

Lack	  of	  exercise	  and/or	  inacovity	  (N=88)	  

Poor	  nutrioon/eaong	  habits	  (N=88)	  

Obesity	  (N=88)	  

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

Figure	  11.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  MENTAL	  HEALTH	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

	  

Illness	  

Figure	  12.	  Level	  of	  concern	  with	  statements	  about	  the	  community	  regarding	  ILLNESS	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  

	  

	  

	  

3.40	  

3.41	  

3.41	  

3.47	  

3.50	  

1	   2	   3	   4	   5	  

Depression	  (N=86)	  

Quality	  of	  mental	  health	  programs	  (N=76)	  

Availability	  of	  services	  for	  addressing	  mental	  health	  
problems	  (N=82)	  

Availability	  of	  qualified	  mental	  health	  providers	  
(N=81)	  

Stress	  (N=86)	  

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

3.19	  

3.98	  

4.34	  

1	   2	   3	   4	   5	  

Communicable	  diseases	  (e.g.,	  including	  sexually	  
transmired	  diseases,	  AIDS)	  (N=85)	  

Chronic	  disease	  (e.g.,	  diabetes,	  heart	  disease,	  
mulople	  sclerosis)	  (N=88)	  

Cancer	  (N=88)	  

Mean	  (1=not	  at	  all,	  5=a	  great	  deal)*	  
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Delivery	  of	  Health	  Care	  in	  the	  Community	  

Figure	  13.	  How	  well	  topics	  related	  to	  DELIVERY	  OF	  HEALTH	  CARE	  in	  the	  community	  are	  being	  addressed	  

	  
*Means	  exclude	  “do	  not	  know”	  responses.	  
	  
Respondents	  mentioned	  the	  strong	  partnerships	  and	  collaborations	  that	  are	  working	  to	  create	  healthier	  
communities.	  Faith	  and	  religious	  organizations	  that	  are	  addressing	  social	  concerns	  and	  supporting	  the	  
community	  were	  also	  mentioned.	  Respondents	  also	  said	  that	  affordable	  housing	  was	  another	  issue	  within	  the	  
community.	  	  	  
	  
Respondents	  had	  moderate	  agreement	  that	  there	  an	  engaged	  government	  and	  a	  socially	  and	  culturally	  diverse	  
community.	  There	  was	  also	  moderate	  agreement	  that	  the	  people	  who	  live	  in	  the	  communities	  are	  aware	  
of/engaged	  in	  social,	  civic,	  or	  political	  issues	  and	  that	  there	  is	  a	  sense	  people	  can	  make	  a	  difference.	  
	  

2.55	  

2.76	  

2.80	  

2.82	  

2.88	  

2.94	  

3.01	  

3.19	  

3.20	  

3.21	  

3.27	  

3.27	  

3.43	  

3.56	  

1	   2	   3	   4	   5	  

Health	  services	  for	  obesity	  (N=80)	  

Mental	  health	  services	  (e.g.,	  depression,	  demenoa/
Alzheimer's	  disease,	  stress)	  (N=78)	  

Needs	  of	  communioes	  dealing	  with	  a	  hospital	  or	  clinic	  
closure	  (N=61)	  

Costs	  of	  the	  delivery	  of	  health	  care	  (N=83)	  

Arenoon	  given	  to	  prevenove	  services	  (N=84)	  

Coordinaoon/communicaoon	  among	  providers	  
(N=81)	  

Health	  services	  for	  cancer	  paoents	  (N=83)	  

Number	  of	  health	  care	  providers	  and	  specialists	  
(N=86)	  

Health	  services	  for	  heart	  disease	  (N=82)	  

Number	  of	  health	  care	  staff	  in	  general	  (N=85)	  

Health	  services	  for	  diabetes	  (N=81)	  

Access	  to	  needed	  technology/equipment	  (N=85)	  

Distance/transportaoon	  to	  health	  care	  facility	  (N=86)	  

Access	  to	  emergency	  services	  (e.g.,	  ambulance	  and	  
911)	  (N=85)	  

Mean	  (1=not	  at	  all	  well,	  5=very	  well)*	  
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Personal	  Heath	  Care	  Information	  
	  
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.	  Over	  50%	  said	  that	  they	  did	  have	  a	  cancer	  screening	  or	  cancer	  care	  in	  the	  
past	  year.	  
	  
Figure	  18.	  	  Whether	  respondents	  had	  a	  cancer	  screening	  or	  cancer	  care	  in	  the	  past	  year	  

	  

Cancer	  Screening	  
	  
Among	  respondents	  who	  had	  not	  had	  a	  cancer	  screening	  or	  cancer	  care	  in	  the	  past	  year,	  52%	  said	  they	  had	  not	  
done	  so	  because	  their	  doctor	  had	  not	  suggested	  it.	  	  	  

• Over	  13%	  stated	  that	  cost	  was	  a	  factor.	  
• 50%	  of	  respondents	  stated	  that	  they	  thought	  the	  cancer	  screening	  was	  not	  necessary.	  
• Fear	  and	  cost	  was	  a	  reason	  for	  over	  13%	  of	  respondents	  to	  not	  have	  the	  screening.	  	  	  (Figure	  19)	  

	  
Figure	  19.	  	  Reasons	  among	  respondents	  who	  have	  not	  had	  a	  cancer	  screening	  or	  cancer	  care	  in	  the	  past	  year	  
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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	  through	  an	  employer.	  Personal	  income	  and	  private	  health	  insurance	  were	  also	  used.	  Medicare	  
was	  used	  by	  10%	  of	  respondents	  and	  Medicaid	  by	  over	  4%.	  Indian	  Health	  Services	  was	  utilized	  by	  over	  10%	  of	  
respondents.	  Military	  and	  veteran’s	  benefits	  are	  also	  a	  part	  of	  the	  mix.	  
	  
Figure	  20.	  	  Methods	  respondents	  have	  used	  to	  pay	  for	  health	  care	  costs	  over	  the	  last	  12	  months	  

	  
	  
Primary	  Care	  Provider	  
	  
The	  top	  three	  reasons	  respondents	  gave	  for	  their	  choice	  of	  primary	  health	  care	  provider	  were	  location,	  quality	  
of	  services,	  and	  the	  availability	  of	  services.	  	  	  (Figure	  21)	  	  
	  
Figure	  21.	  Respondents’	  reasons	  for	  choosing	  primary	  health	  care	  provider	  
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Respondents’	  Primary	  Health	  Care	  Provider	  
	  
Respondents	  were	  asked	  which	  provider	  they	  used	  for	  their	  primary	  health	  care.	  	  Sixty	  five	  percent	  (65%)	  of	  
respondents	  said	  they	  use	  Sanford	  Health	  as	  their	  primary	  health	  care	  provider.	  (Figure	  22)	  

	  
Figure	  22.	  	  Respondents’	  primary	  health	  care	  provider	  

	  
	   	  

4.8	  

65.5	  

23.8	  

0	   10	   20	   30	   40	   50	   60	   70	  

Other**	  

Sanford	  	  

Avera	  

Percent	  



29 
 

Respondents	  Representing	  Chronic	  Disease	  
	  
Respondents	  were	  asked	  to	  select	  their	  personal	  general	  health	  conditions/diseases.	  Weight	  control	  received	  
the	  most	  responses	  with	  29.8%	  of	  participants	  selecting	  this	  condition.	  The	  chronic	  diseases	  found	  among	  
respondents	  include	  arthritis,	  asthma,	  cancer,	  heart	  disease,	  diabetes,	  Alzheimer’s,	  high	  cholesterol,	  
hypertension	  and	  depression.	  (Figure	  26)	  
	  
Figure	  26.	  Respondent’s	  health/chronic	  diseases	  
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Demographic	  Information	  
	  
The	  majority	  (48.3%)	  of	  respondents	  are	  35	  to	  54	  years	  old.	  
	  
Figure	  23.	  Respondents’	  age	  distribution

	  
	  
	  
	  
	  
Over	  25%	  respondents	  have	  a	  Bachelor’s	  degree	  or	  higher,	  including	  28%	  who	  have	  a	  graduate	  or	  professional	  
degree.	  
	  
Figure	  24.	  	  Respondents’	  education	  
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Over	  51%	  of	  respondents	  are	  female.	  	  
	  
Figure	  25.	  	  Respondents’	  gender	  distribution	  
	  

	  
	  
	  
	  
Secondary	  Research	  	  
	  
Health	  Outcomes	  –	  Mortality	  and	  Morbidity	  
	  
The	  state	  of	  South	  Dakota	  has	  more	  premature	  deaths	  than	  the	  national	  benchmark,	  and	  Brule,	  Buffalo	  and	  
Lyman	  counties	  have	  higher	  rates	  than	  the	  national	  benchmark	  and	  South	  Dakota	  as	  a	  whole.	  The	  Morbidity	  
health	  outcomes	  indicate	  that	  Brule	  and	  Buffalo	  county	  citizens	  report	  more	  days	  of	  poor	  health	  (self-‐reported)	  
than	  the	  national	  or	  South	  Dakota	  benchmark.	  	  	  
	  
South	  Dakota	  and	  Brule	  and	  Buffalo	  counties	  report	  more	  mentally	  unhealthy	  days	  than	  the	  state	  or	  national	  
benchmarks,	  while	  Lyman	  County	  is	  below	  both	  benchmarks.	  
Brule	  County	  has	  a	  lower	  percentage	  of	  low	  birth	  weight	  than	  either	  the	  state	  or	  national	  benchmarks,	  while	  
Lyman	  and	  Buffalo	  counties	  are	  above	  both	  benchmarks.	  

Health	  Outcomes	  –	  Brule	  County	  
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Health	  Outcomes	  –	  Buffalo	  County	  

	  

Health	  Outcomes	  –	  Lyman	  County	  

	  

	  

	  

	  

	  

	  

Health	  Factors	  

The	  Health	  Behavior	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  higher	  
percentages	  of	  adult	  smokers	  (equal	  to	  or	  greater	  than	  100	  cigarettes)	  than	  the	  national	  benchmark.	  Of	  the	  
three	  counties,	  Buffalo	  County	  has	  nearly	  half	  of	  its	  population	  (46%)	  as	  adult	  smokers.	  All	  three	  counties	  are	  
above	  the	  state	  and	  national	  benchmarks	  for	  adult	  obesity	  (greater	  than	  or	  equal	  to	  30	  BMI)	  and	  South	  Dakota	  
and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  a	  greater	  percentage	  of	  physical	  inactivity	  than	  the	  national	  
benchmark.	  
	  
Health	  Behaviors	  Brule	  County	  	  
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South	  Dakota	  (19%),	  Brule	  (13%),	  Buffalo	  (35%)	  and	  Lyman	  (21%)	  counties	  have	  much	  higher	  percentages	  of	  
excessive	  drinking	  than	  the	  national	  benchmark	  (8%).	  	  	  
	  
Health	  Behaviors	  Buffalo	  County	  	  
	  

	  
	  
The	  teen	  birth	  rate	  in	  South	  Dakota,	  Buffalo	  and	  Lyman	  counties	  is	  higher	  than	  the	  national	  benchmark.	  Buffalo	  
and	  Lyman	  counties	  are	  significantly	  higher	  at	  135	  and	  77.	  Brule	  County	  is	  below	  the	  national	  and	  state	  
benchmarks.	  
	  
Health	  Behaviors	  Lyman	  County	  
	  

	  

Clinical	  Care	  

The	  Clinical	  Care	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  higher	  
percentages	  of	  uninsured	  adults	  than	  the	  national	  benchmark.	  	  	  
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There	  are	  more	  patients	  per	  physician	  in	  South	  Dakota	  and	  Buffalo	  County	  than	  the	  national	  benchmark,	  with	  
Buffalo	  County	  nearly	  double	  the	  South	  Dakota	  ratio.	  Brule	  and	  Lyman	  counties	  are	  below	  the	  state	  and	  national	  
benchmarks.	  
	  
The	  ratio	  of	  population	  to	  mental	  health	  providers	  is	  less	  positive	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  
counties	  than	  the	  national	  benchmark.	  
	  
Limited	  reportable	  data	  for	  preventable	  hospital	  stays	  was	  available	  for	  the	  all	  counties	  served.	  Diabetes	  
screening	  in	  South	  Dakota	  is	  lower	  than	  the	  national	  benchmark.	  Brule	  and	  Buffalo	  County	  diabetes	  screening	  is	  
below	  the	  national	  benchmark	  but	  about	  the	  same	  as	  the	  South	  Dakota	  percentage.	  Lyman	  County	  screening	  is	  
below	  the	  state	  and	  national	  benchmarks.	  
	  
Social	  and	  Economic	  Factors	  
	  
The	  Social	  and	  Economic	  Factors	  outcomes	  indicate	  that	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  
have	  lower	  high	  school	  graduation	  rates	  than	  the	  national	  benchmark.	  Like	  South	  Dakota,	  Brule,	  Buffalo	  and	  
Lyman	  counties	  have	  lower	  percentages	  of	  post-‐secondary	  education	  than	  the	  national	  benchmark.	  
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South	  Dakota	  unemployment	  rate	  was	  lower	  in	  South	  Dakota	  and	  Brule	  County	  than	  the	  national	  benchmark,	  
but	  Lyman	  and	  Buffalo	  counties	  exceeded	  both	  the	  state	  and	  national	  benchmarks.	  
The	  percentage	  of	  child	  poverty	  is	  higher	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  than	  the	  
national	  benchmark.	  	  	  
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Physical	  Environment	  
	  
Because	  of	  the	  rural	  geography,	  the	  Physical	  Environment	  outcomes	  indicate	  that	  there	  is	  no	  air	  pollution	  or	  
ozone	  pollution	  in	  this	  area.	  Access	  to	  healthy	  food	  in	  Lyman	  and	  Brule	  counties	  is	  below	  the	  national	  and	  state	  
benchmark,	  while	  Buffalo	  County	  is	  below	  the	  benchmarks.	  
	  
Access	  to	  recreational	  facilities	  ranks	  lower	  in	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  than	  the	  
national	  percentage.	  
	  
Demographics	  
	  
Youth	  account	  for	  28.5-‐40.5%	  of	  the	  population	  in	  Buffalo	  and	  Lyman	  counties,	  which	  is	  above	  the	  national	  and	  
state	  benchmark,	  while	  Brule	  County	  is	  near	  the	  national	  benchmark.	  	  	  
	  
South	  Dakota	  and	  all	  three	  counties	  in	  the	  service	  area	  population	  are	  more	  proficient	  in	  the	  English	  language	  
than	  the	  national	  benchmark.	  Additionally,	  South	  Dakota	  and	  Brule,	  Buffalo	  and	  Lyman	  counties	  have	  higher	  
rates	  of	  literacy	  than	  the	  national	  threshold.	  
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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.	  	  	  
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Health	  Needs	  Identified	  
	  
Community	  Assets/Prioritization	  Process	  
	  
A	  review	  of	  the	  primary	  and	  secondary	  research	  concerns	  was	  conducted	  and	  followed	  by	  an	  asset	  mapping	  
exercise	  to	  determine	  what	  resources	  were	  available	  to	  address	  the	  needs.	  An	  informal	  gap	  analysis	  was	  
conducted	  at	  the	  conclusion	  of	  the	  asset	  mapping	  work.	  
	  
Table	  1	  in	  the	  Appendix	  displays	  the	  concerns	  and	  assessed	  needs	  that	  were	  determined	  by	  the	  assessment:	  

• Urgent	  care/after-‐hours	  clinic/availability	  of	  providers	  
• Housing	  
• Diabetes	  services	  locally	  
• Outreach	  doctors	  (specialties)	  to	  community	  
• Keep	  young	  people	  in	  the	  community	  
• Cancer	  –	  travel	  out	  of	  town	  to	  get	  treatment	  
• Mental	  Health	  shortage/suicide	  incidence	  
• Substance	  abuse	  
• Dental	  care	  shortage	  
• Obesity	  
• Higher	  incidence	  of	  premature	  death	  
• Community	  wellness	  program	  
• Transportation	  issues	  
• Bullying	  
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After	  asset	  mapping	  to	  identify	  the	  community	  resources	  that	  are	  available	  to	  address	  the	  needs,	  the	  priorities	  
that	  remain	  include:	  	  

• Behavioral	  Health	  
• Access	  to	  Care	  

	  
The	  Sanford	  Chamberlain	  Community	  Needs	  Assessment	  Steering	  Committee	  then	  utilized	  the	  multi-‐voting	  
technique	  to	  establish	  priority	  needs.	  
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2013	  Community	  Health	  Needs	  Assessment	  

Sanford	  Chamberlain	  Implementation	  Strategy	  
	  
	  
	  

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

• Urgent	  Care/Access	  to	  Providers	  
• Mental	  Health	  /Substance	  Abuse	  

	  
	  
Strategies	  to	  address	  the	  identified	  needs	  include:	  
	  

• Priority	  1:	  Urgent	  Care/Access	  to	  providers	  
o Extended	  hours	  of	  clinic	  two	  days	  per	  week	  (until	  6	  p.m.)	  
o Walk	  in	  clinic	  two	  days/week	  from	  4:00-‐6:30	  p.m.	  
o Create	  advertising	  to	  educate	  customers	  on	  walk-‐in	  clinic	  (e.g.	  not	  to	  be	  used	  for	  annual	  

physicals)	  
	  

• Priority	  2:	  Mental	  Health/Substance	  Abuse	  
o Fully	  implement	  HC	  program	  –	  including	  psychiatrist	  and	  Behavioral	  Health	  support	  

professionals	  
o Utilize	  internal	  resources	  already	  available	  through	  on	  staff	  MSW	  
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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:	  
Ø Family	  Wellness	  Center	  
Ø Honor	  Your	  Health	  Program	  
Ø WebMD	  Fit	  Program	  	  
Ø Bariatric	  Services	  	  
Ø Eating	  Disorder	  Institute	  
Ø Mental	  Health/Behavioral	  Health	  	  
Ø Profile	  

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