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Sanford USD Medical Center
Community Health Needs Assessment
2012-2013

Purpose

Sanford USD 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 8 states.

Sanford USD 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.

The 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 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 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 not-for-
profit status.
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Our 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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Sanford USD 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
*  Community Health Needs Assessment of Residents
e  City of Sioux Falls Health Department- Live Well Sioux Falls CHANGE Assessment Results

The following quantitative data sets were studied:
* 2011 County Health Profiles for Minnehaha and Lincoln Counties
* Aging Profiles for Minnehaha and Lincoln Counties
¢ Diversity Profiles for Minnehaha and Lincoln 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.
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The multi-voting methodology was implemented to determine what top priorities would be further
developed into implementation strategies.

Key Findings — Primary Research

Sanford USD Medical Center distributed the community health needs assessment survey tool that was
developed by the Greater Fargo-Moorhead Community Health Needs Assessment Collaborative to key
stakeholder groups as a method of gathering input from a broad cross section of the Sioux Falls
community.

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 findings discussed in this section are a result of the analysis of the survey qualitative data.

Respondents had very high levels of agreement that the people in their community are friendly, helpful
and supportive, there is quality health care, the community is a good place to raise kids and is a safe and
healthy place to live with quality higher education opportunities, school systems and programs for
youth. However, respondents agreed the least that there is tolerance, inclusion, and open-mindedness,
effective transportation and cultural richness in their community.

Respondents were most concerned about child abuse and neglect, substance abuse, domestic violence
and issues regarding the aging population (e.g. availability and cost of long-term care, and availability of
resources to help elderly stay in their homes). Respondents were also concerned with issues regarding
children and youth (e.g. availability and cost of quality child care, bullying, availability and cost of
services for youth, and child abuse and neglect). Environmental issues regarding garbage and litter,
water quality, air quality, and noise levels were not a large concern.

Among health and wellness concerns, respondents were most concerned about the costs associated
with health insurance, health care, and prescription drugs. Respondents were also concerned about
physical health issues, particularly obesity, poor nutrition and eating habits, and inactivity or lack of
exercise. The adequacy of health insurance (e.g. amount of co-pays and deductibles) and access to
health insurance coverage (e.g. pre-existing conditions), as well as chronic disease (e.g. diabetes, health
disease, multiple sclerosis) stress and depression were also among the top health and wellness concerns
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among respondents. Respondents were least concerned about patient confidentiality and distance to
health care services.

Respondents had moderate levels of concern with respect to the availability of employment
opportunities and low wages, economic disparities between higher and lower classes, hunger,
homelessness, poverty, and with the cost of living.

Respondents were moderately concerned with the availability of public transportation, road conditions
and road rage. Respondents were least concerned with traffic congestion.

Respondents were not very concerned with environmental issues in their community. There is high
agreement that the community has a general cleanness.

The levels of concern among respondents regarding substance use and abuse issues in their community

were fairly high. Respondents were most concerned about drug and alcohol use and abuse and smoking.
Although still moderately high, respondents were least concerned about the presence of drug dealers in
the community.

The top reasons respondents gave for their choice of primary health care provider were location, quality
of services, availability of services and the sense of being valued as a patient. Influence by health
insurance ranked the lowest reason for primary care provider choice.

More than 50% (56.4%) of 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 their doctor had not suggested
it or it was considered not necessary. Fear, unfamiliarity with recommendations, and not knowing who
to see were not reasons that the majority of respondents gave.

A majority of respondents (88.5%) said they had paid for health care costs over the last 12 months by
health insurance through an employer. Medicare, personal income and private health insurance and
veteran’s health care benefits were also used.

Respondents were asked which provider they used for their primary health care. Four out of five
respondents said they use Sanford Health as their primary health care provider. One in five said that
they use other services.

Live Well Sioux Falls - CHANGE Assessment Results

The Sioux Falls Health Department conducted a community health needs assessment utilizing the
Centers for Disease Control and Prevention Community Health Assessment aNd Group Evaluation
(CHANGE) tool. The CHANGE tool allows local stakeholders to work together in a collaborative process
to survey their community; offers suggestions and examples of policy, systems, and environmental
change strategies; and provides feedback to communities as they institute local-level change for healthy
living.

There are Five Sectors of the CHANGE Tool, and for each sector, the tool includes specific
guestions to be answered in the areas of demographics, physical activity, nutrition, tobacco, chronic
disease management, and leadership. In addition, the school sector includes questions related to the
school district and after-school program.
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The results of the 2012 Sioux Falls Department of Health Community Assessment are published in the
2012 Community Health Status Report at www.cityofsiouxfalls.org/health/comm.-health-status.aspx
and in the Appendix of this report.

The top five identified needs include:
* Chronic Disease management
* Leadership engagement
*  Physical Activity
* Nutrition
* Tobacco Use

Live Well Sioux Falls leadership and partners have developed key strategies to address the identified
needs at the sector level. Each sector has identified a main strategy for implementation. Community
wide strategies continue to evolve. Sanford Medical Center- USD is committed to serve the City of Sioux
Falls Health Department by working in partnership to meet the community needs.

Key Findings - Secondary Research

Health Outcomes

The mortality health outcomes indicate that South Dakota as a state has more premature deaths than
the national benchmark. While the state has more premature deaths than the national benchmark,
Lincoln County, South Dakota has a lower rate than the national benchmark, and Minnehaha County has
a slightly higher rate than the national benchmark.

The morbidity health outcomes indicate that South Dakota citizens report more days of poor health than
the national benchmark, however, Minnehaha County reports equal to the national benchmark and
Lincoln County reports slightly better health days. South Dakota and Minnehaha County report more
physically unhealthy days than the national benchmark, while Lincoln County reports a low percentage
of poor health days.

South Dakota and Minnehaha County report more mentally unhealthy days than the national
benchmark, while Lincoln County reports substantially better mental health days.

South Dakota and Minnehaha County have a higher percentage of low birth weight than the national
benchmark, while Lincoln County is near the national benchmark.

Health Factors

The health behavior outcomes indicate that South Dakota and Minnehaha County have higher
percentages of adult smokers than the national benchmark; however, Lincoln County has a lower rate.
Adult obesity is also higher in the state of South Dakota and Minnehaha County, while Lincoln County is
near the national benchmark. South Dakota and Minnehaha County have a higher percentage of
physical inactivity than the national benchmark, while Lincoln County falls only one percentage point
higher than the national benchmark.

South Dakota and Minnehaha and Lincoln counties have a higher percentage of binge drinking reports
than the national benchmark, and Lincoln County is substantially higher than all of them in binge

12



drinking. Motor vehicle crash death rates are nearly double the national benchmark in South Dakota,
and slightly higher than the national benchmark in Minnehaha and Lincoln counties.

Sexually transmitted infections rank substantially higher than the national benchmark for South Dakota
(371.3 vs. national benchmark of 83.0), and Minnehaha County (433.1); however, this is lower than the
national benchmark in Lincoln County (60.4).

The teen birth rate is higher in South Dakota and Minnehaha County than the national benchmark, but is
lower in Lincoln County.

The clinical care outcomes indicate that South Dakota has a higher percentage of uninsured adults than
the national benchmark, while Minnehaha and Lincoln counties have a lower percentage. The
percentage of uninsured youth is Minnehaha County is slightly lower than the national benchmark, but
is slightly higher in Lincoln County and South Dakota as a whole.

The ratio of population to primary care physicians is higher in South Dakota and Minnehaha and Lincoln
counties than the national benchmark.

The ratio of population to mental health providers is much higher in South Dakota and Minnehaha
County than the national benchmark; however, Lincoln County falls substantially better than the
national benchmark. The number of professionally active dentists is lower than the national benchmark
in South Dakota and Minnehaha County, but is better in Lincoln County. Preventable hospital stays are
higher than the national benchmark in South Dakota and both Minnehaha and Lincoln counties.

Diabetes screening in South Dakota and in Minnehaha County is slightly lower than the national
benchmark, but is slightly higher than the national benchmark in Lincoln County.

The social and economic factor outcomes indicate that South Dakota and Minnehaha and Lincoln
counties all have a lower high school graduation rate than the national benchmark, and both South
Dakota and Minnehaha County have a lower percentage of post secondary education than the national
benchmark, while Lincoln County has a higher percentage. The unemployment rate was lower in South
Dakota and Minnehaha and Lincoln counties than the national benchmark. The percentage of child
poverty is substantially higher in South Dakota than the national benchmark; however, Minnehaha
County is at the national benchmark for child poverty, and Lincoln County is much lower than the
national benchmark.

Inadequate social support in higher in South Dakota and Minnehaha County but is lower in Lincoln
County than the national benchmark.

The percentage of children in single parent households is higher than the national benchmark in South
Dakota and Minnehaha County but is lower in Lincoln County. The number of homicide deaths in South
Dakota and Minnehaha County is higher than the national benchmark.

The physical environment outcomes indicate that there is no air pollution or ozone pollution in this area.
Access to healthy food is ranked far below the national benchmark. There can be a far distance to travel
to grocery stores, and there are food deserts in some communities where only a gas station
convenience store is close to home. Access to recreational facilities ranks lower than the national
benchmark for South Dakota and Minnehaha and Lincoln counties.
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Youth account for 24% of the population in Minnehaha County and 29% of the population in Lincoln
County. Elderly account for 12% of the population in Minnehaha County and for 6% of the population in
Lincoln County. Fifteen percent (15%) of Minnehaha County is rural compared to 48% of South Dakota
and 21% as the national benchmark. Sixty-one percent (61%) of Lincoln County is rural.

Only 2% of South Dakotans, 4% of Minnehaha County, and 1% of Lincoln County population is not
proficient in English compared to the national benchmark of 9%. South Dakota’s illiteracy rate is 7%,
Minnehaha County is at 7%, and Lincoln County is at 5%, compared to the national benchmark of 15%.

The population for this area is relatively young with only 1% in Lincoln County and 2% in Minnehaha
County older than 85 years of age, and only 9% and 11% respectively older than 65 years of age.
Fourteen percent (14%) of South Dakotans are older than 65 years of age and only 2% are older than 85.

The gender distribution is 50-50 in these counties and 50-50 for the state of South Dakota.

The majority of individuals in these counties own their homes with the largest percentage of home
ownership in Lincoln County at 78% and Minnehaha County at 65%. Sixty-eight percent (68%) of South
Dakotans own their own home.

According to the 2010 Census Data, the population of working age in the labor force is 75% in
Minnehaha County and 80% in Lincoln County. The percentage of those who are living at less than 100%
of the poverty level is 14% in South Dakota, 10 % in Minnehaha County, and 4% in Lincoln County. In
South Dakota, 33% are at less than 200% of the poverty level.

The median annual household income in South Dakota is $46,369 while Minnehaha County is at $51,799
and Lincoln County is at $67,365 annual income.

The population distribution by race demonstrates that South Dakota is predominantly white, followed
by American Indian alone, then Hispanic origin of any race, and Black alone. The Asian population ranks

fifth in South Dakota.

In Minnehaha County the ranking is White, Hispanic, Black, American Indian and Asian, while in Lincoln
County the ranking is White, Hispanic, Asian, Black and American Indian.

Implementation Strategy

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

* Dental care

* Services for the elderly

Implementation Strategy: Elderly Services

* Consider the recruitment of Geriatricians

* Nurse-led clinics - explore external funding opportunities to:
o Consider expansion of CareSpan (walk-in nurse-run elder care clinic) hours and locations
o Consider expansion of Foot Care Clinics hours and locations

* Continue and expand community-based nurse-led dialogues regarding Healthcare Directives and

end-of-life care
* Consider establishing an older adult population advisory council within the community
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Implementation Strategy: Dental Care
* Explore opportunities to help promote either free or sliding scale fee dental services and
programs already offered in the community (e.g. Falls Community Health Center and Ronald
McDonald Mobile Care Unit)
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Sanford USD 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:
e 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
e Community involvement and support is essential to success
* Sanford Health is invited into the communities we serve
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Description of Sanford USD Medical Center

Sanford’s USD Medical Center in Sioux Falls provides leading care for patients from across the Midwest.
As the largest hospital in South Dakota, and a teaching hospital for the Sanford School of Medicine at
the University of South Dakota. Sanford USD Medical Center is consistently named a Top 100 Hospital in
the nation. The comprehensive care provided at Sanford USD includes emergency air transport,
neonatal and pediatric intensive care, transplant services, and specialty centers in children’s, heart,
cancer, neuroscience, sports medicine and women’s health. Sanford USD houses 545 beds, and includes
4,000 employees, a Level Il Adult Trauma Emergency Center and a Level |l Pediatric Emergency Trauma
Center.

Community Description

Sioux Falls is the largest city in the state of South Dakota. Sioux Falls is the county seat of Minnehaha
County, and also extends into Lincoln County to the south. As of the 2010 census, Sioux Falls had a
population of 153,888. The metropolitan population of 228,261 accounts for 28% of South Dakota's
population

Sioux Falls is named for the Sioux tribe of American Indians and the waterfalls of the Big Sioux River,
located a few blocks from today’s downtown district. The Sioux tribe named the water Minne Waukon
(sacred water). The falls remain a popular local landmark and tourist attraction.

Sioux Falls is the home of a number of financial companies, which may be partially due to the lack of a
state corporate income tax. The largest employers among these are Wells Fargo and Citigroup. Other
important financial service companies located in Sioux Falls include Great Western Bank, Western Surety
Company (CNA Surety), Total Card Inc., Capital Card Services, Midland National Life Insurance Company,
Capital One, and First Premier Bank. Other companies based in Sioux Falls include retailers Lewis Drug
and Sunshine Foods, as well as communications companies LodgeNet and Midcontinent
Communications.

The John Morrell plant has always been a major employer in Sioux Falls, although the city's economy has
become more diversified in recent decades. While no longer as economically dominant as it once was,
the manufacturing and food processing sector remains an important component of the economy of
Sioux Falls. The John Morrell meat packing plant is the third largest employer in the city. Other
important manufacturing companies include Wheeler Tank Manufacturing, Maguire Iron, Amesbury
Group, Teem, Raven Industries, Bell Incorporated, Tyco, Gage Brothers, and Rosenbauer America.

Sioux Falls is a significant regional health care center. There are four major hospitals in Sioux Falls:
Sanford Health (formerly Sioux Valley), Avera McKennan Hospital, the South Dakota Veterans Affairs
Hospital, and the Avera Heart Hospital of South Dakota. Sanford Health and Avera Health are the largest
and second largest employers in the city, respectively. Emergency medical services (EMS) are provided
by both the Sioux Falls Rural/Metro Ambulance Service and the Sioux Falls Fire Rescue.

The USGS Earth Resources Observation and Science Center is located approximately 10 miles north of
Sioux Falls. It currently houses one of the largest computer complexes in the Department of the Interior.
EROS has approximately 600 government and contractor employees.

Sioux Falls is home to Augustana College, the University of Sioux Falls, Sioux Falls Seminary, Kilian
Community College, Southeast Technical Institute, National American University, Colorado Technical
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University, the South Dakota School for the Deaf, Great Plains Baptist College, Globe
University/Minnesota School of Business, the University of South Dakota's Sanford School of Medicine
(Sioux Falls campus), Stewart School, and the South Dakota Public Universities and Research Center
(formerly known as USDSU). The Sioux Falls School District serves 23,042 students living in Sioux Falls
and some of its surrounding suburbs.

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 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 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.
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The following qualitative data sets were studied:
* Survey of Sioux Falls Key Stakeholders
¢ City of Sioux Falls Health Department - Live Well Sioux Falls CHANGE Assessment Results
¢ 2011 Community Health Status Report — City of Sioux Falls

The following quantitative data sets were studied:
* 2011 County Health Profiles for Minnehaha and Lincoln Counties
* Aging Profiles for Minnehaha and Lincoln Counties
* Diversity Profiles for Minnehaha and Lincoln 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 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.

Sioux Falls Community Health Needs Assessment of Community Leaders

The purpose of the community leader survey was to explore the views of key leaders in the greater
Sioux Falls area (e.g., health professionals, social workers, educators, elected leadership, and nonprofit
leaders) regarding the resident population’s health and the prevalence of disease and health issues
within the community.

The community leaders’ survey included a set of questions at the end relating to the respondents’ name,
title, affiliation, area of expertise, city/town, and state. These questions were included to fulfill the
current interpretation of IRS requirements for non-profit hospitals conducting community health needs
assessments as part of the new compliance requirements imposed by the Patient Protection and
Affordable Care Act signed into law on March 23, 2010.

A total of 92 surveys were completed through a Survey Monkey link. The purpose of this survey was to
learn about the perceptions of area key stakeholders regarding the prevalence of disease and health
issues in their community.

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.
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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 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 92 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

Sanford USD Medical Center distributed the community health needs assessment survey tool that was
developed by the Greater Fargo-Moorhead Community Health Needs Assessment Collaborative to key
stakeholder groups as a method of gathering input from a broad cross section of the Sioux Falls

community. Findings discussed in this section are a result of the analysis of the survey qualitative data.

Respondents had very high levels of agreement that their community has educational opportunities and
programs, the community is a good place to raise kids, and there is quality health care. However,
respondents agreed the least that there is tolerance, inclusion, and open-mindedness in their
community, and that there is effective transportation.

Respondents were most concerned about child abuse and neglect, substance abuse, domestic violence
and issues regarding the aging population (e.g. availability and cost of long-term care and availability of
resources to help the elderly stay in their homes). Respondents were also concerned with issues
regarding children and youth (e.g. availability and cost of quality child care, and bullying).
Environmental issues regarding garbage and litter, water quality, air quality, and noise levels were not a
large concern.
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Among health and wellness concerns, respondents were most concerned about the costs associated
with health insurance, health care, and prescription drugs. Respondents were also concerned about
physical health issues, particularly obesity, poor nutrition and eating habits, and inactivity or lack of
exercise. The adequacy of health insurance (i.e., amount of co-pays and deductibles) and access to
health insurance coverage (i.e., pre-existing conditions), as well as chronic disease (e.g. diabetes, health
disease, cancer) stress and depression were also among the top health and wellness concerns among
respondents. Respondents were least concerned about patient confidentiality and distance to health
care services.

Community Assets/Best Things about the Community
Using a 1 to 5 scale, with 1 being “not at all” and 5 being “a great deal,” respondents were asked to rate
their level of agreement with various statements about their community regarding people, services and
resources, and quality of life.

Respondents indicated the top five community assets or best things about the community were:
* there is quality health care
* there are quality higher education opportunities and institutions
* the community is a good place to raise kids
* there are quality school systems and programs for youth
* people are friendly, helpful, and supportive

Overall, respondents had moderately high levels of agreement regarding positive statements that reflect
the people in their community (Figure 1).
* On benchmark, respondents agreed the most that people in their community are friendly,
helpful and supportive.
* Respondents also had a fairly high level of agreement that there is a sense of community or
feeling connected to people who live here.
* Although still a moderate level of agreement, respondents agreed the least that there is
tolerance, inclusion, and open-mindedness in their community.

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.

21



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

People are friendly, helpful, supportive (N=92)

There is a sense of community/feeling connected to
people who live here (N=92)

There is a sense that you can make a difference
(N=92)

There is an engaged government (N=91)

People who live here are aware of/engaged in social,
civic, or political issues (N=91)
The community is socially and culturally diverse
(N=91)
There is tolerance, inclusion, open-mindedness
(N=92)

4.46

4.59

2 3 4 5

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

*Means exclude “do not know” responses.

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

RESOURCES

There is quality health care (N=91)

There are quality higher education opportunities and
institutions (N=91)

There are quality school systems and programs for youth
(N=91)

There is access to quality food (N=90)

There is effective transportation (N=91)

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

Means exclude “do not know” responses.
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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=91)

The community is a "healthy" place to live (N=90)

The community is a safe place to live, has little/no
crime (N=91)

The community has a peaceful, calm, quiet
environment (N=90)

The community has an informal, simple, "laidback

lifestyle" (N=91)
The community has a sense of cultural richness
(N=90)

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

Means exclude “do not know” responses.

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=90)

The community has a general cleanliness (e.g., fresh air,
lack of pollution and litter) (N=90)

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

*Means exclude “do not know” responses.
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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=91)

4.43

There are many activities for families and youth (N=87)

There are great events and festivals (N=91)

There are quality arts and cultural activities (N=90)

There are many activities for seniors (N=57) 79

1 2 3 4

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

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

Respondents were asked to rate their level of concern with various statements regarding ECONOMIC
ISSUES, SERVICES AND RESOURCES, TRANSPORTATION, ENVIRONMENTAL POLLUTION, YOUTH

CONCERNS, and SAFETY CONCERNS in their community.

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

Cost of health care and/or insurance (N=82)
Low wages (N=84)

Availability of employment opportunities (N=84)
Availability of affordable housing (N=81)

Hunger (N=83)

Poverty (N=82)

Economic disparities between higher and lower classes
(N=81)

Homelessness (N=84)

Cost of living (N=84)

4.11

2 3 4

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

*Means exclude “do not know” responses.
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Figure 7. Level of concern with statements about the community regarding SERVICES AND RESOURCES

Cost and/or availability of elder care (N=76) 3.53

Resources to meet the needs of the aging population

(N=80) 3.41

Cost and/or availability of child care (N=79) 3.27

False sense of entitlement to services and resources

(N=79) 3.13

Quality and/or cost of education/school programs
3.12

(N=84)
Availability of family services (N=82)

Problems associated with mental health care
systems/policies (not relating to cost) (N=81)

Problems associated with health care systems/
policies (not relating to cost) (N=82)

Availability of youth activities (N=83)

Availability/access to a grocery store (N=81)

1 2 3 4 5

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

*Means exclude “do not know” responses.

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

Availability of public transportation (N=80) 3.24
Road conditions (N=81) 3.22
Driving habits (e.g., speeding, "road rage") (N=81) 3.11
Traffic congestion (N=82) 2.5
1 2 3 4 5
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.



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

Water pollution (N=82)
Noise pollution (N=82)
Air pollution (N=82)

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

*Means exclude “do not know” responses.

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

Bullying (N=81)

Changes in family composition (e.g., divorce, single
parenting) (N=81)

Teen pregnancy (N=80)
Youth crime (N=81)

School dropout rates/truancy (N=79)

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

*Means exclude “do not know” responses.

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

Child abuse and neglect (N=80) 3.66
Substance abuse (N=82) 3.65
Domestic violence (N=80) 3.54
Property crimes (N=82)
Violent crimes (N=82)
Prostitution (N=79)
1 2 3 4
Mean (1=not at all, 5=a great deal)*

*Means exclude “do not know” responses.
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Community Health and Wellness Concerns

Respondents were asked to rate their level of concern about health and wellness issues in their
community regarding ACCESS TO HEALTH CARE, SUBSTANCE USE AND ABUSE, PHYSICAL HEALTH,
MENTAL HEALTH, and ILLNESS.

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

Cost of health insurance (N=78) 433

Cost of health care (N=78) 4.22

Cost of prescripton drugs (N=78) 4.03
Adequacy of health insurance (e.g., amount of co-

pays & deductibles, consistency of coverage) (N=78)

Access to health insurance coverage (e.g., preexisting
conditions) (N=77)

Availability and/or cost of dental and/or vision
insurance coverage (N=78)

Availability and/or cost of dental and/or vision care
(N=78)

Use of emergency room services for primary health
care (N=78)

Availability of prevention programs or services (N=76)

Time it takes to get an appointment (N=76)

Availability of non-traditional hours (e.g., evenings,
weekends) (N=77)

Availability of doctors, nurses, and/or specialists
(N=79)

Availability of/access to transportation (N=78)

Provider is not taking new patients (N=75)

Availability of bilingual providers and/or translators
(N=70)

Distance to health care services (N=77)

Confidentiality (N=78)

1 2 3 4 5

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

*Means exclude “do not know” responses



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

ABUSE

Drug use and abuse (N=77)

Alcohol use and abuse (N=77)

Smoking (N=77)

Presence and influence of drug dealers in the
community (N=72)

3.52

3.45

3.42

2 3 4

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

*Means exclude “do not know” responses.

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

Obesity (N=79)

Poor nutrition/eating habits (N=79)

Lack of exercise and/or inactivity (N=78)

Cost of exercise facilities (N=76)

Availability of exercise facilities (N=78)

Availability of good walking or biking options (as
alternatives to driving) (N=77)

4.13

3.96

2 3 4

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

*Means exclude “do not know” responses.
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Figure 15. Level of concern with statements about the community regarding MENTAL HEALTH

Stress (N=77)

Depression (N=77)

Availability of services for addressing mental health
problems (N=73)

Availability of qualified mental health providers
(N=71)

Quality of mental health programs (N=70)

[EN

2 3 4

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

*Means exclude “do not know” responses.

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

Cancer (N=78)

Chronic disease (e.g., diabetes, heart disease,
multiple sclerosis) (N=78)

Communicable diseases (e.g., including sexually
transmitted diseases, AIDS) (N=75)

3.88

-

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

*Means exclude “do not know” responses.

30




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.

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

Health services for heart disease (N=72) 4.26

Health services for cancer patients (N=76) 4.22

Access to emergency services (e.g., ambulance and
911) (N=76)

Access to needed technology/equipment (N=73)

Number of health care providers and specialists
(N=77)

Number of health care staff in general (N=76)

Health services for diabetes (N=66)

Distance/transportation to health care facility (N=77)

Mental health services (e.g., depression, dementia/
Alzheimer's disease, stress) (N=63)

Attention given to preventive services (N=76)

Coordination/communication among providers
(N=70)

Health services for obesity (N=67)

Costs of the delivery of health care (N=76)

Needs of communities dealing with a hospital or clinic
closure (N=38)

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

The top three reasons respondents gave for their choice of primary health care provider were quality of
services, being influenced by their health insurance, and location.

More than half 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 their doctor had not suggested it.
“Not necessary” was also a reason respondents gave.

Fear and cost were the responses least given.

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.

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

Cancer Screening
No 56.4

Yes 43.60

0.00 10.00 20.00 30.00 40.00 50.00 60.00
Percent

Cancer Screening

Among respondents who had not had a cancer screening or cancer care in the past year, 63.2% 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
0 10 20 30 40 50 60 70
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 and private health insurance were also used.

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

Health Coverage

Did not access 1.3
Veteran's benefits 5.1
Military | O

Indian Health Service | 0

Medicare ] 2.6

Medicaid | 0
Personal income 53.8
Private health insurance
Health Insureance 88.5
0 10 20 30 40 50 60 70 80 90 100

Percent
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Primary Care Provider

The top reasons respondents gave for their choice of primary health care provider were quality of
services, location, and availability of services and sense of being valued as a patient (Figure 21). One in
four respondents said choosing their primary health care provider was influenced by their health
insurance.

Figure 21. Respondents’ reasons for choosing primary health care provider

Reasons for choosing facility

Other
Influenced by health insurance

Sense of being valued

Availability

Quality of service /.3

Location 8.6

50 60

Percent

Respondent’s Primary Care Provider

Respondents were asked which provider they used for their primary health care. Four in five
respondents said they use Sanford Health as their primary care provider.

Figure 22. Primary Health Care Provider

Primary Health Care Provider
Sanford Health 79.5
Avera 13.7
Other 6.8
0 10 20 30 40 50 60 70 80 90
Percent
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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 29.3% of participants selecting this condition. The chronic diseases
found among respondents include arthritis, asthma, cancer, heart disease, diabetes, Alzheimer’s,

hypertension, hypercholesterolemia, and depression. (Figure 23)

Figure 23. Respondent’s health/chronic diseases

Other
None
Weight control 293
Ob/Gyn
Hypertension
High cholesterol
Heart conditions
Muscles or bone problems
Diabetes
Dementia/Alzheimer's
Depression, Anxiety, stress
Cancer
Asthma
Arthritis
0 5 10 15 20 25 30 35
Percent

Distance to Access Medical Care

Respondents were asked how far they have to drive to access medical care. Over 90% responded that

they had less than 20 miles to drive. No one answered over 50 miles.

Figure 23. Distance traveled to access health care

Distance to medical care

. 0
100 miles or more

50-99 miles 0

20 - 49 miles 7.9
Less than 20 miles 92.1

0 10 20 30 40 50 60 70 80 90 100
Percent

35




Demographic Information

The majority of respondents are between the ages of 35 and 54, with 32.1% falling between 45 and 54
years of age.

Figure24. Respondents’ age distribution.

Age distribution

65 years and older
60 to 69 years
55 to 59 years
45 to 54 years 32.1
35 to 44 years

25 to 34 years

18 to 24 years

0 5 10 15 20 25 30 35
Percent

Most respondents (82.1%) have a Bachelor’s degree or higher. A Bachelor’s degree was held by 51.3% of
respondents and 30.8%, have a graduate or professional degree.

Figure 25. Respondent’s education

Respondent's education

Graduate or professional degree
Bachelor's degree 51.3

Associate's degree
Some college/no degree

High school diploma or GED

Some high school

0 10 20 30 40 50 60

Percent
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More females responded to the survey than males (53.9% males compared to 46.1% females).

Figure 26. Respondents by gender

Gender

42 44 46 48 50 52 54 56

Percent

Live Well Sioux Falls — CHANGE Assessment Results

The Sioux Falls Health Department conducted a community health needs assessment utilizing the
Centers for Disease Control and Prevention Community Health Assessment and Group Evaluation
(CHANGE) tool. The CHANGE tool allows local stakeholders to work together in a collaborative process
to survey their community; offers suggestions and examples of policy, systems, and environmental
change strategies; and provides feedback to communities as they institute local-level change for healthy
living.

There are Five Sectors of the CHANGE Tool, and for each sector, the tool includes specific
guestions to be answered in the areas of demographics, physical activity, nutrition, tobacco, chronic
disease management, and leadership. In addition, the school sector includes questions related to the
school district and after-school program. The five sectors include:

¢ Community-At-Large Sector includes community-wide efforts that impact the social and built
environments, such as improving food access, walkability or bikeability, tobacco use and
exposure, or personal safety.

* Community Institution/Organization Sector includes entities within the community that provide
a broad range of human services and access to facilities, such as childcare settings, faith-based
organizations, senior centers, boys and girls clubs, YMCAs, and colleges or universities.

* Health Care Sector includes places where people go to receive preventive care or treatment or
emergency health care services, such as hospitals, private doctors' offices, and community
clinics.

* School Sector includes all primary and secondary learning institutions (e.g. elementary, middle,
and high schools, whether private, public, or parochial).

*  Work Site Sector includes places of employment, such as private offices, restaurants, retail
establishments, and government offices.
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The results of the 2012 Sioux Falls Department of Health Community Assessment are published in the
2012 Community Health Status Report at www.cityofsiouxfalls.org/health/comm.-health-status.aspx
and in the Appendix of this report. The top five identified needs include:

Chronic disease management
Leadership engagement
Physical activity

Nutrition

Tobacco use

Live Well Sioux Falls leadership and partners have developed key strategies to address the identified

needs at the sector level. Each sector has identified a main strategy for implementation. Community-
wide strategies continue to evolve. Sanford USD Medical Center is committed to serve the City of Sioux
Falls Health Department by working in partnership to meet the community needs.

Secondary Research

Sanford USD Medical Center analyzed the 2011 County Profiles for Minnehaha and Lincoln counties and
secured benchmarking data for the state of South Dakota and for the United States as a whole. The 2011
County Profiles are based largely on the County Health Rankings from the Mobilizing Action Toward
Community Health (MATCH), a 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.

HEALTH OUTCOMES

Mortality

The Mortality health outcomes indicate that South Dakota as a state has more premature deaths than
the national benchmark. While both the state of South Dakota and Minnehaha County have more
premature deaths than the national benchmark, Lincoln 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 | Minnehaha | Lincoln
Benchmark | Dakota County County
Premature Years of potential life lost before age 75 5,564 6,815 5,941 5,190
death per 100,000 (age-adjusted), 2005-2007
Morbidity

The Morbidity health outcomes indicate that South Dakota citizens report more days of poor health
(self-reported) than the national benchmark; however, Minnehaha County is at the national benchmark
and Lincoln County reports slightly better health days. South Dakota and Minnehaha County report
more physically unhealthy days than the national benchmark, while Lincoln County reports better
physically healthy days.
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South Dakota and Minnehaha County report more mentally unhealthy days (self-reported) than the
national benchmark. Lincoln County is above the national benchmark for mentally unhealthy days and
reports fewer mentally unhealthy days.

Minnehaha and Lincoln counties have a higher percentage of low birth weight than the national
benchmark, and South Dakota also has a higher percentage of low birth weight than the national
benchmark. Maps 1 -2 in the Appendix provide county views of the morbidity indicators within the five-
state region.

National South | Minnehaha | Lincoln
Benchmark | Dakota County County
Poor or fair Percent of adults reporting fair or poor 10% 12% 10% 8%
health health (age-adjusted), 2003-2009
Poor physical Benchmark number of physical 2.6 2.8 2.9 1.9

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

Poor mental Benchmark number of mentally 2.3 2.6 2.6 1.9
health days unhealthy days reported in past 30
days (age-adjusted), 2003-2009

Low birth Percent of live births with low birth 6.0% 6.8% 6.8% 6.1%
weight weight (<2,500 grams), 2001-2007

HEALTH FACTORS

Health Behaviors

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

South Dakota (19%), Minnehaha County (19%), and Lincoln County (23%) all have a much higher
percentage 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 higher than the national benchmark (12) in South Dakota (23.7);
however, the rate is near the national benchmark in Lincoln County (13.1) and is higher in Minnehaha
County (15.3).

Sexually transmitted infections rank substantially higher than the national benchmark (83) for South
Dakota (371.3), and Minnehaha County (433.1). Lincoln County (60.4) ranks lower than the national
benchmark for sexually transmitted infections.

The teen birth rate is higher in South Dakota (38.7) and Minnehaha County (36.2) than the national

benchmark (22), but is lower in Lincoln County (18.2). Maps 6 -12 in the Appendix provide county views
of the Health Behavior indicators within the five-state region.
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National South | Minnehaha | Lincoln
Benchmark | Dakota County County
Adult smoking Percent of adults who currently 15% 20% 20% 13%
smoke and have smoked at least 100
cigarettes in their lifetime, 2003-2009
Adult obesity Percent of adults that report a body 25% 29% 28% 26%
mass index (BMI) of at least 30
kg/m2, 2008
Physical Percent of adults reporting no leisure 20% 26% 23% 21%
inactivity physical activity, 2008
Excessive Percent of adults reporting binge 8% 19% 19% 23%
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 15.3 13.1
crash death 100,000 population, 2001-2007
rate
Sexually Number of Chlamydia cases (new 83.0 371.3 433.1 60.4
transmitted cases reported) per 100,000
infections population 2008
Teen birth rate | Number of teen births per 100,000 22.0 38.7 36.2 18.2

females ages 15-19, 2001-2007

Clinical Care

The Clinical Care outcomes indicate that South Dakota and has a higher percentage of uninsured adults
than the national benchmark while Minnehaha and Lincoln counties have a lower percentage. The
percentage of uninsured youth in Lincoln County and in South Dakota as a whole is slightly higher than

the national benchmark. Minnehaha County has a lower percentage of uninsured youth than the

national benchmark.

The ratio of population to primary care physicians is less positive in South Dakota than the national
benchmark; however, both Lincoln and Minnehaha counties have a more positive ratio.

The ratio of population to mental health providers is less positive in South Dakota and Minnehaha
County than the national benchmark. Lincoln County has a much more favorable ratio.

The number of professionally active dentists is lower than the national benchmark in South Dakota and
Minnehaha County, but higher in Lincoln County.

Preventable hospital stays are higher than the national benchmark in South Dakota, Lincoln and

Minnehaha counties.

Diabetes screening in South Dakota and in Minnehaha County is lower than the national benchmark. The

rate of diabetes screening is higher in Lincoln County than the national benchmark.

Minnehaha County and South Dakota rank lower than the national benchmark for mammography
screenings, while Lincoln County ranks slightly higher the national benchmark.
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Maps 13-20 in the Appendix provide county views of the Clinical Care indicators within the five-state

region.
National South Minnehaha | Lincoln

Benchmark Dakota County County
Uninsured Percent of adult population ages 18-64 13% 16% 11% 12%
adults without health insurance, 2007
Uninsured Percent of youth ages 0-18 without health 7% 9% 6% 9%
youth insurance.
Primary Care Ratio of population to primary care 631:1 769:1 588:1 451:1
Physicians physicians, 2008
Mental Health | Ratio of total population to mental health 2,242:1 3,544:1 2,607:1 1,280:1
Providers providers, 2008
Dentist rate Number of professionally active dentists per 69.0 50.0 44.6 78.1

100,000 population, 2007
Preventable Hospitalization discharges for ambulatory 52.0 68.6 62.8 65.7
hospital stays care-sensitive conditions per 1,000 Medicare
enrollees, 2006-2007

Diabetes Percent of Medicare enrollees with diabetes 89% 83% 84% 91%
screening that receive HbAlc screening, 2006-2007
Mammography | Percent of female Medicare enrollees that 74% 68% 70% 76%
screening receive mammography screening, 2006-2007

Social and Economic Factors

The Social and Economic Factors outcomes indicate that South Dakota and Minnehaha and Lincoln
counties all have a lower high school graduation rate than the national benchmark; however, Lincoln
County has a higher percentage of post secondary education than the national benchmark. South
Dakota and Minnehaha County have a lower percentage of post secondary education than the national

benchmark.

The unemployment rate was lower in South Dakota than the national benchmark during 2009, and was
also lower in Minnehaha and Lincoln counties.

The percentage of child poverty is higher in South Dakota than the national benchmark. The percentage

of child poverty is lower in Minnehaha and Lincoln counties.

Inadequate social support is higher in South Dakota and Minnehaha County than the national

benchmark; however, it is lower than the national benchmark in Lincoln County.

The percentage of children in single parent households is higher than the national benchmark in South
Dakota and Minnehaha County, but is lower in Lincoln County.

The number of homicide deaths in South Dakota and Minnehaha County is higher than the national
benchmark. There was no data for homicide deaths in Lincoln County.

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

state region.
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National South Minnehaha Lincoln
Benchmark | Dakota County County
High school Percent of ninth-grade cohort in public 92% 83% 80% 85%
graduation schools that graduates from high school
in four years 2006-2007
Some college Percent of adults ages 25-44 with some 68% 64% 65% 72%
post-secondary education, 2005-2009
Unemployment Percent of population ages 16 and 5.3% 4.8% 4.8% 4.2%
older that is unemployed but seeking
work 2009
Child poverty Percent of children ages 0-17 living 11% 18% 11% 5%
below the Federal Poverty Line, 2008
Inadequate Percent of adults that never, rarely, or 14% 17% 17% 12%
social support sometimes get the social and emotional
support they need, 2003-2009
Children in single | Percent of children in families that live 20% 29% 30% 17%
parent in a household headed by a parent with
households no spouse present, 2005-2009
Homicide rates Number of deaths due to murder or 1.0 2.5 1.0 NA
non-negligent manslaughter per
100,000 population, 2001-2007

Physical Environment

The Physical Environment outcomes indicate that there is no air pollution or ozone pollution in this area.

Access to healthy food is ranked far below the national benchmark for South Dakota. In this rural area

there can be a far distance to travel to grocery stores, and there are food deserts in some communities

where only a gas station convenience store is close to home. Access to healthy food is also ranked far

below the national benchmark for Minnehaha and Lincoln counties.

Access to recreational facilities ranks lower than the national benchmark for South Dakota, Minnehaha

and Lincoln County.

Maps 28 — 31 in the Appendix provide county views of the Physical Environment indicators within the

five-state region.
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National South | Minnehaha | Lincoln
Benchmark | Dakota County County
Air pollution- Number of days air quality was 0 0 0 0
particulate unhealthy for sensitive populations
matter due to fine particulate matter, 2006
Air pollution- Number of days air quality was 0 0 0 0
ozone unhealthy for sensitive populations
due to ozone levels, 2006
Access to Percent of zip codes with a healthy 92% 42% 65% 50%
healthy foods food outlet (i.e. grocery store or
produce stand/farmers market),
2008
Access to Number of recreational facilities per 17.0 13.0 13.0 15.0
recreational 100,000 population 2008
facilities

Demographics

Youth account for 24% of the population in Minnehaha County and 29% of the population in Lincoln
County. Elderly account for 12% of the population in Minnehaha County and for 6% of the population in

Lincoln County.

Fifteen percent (15%) of Minnehaha County is rural compared to 48% of South Dakota and 21% as the
national benchmark. Twenty nine percent (29%) of Lincoln County is rural.

Only 2% of South Dakotans, 4 % of the Minnehaha County, and 1% of Lincoln County’s population is not

proficient in English compared to the national benchmark, which is 9%.

South Dakota and Minnehaha County at 7% each, and Lincoln County at 5%, 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 | Minnehaha | Lincoln
Benchmark | Dakota County County
Youth Percent of total population ages 0-17, 24% 25% 24% 29%
2009
Elderly Percent of total population ages 65 and 13% 14% 12% 6%
older, 2009
Rural Percent of total population living in 21% 48% 15% 61%
rural area, 2000
Not English | Percent of total population that speaks 9% 2% 4% 1%
Proficient English less than “very well”. 2005-2009
llliteracy Percent of population ages 16 and older 15% 7% 7% 5%
that lacks basic prose literacy skills,
2003
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Population by Age

The population for this area is relatively young with only 1-2% older than 85 years of age and only 9-11%

older than 65 years of age.

The gender distribution is 50-50 % across South Dakota, Minnehaha and Lincoln counties.

National South Minnehaha Lincoln
Benchmark Dakota County County
Total population 308,745,538 814,180 169,468 44,828
Percent ages 65 and older 13% 14% 11% 9%
Percent 85 and older 2% 2% 2% 1%
Percent male 49% 50% 50% 50%
Percent female 51% 50% 50% 50%
Based on 2010 Census data
Housing
The majority of individuals in this region own their home with the largest percentage of home
ownership in Lincoln County (78%).
National South | Minnehaha | Lincoln
Benchmark | Dakota County County
Percent of occupied housing that is owner-occupied 65% 74% 65% 78%
Percent of occupied housing that is renter-occupied 35% 26% 35% 22%

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 is higher in Minnehaha County at 75% and in Lincoln County at 80%. The percentage of
those in South Dakota who are living at less than 100% of the Federal poverty level is 14%, which
matches the national benchmark. The percent of the total population with an income less than 100% of
the Federal poverty level is at 10% in Minnehaha County and at 4% in Lincoln County. In South Dakota
the percent living with an income less than 200% of the Federal poverty level is at 33% compared to the
national benchmark of 32%. The percent of the total population with an income less than 200% of the
Federal poverty level is at 27% in Minnehaha County and at 17% in Lincoln County.

Annual income is $46,369 in South Dakota, which is below the national benchmark. Minnehaha is near
the national benchmark at $51,799 and Lincoln County is much higher than the national benchmark at

$67,365.
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National South Minnehaha Lincoln

Benchmark | Dakota County County
Percent of working age population in the labor force 65% 69% 75% 80%
Percent of total population with income less than 14% 14% 10% 4%
100% of poverty
Percent of total population with income less than 32% 33% 27% 17%
200% of poverty
Median household income $51,914 $46,369 $51,799 $67,365
Owner occupied housing units 76,089,650 | 217,250 43,143 12,017
Percent spending 30% or more income toward 30% 20% 21% 20%
housing costs
Renter occupied housing units 38,146,346 | 98,218 22,319 3,765
Percent renters spending 30% or more of income 47% 35% 39% 39%

toward housing costs

Diversity Profile

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

by American Indian, Hispanic, Black, and Asian.

National South Minnehaha Lincoln

Benchmark Dakota County County

Total population 308,745,538 814,180 169,468 44,828

White alone 223,553,265 699,392 149,220 43,068
Asian alone 14,674,252 7,610 2,509 462
Black alone 38,929,319 10,207 6,407 320
Hispanic origin — of any race 50,477,594 22,119 6,982 553
American Indian 2,932,248 71,817 4,197 228
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Health Needs Identified

The identified needs from the surveys and analysis of secondary data indicated the following:
* Dental care
* Services for the elderly

Community Assets/Prioritization Process

A review of the primary and secondary research concerns was conducted 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 and includes the assets in the community that address the needs.

The priorities that remain include:
* Dental care
* Services for the elderly
* Mental health services
*  Physical health specific to obesity

Table 2 in the Appendix displays the unmet needs that were determined after the asset mapping
exercise and the prioritized list of remaining needs.

Sustainable Community Collaborative

The Live Well Sioux Falls Collaborative continues to meet to develop strategies that address the unmet
needs of the community. The City of Sioux Falls Health Department is leading this work.

Sanford Health continues to work in partnership with the collaborative and will incorporate additional
strategies from the developing plans as appropriate to the medical center implementation strategies.
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Sanford USD Medical Center
2013 Community Health Needs Assessment
Implementation Strategy

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

* Dental care

* Services for the elderly

Implementation Strategy: Elderly Services

* Consider the recruitment of Geriatricians

* Nurse-led clinics - explore external funding opportunities to:
o Consider expansion of CareSpan (walk-in nurse-run elder care clinic) hours and locations
o Consider expansion of Foot Care Clinics hours and locations

* Continue and expand community-based nurse-led dialogues regarding Healthcare Directives and

end-of-life care
* Consider establishing an older adult population advisory council within the community

Implementation Strategy: Dental Care
* Explore opportunities to help promote either free or sliding scale fee dental services and
programs already offered in the community (e.g. Falls Community Health Center and Ronald
McDonald Mobile Care Unit)
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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

VV VY VY YV
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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

Minnehaha

5,941

10%

2.9

2.6

6.8%

20%

28%

23%

19%

15.3

433.1

36.2

11%

6%

588:1

2,607:1

44.6

62.8

84%

70%

Minnehaha County
South Dakota

*National
Benchmark

5,564

10%

2.6

2.3

6.0%

15%

25%

20%

8%

12.0

83.0

22.0

13%

7%

631:1

2,242:1

69.0

52.0

89%

74%

South
Dakota

6,815

12%

28

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

Minnehaha

80%

65%

4.8%

11%

17%

30%

1.9

65%

13.0

Minnehaha

24%

12%

15%

4%

7%

Minnehaha County
South Dakota

*National
Benchmark

92%

68%

5.3%

11%

14%

20%

1.0

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



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 prim{ary 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

Lincoln

5,190

8%

19

1.9

6 1%

13%

26%

21%

23%

13.1

60.4

18.2

12%

9%

451:1

1,280:1

78.1

65.7

91%

76%

Lincoln County
South Dakota

*National South

Benchmark Dakota
5,564 6,815
10% 12%
2.6 2.8
2.3 2.6
6.0% 6.8%
15% 20%
25% 29%
20% 26%
8% 19%
12.0 23.7
83.0 371.3
220 38.7
13% 16%
7% 9%
631:1 769:1
2,242:1 3,544:1
69.0 50.0
52.0 68.6
89% 83%
74% 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

llliteracy

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

Lincoln

85%

72%

4.2%

5%

12%

17%

50%

15.0

Lincoln

29%

6%

61%

1%

5%

Lincoln County
South Dakota

*National
Benchmark

92%

68%

5.3%

11%

14%

20%

1.0

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

Prima 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 BMI 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

Birthrate r 000 female ulation, 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  r 100,000 population
Percent of adults aged 20 and over that report no leisure
time physical activity

Ratio of po ulationto rnima care roviders

Ratio of population to mental health care providers
Percent of Medicare enrollees with diabetes that receive
HbAlc screen

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

United States

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 :
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 $48,998 $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 33,075,489 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




Aging Profile Lincoln County

2010 Demographic and Socio-Economic Profile

for the Aging Population Ages 65 and Older e el

AGE

Less than 65 Ages 65 and

CHARACTERISTICS Total Years Older

Population1

Total population 44,828 40,796 4,032
Percent ages 65 and older 9% - 100%
Percent ages 85 and older 1% - 16%
Percent male 50% 50% 45%
Percent female 50% 50% 55%

Living Arrangements

Total households (by age of householder)1 16,649 14,107 2,542
Percent with family households (i.e., at least two people who are related) 74% 77% 56%
Percent with householder living alone 20% 16% 42%

Grandparents living with their grandchildren“‘2 243 178 65
Percent who are responsible for their grandchildren 49% 56% 31%

Housing *

Percent of occupied housing that is owner-occupied 78% 79% 74%

Percent of occupied housing that is renter-occupied 22% 21% 26%

Economic Security

Percent of working-age population in labor force 80% 88% 20%

Percent of total population with income less than 100% of poverty 4% 1% 7%

Percent of total population with income less than 200% of poverty 17% 17% 25%

Median household income (by age of householder) $67,365 $63,320 $38,750

Owner-occupied housing units (by age of householder) 12,017 10,402 1,615
Percent spending 30% or more of income toward housing costs 20% 20% 24%

Renter-occupied housing units (by age of householder) 3,765 3,060 705
Percent spending 30% or more of income toward housing costs 39% 32% 69%

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 Minnehaha 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 169,468 150,625 18,843
Percent ages 65 and older 11% - 100%
Percent ages 85 and older 2% - 16%
Percent male 50% 51% 42%
Percent female 50% 49% 58%

Living Arrangements

Total households (by age of householder)1 67,028 54,716 12,312
Percent with family households (i.e., at least two people who are related) 63% 66% 50%
Percent with householder living alone 29% 25% 48%

Grandparents living with their grandchildren"‘2 1,837 1,329 508
Percent who are responsible for their grandchildren 46% 45% 51%

Housing *

Percent of occupied housing that is owner-occupied 65% 64% 69%

Percent of occupied housing that is renter-occupied 35% 36% 31%

Economic Security’

Percent of working-age population in labor force 75% 84% 21%

Percent of total population with income less than 100% of poverty 10% 10% 7%

Percent of total population with income less than 200% of poverty 27% 27% 32% .

Median household income {by age of householder) $51,799 $50,429 $32,460

Owner-occupied housing units (by age of householder) 43,143 34,926 8,217
Percent spending 30% or more of income toward housing costs 21% 21% 21%

Renter-occupied housing units (by age of householder) 22,319 18,679 3,640
Percent spending 30% or more of income toward housing costs 39% 34% 60%

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 United States

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

i 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 O 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 40.3 324 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 2

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% 87% 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 Set:urity2

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%

?ercent of children ages 0 to 17 in families with 19% 15% 35% 33% 12% 9%

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 the 2011-2013 Fargo-Moorhead Community Health Needs Assessment
Collaborative. May 2012




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

[ ]3624-5999

[ 6,000 - 8,899

I 8,900 - 14,399

B 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
1o 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

County distribution map for lewa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of adults reporting fair or poor health (age-adjusted), 2003-2009

[ ]3.5%-8.9%
] 9.0%-11.9%

B 12.0% - 16.9%
B 17.0% - 29.1%
[ ] Unreliable or missing data

CONTEXT

e T A e — — - ———— e

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

[ ]os-19

20-29
3.0-35
4.0-6.5
| | uUnreliable 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 illness 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



Poor Mental Health Days - A health outcome measure focusing on morbidity
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Average number of mentally unhealthy days reported in past 30 days (age-adjusted), 2003-2009

[ ]o7-19
(] 2.0-29
B 30-39

40-48
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 heaith was not good, i.e., poor mental health days, represent an important facet of health-related
quality of life. The County Health Rankings considers health-related quality of life to be an important health outcome.

- Data and associated context were obtained frorn 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 Heaith

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



Low Birthweight - A health outcome measure focusing on morbidity
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%
Bl 7.0%-7.9%

8.0%-9.1%
Unreliable or missing data

CONTEXT

B e e e e B e e e i & ! B A e e

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

Where It Comes From: Data on births, including weight at birth, are based on birth certificates and are routineiy 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-Mocrhead
Community Health Needs Assessment Collaborative. December 2011



Adult Smokmg - 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%

1] 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. Decernber 2011



Map 7

Adult ObESIYY - A health factor measure focusing on health behaviors
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and Scuth Dakota
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Percent of adults that report a body mass index (BMI) of at least 30 kg/m2, 2008

[ ]225%-27.9%

28.0% - 29.9%

= 30.0% - 33.9%

B 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 informaiion 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



PhYSiCEﬂ Inactivity - 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 reporting no leisure time physical activity, 2008
[ ]14.6%-19.9%
~ ] 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 heaith 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 informatzion 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



Excessive Drinking - 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 reporting binge drinking and heavy drinking, 2003-2009
[:] 7.5% - 14.9%
n 15.0% - 19.9%

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 living 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



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
[ 18.0-31.9
B 32.0-59.9

60.0-135.7
Unreliable or missing data

CONTEXT

S T T w4 s e mmis B s o r

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 ir¥ 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

SE’XUHHY 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

[ ]15.4-1769
] 177.0-399.9

B 400.0-1,015.9
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 STl in North America and is one of the major causes of tubal
infertility, ectopic pregnancy, pelvic inflammatory disease, and chronic pelvic pain. STIs 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 refiect 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 coltaboration between the Robert Woad 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
availekle. 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

[ ]81-289
f ] 29.0-459
B 46.0-79.9
B 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



Uninsured Adults - A health factor measure focusing on clinical care
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of adult population ages 18 through 64 without health insurance, 2007

[ ]83%-12.9%
B 13.0% - 16.9%

B 17.0% - 20.9%

B 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 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



Uninsured Youth - A health factor measure focusing on clinical care Ma p 14

Lounty 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

[ J81%-7.9%
] 8.0%-10.9%

B 11.0% - 13.9%
Bl 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/?g=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. 1t 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 Meeds Assessment Collaborative. December 2011



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

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Number of primary care physicians per 100,000 population, 2008

[ ]oo-609
] 61.0-139.9

140.0-339.9
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/gynecofogy. 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/.

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 Heaith Needs Assessment Collaborative. December 2011



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

[ Jo.0-1059
B 11.0-31.9

32.0-57.9
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



Dentist Rate - 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 professionally active dentists per 100,000 population, 2007

[~ ]o0.0-159

T 16.0-37.9

38.0- 60.9
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 dentat
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



Preventable Hospita] Stays - A health factor measure focusing on clinical care

County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Hospitalization discharges for ambulatory care-sensitive conditions per 1,000 Medicare enrollees, 2006-2007

[ ]289-60.9
7] 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
availakle. The information is intended for personal, non-commercial use. 1t 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



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 HbAlc screening, 2006-2007

[ ]31.4%-52.9%
L | 53.0% - 80.9%

' 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 (HbA1lc) 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




Mammogr aphy Screening - A health factor measure focusing on clinical care
County distribution map for fowa, Minnesota, Nebraska, North Dakota, and South Dakota
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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 least 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



High 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%

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, nan-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




Some College - A health factor measure focusing on education
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of adults ages 25 through 44 with some post-secondary education, 2005-2009

[ ]25.2%-49.9%

[F] 50.0% - 59.9%
B 60.0% - 69.9%
I 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 enroliment 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.countyheakthrankings.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
Unemp]oyment - 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%
| 5.0%-6.9%

7.0% - 9.9%

I 10.0% - 15.1%

CONTEXT

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 heaith 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 Pover LY - A health factor measure focusing on income and poverty
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of children ages 0 through 17 living below the Federal Poverty Line, 2008

[ ]47%-12.9%

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

CONTEXT

e W —— e ——

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
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



Inadequate Social Support - A health factor measure focusing on social networks Map 25
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
[ 171%-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 Contro! and Prevention’s Behavioral Risk Factor Surveiliance 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
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Percent of children in families that live in a household headed by a parent with no spouse present, 2005-2009

[ ]0.0%-17.9%

18.0% - 25.9%
B 26.0% - 39.9%
B 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



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
5.0-89
9.0-22.7

Unreliabie 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 Wiscorisin 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 approoriate

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. Decernber 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 pm 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
Jung 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- OzoneDays - 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 indicaied; we do not vouch for the accuracy of the date 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 approoriate
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



Ma
Access to Healthy Foods - A health factor measure focusing on physical environment p 30
County distribution map for lowa, Minnesota, Nebraska, North Dakota, and South Dakota
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Percent of zip codes with healthy food outlets (i.e., grocery store or produce stand/farmers' market), 2008

[ ]0.0%-24.9%
N 25.0% - 42.9%

Bl 43.0% - 69.9%
I 70.0% - 100.0%

CONTEXT

—yer

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 34

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
] 10-19

20-69
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.countyheaithrankings.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
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Persons ages O through 17 as a percent of the total population, 2009

14.7% - 20.4%
20.5% - 23.4%
23.5% - 28.4%
28.5% - 40.5%

CONTEXT S -

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

5.3%-12.9%

13.0%-17.9%
CONTEXT

18.0% - 22.9%
23.0%-37.2%

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 Woad 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. Decernber 2011



Rural-a demographic measure Map 34
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%

I 36.0% - 58.9%

58.0% - 83.9%
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 informaiion is intended for personal, non-commercial use. It can be shared freely if itis 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 English 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

[ ]0.0%-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.

y component of the Mobilizing Action Toward Community

- Data and associated context were obtained from County Health Rankings, a ke
ersity of Wisconsin Population Health

Heafth (MATCH) project - a collaboration between the Robert Wood Johnson Foundation and the Univ
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. Decernber 2011



[lliteracy - A demographic measure
County distribution map for lowa, Minnesota, Nebraska, North Daketa, and South Dakota

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

[ ]4.0%-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 a2ppropriate
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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Table 2
Prioritization Worksheet

Criteria to Identify Priority Problem Criteria to Identify Intervention for Problem

e Cost and/or return on investment e Expertise to implement solution

e Availability of solutions ¢ Return on investment

* |mpact of problem e Effectiveness of solution

e Availability of resources (staff, time, money, * Ease of implementation/maintenance
equipment) to solve problem » Potential negative consequences

¢ Urgency of solving problem (H1N1 or air » Legal considerations
pollution) e Impact on systems or health

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

Health Indicator/Concern Round 1 Vote Round 2 Vote Round 3 Vote
(from asset mapping and gaps
analysis worksheet)

Services for the Elderly — consider
a geriatrician

Dental Care




2012 CHANGE Assessment Results
Physical Activity

100%
90%
80%
i 70%
Assets
60%
; Needs ..,
40%
30%
20%
10%
Community Community Health Care School Work Site
Institution At Large
Organization
¥ Enhance access to public transportation (e.g., bus stops) within reasonable walking distance?

¥ Adopt a complete streets plan to support walking and biking infrastructure?

¥ Assess patients’ physical activity as part of a written checklist or screening usedinall
routine office visits?

¥ Implement a walk or bike to school initiative?

e Provide flexible work arrangements or break times for employees to engage in physical activity?

Live Well

F718015.ai Sioux Fall
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2012 CHANGE Assessment Results
Nutrition

100%

90%

80%

70%
fAssets

Q0%

[Needs 50%

40%

30%

20%

10%

Community Community Health Care School Work Site
Institution At Large
Organization

¥ Provide safe, unflavored, cool drinking water at no cost to patrons?
¥ Ban local restaurants and retail food establishments from cooking with trans fats?
¥ Implement breastfeeding initiative for future or current moms?

¥ Ensure that healthy food preparation practices (e.g., steaming, low fat, low salt, limited frying) are
always used in the school cafeteria or on-site food services?

¥ Institute healthy food and beverage options at company-sponsored meetings and events?

Live Well

F718015.ai Sioux Falls
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2012 CHANGE Assessment Results
Tobacco Use

100%
90%
80%
70%
fAssets
Q0%
Y Needs 5,
40%
30%
20%
10%
Community Community Health Care School Work Site

Institution AtlLarge
Organization

* Institute a tobacco-free policy 24/7 for indoor public places?

€ Institute a smoke-free policy 24/7 for outdoor public places?

¥ Implement a provider-reminder system to assess, advise, track, and monitor tobacco use?
€ Implement a referral system to help students access tobacco cessation resources or services?

3 Provide insurance coverage for tobacco cessation services?

Live

Sioux

-0

-
¥

F718015.ai
120



2012 CHANGE Assessment Results
Chronic Disease Management

100%
90%
80%

f 70%
Assets

;Needs 50%

40%

30%

20%

10%
Community Community Health Care School Work Site
Institution At Large

Organization

* Promote chronic disease prevention to patrons (e.g., post signs reminding patrons to get blood
pressure checked)?

* Enhance access to chronic disease self-management programs (e.g., Weight Watchers for
overweight/obesity)?

¥ Implement a referral system to help patients access community-based resources or services for
chronic disease management?

¥ Provide opportunities to raise awareness among students of the signs and symptoms of heart attack
and stroke?

¥ Provide access to an on-site occupational health nurse?

Live Well

F718015.ai Sioux Fall
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2012 CHANGE Assessment Results
Leadership

100%
90%
80%
70%

fAssets
Q0%
;Needs 50%
40%
30%
20%

10%

Community Community Health Care School Work Site
Institution At Large
Organization

3 Participate in community coalitions and partnerships (e.g., food policy council, tobacco-free partner-
ship, neighborhood safety coalition) to address chronic diseases and related risk factors?

€ Address the community’s operating budget to make walking, bicycling, or other physical
activities a priority?

3 Enhance access to childhood overweight prevention and treatment services to reduce
health disparities?

I Participate in the public policy process to highlight the need for community changes to address chronic
diseases and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use, and exposure)?

¥ Have a wellness committee?

Live Well

F718015.ai Sioux Falls
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Section 1: Welcome Letter 2012 Sioux Fals Community Hedlth Statue

Welcome Letter

ioux Falls
providing an
and well-
unity Health Needs Assessment, 2012 Live Well
that provides a comprehensive picture of the health
status of our community and outlines proven community-based strategies that can move us closer to
delivering our mission and achieving our vision, to live well as a community.

In collaboration with our many partners, this report is focused on framing community assets and needs

activity, nutri

gnized tools

ic and privat vel
changes tha of
these health grateful to all who have partnered with the Sioux
Falls Health s life.

As you read this report, take pride in our community assets, embrace community needs, and engage
in becoming part of the process to move these needs to assets. Also, find ways to be part of the
conversation moving forward, and find ways you can personally and collectively be part of the solution
Let's Live Well Sioux Falls!

Jill Franken
Public Health Director
Sioux Falls Health Department

Falls Community Health
521 North Main Avenue
Sioux Falls, SD

605-367-8760
H EALTH siouxfalls.org/health

siouxfalls.org/health 1



2012 Sioux Fals Community Hedlth Status

Bxecutive Summary

Sioux Falls, South Dakota, has taken a proactive
approach in addressing its public health issues.
Live Well Sioux Falls is an initiative designed to
help improve the health and well-being of Sioux
Falls residents through collaborating on projects to
address the community health-related needs. This

The Live Well Team was formed to collaborate
and assist with implementing the CDC-developed
Community Health Assessment aNd Group
Evaluation (CHANGE) tool to collect and organize
data concerning community assets and needs
regarding policy, systems, and environmental
change strategies. This information may be used
to inform decisions and guide efforts to improve
community health and wellness.

Sioux Falls Regional Area

North
Dakota

South
Dakota

lowa

Nebraska

In 2011, the Sioux Falls Health Department
(SFHD) published its first Community Health
Status Report. The report provides an overview
of available public health services and the
prevalence of long-standing and emerging public
health issues that affect the community. In 2012,
the SFHD sought to expand its annual community

12

Section 1: Executive Summary

health status inquiry through its community
stakeholder-driven Live Well Sioux Falls initiative
and by conducting a community health needs
assessment (CHANGE) analyzing the data and
setting priorities based on the data for improving
the health of the community. Utilizing the Centers
for Disease Control and Prevention (CDC)
Community Transformation Grant funds provided
by the South Dakota Department of Health,

the SFHD led a group of local stakeholders

in organizing two major community data
collections—the CHANGE Tool and the Live Well
Sioux Falls Resident Survey.

The CHNA identifies opportunities and challenges
for all five sectors represented (CAL—Community
at Large, CIO—Community Institutions and
Organizations, Work Site, Health Care, and
Schools) to modify policies and environments

to improve the health and quality of life in Sioux
Falls. Specific health topics addressed include
nutrition, physical activity, chronic disease
management, tobacco, and leadership. Our hope
is that the report will be used to guide the efforts
of the many excellent programs and services
currently provided in our community as well as
inspire new programs and services that focus on
the most critical needs of Sioux Falls residents.

The Live Well Team identified three project goals
for the initiative.

1. Tobacco-Free Living: Prevent and reduce
tobacco use.

Tobacco use is “the leading cause of
premature and preventable death. Living
tobacco free reduces a person’s risk of
developing heart disease, various cancers,
chronic obstructive pulmonary disease,
periodontal disease, asthma, other diseases,
and of dying prematurely.”

2. Clinical Preventive Services: Increase
control and awareness of high blood
pressure and high cholesterol.?

Clinical preventive services such as
routine disease screening and scheduled
immunizations are key to reducing death and

siouxfdlls.org/heatth
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Section 1: Executive Summary

disability and improving the nation’s health.
These services both prevent and detect
ilnesses and diseases at more treatable
stages. Millions of children, adolescents, and
adults go without clinical preventive services
that could protect them from developing a
number of serious diseases.

. Healthy and Safe Physical Environment
(Built Environment): Improve the
community environment to support
health, specifically to increase active
transportation and promote active
recreation.

According to the Healthy Eating Active
Living Convergence Partnership, the built
environment or healthy community design,
“encompasses places and spaces created
or modified by people including buildings,
parks, and transportation systems. The
built environment is structured by land use

2012 Sioux Falls Community Health Status

rules, as well as by economics and design
features.” This influences a person’s level of
physical activity. For example, inaccessible or
nonexistent sidewalks and bicycle or walking
paths contribute to sedentary habits. These
habits lead to poor health outcomes such as
obesity, cardiovascular disease, diabetes, and
some cancer.

Opportunities for Community Hedlth
Improvement

The CHANGE tool process identified opportunities
that cross all sectors and also those specific to

a sector and a health topic. Opportunities are
identified if a health topic score for environment
or policy score is less than 60 percent. Below is a
summary of the opportunities identified by health
topic for each sector represented.

2012 CHANGE Assessment Results

Nutrition

100%
90%
80%

70%

‘Needs 50%

40%
30%
20%
10%
Community  Community Health Care School Work Site

Institution Atlarge
Organization

siouxfalls.org/heatth

Physical Activity
100%
90%
80%
'Assets o
,,,,,, 60%
50%
40%
30%
20%
10%
Community ~ Community Health Care School Work Site

Institution Atlarge
Organization

13
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Tobacco Use
100%
90%
80%
fAssets 7o
60%.
;Needs 50%
0%
30%
20%
10%
- )| r o
Community  Community Health Care School Work Site
Institution At large
Organization
A
Leadership
100%
90%
80%
hssets =
SR ) — T
§ Needs  ¢oq I

40%

30%

20%

10%

Communlty (nmunity Health Gare School WorkSSite
Institution Atlarge

Organization

The Live Well Survey respondents were asked
to identify their perceived top three unhealthy
behaviors in Sioux Falls from a list of twelve
behaviors. Live Well Survey respondents ranked
the top three unhealthy behaviors in the Sioux
Falls Community as:

« Alcohol abuse (45.6 percent)
« Poor eating habits (44.5 percent)
« Smoking/tobacco use (41.7 percent

A lack of exercise (40.5 percent) closely followed
behind Smoking/Tobacco Use as an unhealthy
behavior in the Sioux Falls community.

+4
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Chronic Disease Management

100%
90%
80%

70%
'Assets

'Needs S0%

Lk

Community Health Care School

Community
Institution Atlarge
Organization

Live Well Survey Respondents were also asked
to indicate significant problems that exist in
Sioux Falls across a number of areas. Problems
identified are:

« Child health or childhood obesity (34.6 percent)

» Substance abuse/alcohol, drug, prescription
(32.9 percent)

« Bullying (schools, playground, etc.) (30 percent)

Additional areas recognized as significant
problems in the community include: Access to
affordable housing (23.8 percent), workforce and
job training opportunities (22.5 percent), and crime
(neighborhood, schools, parks) (21.7 percent).
Respondents who live in zip codes 57106 and

# A
siouxfalls.org/heath



Section 1: Executive Summary

57103 accounted for the highest percentage
of persons who indicated the top community

problems when compared across respondents in
other zip codes. White respondents accounted for
the highest percentage of persons by race group

who indicated the top community problems.
Priorfizaii

The following health priorities represent
recommended areas of intervention, based on

the information gathered through this CHNA
and the guidelines from the National Prevention

Strategy. From these data, opportunities for health

improvement exist with regard to the following
areas:

« Nutrition—Increase the number of Sioux Falls
residents who have access to healthy and
affordable food options.

« Clinical Preventive Services—Increase control
of high blood pressure and access to health risk

assessments.

« Healthy Community Design—Promote
community planning and design to make
healthier choices easier.

« Tobacco—Prevent and reduce tobacco use.

« Health Promotion—Develop a comprehensive
wellness model and increase number of work
sites that maintain wellness programs.

« Leadership—Develop a sustainability plan for
Live Well Sioux Falls and healthy community
design concepts.

« Coalition Management and Advocacy—
Coordinate an effective and sustainable Live
Well coalition to provide advocacy for healthy
community design concepts.

These strategic directions will be implemented
in a phased approach over a four year period.

Additional information on these graphs is available
in Section 4 of the complete Health Status Report.

E———
siouxfalls.org/healih
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Information Gaps

While this assessment is quite comprehensive,

it cannot measure all aspects of health in the
community, nor can it adequately represent all
possible populations of interest. Because of these
information gaps, the ability to assess all of the
community health needs may be limited in some

ways.
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Introduction to Live Well Sioux Fdlls

The 2012 Community Health Status Report
provides an overview of the health of the Sioux
Falls community, presents information on
community health needs and assets, and outlines
strategies that support the health-related needs
of Sioux Falls in order to inform local decision
makers as well as guide efforts to improve overall
community health and wellness.

According to the Centers for Disease Control and
Prevention, “chronic diseases affect almost 50%
of Americans and accounts for 7 of the 10 leading
causes of death in the United States. Preventable
health risk factors such as tobacco use and
exposure, insufficient physical activity, and poor
nutrition contribute greatly to the development
and severity of many chronic diseases.”™ One
way to combat the prevalence of chronic disease
in communities across the nation is through
organized and informed community action to help
reduce health risk factors and health inequities.
In addition to chronic disease, communities are
also affected by public health issues, including
infectious disease, environmental health, injury
prevention, and public health emergencies.

Sioux Falls, South Dakota, has taken a proactive
approach in addressing its public health issues.
In 2011, the Sioux Falls Health Department
(SFHD) published its first Community Health
Status Report. That report provided an overview
of available public health services and the
prevalence of longstanding and emerging public
health issues that affect the community. In 2012,
the SFHD sought to expand its annual community
health status inquiry through its community
stakeholder driven Live Well Sioux Falls initiative
and by conducting a community health needs
assessment (CHNA). ACHNAIs a public health
tool to assist with understanding the health
within a specific community utilizing quantitative
and qualitative methods, including collecting

and analyzing the data and setting priorities
based on the data for improving the health of
the community. Utilizing the Centers for Disease
Control and Prevention (CDC) Community

+6

Section 1: Introduction

The Live Well Sioux Falls initiative convened
local stakeholders representing a broad
spectrum of the community from sectors such
as the community at large, schools, work sites,

Well Team
implement Health
Assessme GE)

tool to collect and organize data concerning
community assets and areas for improvement
regarding policy, systems, and environmental
change strategies.®

In addition to the CHANGE tool, the Live Well
Team assisted in designing and implementing a

issues such as access to care and community
services. Comparisons of Sioux Falls’ public
health data to secondary data sets were also
utilized in describing the community’s ‘health
status.

As part of the CHNA process, the Live Well Team
sectors utilized the data gathered through each
of the aforementioned tools to identify priorities

current snapshot as to the community’s health
needs, assets, and strategies for improvement.

siouxfalls.crg/health



Section 1. Overview

A State and Community Overview

South Dakota: As of 2010, estimated population
for the state of South Dakota is 814,180, with a

with no children under the age of 18 living in

the house. Approximately 52 percent of South
Dakotans live in an urban setting, 8 percent in
rural farm areas, and 41 percent in rural nonfarm
areas. Based on the U.S. Department of Health
and Human Services, 13.7 percent of the people
live below the federal poverty level (FPL).

2012 Poverty Guidelines for the 48 Contiguous
States and the District of Columbia

Percentage of

Persons
in family/ Pc?ven:ty respondents
h guideline who meet
ousehold .
guideline
1 $11,170 27.7%
2 $15,130 9.7%
3 $19,090 9.3%
4 $23,050 4.1%
5 $27,010 0.9%
6 $30,970 0.2%
7 $34,930 0.2%

For families/households with more than 8 persons,
add $3,960 for each additional

Source: 2012 HHS Poverty Guidelines, HHS
http:/faspe hhs gov/ipoverty/1 2poverty.shtml

siouxfalls.org/health
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s the
the age
reat deal
of information about the population broken down
by age and sex can be read from a population
pyramid, and this can shed light on the extent of
development and other aspects of the population.

Population by Sex and Age 2010

(South Dakota)
|- — + — —i= — + - ——— 85
oL — e = L —1-~- 8
L_ 1__i__ 80

! R 75
70
65
60
55
50

40
35
30
25
20
15
10
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Population by Sex and Age 2000
(Minnehaha County)

—— 4 - = = == = — 4+ — — |- — —85¢+
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= A= | p= el - 1 - — 180
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DU N $ 0 1 170
L I B T

-1

6% 4% 2%

Net Household Income
(Minnehaha County)

Less than $10,000
$10,000 to $14,999
$15,000 to $19,999
$20,000 to $24,999
$25,000 to $29,999
$30,000 to $34,999
$35,000 to $39,999
$40,000 to $44,999
(KN T $45,000 to $49,999
G 550,000 to $59,999
GETET® 560,000 to $74,999
eV e e T~ 18573 $75,000 to $99,999
$100,000 to $124,999

$125,000 to $149,999

$150,000 to $199,999
$200,000 or more

Minnehaha County: As of 2010, estimated
population for Minnehaha County is 169,468.
While the majority of the counties in South Dakota
are rural, the vast majority of Minnehaha County,
as well as the city of Sioux Falls, are classified

as urban. The population of Minnehaha County

is predominantly non-Hispanic Caucasian at 86.2
percent with Hispanic or Latino origin representing
the largest minority at 4.1 percent. Economically,
9.7 percent of the county’s residents live at or
below 100 percent of the federal poverty level.
Fifty percent of Minnehaha residents are female,
with 11.3 percent of the overall population age

65 or older. Nearly 25 percent are under the age
of 18. Almost 10 percent of the people live below
the federal poverty level (FPL). Again, the most
common household type includes married couples
with no children under the age of 18 living in the
house.

Sioux Falls: Sioux Falls is located in eastern
South Dakota, and is the largest city in the state.
Sioux Falls is the county seat of Minnehaha
County and also extends into Lincoln County.
Sioux Falls has been transformed from an
agricultural area to an important finance, health
care, and retail hub in South Dakota.

e
siouxfalls.org/heclth
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City of Sioux Falls Sioux Falle Statistics '
2010 Population By Block

Number of Households: '

59,751 |

Percent Change:
+3 percent since 2008
+25 percent since 2000

Average Household Income: |
$71, 564

+46 percent since 2000

Median Household |[ncome: |
$50,7278

Average Persons Per Household: '
2.4 persons per household

3.02 average family size

Population density across each city block in Sioux Falls.

Language Spoken Sioux Falls Race Breakdown

English: 90 percent
Non-English:
, 10 percent (+3 percent increase)

Caucasian

fggicer

HisEanic/
i African Sl

American

—’
siouxfalls.org/health 19
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. National Prevention Council, National Prevention Strategy, Washington,DC: U.S. Department of Health and Human Services, Office of the Surgeon

General, 2011.

. Healthy People 2020; www.cdc.gov/nchs/healthy_people/hp2020.htm.

www.convergenceparinership.org/atf/cf/%78245A9B44-6 DED-4ABD-A392-AE583809E350%7D/CP_Built%20Environment_printed.pdf.
www.cdc.gov/healthycommunitiesprogram/overview/index.htm.

www.cdc.gov/healthycommunitiesprogram/tools/change.htm.

www.cdc.gov/healthycommunitiesprogram/overview/index.htm.

. U.S. Census Bureau: State and County QuickFacts. Data derived from Population Estimates, American Community Survey, Census of Population and

Housing, County Business Pattems, Economic Census, Survey of Business Owners, Building Permits, Consolidated Federal Funds Report, Census of
Governments. Last Revised: Tuesday, 18-Sep-2012.

. U.S. Census Bureau: State and County QuickFacts. Data derived from Population Estimates, American Community Survey, Census of Population and

Housing, County Business Pattems, Economic Census, Survey of Business Owners, Building Permits, Consolidated Federal Funds Report, Census of
Governments. Last Revised: Tuesday, 18-Sep-2012.
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Section 2: Prgect Goals and Methodology
Project Godls

In 2012, with the funding received from the

South Dakota Department of Health through
the Community Transformation Grant from the
Centers for Disease Control and Prevention
(CDC), the Sioux Falls Health Department (SFHD)
took an expanded approach to address the health
of the Sioux Falls community. The approach
included developing and facilitating a community
health needs assessment (CHNA), which
engaged a consortium of more than 24 Sioux Falls
organizations to form the Live Well Sioux Falls
Coalition and Assessment Team (Live Well Team).
Live Well Sioux Falls is an initiative designed to
help improve the health and well-being of Sioux
Falls residents through collaborating on projects
to address the community’s health-related needs.
The Live Well Team identified three project goals
for the initiative.

1. Tobacco-Free Living: Prevent and reduce
tobacco use.

Tobacco use is “the leading cause of
premature and preventable death. Living
tobacco free reduces a person’s risk of
developing heart disease, various cancers,
chronic obstructive pulmonary disease,
periodontal disease, asthma, other diseases,
and of dying prematurely.”

2. Clinical Preventive Services: Increase
control and awareness of high blood
pressure and high cholesterol.?

Clinical preventive services, such as

routine disease screening and scheduled
immunizations, are key to reducing death and
disability and improving the nation’s health.
These services both prevent and detect
illnesses and diseases at more treatable
stages. Millions of children, adolescents, and
adults go without clinical preventive services
that could protect them from developing a
number of serious diseases.

siouxfalls.org/heakth
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3. Healthy and Safe Physical Environment
(Built Environment): Improve the
community environment to support
health, specifically to increase active
transportation and promote active
recreation.

According to the Healthy Eating Active

Living Convergence Partnership, the built
environment or healthy community design,
“encompasses places and spaces created

or modified by people including buildings,
parks, and transportation systems. The

built environment is structured by land use
rules, as well as by economics and design
features.” This influences a person's level of
physical activity. For example, inaccessible or
nonexistent sidewalks and bicycle or walking
paths contribute to sedentary habits. These
habits lead to poor health outcomes such as
obesity, cardiovascular disease, diabetes, and
some cancer.

Overall Methodology

The Live Well Sioux Falls Community Health
Needs Assessment incorporates data from both
quantitative and qualitative sources. Quantitative
data was gathered from both primary (Live Well
Resident Survey) and secondary data sources
(such as the Behavioral Risk Factor Surveillance
System (BRFSS) data, and other resources
defined below), which allow for trending and
comparison to benchmark data at the community,
state, and national levels. Additionally, a survey
instrument was developed and made available to
Sioux Falls residents and administered via paper
and online. Qualitative data was gathered through
the CDC’s Community Health Assessment aNd
Group Evaluation (CHANGE) tool focus group
discussions and the Live Well Resident Survey
utilizing open-ended responses.

While this assessment is comprehensive, it does
not measure all potential public health issues in
the community, nor can it adequately represent all
possible populations of interest. These information
gaps might in some way limit the ability to assess
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——

all of the community’s health needs. Both the
quantitative and qualitative data have limitations
and as a result should not be used to confirm

or deny a specific health issue in Sioux Falls.
For example, the BRFSS data referenced was
scientifically designed with a random sample of
the state and metropolitan area of Sioux Falls
and is representative of the state and city. In
contrast, the Live Well Resident Survey is a
nonscientifically designed “convenience sample”
and therefore representative of only the Sioux
Falls residents who chose to participate in the
Live Well survey. The additional tools utilized

to conduct the CHNA are identified later in this
section.

Community Hedlth Assessment
aNd Group Evaluation (CHANGE):

The Live Well Team utilized the Community Health
Assessment aNd Group Evaluation (CHANGE)*
tool, developed by the Centers for Disease Control
and Prevention (CDC), to identify specific health-
related needs and assets within the Sioux Falls
community. “The CHANGE tool is geared toward
achieving systemic community change and assists
in assessing relationships among living conditions,
culture and economics, social networks and
lifestyle factors. Recognizing that a community’s
health is comprised of many factors including,
policy, systems, and environmental changes,

all were reviewed. Policy change includes laws,
regulations, rules and procedures designed to
guide or influence behavior. A System change
impacts all elements of an organization or an
institution. An example of this could be a “Smoke

Public Policy

national, state, local laws and regulations

Community
relationships among organizations

Organizational
organizations, social institutions

Interpersonal
family, friends, social networks

Individual
knowledge, attitudes, skills

Institute of Medicine. The Future of the Public’s Health in the 21st Century. Washington, D.C.: National Academies Press.

#
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Free Campus” policy. Environmental changes

are those that are physical, social or economic
conditions designed in a way to influence people’s
practices and behaviors.”

The CHANGE tool provides qualitative data and
assists community teams (such as coalitions)

in assessing existing assets and barriers for
improvement regarding current policy, systems,
and environmental change strategies in multiple
community sectors. The sectors specific to the
CHANGE tool are schools, community institutions/
organizations, health care settings, work sites,
and the community at large. Each sector,
consisting of Live Well Team members, completed
an evaluation of their policy, systems, and
environment assets and needs focused on the
health-related areas (also referred to as modules)
of physical activity, nutrition, tobacco, chronic
disease management, and leadership. The school
sector focused on two additional areas of after-
school programming and school district. For
greater sector definition and the specific questions
each sector addressed, refer to Appendix B of this
document.

The CHANGE tool identifies four key objectives

and three benefits.

Objectives:

« Identify community strengths and areas for
improvement.

« Identify the status of community health needs.

- Define improvement areas to guide the
community toward implementing and sustaining
policy, systems, and environmental changes
around healthy living styles.

« Assist with prioritizing community needs and
consider appropriate allocation for valuable
resources.

Benefits:

« Allow local stakeholders to work togetherin a
collaborative process to survey their community.

- Offer suggestions and examples of policy,
systems, and environmental change strategies.

siouxfalls.org/heakh
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« Provide feedback to communities as the
community institutes local level change for
healthy living.®

The CHANGE tool is an eight-step process.”

1. Assemble the Community Team. The start
of the commitment phase. The Live Well
Sioux Falls Assessment Team (a subdivision
of the Live Well Coalition) includes diverse
sector representation of representatives
from 1) community institutions/organizations,
2) schools, 3) work sites, 4) health care
organizations, and 5) the community at large
and played an active role in data collection and
assessment.

2. Develop a team strategy. In this step of the
process, the Assessment Team first defined
“community” as the city limits of Sioux Falls
as the demographic area to be studied.
Assessment Team members separated into
the five sector work groups to begin the data
collection and analysis process. Two team
members participated within all five sectors to
ensure consistency in collecting and analyzing
data and reporting back to the Coalition.

City of Sioux Falls

“LI\_:I‘ welt

Sioux Falls city limits.
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3.

Response #

2-4

Review all CHANGE Sectors. This step
helped to understand what policy, systems,
and environment data specific to each sector
was assessed. Within each CHANGE sector,

Section 2: CHANGE

management, and leadership. Sites are the
locations within a sector where data was
collected.

Review Data Gathered. Collected data was

questions addressing nutrition, physical
activity, tobacco, chronic disease, and
leadership, with after school and district added
for the school sector, were outlined specifically
within each sector.

Gather Data. Data was gathered from
each site regarding the policy and

environment strategies in place for nutrition,
physical activity, tobacco, chronic disease

1

99

reviewed during this step to help Sector Teams
agree on how each strategy should be rated.
Team members rated the strategies to reflect if
they were in place or not and to what degree.

6. Enter Data. A team member entered the data
from each site into the CHANGE tool.

CHANGE Tool Scori

Policy

Environment

Item #1: Require sidewalks to be built for all developments (e.g., housing, schools, commercial)

This stage represents the time when the issue has not yet been
identified as a concern or a problem. For example (examples
provided correspond to item #1), the city or county government
has never discussed instituting a sidewalk policy; complaints have
never been filed and issues have not been raised  residents.

This stage involves getting a problem onto the radar screen of the
authoritative body that must deal with the issue. This is usually
done when the issue or problem is categorized as a social or
public problem. For example (examples provided correspond to
item #1), the city or county govermment discusses instituting a
sidewalk policy after complaints are filed by residents who are not
able to safely walk in their neighborhoods; policy implications and
issues are being considered.

This stage involves analyzing policy goals and solutions, the
development or creation of attemnative recommendations to
resolve or address the identified public problem, and final
selection of a policy. For example (examples provided correspond
to item #1), the city or county govemment developed and
approved the policy, but it has not yet been implemented. It will be
implemented in the next fiscal year. '

This occurs within organizations directed to carry out adopted
policies. Implementation begins once a policy has been
formulated and adopted, and administrators have made a
decision about how to deploy necessary resources (human and
financial) to actualize the policy. For example (examples provided
comrespond to item #1), the sidewalk policy was established and
passed last year by the city or county govemment, communicated
to residents, and implemented this year. The end of this year will
be the review and comment period of the policy.

This stage involves determining to what extent the policy has
been enforced, and what occurred as a result of the policy. Based
on the evaluation results, adjustments can be made to the current
policy to ensure effectiveness. For example (examples provided
correspond to item #1), the sidewalk policy was in place last year,
and a comment period was held. The policy was revamped, and
is now implemented with revisions including increased funding for
implementation and increased punishment for violations.

This type of policy is not appropriate for this community.

At this point, no elements are in place in the environment. For
example (examples provided correspond to item #1), there are

no sidewalks that are fully accessible to all pedestrians (including
those in wheelchairs), there is no appropriate lighting, there are no
stoplights, and there are no crosswalks.

At this point, only a few elements are in place in the environment.
For example (examples provided correspond to item #1), there
are sidewalks that are fully accessible to all pedestrians (including
those in wheelchairs), but there is no appropriate lighting, there
are no stoplights, and there are no crosswalks.

At this point, there are some elements in place in the environment.
For example (examples provided correspond to item #1), there
are sidewalks that are fully accessible to all pedestrians (including
those in wheelchairs) and there is appropriate lighting, but there
are no stoplights and there are no crosswalks.

At this point, most elements are in place in the environment. For
example (examples provided correspond to item #1), there are
sidewalks that are fully accessible to all pedestrians (including
those in wheelchairs), there is appropriate lighting, and there are
stoplights, but there are no crosswalks.

At this point, all elements are in place in the environment. For
example (examples provided comrespond to item #1), there are
sidewalks that are fully accessible to all pedestrians (including
those in wheelchairs), there is appropriate lighting, there are
stoplights, and there are crosswalks.

This type of environmental change strategy is not appropriate for
this community.

CDC Community Health Assessment aNd Group Evaluation (CHANGE)

siouxfalls.org/health
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7. Review Consolidated Data. Step seven
involved sector teams collaborating to review
the assets and needs aligned with the policy
and environment change strategies. Teams
determined what strategies necessitated areas
of improvement.

8. Build the Community Action Plan. The
results of the sector analysis are used to
develop the Community Action Plan, which is
a living document that enables our community
to structure identified health-related activities
around a common purpose and to prioritize
needs. The strategic priorities identified
for each health module are included in this
document in Section 4.

CHANGE Todl Methodology

The CHANGE Tool is designed for communities
to utilize multiple data collection methods. The
Live Well Team Sectors collected data from each
site through document review, secondary data
collection, and group discussion. The CHANGE
tool suggested that data be gathered from a
minimum of 13 sites to understand the intricacies
of the community; however, the Live Well Team
gathered data from 36 sites.

individual sites within each sector completed a set
of questions specific to policy and environment
change strategies. The CHANGE Tool design
provides a rating scale for sites to score their
policy and environment strategies. The rating
scale allocated a number between 1, “No
elements in place,” up to 5, “All elements in place,”
for both the policy and environment strategies.
The CHANGE Tool Scoring table shows a scale
with examples for scores 1 through 5. Alow

score (1) for a module indicates that policy and
environment change strategies are not in place
for that site. A high score (5) indicates that the site
has begun to implement strategies or has ones
already in place. Personnel housed within each
site scored the strategies. Sector team members
interpreted the scale indicating that elements
specific to the health topic being reviewed

were in place at each site regarding policy and
environment strategies.

siouxfdlls.org/heatth
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Sector team members participated in group
discussion regarding their sector scores. Sectors
reviewed the scores and calculated an average
percentage rating for the presence of policy and
environment change strategies in each sector
regarding physical activity, nutrition, tobacco,
chronic disease management, and leadership
modules. The CHANGE Tool design provided
Sector Teams with a user-friendly Microsoft
Office Excel spreadsheets for data collection
and calculation. Team members determined the
needs and assets of each sector module based
on the averaged rating scores. The CHANGE
Tool defined any module that scored 60 percent
or lower as a “need” and 61 percent or higher as
an “asset.” Below is an example of the CHANGE
Summary Statement. The figures included are
those for the Community at Large.

Community Health Assessment aNd Group
Evaluation Summary Statement

Module Commu
Policy Environment
78.26% 73.91%
Nutrition 47.76% 45.45%
Tobacco Use 57.50% 70%
Chronic Disease Management 57.78% 66.67%
Leadership 63.64% 58.18%

Demographic Information

Community Density 156,300

Community Sq Miles 73.89
Setting Suburban

Median Household Income 50,000-74,999

% No High School Diploma 5-9%

% 10-14%

% U <5%

Sector

CHANGE is divided into five sectors for
assessment.? They are:

« Community at Large Sector (CAL)

The community at large sector includes
community-wide efforts that impact the social

2-5
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and built environments such as food access,
walkability or bikeability, tobacco-free policies,
and personal safety.

The community at large sector was represented

and Building Services.

Community Institutions and Organizations
Sector (CIO)

The community institution/organization sector
includes entities within the community that
provide a broad representation of human
services and access to facilities such as child
care settings, faith-based organizations, senior
centers, boys’ and girls’ clubs, health and
wellness organizations, and YMCAs.

The communi ion sector
was represen nizations that
included Ame n, Augustana
College, Parish Nurses, Sioux Empire United

Way, Urban Indian Health, and the YWCA.

Health Care Sector
The health care sector includes places people

health insurance companies.

The health care sector was represented by
Avera, DAKOTACARE, Falls Community Health,
Sanford, Southeastern Behavioral Health, and
Urban Indian Health Center.

School Sector

The school sector includes primary and
secondary learning institutions (e.g., elementary,
middle, and high schools) and colleges and
universities.

The school sector was represented by
Augustana College and the Sioux Falls School
District.

26
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« Work Site Sector

The work site sector includes places of
employment such as private offices, restaurants,
retail establishments, and government offices.

The work site sector was represented by

City of Sioux Falls, DAKOTACARE, Howalt-
McDowell, Perkins Restaurant, Regency Hotel,
Sioux Falls Chamber of Commerce, Sioux Falls
Construction, and Volunteers of America.

CHANGE Tod Data Limitations

It should be noted that there are limitations
associated with the Live Well Team’s

protocol to select team members, thus bias
may occur due to the self-selection of the team
members. Additionally, team members assigned
scores to each policy and environment question
based upon their individual perceptions.

Live Well Resident Survey

A Live Well Resident Survey was the second
primary data collection tool utilized in the Live Well
Sioux Falls initiative’s community health needs
assessment (CHNA). The survey goal was to
garner feedback from the Sioux Falls community
regarding individuals’ health as well as residents’
perceptions of community health needs and
assets. The survey was divided into nine sections
that addressed personal health, preventive
services, access to health services, oral health,
mental health, life satisfaction, home environment,
community, and demographics. Specific questions
within those sections focused on health behaviors
regarding chronic disease prevention, access

to health/oral care and health/oral insurance,
community issues, and access to community
services.

The survey was developed using various CHNA
model surveys and also incorporated a number of
questions asked routinely in the BRFSS survey.

siouxfdlls.org/healih
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The Live Well Resident Survey questions drawn
from BRFSS were those specific to nutrition,
tobacco use, and physical activity. The inclusion
of BRFSS questions was made in an attempt to
validate survey responses with state and national
BRFSS data.

Live Well Survey
Methodology

The survey was available in paper and online
formats and officially open to the public from

July 16, 2012, through August 5, 2012. From
August 5, 2012, through September 17, 2012,
outreach to male, low income, and ethnically
diverse populations was completed as an attempt
to increase representation from those specific
populations. The paper survey was available

at the Sioux Falls Public Library; Urban Indian
Health; South Dakota Woman, Infant and Children
(WIC) Sioux Falls office; and the Multi-Cultural
Center of Sioux Falls. The option of paper form
was given in order to increase survey responses
from various populations within the community
who may not necessarily have had access to
computers or who may have needed assistance in
completing the survey.

Over 3,000 individuals accessed the Live Well
survey, of which 2,388 answered all survey
questions. Not all survey respondents chose

57110

57108

i

Sioux Falls city limit zip code boundaries.
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to answer every survey question, thus survey
responses were analyzed on a question-by-
question basis. Respondents eligible to participate
in the survey lived within the Sioux Falls city limits,
had a 5-digit zip code (57103, 57104, 57105,
57106, 57107, 57108, 57110) and were 18 years
of age or older.

Live Well Resident
Survey Data Limitations

While the survey does provide valuable
information to assist the Live Well Sioux

Falls Coalition in addressing the health of the
community, the key limitation of the survey was
the composition of the sample size. The survey
methodology design that was used included a
“convenience sample” of persons within the city
of Sioux Falls and was not scientifically designed.
Thus, the survey sample is not random, and the
data is not statistically significant or representative
of the demographics of Sioux Falls residents.

As the survey is not a representative sample

of the city, it is inappropriate to make explicit
comparisons between the survey’s findings and
other data sources such as state and national
BRFSS data.

In particular, while a large percentage of Sioux
Falls residents are non-Hispanic Caucasian

(84.4 percent), there are a growing percentage

of residents who represent other racial/ethnic
populations who were not fully represented among
the survey’s respondents. Additionally, when
compared to the 2010 U.S. Census Demographics
for Sioux Falls, there was an underrepresentation
of respondents who were low-income (meet
federal poverty level guidelines), as well as aged
18 to 24 and 65 or older, and a smaller percentage
of male respondents compared to females.

Additional limitations that should be noted include
that the survey asked for respondents’ individual
perceptions of community health issues and
services, thus their subjective responses may not
truly reflect the current status of those community
issues and services.
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An analysis concerning the sample size for each
survey question suggests that the length of the
survey may have hindered some respondents
from completing the survey in its entirety. Some
respondents who accessed the paper version of
the survey may not have had time to complete
the survey depending on the location in which the
survey was disseminated.

Finally, as a result of the two different survey
formats (online and paper), some of the final
survey questions did not get transferred to

the final paper copies. The final online survey
provided alternative answer options for specific
survey questions, compared to the paper copy.

In particular, on the paper copy, if a respondent
answered yes to question 5, “Which of these
problems keep you or your family member from
getting the necessary dental care?” (select all that
apply), the paper copy does not include the online
survey answer option to this question of “No way
to get there.” In addition, the question numbered
43 on the paper copy, “Considering mental health
in Sioux Falls, how concerned are you about,”
does not include the online survey answer option,
“There is plenty of help during times of need.”
While identical questions and answer options were
unavailable, the survey questions still garnered
similar outcomes.

Public Hedlth,

Vitdl Statistics, and Other Data:

The third form of data collection included the
use of a variety of existing (secondary) data
sources that were consulted to complement

the research quality of this Community Health
Needs Assessment. Data was obtained from the
following sources with specific citations included
with graphs and other information throughout the
report.

* BRFSS

» Centers for Disease Control and Prevention

» Community Health Center

» National Center for Health Statistics

28
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 National Prevention Strategy
 South Dakota Department of Health

- State Health Facts. Kaiser Family Foundation.
Statehealthfacts.org

» U.S. Census Bureau
» U.S. Department of Health and Human Services

+ U.S. Department of Health and Human Services
Healthy People 2020

» U.S. Department of Agriculture (USDA) Dietary
Guidelines for Americans 2010

Benchmark Data

Community Risk Factor Data—State, county, and
city risk factor data are the most recent BRFSS
data reported by the Centers for Disease Control
and Prevention and the U.S. Department of Healith
and Human Services. State-level vital statistics
are also provided for comparison of secondary
data indicators.

Healthy People 2020

Healthy People provides science-based, 10-
year national objectives for improving health of
all Americans. The Healthy People initiative is
grounded in the principle that setting national
objectives and monitoring progress can motivate
action. For three decades, Healthy People has
established benchmarks and monitored progress
over time in order to:

» Encourage collaborations across sectors.

+ Guide individuals toward making informed health
decisions.

» Measure the impact of prevention activities.

In terms of content, this assessment report was
designed to provide a comprehensive and broad
picture of the health of the Sioux Falls community.
However, there are certainly a great number

of medical conditions that are not specifically
addressed. The following section of the report
delineates findings from the CHANGE tool and the
Live Well Resident Survey and addresses certain
chronic conditions, which are related to the five
health topics.

siouxfalls.org/health
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This publication was supported by the Cooperative Agreement Number 1U58DP003510-01 from the Centers for Disease
Control and Prevention through the South Dakota Department of Health. Its contents are solely the responsibility of the
authors and do not necessarily represent the official views of the Centers for Disease Control and Prevention.
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Preface

This section of the Community Health Needs Assessment provides a review of specific health topics of
nutrition, physical activity, tobacco, chronic disease management, and leadership.

There is an overview of the health topics, CHANGE tool, Live Well Survey results, health statistics, and
an overview of health topic assets and needs.

Today, chronic disease accounts for 7 in 10 deaths and affects the quality of life in 90 million
Americans. The increasing burden of chronic disease and unhealthy lifestyles requires immediate
and sustained action from all community members. Deaths attributed to these health topics and other
related diseases are as follows:

Deaths Attributable
to Individual Risks (Thousands) in Both Sexes
BmCardiovascular M Cancer MDiabetes MRespiratory M Other NCD MInjury

Smoking 467K
High Blood Pressure 395K
Overweight Obesity 216K
Inadequate physical
activity and inactivity 191K
High Blood Sugar 190K

High LDL Cholesterol 113K

High Dietary Salt K

Low Dietary Omega-3
Fatty Acids (Seafood) —— 84K

High Dietary
Trans-Fatty Acids —— 82K

Alcohol Use 64K

Low Intake of Fruits
and Vegetables —— 58K

Low Dietary i
Polyunsaturated 115K
Fatty Acids

The graph represents the total deaths related to the health topics,
with a breakdown of a specific disease, which is attributed to the cause of death.

siouxfdlls.org/health 31
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2012 CHANGE Assessment Results
Nutrition

100%
90%
80%
70%

fAssets
_ 60%.

;Needs 50%

40%

ol 61.33% o

30%

20%

10%

s
=
w
=
=
(=]
=
=
_—
(i}

Community Community Health Care School Work Site
Institution At Large
Organization

Nutrition Overview

Scientific evidence supports the health benefits of eating a healthy diet and maintaining a healthy
body weight. The goal of demonstrating good community nutrition requires efforts to address
individual behaviors, including policies and environments that support these behaviors in such
settings as schools, work sites, health care organizations, and communities.
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Live Well survey results reveal poor eating
habits as of one of the top unhealthy behaviors
the community of Sioux Falls faces as we move
toward becoming a more healthy community.
Various factors influence the nutrition behaviors
of individuals, including access to healthy and
affordable foods, knowledge, beliefs, attitude
about good nutrition, as well as social and
economic factors. Community strategies such
as the availability and promotion of community
gardens, nutritional labeling at restaurants and
on vending machines, breast-feeding initiatives
to support future and current moms, healthy
food options at organizational events, and
healthy food and beverage options in vending

Adults Who Consumed Five or More
Servings of Fruits and Vegetables Per Day

machines, were evaluated through the CHANGE 2002
tool. Communities can support eating healthy by 2003
making healthy options affordable and accessible. 2005
Communities can also provide people with the 2007
information and tools needed to make healthy 2009
choices. Implementing and expanding these
and other strategies will be key to improving South
the nutritional score for Sioux Falls. Current Dakota
performance across all sectors is represented in 15.7%
the nutrition topic graph. 18.1%
Good Nutrition/Eating a Hedithy Diet 18-13;%1

1%
Good nutrition can reduce people’s risk for
heart disease, high blood pressure, diabetes,
osteoporosis, and several types of cancer, as
well as help maintain a healthy body weight. As
described in the Dietary Guide for America, eating 2002
healthy means consuming a variety of nutritious 2003
foods and beverages, especially vegetables, fruits, 2005
low-fat and fat-free dairy products, and whole 2007
grains; limiting intake of saturated fats, added —

sugars, and sodium; keeping trans fat as low as
possible; and limiting caloric intake with calories
burned to manage body weight."

Vegetables, fruits, and grains are excellent
sources of vitamins, minerals, carbohydrates, and
other substances that are important for a healthy
diet and maintaining a healthy weight. While the
number of adults who reported consuming fruits
and vegetables five or more times per day held

[ e —
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steady from 2002 through 2007, results in the
2009 Centers for Disease Control's Behavioral
Risk Factor Surveillance System (BRFSS) show
a decline in the number of people consuming
a healthy number of servings of fruits and
vegetables. Further review of the BRFSS trend
data reveals that the state of South Dakota
ranks as the second worst state for fruit and
vegetable consumption, with only 15.7 percent
of respondents reporting they consume five or
more servings of fruits and vegetables per day.
Nationwide, the median is 23.5 percent of the
people responded they consume five or more
servings of fruits and vegetables per day.

The Sioux Falls MSA within the South Dakota
2009 BRFSS data, reports the lowest number
(12.6 percent) of people who consume five or
more servings of fruits and vegetables per day,
which would rank Sioux Falls as one of the worst
MSAs in the United States for healthy eating.

Recommendations from the Dietary Guidelines
for Americans are intended for Americans ages
2 years and over, including those at increased

Local Story

risk of chronic disease, and provide the basis for
federal food and nutrition policy and education
initiatives. The Dietary Guidelines encourage a
focus on eating a healthful diet—one that focuses
on foods and beverages that help achieve and
maintain a healthy weight, promote health, and
prevent disease.? Choosing a healthy diet can
prevent premature death as six of the ten leading
causes of death in the United States are linked to
poor diets.?

The Heawy Tadl of
Diet-Related Chronic Diseases

Cardiovascular Disease

+ 81.1 million Americans—37 percent of the
population—have cardiovascular disease.
Major risk factors include high levels of blood
cholesterol and other lipids, type 2 diabetes,
hypertension (high blood pressure), metabolic
syndrome, overweight and obesity, physical
inactivity, and tobacco use.

+ 16 percent of the U.S. adult population has high
total blood cholesterol.

-
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Hypertension

« 74.5 million Americans—34 percent of U.S.
adults—have hypertension.

« Hypertension is a major risk factor for heart
disease, stroke, congestive heart failure, and
kidney disease.

- Dietary factors that increase blood pressure
include excessive sodium and insufficient
potassium intake, overweight and obesity, and
excess alcohol consumption.

- 36 percent of American adults have
prehypertension blood pressure numbers
that are higher than normal, but not yet in the
hypertension range.

Diabetes

« Nearly 24 million people—almost 11 percent of
the population—ages 20 years and older have
diabetes. The vast majority of cases are type 2
diabetes, which is heavily influenced by diet and
physical activity.

« About 78 million Americans—35 percent of the
U.S. adult population ages 20 years or older—

called diabetes.
Cancer

« Almost one in two men and women—
approximately 41 percent of the population—will
be diagnosed with cancer during their lifetime.

- Dietary factors are associated with risk
of some types of cancer, including breast
(postmenopausal), endometrial, colon, kidney,
mouth, pharynx, larynx, and esophagus.

Obesity

Obesity, a leading preventable cause of death,
is a medical condition in which excess body fat
has accumulated to the extent that it may have
an adverse effect on health, leading to reduced

siouxfalls.org/health
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life expectancy and/or increased health problems.
Obesity increases the likelihood of various chronic
diseases, including heart disease, type 2 diabetes,
high blood pressure, and certain types of cancer.
Obesity rates have been on the rise in the United
States for several decades, contributing to an
increased medical cost burden and stressed
health care delivery system. According to the
CDC, obesity and overweight together are the
second leading cause of preventable deaths,
close behind tobacco use.*

The BRFFS report determines participants

who are overweight and obese based on their
individual Body Mass Index (BMI).* BMl is a
number calculated from an individual’'s weight and
height and according to the CDC is, “a reliable
indicator of body fatness for most people and is
used to screen for weight categories that may
lead to health problems.” BMI is categorized by
weight, <18.5 = Underweight, 15.5-24.9 = Normal,
25-29.9 = Overweight and >30 = Obese.® South
Dakota was named the 17th most obese state in
the country, according to the eighth annual “F as
in Fat: How Obesity Threatens America’s Future
2011,” a report from the Trust for America’s Health
(TFAH) and the Robert Wood Johnson Foundation
(RWJF). Personal choices and behavior plus
economic conditions and environmental policies
contribute to obesity.

Data from the 2011 South Dakota BRFSS report
indicates that 28.1 percent of participants are
obese. While the percentage of Sioux Falls MSA
participants who are classified as overweight has
been increasing, the percentage of Sioux Falls
MSA participants who are obese increased each
year from 2005-2009, with a decrease in 2010.7

Live Well Survey Aduits

Live Well Survey respondents were asked to
provide their height and weight to facilitate a BMI
calculation. The BMI of survey respondents was
assessed and the actual data shows that the
highest percentage of individuals have a “Normal’
BMI, 38.3 percent. However, when asked about
their health condition, approximately half of
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respondents’ BMI indicated they are “Overweight”
or “Obese.” Respondents 65 or older reported the
highest percentage of “QOverweight” persons, 39.7
percent, and respondents aged 56 to 64 reported
the highest percentage of “Obese” persons.

While the majority of survey respondents were
female, almost double the percentage of male
respondents identified as “Overweight,” 44.8
percent, when compared to “Overweight” females.

An “Overweight” or “Obese” BMI classification

is one risk factor that contributes to“metabolic
syndrome,” which is “the name for a group of risk
factors that raises a person’s risk for heart disease
and other health problems.” Other risk factors
include heart disease, high cholesterol, high blood
pressure, and diabetes. Survey respondents were
asked if they have ever been told by a health
professional if they have been told they have one
or more health issues, including the risk factors for
metabolic syndrome. Of those survey respondents
who indicated they have the risk factors, a

higher percentage of individuals reported being
“Overweight” or “Obese.™

Childhood

child’s weight status is determined using an age-
and sex-specific percentile for BMI rather than
the BMI categories used for adults because body

Section 3: Nutrition

composition in children varies as they age and
varies between boys and girls.

The Centers for Disease Control and Prevention
weight and height

the corresponding ile.
For children and a rs),
overweight is defined as a BMI at or above the
85th percentile and lower than the 95th percentile
for children of the same age and sex. Obesity is
defined as a BMI at or above the 95th percentile
for children of the same age and sex.

Obesity now affects 17 percent of all children and
adolescents in the United States—triple the rate
from just one generation ago. Childhood obesity
rates have increased dramatically in South Dakota
in 10- to 17-year-old children. According to the
2011—=2012 South Dakota School Height and
Weight Report, South Dakota’s child obesity rate
rose slightly in the 2011-2012 school year for

kids 19 and under, 15.9 percent, which is up from
the 2010—-2011 school year rate of 15.2 percent.®
While recent reports have shown that obesity ison
the rise in some parts of South Dakota, the Sioux
Falls School District has seen a reduction in the
percentage of overweight/obese children.™

Weight Classification of Sioux Falls MSA Respondents by Body Mass Index (BMI)
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Weight Classification of South Dakota MSA Respondents by Body Mass Index (BMI)

Overweight

2002 2003 2004 2005

Obese

2002 2003 2004 2005

children are psychological. With a culture that
generally prefers thinness, obese children are
targets of early and systematic discrimination,
often referred to as bullying.

Live Well Survey

Survey respondents also identified bullying as

a top unhealthy behavior in Sioux Falls. A study
completed by a pediatrics society indicated obese
children have fewer friends and are regarded as
lazy or sloppy. Obese adolescents often develop
a negative self-image. In addition, children who
mature early tend to have lower self-esteem.?

Other points of interest related to childhood
obesity are as follows: '

» Approximately 17.9 percent of South Dakota
children and 14.0 percent of Sioux Falls children
ages 2 to 5 years are considered overweight or
obese according to BMI-for-age standards.

» The prevalence of overweight and obesity
among South Dakota children in higher-income
families is less than one in six (15.6 percent),
which is seven percentage points below the
national rate and second lowest among the 50
states and D.C., trailing only Colorado.

« About one in five (21.3 percent) white children
in South Dakota are overweight or obese. South
Dakota ranks fifth for this subgroup.

South Dakota children are just as likely as their
counterparts nationwide to be physically active

_—=—=
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for at least four days per week, and are less
likely to spend two hours or more in front of a
television or computer screen.
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« According to the 2011 Pediatric Nutrition
Surveillance System (PedNSS), which assesses
weight status of children from low-income
families participating in WIC, 32.0 percent of
low-income children ages 2 to 5 years in South
Dakota are overweight or obese.

Whether discussing adult or childhood overweight
or obesity, dieting and physical activity are the
treatment mainstays. Each day, adults and
children alike need to consume a well-balanced
diet that is high in fruits and vegetables and low in
fats and sugars.

CHANGE Tod Assets and Needs

As CHANGE results were reviewed for each
sector, assets and needs were identified.

City of Sioux Falls
Parks

Section 3: Nuftrition

ﬂ

Policy assets are defined as those policies that
have been formulated and adopted or once
implemented determining to what extent the policy
is being enforced and results measured. Policy
needs are defined as those policies that range
from still being analyzed to the stage where the
issue has not yet been identified as a concern or a
problem. Environment assets are defined as those
activities/initiatives have most to all elements in
place in the environment. Environment needs
range from a point where some elements are

in place in the environment to no elements in
place in the environment. Below are several of
the assets and needs that have been identified
through the CHANGE tool.

Nutrition Assets identified are:

« Schools are meeting the nutritional needs
of students with school breakfast and lunch
programs that meet the US Department of
Agriculture School Meal Nutrition Standards.

- Schools provide adequate time to eat school
meals (10 minutes for breakfast/20 minutes for
lunch from the time students are seated.)

« Most employers provide access to a refrigerator
and microwave.

« Most employers support breastfeeding by having
maternity care practices, including providing a
comfortable space for employees to nurse or
pump.

« Most health care settings have incorporated
healthy food and beverage options for their
patients.

south Dakota Height and Weight-South Dakota Obese Students, Ages 5-19 Years Old
#1 South Dakota Obese Students M Sioux Falls Obese Students M Sioux Falls Overweight Students
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Nutrition Needs identified are:

« Increase the number of residents that are served
by transit to enhance access to supermarkets
and large grocery stores.

- Provide comfortable, private spaces for women
to nurse or pump in public places to support and
encourage residents’ ability to breast-feed.

. |nstitute a consistant nutritional labeling program
at local restaurants and food venues.

« Institute affordable, healthy food and beverage
options in vending machines.

- Provide direct support (money, land, a
pavilion, sponsorship, donated advertising) for
community-wide nutrition opportunities such as
farmers markets and community gardens.

Summary

CHANGE tool results indicate that nutrition
represents the health topic with the lowest overall
performance. The Live Well Survey respondents
also identified poor eating habits as one of

the top health problems in the city. Improving
performance in this area ranges from behavior
changes when individuals begin to increase fruit
and vegetable consumption and systemic policy
and environmental changes that support these
behaviors in such settings as schools, health care
organizations, and communities.

« Health care providers to provide regular
counseling about the health value of good
nutrition during all routine office visits.

« Provide access to free or low cost weight
management and nutrition programs.

« Institute healthy food options at city and
company sponsored events.

« Develop a process that allows WIC coupons
and food stamps to be utilized at local farmers
markets.

—ﬁ
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1. 2010 Dietary Guidelines for Americans and 2011 National Prevention Council, National Prevention Strategy, Washington, D.C.
2. www.health.gov/dietaryguidelines/2015.asp.

3. www.health.ny.gov/prevention/nutrition/,

4. Prevalence of Obesity in the United States, 2008-2010. www.cdc.gov/nchs/data/databriefs/db82.htm.

5. The Behavioral Risk Factor Surveillance System 2011. Online resource available at www.cdc.gov.obesity/data.

6. www.cdc.gov/healthyweight/assessing/bmil.

7. http://apps.nccd.cdc.govlbrfss/page.asp?cat=0B&y|=2011&state=SD#OB.

8. www.nhibi.nih.gov/health/health-topics/topics/ms/.

9. 2011-2012 South Dakota School Height and Weight Report

10. 2011-2012 South Dakota School Height and Weight Report

11. South Dakota State University Be Great. Start Here. Online resource available at www.sdstate.edu/hns/research/index.cfm.
12. Dietz, Pediatrics 101 Suppl, March 1898.

13. http://doh.sd.gov/statistics/PDF/2011PedNSS.pdf ; Pediatric Nutrition (PedNSS ) Surveillance System.
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2012 CHANGE Assessment Results

Physical Activity
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Physica Activity Overview

Physical activity is a well-established method to improving individual health and reducing a person’s
risk for many chronic diseases. Released in 2008, the “Physical Activity Guidelines for Americans”
(PAG) is the first-ever publication of national guidelines for physical activity; it suggests a combination
of aerobic and muscle strengthening activities for long-term health benefits. The Physical Activity
objectives for Healthy People 2020 reflect the strong state of the science supporting the health
benefits of regular physical activity among youth and adults, as identified in the PAG. Regular
physical activity includes participation in moderate and vigorous physical activities and muscle-
strengthening activities.'

= —
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Section 3: Physical Activity

The Healthy People 2020 Physical Activity
objectives highlight how physical activity levels
are positively affected by the built environment
such as the availability of sidewalks, bike lanes,
trails and parks, and policies that improve access
to physical activity.? This is often defined as a way
of life that integrates physical activity into daily
routines, also known as active transportation.
Supporting active transportation requires policy
and environmental enhancements that encourage
and support physical activity in such settings as
schools, work sites, health care organizations, and
communities. Each sector assessed their physical
activity policy and environment performance. The

Did You Know?

South Dakota Residents Who Participated in
150 Minutes or More of Aerobic Physical
Activity Per Week (Male/Female)

—
siouxfalls.org/health
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CHANGE Tool results indicate schools achieving
the highest performance with work site reporting
the lowest performance. Specific questions related
to this section are found in the Appendix of this
report.

Prevdence of Physicd Activity in Adults

More than 80 percent of adults do not meet

the guidelines for both aerobic and muscle-
strengthening activities. Similarly, more than

80 percent of adolescents do not do enough
aerobic physical activity to meet the guidelines for
youth.® To meet Healthy People 2020 targets, a
multidisciplinary approach is critical to increasing
the levels of physical activity and improving health.

In spite of the multiple benefits of regular physical
activity, many Americans are not sufficiently
active. Those who are inactive are twice as likely
to develop heart disease, are prone to obesity,
and are more likely to have high blood pressure.*
According to the 2011 BRFFS report, 46.1

percent of South Dakota adults met the physical
activity guideline of 150 minutes per week of
aerobic physical activity, only 16 percent of South
Dakota adults met both the aerobic and muscle
strengthening guidelines of participating in muscle
strengthening exercises more than twice a week,
and 27 percent of South Dakota adults reported
they had no leisure time (outside of work) exercise
or physical activity in the past 30 days.® As you
can see below, females are more likely to be
physically active than males (49.3 percent vs. 42.8
percent respectively) and the higher the income
level, the greater the likelihood they will participate
in physical activity.®

Please note, the BRFSS 2011 prevalence data
should be considered a baseline year for data
analysis and is not directly comparable to previous
years of BRFSS data because of the changes in
weighting methodology and the addition of the cell
phone sampling frame, therefore no trend data nor
the ability to compare to Sioux Falls is available.

According to the 2010 BRFFS report, 75.3
percent of adults in South Dakota reported they

siouxfalls.org/heclth
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South Dakota Residents Who Participated in
150 Minutes or More of Aerobic Physical
Activity Per Week (Income)

Less than $15,000 $15,000-$24,999

$25,000-$34,999 $35,000-$49,000

$50,000+

participated in physical activity in the past 30
days and 78.6 percent of Sioux Falls adults report
that in the past month they have participated in
physical activity.’

Live Well Survey

The Live Well Survey assessed respondent’s
physical activity behaviors. Data showed that
female Live Well Survey respondents reported
the highest percentage of total respondents by
gender that exercises “Sometimes.” Male survey
respondents reported exercising at a moderate
(150 minutes) or vigorous (75 minutes) pace
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per week at a slightly higher percentage, 30.9
percent, when compared to females, 28.2 percent;
however, fewer males “Never” exercise when
compared to female respondents. When data

was analyzed by race group, white respondents
reported the highest percentage of adults in a
family/household who exercise at a moderate to
vigorous pace “Always” and “Sometimes,” while
Asian respondents “Never” exercised.

In addition, respondents living in zip code 57106
reported the highest percentage of adults in a
family/household who exercise on some level

per week. Respondents living in zip code 57107
reported the smallest percentage of adults in a
family/household who participate in exercise per
week. In particular, respondents in zip code 57107
also reported some of the lowest percentages of
access to resources to support physical activity,
when compared to other zip codes.

CHANGE Todl

The Live Well Sioux Falls Work site Sector utilized
the CHANGE tool and identified physical activity
as their greatest opportunity to be addressed. To
review the specific physical activity assessment
questions, refer to Section 5 of this report. As

one might expect, smaller work sites experience

Sioux Falls Parks and Recreation

0 ey o (2 R P N A T
Seciion S hsicol Achvig

greater challenges in supporting physical activity
initiatives due to both physical and financial
resources. There are, however, numerous best
practices that are not resource intensive that can
result in environmental enhancements to promote
increased physical activity. Some examples
include providing a safe area to walk or having
bike racks available.

Children and Adolescents

New to Healthy People 2020 are objectives
related to policies targeting children (ages 2
through 12) through physical activity in child care
settings, television viewing, and computer usage,
including recess and physical education in the
nation’s elementary schools.

Live Well Survey respondents self-reported
information about the physical activity behaviors of
children in their household. Respondents indicated
that only 19.6 percent of children are “Sometimes”
limited to two hours or less of television,

computer, and video games. Conversely, a

higher percentage of respondents, 24.7 percent,
indicated that children in their household “Always”
participate in at least one hour of physical activity
each day. Research has shown the majority of

Sioux Falls Parks and Recreation has expanded health offerings in 2012 in cooperation with Live

Well Sioux Falls.

Parks and Recreation has long been a place where the community has come to utilize indoor

and outdoor recreational facilities—from bike trails to sports leagues—but in 2012, based on our
Needs Assessment, we decided to expand our offerings in areas of health and wellness. A section
dedicated to healthy living opportunities was added to our Activities Guide. Some exciting new
offerings include group fitness classes such as Zumba, Zumba Toning, and Dance Fusion as well as
health education classes such as Tobacco Cessation and Healthier Food Choices Away from Home.
Healthy lifestyle program offerings have increased from 37 programs in 2011 to 60 programs in
2012; total participants increased from 739 in 2011 to 1,082 in 2012 (January to mid-November).

Sioux Falls Parks and Recreation is committed to the Live Well Coalition and plans to continue

expanding healthy living programming.

a-14
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young children are not participating in adequate
amounts of physical activity and in excessive
amounts of screen-based entertainment. It is likely
that physical activity may decline and that screen-
based entertainment may increase with age.®

Data also shows that a high percentage

of children in Live Well Survey respondent
households are only “Sometimes” participating

in at least one hour of daily physical activity, 19.4
percent. This may be an opportunity to address
the physical activity habits of children in Sioux
Falls by increasing access to physical activity.
Moreover, the prevalence of childhood obesity in
South Dakota children 19 years of age and under
based on recent data from the 2011 South Dakota

2012 Sioux Fals Community Health Status
—— ===
School Height and Weight Report has shown a
slight increase, 15.9 percent, from the 2010 data,
15.2 percent.®

The National Prevention Council from the office

of the Surgeon General states, “All residents
should live, work, and learn in an environment that
provides safe and accessible options for physical
activity, regardless of age, income, or disability
status.”!® As the data shows, personal, social,
economic, and environmental factors all play a
role in physical activity levels among youth, adults,
and older adults.
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Understanding
Barriers 1o

Activity
Understanding the factors that influence physical
activity behaviors is important to ensure the
effectiveness of strategies to improve physical
activity behaviors.

Research has shown factors associated with adult

with nontraditional partnerships representing,
for example, transportation, urban planning,
recreation, and environmental health. This
multidisciplinary approach acknowledges that
personal, social, economic, and environmental

3-16
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factors all play a role in physical activity levels
among youth, adults, and older adults.

Environmental influences have been shown to
be positively associated with physical activity,
particularly among children and adolescents,
including the presence of sidewalks, having a
destination/walking to a particular place, access
to public transportation, low traffic density, and
access to neighborhood or school play area
and/or recreational equipment. Physical activity
can be facilitated or constrained by the built
environment, although the relationship between
individual factors, social factors, and the physical
environment is complex and not well understood.
Making changes to the built environment should
be considered as a means of addressing

the related problems of o

inactivity. The Institute of

that improvements to the

encourage walking and bicycling, such as a
well-connected network of off-street trails and

such as the availability of parks and trails, the
usage of these spaces, and policies that promote
physical activity at work sites, in communities, and
in schools.

Live Wel Survey

To support the focus of the CHANGE tool, analysis
of the Live Well survey focused on understanding
respondents physical activity, nutrition and health
behaviors. Respondents indicated if they “recently
started,” “already do this,” or are “not interested in
changing’ these behaviors. A higher percentage

of respondents, 56.6 percent, indicated they

have already “lost weight or maintained a healthy
weight” on a regular basis (6 months or more),
when compared to 45.6 percent who already

siouxfdlls.org/health
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Willingness to Change « The network of city parks is well maintained.

M Recently Started or Want to Change
M Already Doing This Regularly
M Not Interested in Changing to this

« All students are required to be physically active
during the majority of the time in physical
education.

Regular « The Sioux Falls School District has a designated
Physical school health coordinator responsible for

L overseeing school health activities across the
Activity district.

Physical Activity Needs identified are:

Eat « Enhance access to public transportation within
Healthy reasonable walking distance throughout the city.

« Require bike facilities (bike boulevards,
bike lanes, multiuse paths) be built for all
developments to include housing, schools, and
commercial areas.

Achieve

Healthy

Weight « Provide flexible work arrangements or break
times for employees to engage in physical

activity.

This information is a very positive message from
Sioux Falls residents, because respondents are
reporting they want to improve their lifestyles.
Most people who are not physically active or « Implement a walk or bike to school initiative.
eating well are ready to make a change now or in

the near future. This data provides the City with an * Develop and implement a common referral
opportunity to identify strategies to support people ~ System to help residents access community-

to make changes. As strategies are identified to based services or resources for physical activity.
support Sioux Falls residents, facilitating focus
groups with some of the survey respondents may
provide an opportunity to better understand what
will help them make the changes they want to
make.

CHANGE Toodl Assets and Needs
Physical Activity Assets identified are:

« Provide a safe area outside to walk or be
physically active.

Did You Know?

- Provide direct support for community-wide
physical activity opportunities.

« Health professionals provide regular counseling
about the health value of physical activity.

« The community has developed an extensive
land use plan that is being implemented.

ey — I
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Summary

CHANGE tool indicates that all sectors except
work site are achieving the minimum score of 60
percent. Policy and environmental initiatives are
required to improve work site physical activity
performance. Examples of this include flexible
work arrangements, providing bicycle parking, and
designating a walking path close to work.

A review of the work site participants also
indicated that smaller work sites face greater
challenges than larger work sites primarily due to
human and capital resources.

1. US Department of Health and Human Services (HHS), Office of Disease Prevention and Health Promotion. 2008 Physical activity guidelines for
Americans. Washington: HHS; 2008.

2. www.healthypeople.gov12020ltopicsobjective52020/overview.aspx?topicid=33.

3. National Prevention Council, National Prevention Strategy, Washington, DC: U.S. Department of Health and Human Services, Office of the Surgeon
General, 2011.

4. U.S. Department of Health and Human Services. “Physical Activity and Fitness” Healthy People 2020: Understanding and Improving Health.

5. Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor S urveillance System Survey Data. Atlanta, Georgia: U.S. Department of
Health and Human Services, Centers for Disease Control and Prevention, 2011.

6. Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor S urveillance System Survey Data. Atlanta, Georgia: U.S. Department of
Health and Human Services, Centers for Disease Control and Prevention, 2011.

7. Centers for Disease Control and Prevention (CDC). Behavioral Risk Factor S urveillance System Survey Data. Atlanta, Georgia: U.S. Department of
Health and Human Services, Centers for Disease Control and Prevention, 2010.

8. www.ncbi.nim.nih.gov/pubmed/21900847 ; U.S. National Library of Medicine; National Institute of Health.
9. http://doh.sd.gov/SchoolWeight.

10. National Prevention Council, National Prevention Strategy, Washington, DC: U.S. Department of Health and Human Services, Office of the Surgeon
General, 2011; www.health care.govlprevention/nphpphc/strategylreporl.pdf.

11. www.cdc.govipcd/fissues/2012/11_0165.htm; Effect of Changes to the Neighborhood Built Environment on Physical Activity.
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2012 CHANGE Assessment Results
Tobacco Use
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Tobacco Overview

Tobacco use is the single most preventable cause of disease, disability, and death in the United
States. Each year, approximately 443,000 Americans die from tobacco-related ilinesses. An estimated
49,000 of these deaths are the result of secondhand smoke exposure. For every person who dies
from tobacco use, 20 more people suffer with at least one serious tobacco related iliness. Tobacco
use costs the United State $193 billion annually in direct medical expenses and lost productivity,
while secondhand smoke costs an additional $10 million. This makes tobacco use one of the nation’s
deadliest and most costly public health challenges."-2

A ——
siouxfalis.org/health 318



2012 Sioux Fals Community Health Status

According to the 2011 South Dakota BRFSS,
approximately 23 percent of the adults are current
smokers.? The BRFSS has 2011 data available
for the state: however 2010 data is only available
for the Sioux Falls Metropolitan Statistical

Area (MSA), which includes Lincoln, McCook,
Minnehaha, and Turner Counties regarding adult
tobacco use. The 2011 BRFSS prevalence data
regarding adult tobacco use is “considered a
baseline year for data and analysis and is not
comparable to previous year of BRFSS data,

due to change in methodology and sampling,
thus no trend data is available.” According to

the 2010 BRFSS City and County Data, the
percentage of Sioux Falls adults who are current
smokers has consistently declined from a high

of nearly 24 percent in 2002 to the current low of
11.7 percent, which is slightly below the Healthy
People 2020 goal of 12 percent.* ¢ Healthy
People 2020 summarizes strategies implemented

Percent of Sioux Falls MSA Adults
Who are Current Smokers

# South Dakota M Sioux Falls

2002
—{23.9%

2003

{23.1%

2004

119.1%

2005

— 20%

2006

120.2%

2007

— 17.4%

2008

— 15%

2009

|15.2%

2010

—{11.7%

2011

320
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over the last 48 years to reduce the toll tobacco
use takes on families and communities.
Successful strategies include fully funding tobacco
control programs, increasing the price of tobacco

CHANGE Todl

The success of these national strategies is evident
in the CHANGE tool results regarding tobacco
use. All five sectors identified their respective
environments as places that support the
elimination of tobacco use and most all sectors
identified corresponding policies. Each sector
indicated that the implementation of sector policies
was influenced by the implementation of statewide
policies. Examples of influential statewide policies
include, but are not limited to, a 2002 law banning
smoking in most public places and areas of
employment, in 2006 the state cigarette tax was
raised, and in 2010 voters upheld a law expanding
the smoking ban to bars, restaurants and casinos.

Live Well Survey

Live Well Survey respondents were asked to
identify their top three unhealthy behaviors in
Sioux Falls. Nearly 42 percent of the respondents
identified smoking/tobacco use as one of the top
three unhealthy behaviors.

Given that the tobacco use rate has decreased
year over year and that most indoor public spaces
are now tobacco free, it is a best practice to learn
and understand about tobacco-free outdoor public
spaces.

A high percentage of the Live Well resident survey
respondents indicated they would support tobacco
free parks in Sioux Falls, 77.2 percent compared
to 12.1 percent who reported “No” and 10.3
percent who “Don’t know/not sure.” Within the five
zip code areas of respondents, 57108 reported
the highest percentage of support for tobacco-

siouxfdlis.org/nectth
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free parks, 82.7 percent, while zip code 57107
reported the lowest percentage of support for
tobacco free parks, 67.3 percent, as well as one
the highest percentages of “Everyday” smokers
across zip codes, 16.8 percent. Respondents
living in zip code 57104 reported the highest
percentage of “Everyday” smokers, 25.5 percent.

Percent of Live Well Survey Respondents Who
Would Support Tobacco Free Parks by Zip Code

HENo HYes
57103

57104
57105
57106
57107
57108

57110

Tobacco use is the number one preventable
death. In South Dakota alone, 1,205 people died
of tobacco use in 2010. Preventing tobacco use,
especially at a young age, and helping tobacco
users quit can improve the health and quality of
life for Americans of all ages. People who stop
smoking greatly reduce their risk of disease and
premature death. Benefits are greater for people
who stop at earlier ages, but quitting tobacco use
is beneficial at any age.®

The Live Well Survey asked respondents about
their tobacco use. Almost half of those Live Well
Survey respondents who reported themselves
as tobacco users indicated they stopped using
tobacco for one day or longer because they
were trying to quit using tobacco. In addition,
28.9 percent of respondents who are current
tobacco users indicated they were familiar with
the South Dakota QuitLine, a free tobacco
cessation resource (phone coaching and online
assistance) supported through the South Dakota
Department of Health, and they would go there
if they wanted to quit smoking.® However, nearly
23 percent indicated they don’t know where to go
for assistance in tobacco cessation.
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Tobacco Use and Disease

Common diseases and causes of death linked

to tobacco use include cancer; heart disease;
lung disease including emphysema, bronchitis,
and chronic airway obstruction; premature birth;
low birth weight; stillbirth; and infant death.
Secondhand smoke causes heart disease and
lung cancer in adults and a number of health
problems in infants and children, including
severe asthma attacks, respiratory infections, ear
infections, and sudden infant death syndrome
(SIDS). Smokeless tobacco causes a number of
serious oral health problems, including cancer of
the mouth and gums, periodontitis and tooth loss.
Cigar use causes cancer of the larynx, mouth,
esophagus, and lung."®

Disparities in tobacco use result in more tobacco-
related disease in population subgroups. South
Dakota 2011 BRFSS data indicates that Multiracial
reflects that 44.2 percent are smokers, “Other”
which includes Native Americans/American
Indians is second at 38.9 percent, and Hispanics
represent 23.5 percent compared to white
respondents at 21.1 percent."

South Dakota Adults Who are Current Smokers

White Hispanic
Other Multiracial

3-22

Cigarette and tobacco smoke, high blood
cholesterol, high blood pressure, physical
inactivity, obesity, and diabetes are the six major
independent risk factors for coronary heart
disease that can be modified or controlled.
Cigarette smoking is so widespread and
significant as a risk factor that the Surgeon
General has called it “the leading preventable
cause of disease and deaths in the United States.”

Summary

The CHANGE tool results indicate that most every
sector identified tobacco policy and environmental
assets above the minimum threshold of 60 percent
and some sectors significantly so. As mentioned
earlier, the success realized in the area of tobacco
can be attributed to strategies implemented over
the last 48 years to reduce the toll tobacco use
takes on families and communities.

CHANGE Tod Assets and Needs

Tobacco Assets identified are:

« Tobacco advertising is restricted at point of
service.

- Revenue is generated through increased
tobacco prices with a portion of the revenue
earmarked for tobacco control.

= 1
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« Health care environments have tobacco-free
environments in all indoor and outdoor public
space.

« Most community institutions and organizations’
environments have tobacco-free environments in
all indoor and outdoor public space.

« Schools provide access to referral system
to help students access tobacco cessation
resources and services.

« Some employers provide insurance coverage for
tobacco cessation products and services.

Tobacco Needs identified are:

. Institute a tobacco-free policy 24/7 for outdoor
public places.

« Ban tobacco promotions, promotional offers, and
prizes.

« Health care professionals provide regular and
consistent counseling about the harm of tobacco
use and exposure during all routine office visits.

« Implement a provider reminder system to
assess, advise, track, and monitor tobacco use.

« Implement a common referral system to help
people access tobacco cessation resources.

—#
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2012 CHANGE Assessment Results
Chronic Disease Management
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ChronchiseaseMonagernerﬂOverview'

Chronic diseases—such as heart disease, stroke, cancer, diabetes, and arthritis—are among the
most common, costly, and preventable of all health problems. Four modifiable health risk behaviors—
lack of physical activity, poor nutrition, tobacco use, and excessive alcohol consumption—are
responsible for much of the illness, suffering, and early death related to chronic diseases.' Access to
high quality and affordable measures (including screening and appropriate follow-up) are essential
steps in saving lives, reducing disabilities, and lowering costs for medical care.?

IS=—————— 4 —
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Chronic conditions currently account for more than
75 percent of health care spending in the United
States, and that can be an expensive proposition
for employers. Studies have shown that chronic
conditions can add about $3,600 a year per
person to employer health care costs. Controlling
health care costs requires a multipronged,
integrated effort that goes beyond the medical
providers and health insurers trying to prevent
chronic diseases to the employers supporting
healthy workplaces.*

5 Most Common Causes of Death in 2005
(South Dakota Compared with United States)?
W South Dakota & United States

Chronic disease management is an integrated
approach to managing illness and is often
defined as “a system of coordinated health care
interventions and communications for populations
with conditions in which patient self-care efforts
are significant.”>¢ It can improve quality of life
while reducing health care costs by preventing or
minimizing the effects of a disease.” For people
who can access health care practitioners or

peer support it is the process whereby persons

—_—— e ————————————————
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with long-term conditions share knowledge,
responsibility and care plans with health care
practitioners and/or peers. To be effective it
requires system implementation with community
social support networks, a range of satisfying
occupations and activities relevant to the context,
clinical professionals willing to act as partners or
coaches, and online resources that are verified
and relevant to the country and context. Itis a
population health strategy as well as an approach
to personal health.

Live Well survey respondents were asked if

they have ever been told by a doctor or health
professional if they have one or more specific
chronic health issues and 24.2 percent indicated
they had “vision problems” closely followed by
“depression, anxiety, stress, etc.” at 23.6 percent,
and 22.8 percent of respondents indicating they

A————————
siouxfdlls.org/health
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Preventative Services and Risk Factors
(South Dakota Compared with United States)

W South Dakota M United States
15.8%
14.5%

Overweight
Consume Fewer Than Five Fruits and Vegetables Per Day
78.6%

Not Attending PE Class
46.4%
71.6%

High School Students

Current Cigarette Smoking

20%
24.7%

Overweight or Obese
63%
65.5%

Consume Fewer Than Five Fruits and Vegetables Per Day
75.6%
81.4%

Insufficient Moderate or Vigorous Physical Activity

Adults

Current Cigarette Smoking
19.8%
19.8%

High Blood Pressure
27.8%
25.5%

High Blood Cholesterol

No Health Care Coverage (18-64 yrs)

17%
16.1%

No Fecal Occult Blood Test Within the Last Two Years
75.8%
77.3%

Never Had Sigmoidoscopy or Colonoscopy

Adult Preventative Services

No Mammogram in Last Two Years

23.5%
25.8%

E———
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have been told they are “overweight /obese.”

The top three health issues—uvision problems,
overweight/obese, and depression, anxiety, stress,
etc.—affect the highest percentage of respondents
aged 36—45 and 46-55.

Fortunately, many of these chronic conditions
can be prevented or more effectively managed

by leading healthier lives, and employers can
play an important role by supporting a healthy
workplace. Steps that employers can take include
encouraging workers to get routine screenings,
promoting physical activity in the workplace, and
providing healthier options in vending machines
and cafeterias. Well-structured, evidence-based
wellness programs can have a real impact on

a company’s bottom line and can help control
health care costs for everyone. Focusing on

an employee’s total health can lead to a more
energetic, productive workforce that can give your
company a competitive edge.

Live Well Survey

Survey respondents were asked about the

health of their workplace and those who are
employed reported that 32.7 percent of their
employer and/or health insurance plans do not
reward them for participating in preventive exams
while, conversely, 31.8 percent of respondents’

#
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employer and/or health insurance plans do
reward for participating and preventive exams. A
smaller percentage of respondents, 13.7 percent,
indicated they “don’t know” if their employer and/
or health insurance plans reward them.

One way that the survey identified the participation
rate in preventive procedure was to ask
respondents to identify preventive procedures they
have had in the last year. While the percentage

of respondents who had a preventive procedure

in the last year is not a direct correlation to
employer support for work site wellness, the data
does support the importance of chronic disease
management and prevention. Blood pressure
checks (80.5 percent) were markedly the highest
reported preventive procedure respondents had
had in the last year. Over half of respondents

also indicated receiving dental cleaning/X-rays
(67.6 percent), a flu shot (59 percent), and vision
screening (50.7 percent) in the last year. A small
percentage of respondents indicated they received
a vascular screening in the last year (3.8 percent).
Data important to note is less than half of
respondents indicated they received a cholesterol
or cardiovascular screening in the last year, while
respondents indicated “overweight/obesity” as
one of their top health issues they have been
diagnosed by their doctor. High cholesterol and
heart disease are health conditions that are known
to be complications associated with overweight/
obesity.

As discussed previously, it is vital to have ongoing
access to a health care provider to support
chronic disease management. The Live Well
Survey assessed respondents’ access to care.
Approximately half of total survey respondents
who answered the question, “Do you have one
person you think of as your personal doctor or
health care provider?” reported they have only
one health care provider, while 31.2 percent
reported having more than one, and nearly 12
percent reported not having a personal doctor.
When asked if there was a time in the past 12
months where they or a family member needed to
see a doctor and couldn’t, the majority said there

3-28
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was not a time where they couldn’t see a doctor.
However, over 12 percent indicated they did have
a time when they or a family member needed

to see a doctor but could not. The major reason
respondents indicated for not being able to see

a doctor included that they do not have health
insurance, the share of the cost was too great,
and inability to get in for an appointment.

Chronic Disease

is included in this section.

Cardiovascular Disease

Cardiovascular disease refers to any disease of
the heart or vascular system. This includes many
conditions, including but not limited to, heart
attacks, coronary heart disease, atherosclerosis,
hypertension, congestive heart failure and stroke.
Risk factors for cardiovascular disease include
high blood pressure, high cholesterol, smoking,
inactivity, and being overweight or obese.
Individuals with cardiovascular disease experience
life changing difficulties and limitations plus the
increased health care costs associated with long-
term (chronic) illnesses which in turn, resultina
negative economic impact on communities.

According to preliminary data from the National
Vital Statistics Report, the leading cause of deaths
in the United States in 2011 is diseases of the
heart.? According to the CDC in 2010, the leading
cause of death was heart disease, followed by
cancer and then stroke.®

The 2010 BRFSS data also reported that the
number of persons reporting they have been
told by a heath care professional that they have
angina or cardiovascular disease remains flat
at 4.2 percent." The 2010 BRFSS reported that
3.3 percent of the Sioux Falls MSA residents
indicated a doctor, nurse, or other health care

siouxfalls.org/nealth
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professional has told them that they have had

a heart attack (myocardial infarction)." This
represents a slight increase over 2009 BRFSS
results of 2.7 percent. The number of the Sioux
Falls MSA residents that indicated a doctor, nurse,
or other health care professional has told them
that they have had a stroke remained constant at
1.8 percent.'?

Percent of Sioux Falls MSA Populations
That Have Been Told They Have had a Stroke

B South Dakota M Sioux Falls
2007

2008
2009
2010

2011

Percent of Populations That Have Been
Told They Have had a Heart Attack

M South Dakota M Sioux Falls
0%

siouxfdlls.org/heatth
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Percent of Sioux Falls MSA Populations That Have

Been Told They Have Angina/Coronary Heart Disease

B South Dakota M Sioux Falls
2007 3.1%
2008 3.4%
2009 3.6%
2010 4.2%
2011
Risk Factors

of Cardiovascular Disease

Hypertension is the term used to describe high
blood pressure. Often, there are no symptoms,
which is why it is referred to as a “Silent Killer".
For most patients, high blood pressure is found
when they visit their health care provider or have
it checked elsewhere. Because there are no
symptoms, people can develop heart disease and
kidney problems without knowing they have high
blood pressure. The most current 2009 BRFSS
data indicates that the number of people living in
the Sioux Falls MSA that have been told they have
high blood pressure has continued to increase
since 2003."

76.4 million U.S. adults have been diagnosed
with high blood pressure, and approximately

33 percent of them do not know they have it. "
Clinical preventive services, such as routine
screenings for hypertension, are key to reducing '
death and disability and improving the nation’s
health. These services both prevent and detect
illnesses and diseases at more treatable stages.

In 2010, The Big Squeeze initiative was
introduced to Sioux Falls through a partnership
that includes many Live Well Sioux Falls Coalition
members. This month-long initiative focuses

on performing blood pressure screenings and
delivering education to Sioux Falls residents.

The mission of The Big Squeeze is to increase
awareness of hypertension (high blood pressure)
and the need for screenings throughout the Sioux
Falls community. By participating in a screening,
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2012 Big Squeeze Results Sioux Falls residents have the opportunity to

determine whether their blood pressure isina
normal range and, if it is not, to then take action
and see their health care provider. The initiative

also works with health care providers to ensure

Systolic less Systolic Systolic that patients receive education and tools to
than 120 120-139 140+ manage blood pressure when it is above the
normal range. While it is a “Silent Killer,” it can be
Diastolic less Diastolic Diastolic controlled. In 2012 the goal of 5,000 screenings
than 80 80-89 920+ was exceeded to a total of 5,350 total screenings

performed. Of those 5.350 screened, 65 percent
had at risk (120-139/80-89) or high (>140/>90)
blood pressure readings.

35% 48% \WAL

Did You Know?

Percent of Sioux Falls MSA Population That Have
Been Told They Have High Blood Pressure
g South Dakota M Sioux Falls & 2020

Cholesterd

High blood cholesterol is also a significant
contributing factor for cardiovascular disease.
Cholesterol is a waxy substance that's found in
the fats (lipids) in your blood. While your body

2003

P
3-30 siouxfalls.org/health



Section 3: Chronic Disease Management

2012 Sioux Fals Community Health Status

e T T T e —

needs cholesterol to continue building healthy
cells, having high cholesterol can increase your
risk of heart disease.

When you have high cholesterol, you may develop
fatty deposits in your blood vessels. Eventually,
these deposits make it difficult for enough blood

Percent of Adults Who Have Been
Told That They Have High Blood Cholesterol
M South Dakota M Sioux Falls
31.2%
128.8%

2003

34%
130%

2005

34%
131.4%

2007

36.4%
133.3%

2009

2011

36.6%

to flow through your arteries. Your heart may not
get as much oxygen-rich blood as it needs, which
increases the risk of a heart attack. Decreased
blood flow to your brain can cause a stroke.

Diabetes

Diabetes is a disease in which your blood glucose
or sugar levels are too high. Glucose comes

from the foods that we consume. Insulin is a
hormone that assists the glucose to get into your
cells, providing the cells with an energy source.
With type 1 diabetes, the body does not produce
insulin. With type 2 diabetes (more common), your
body does not use the circulation insulin properly.
With both types of diabetes, the glucose stays in

your blood stream and cannot be used properly by
your body.'®

Gestational diabetes is a common complication
of pregnancy. Gestational diabetes can lead to
perinatal complications in mother and child and
substantially increases the likelihood of cesarean
section. Gestational diabetes is also a risk factor
for subsequent development of type 2 diabetes
after pregnancy.'” A number of types of diabetes
exist with type 2 being the most common form.

Percent of People in the Sioux Falls MSA That Have Been Told By A Doctor That They Have Prediabetes

M South Dakota

2007

2004 2005 2006

W Sioux Falls

2008 2009 2010

Percent of People in the Sioux Falls MSA That Have Been Told By A Doctor
That They Have Pregnancy Related Diabetes

[ South Dakota

2007

2004 2005 2006

M Sioux Falls

2008 2009 2010

4
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County Level Estimates of Diagnosed Diabetes
Percentage of Adults in South Dakota (2009)*
0-6.5 6.6-80 MS81-94 M95-111 W11.2+

The Diabetes Prevention program showed that
people at high risk for type 2 diabetes could
sharply lower their chances of developing the
disorder through diet and exercise.™

Diabetes contributes to an increase in
cardiovascular disease risk by 2 to 4 times, as
well as peripheral vascular disease and kidney
disease. In the United States, diabetes is the
leading cause of nontraumatic amputations,
blindness among working-aged adults, and end-
stage renal disease. Diabetes can also cause
emotional distress and impair self-care. It is not
uncommon for those with diabetes to become
overwhelmed because of their care needs. Not
surprisingly, depression, anxiety, and other mental
health disorders are more prevalent among people
with diabetes.

According to the Centers for Disease Control
and Prevention (CDC) 25.8 million people of all
ages, or 8.3 percent of the U.S. population, have
diabetes. Another 18.8 million people have been
given a diagnosis and another 7 million people
are undiagnosed.? In 2010, 41,821 or 6.9 percent
of South Dakotans over the age of 17 had been
told they have type 2 diabetes.?' According to the
CDC, 35 percent of U.S. adults aged 20 years or
older, 59 million Americans, have prediabetes.
Based on this formula, South Dakota would have
more than 200,000 people with prediabetes.?

The BRFSS data reported specific to Sioux
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Falls, when comparing 2009 to 2010, indicates
the percentage of people in the Sioux Falls MSA
that have been told by a doctor that they have
diabetes and the percentage of people in the
Sioux Falls MSA that have been told by a doctor
that they have prediabetes have both experienced
a slight decline; while the percentage of people

Percent of People in the Sioux Falls MSA That Have
Been Told By A Doctor That They Have Diabetes®

Sioux Falls [l South Dakota
2004

2005 A%
2006

2007
2008
2009

2010

2020 Reduce to 7.2 new cases per 1,000 population
aged 18 to 84

6.6%

in the Sioux Falls MSA that have been told by a
doctor that they have pregnancy-related diabetes
has increased from .7 percent to 1.7 percent.?

Additional consideration needs to be given to
women of childbearing age, as excess weight
increases the risk of gestational diabetes mellitus
(GDM). Data from the 2010 BRFSS report for the
Sioux Falls MSA indicates the following:*

Prediabetes is a condition in which individuals
have blood glucose levels higher than normal,
but not high enough to be officially classified

as a diabetic. People with prediabetes have an
increased risk of developing type 2 diabetes,
heart disease, and stroke. There are several
controllable factors that cause diabetes. These
include being overweight/obese, lack of exercise,
and not exercising enough.

Disparities in Diabetes Riek

People from minority populations are more
frequently affected by type 2 diabetes. Minority
groups constitute 25 percent of all adult patients
with diabetes in the United States and represent

siouxfalls.org/health
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the majority of children and adolescents with
type 2 diabetes. African Americans, Hispanic/
Latino Americans, American Indians, and some
Asian Americans and Native Hawaiians and other
Pacific Islanders are at particularly high risk for
the development of type 2 diabetes. Diabetes
prevalence rates among American Indians are 2
to 5 times those of whites.?” On average, African
American adults are 1.7 times as likely and
Mexican Americans and Puerto Ricans are twice
as likely to have the disease as non-Hispanic
whites of similar age.?

Barriers to Progress in Didbetes Care

Barriers to progress in diabetes care include
systems problems (challenges due to the design
of health care systems) and the troubling increase
in the number of people with diabetes, which may
result in a decrease in the attention and resources
available per person to treat diabetes.

= 4
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Mentd Headlth and Mentd Disorders

Mental health is a state of successful performance
of mental function, resuiting in productive
activities, fulfilling relationships with other people,
and the ability to adapt to change and to cope with
challenges. Mental health is essential to personal
well-being, family and interpersonal relationships,
and the ability to contribute to community or
society.?®

As a general health question, the 2010 South
Dakota BRFSS asked respondents about the
status of their mental health.*® This measure
has been tracked through BRFSS since 2000;
however, data specific to the Sioux Falls MSA is
not available.

Percent of Adult Respondents Reporting
Their Mental Health Status as Not Good for
20-30 of the Past Days
6%
5%
4%
3%
2%
1%
0%

2000 2001 2003 2004 20052 006 2007 2008

Mental health and physical health are closely
connected. Mental health plays a major role

in people’s ability to maintain good physical
health. Mental illnesses, such as depression and
anxiety, affect people’s ability to participate in
health-promoting behaviors. In turn, problems
with physical health, such as chronic diseases,
can have a serious impact on mental health

and decrease a person'’s ability to participate in
treatment and recovery.®'

Depression is an iliness that may coexist with
other behavior factors, such as substance abuse.
Excessive alcohol worsens depression symptoms,
thus increasing the severity of the already present
depression. Substance abuse associated with
depression can lead to treatment noncompliance
and can complicate disease treatment. Of Live
Well Survey respondents, 23.6 percent indicated
they had “depression, anxiety, stress, etc.”
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Substance Abuse

2010 BRFSS data specific to alcohol consumption
in the Sioux Falls MSA:

Live Well Survey Respondents were asked to
rank the top three unhealthy behaviors in the
Sioux Falls community, and 45.6 percent of the
respondents identified alcohol abuse as the top
unhealthy behavior in Sioux Falls. Additionally,
when asked to indicate significant problems in the
community, 32.9 percent of respondents identified
substance abuse (alcohol, drug, prescription use)
as a significant problem.

Percent of Sioux Falls MSA Adults Who Say
They are Heavy Drinkers
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Percent of Sioux Falls MSA Adults Who Say
They are Binge Drinkers®

[ Sioux Falls [l South Dakota

2011

Percent of Sioux Falls MSA Adults Who Have Had at
Least One Drink of Alcohol Within the Past 30 Days

W South Dakota M Sioux Falls
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Ordl Health Care

Good oral health is essential to overall health

and well-being. Oral disease, from cavities to

oral cancer, cause pain and disability for many
Americans. Health behaviors that can lead to poor
oral health include tobacco use, excessive alcohol
use, and poor dietary choices.

Percent of Sioux Falls MSA Residents That
Report Visiting A Dentist or Dental Clinic Within
the Past Year for Any Reason
M South Dakota M Sioux Falis

200; | N —

—77.2%
5006 R ] =,
— Ao 7 7%

179.7%

Barriers that can limit a person’s use of preventive
interventions and treatment include limited

access to and availability of dental services,

lack of awareness of the need for care, cost,

and fear of dental procedures.® There are also
social determinants that affect oral health. In
general, people with lower levels of education and
income, and people from specific racial/ethnic
groups, have higher rates of disease. People

with disabilities and other health conditions, like
diabetes, are more likely to have poor dental
health.®*

2012 Sioux Fdlls Community Health Status

Percent of Sioux Falls MSA Adults Aged 65+
Who Have Had All Their Natural Teeth Extracted
W South Dakota ¥ 2020

W Sioux Falls

2010

2008

2006

2004

2002
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Information on oral health is not collected annually
in BRFSS. The MSA-specific data is limited

with only partial data collected every other year
beginning in year 2002 and continuing through
2010. BRFSS reported the following information
specific to oral health care in the Sioux Falls
MSA.3%

Comparing the 2008 BRFSS data to 2010 data
for the Sioux Falls MSA indicates that adults
that have had any permanent teeth extracted,
remained flat (35.3 percent to 35.7 percent
respectively); Adults aged 65-plus who have
had all their natural teeth extracted reflects

significant percent
respective number
reporting t ental

clinic within the last year for any reason also
reflects a significant increase (77.5 percent to 81.2
percent respectively). Respondents who have

no oral health/dental care insurance coverage
accounted for 17 percent of people who have

not visited a dentist or dental clinic within the

past 2 years; however, a small percentage of
respondents (5.6 percent) with dental insurance
coverage reported their last visit to a dentist or
dental clinic was within the past 2 years.

Major improvements have occurred in the nation’s
oral health but oral health still remains a public
health concern. Lack of access to dental care for
all ages remains a public health challenge.

CHANGE Tool Assets and Needs

Chronic Disease Management Assets
identified are:

« Schools are meeting the nutritional needs of
students with special health care or dietary
requirements (allergies, diabetes, physical
disabilities).

« Schools provide chronic disease self-
management education to individuals identified
with chronic conditions or diseases (diabetes,
asthma).

3-86
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« Most health care providers measure weight and
height to calculate body mass index (BMI) for
every patient at each visit.

» Most health care providers provide routine
follow-up counseling and education to patients to
help address chronic diseases and related risk
factors.

Percent of Sioux Falls MSA Adults That Have
Reported Having Had Permanent Teeth Extracted

South

Dakota Sioux Falls

« Most employers provide access to chronic
disease self-management programs (i.e., Weight
Watchers for overweight/obesity).

» Most employers provide access to free or low-
cost employee health risk appraisal or health
screenings.

 Employers have an emergency response plan to
address health emergencies.

» Most provide health insurance to their workforce.

Chronic Disease Management Needs identified
are:

« Establish a common curricula or training to raise
awareness of the symptoms of heart attacks and
strokes.

« Emotional health services are limited and not
available in all settings.

« Consistently promote chronic disease prevention
(post signs to remind employees to get blood
pressure measured, quit smoking or avoid
secondhand smoke, encourage fruit and -
vegetable consumption).

siouxfalls.org/healin
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- Expand the availability of employee assistance
services to employees and families.

« Implement a common message that is supported
by strategies to educate residents on the
importance of obesity prevention, controlling
high blood pressure, controlling cholesterol,
blood sugar or insulin levels, heart attack and
stroke symptoms, and preventive care.

- Provide cardiopulmonary resuscitation training to
students.

« Develop a citywide approach to chronic disease
management to increase patient adherence to
chronic disease treatment.

Summary

Based on the CHANGE tool, each of the sectors
indicated that policies are at varying stages of
development however, even if a policy is not
present, overall their environments support
chronic disease management activities. Policy
development is an opportunity to support systemic
environmental stability.

e irremee—e————__————————————————————
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2012 CHANGE Assessment Results
Leadership
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Institution At Large
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Leadership Overview

A healthy community boasts leaders in organizations of all types who are committed to solving today’s
and tomorrow’s critical public health problems. These leaders support and implement community
health improvements necessary to make a community an inviting place to live. Change leadership

is the driving force that fuels large-scale transformation and sustainable policies and environmental

practices.
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Change leaders provide the direction, inspiration,
and bring together needed partnerships and
resources to ensure success in making Sioux
Falls the healthiest community in the region.
Leaders also ensure there is an active plan

to sustain a community’s ongoing ability and
commitment to work together to establish,
advance, and maintain effective strategies that
continuously improve health and quality of life for
all.”

The nature of the CHANGE tool leadership
assessment questions is slightly different than
the assessment questions for the health topics of
nutrition, physical activity, tobacco, and chronic
disease. The leadership policy and environmental
assessment speaks more to how leadership
engages community members where they live,
work, worship, play, and learn; the philosophy of
how leadership shapes policies and sustainable
environments that promote health and quality of
life; and the degree to which leadership creates
sustainable improvements that address the root
causes of chronic disease, just to mention a

few. The results of the leadership assessment

Section 3: Leadership

do not have a single national or statewide
statistic to measure performance. Our leadership
performance is self-reported by sector members
and is measured by the results experienced

in creating a culture of healthy living at the
community level and to effectively impact the
burden of chronic disease.

—
340
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CHANGE Tool Assets and Needs Leadership Assets identified are:

As you revi ors. our « Most all sector participants provide health
leadership rou,gh the insurance for their employees; however, very
CHANGE t de variation. few reimburse employees for health or wellness

While there are variations of size, complexity, and activities.

resource avallablllty in each of the sectors, there . Larger emp]oyers genera"y have a health

are common themes. promotion budget targeted at employees’
general health and wellness. This extends to
incentives for participating in health screenings
and health risk assessments.

sSignificant Community Problems Identified by Live Well Survey Respondents
Childhood obesity

Substance abuse (alcohol, drugs, prescription)

Bullying (schools, playgrounds)

Access to affordable housing

Workforce and job training opportunities

Crime (neighborhood, schools, parks)

Access to affordable child care services

Access to affordable medications/prescriptions

Money management counseling

Access to exercise/wellness facilities

Access to healthy food choices (farmers’ markets, grocery stores)
Teenage pregnancy (care and prevention program)

None

Safety (neighborhoods, ,schools, parks)

Quality elder care services or provides

Access to information about community involvement

Suicide prevention services

Access to active transportation (bike trails, safe routes to school)
Access to dental providers

Access to safe outdoor recreational areas (parks, walking trails)
Access to quality child care services

Access to social services (adults)

Access to agencies that provide services to youth

Access to health care providers

Access to sufficient natural/green spaces

Access to child health services (Well Care, immunizations)

Access to safe drinking water
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City leadership allocates funding for public
shared use paths, public parks and greenways,
pedestrian enhancements, and bicycle
enhancements.

There is a safety management program to
ensure safe public transportation.

Most larger sector participants have a health
promotion budget, someone responsible for
coordinating weliness promotions and the
opportunity to gather feedback from employees
and/or their constituents.

Health care sector is focused on educating
patients about the importance of healthy
lifestyles and the value of good nutrition,
adequate physical activity, and eliminating
tobacco usage.

Health care sector has instituted an electronic
medical record system and patient registry

to provide feedback on a patient’s condition
and compliance with the prescribed treatment
regimen.

Common themes identified through the CHANGE
tool assessment are also evident when reviewing
the needs across all sectors.

Leadership Needs identified are:

Few sectors represented participate in
community coalitions and partnerships (e.g.,
food policy council, tobacco-free partnership,
neighborhood safety coalition) to address
chronic diseases and related risk factors (e.g.,
poor nutrition, physical inactivity, tobacco use
and exposure).

Few sectors represented participate in the
public policy process to highlight the need for
community changes to address chronic disease
and related risk factors (e.g., poor nutrition,
physical inactivity, tobacco use and exposure).

Offer annual cultural competence training

for all health workers for optimal care of all
patients regardless of race/ethnicity, culture, or
background.

3-42

American Heart Association—Fit-Friendly
Work Sites Recognition Program

Adult Americans spend a majority of their
waking hours at work, and many are in
sedentary careers. With obesity costing
American businesses $12.7 billion per year in
medical expenses and $225.8 billion in health-
related productivity losses, any program that
increases employee wellness will impact the
bottom line.

The American Heart Association’s Fit-Friendly
Work Sites Recognition program recognizes
employers who champion the health of their
employees by creating a wellness program
within the workplace. To qualify, employers
must fulfill criteria such as offering employees
physical activity support, increasing healthy
eating options at work, and promoting a
wellness culture.

Locally, several companies have received
Fit-Friendly Work Site designations, including
DAKOTACARE, Sioux Steel, the Avera Heart
Hospital, LodgeNet, and Wellmark. For more
information on the Fit-Friendly Work site
program, contact Chrissy Meyer at
Chrissy.Meyer@heart.org.

Adopt organizational or performance objectives
pertaining to employee health and well-being.

Provide office-based incentives (e.g.,
discounted insurance premiums, gift certificates)
to employees participating in health risk
assessments, initiatives, or support groups that
promote chronic disease prevention measures
(e.g., quit smoking, log miles walked, blood
pressure or cholesterol screening).

« Enhance access to childhood overweight

prevention and treatment services to reduce
health disparities.

siouxfdlls org/health
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# #

Live Well Survey

Live Well Survey respondents were also asked to
provide their perceptions of significant community
problems. Change leadership is required to affect
the problem areas Live Well Survey respondents
identified. Areas recognized as significant
problems in the community include: access to
affordable housing (23.8 percent), workforce and
job training opportunities (22.5 percent), and crime
(neighborhood, schools, parks) (21.7 percent).

Today, chronic disease accounts for 7 in 10
deaths and affects the quality of life of 90

million Americans. The increasing burden

of chronic disease and unhealthy lifestyles
requires immediate and sustained action from all
community members, which requires leadership.?

More than ever, community leaders understand
that improving the health and well-being of
individuals and families means changing health-
related behaviors, which means addressing
factors that influence those behaviors. In light of

changing funding opportunities and increased
competition for resources, communities need
to ensure they maintain the capacity to work in
partnership with Live Well Sioux Falls Coalition
Members to identify and address public health
challenges, and that their resulting health
initiatives can have sustainable impact.?

Sustainability is not just about funding. From the
outset, sustainability requires an approach that
emphasizes the development of a community
coalition to engage partners, and align policies
and focus areas. Live Well Sioux Falls has brought
together a diverse group of committed community

#
343
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Section 3: Leadership

—,—

leaders to form the Live Well Sioux Falls Coalition.
They have completed the assessment process
and collaboratively defined policy, systems, and
environmental strategic initiatives that are to be
implemented over a period of years.

Through committed leadership and broad partner
involvement, Live Well Sioux Falls will grow our
community focus on health promotion, be able

to catalyze action across society, and implement
the strategic directions and priorities required for
Sioux Falls to become the healthiest community in
the region.

Summary

The CHANGE tool indicated wide performance
variation across all sectors for both policy and

environmental needs. Two areas that are constant
across all sectors and are in need of improvement
include the level of leadership participation

in community coalitions and partnerships to
address each of the health topics plus the level

of leadership participation in the public policy
process that will highlight the need for community
changes to address each of the health topics
while in some organizations participation in both
of these areas may be present, when expanded
to address broader systemic change, the level

of participation falls off. Strong leadership in
these areas and others mentioned throughout

the CHANGE tool are fundamental to achieving
identified strategies that over time will result in an
overall improved health status.

1. CDC's Healthy Communities Program Centers for Disease Control and Prevention National Center for Chronic Disease Prevention and
Health Promotion Division of Adult and Community Health, 4770 Buford Highway, NE Mail Stop K-93 Atlanta, GA 30341-3717, www.cdc.gov/
healthycommunitiesprogram.

2. www.kaiseredu.org/en/Topics/Costs-and-Spending.aspx.

3 www.cdc.govlhealtl'lycommunitiesprogram/pdf/sustainability _guide.pdf online resource.

*
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Hedithy Community Design Hedithy Community Design

Goal: To further promote planning and design of the Goal: To further promote planning and design of the
community to make healthy living easy and accessible. ~community to make healthy living easy and accessible.

Phase 1 (2013—-2014) Phase 1 (2013-2014)

\/

Nuintion Tobacco Physical  Leadership -

Phase 2 (2014-2015)

Activity

Communlty
At Large

TobaccoFree Living

Goal: To prevent and reduce tobacco use.
Phase 1 (2013-2014)

Phase 3 (2015-2016)

09

Leadership

Phase 2 (2014-2015)

Ph5|cal
Acllwty

Community  Schools  Community
At Large Institutions/
Organizations

Tobacco Leadership

Communrty Health Care Community
At Large Institutions/
Organizations

E——
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High Impact Qudity High Impact Qudiity
Clinicd Preventive Services Clinicd Preventive Services
Goal: Each Sioux Falls resident will seek out or be Goal: Increase control of high blood pressure

provided a health risk assessment. and high cholesterol.

Phase 1 (2013—2014) Phase 1 (2013-2014)

Phase 2 (2014-2015)

Phase 2 (2014—2015)

Phase 3 (2015-2016)

&

_ Disease

009 06

Nutition ~ Physical ~ Disease  Tobacco  Leadership Health Care  Schools ~ Community Work Sites  Community
At Large Institutions/
Organizations

Community Health Care
At Large

_— e s e e
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Codiition Management and Advocacy Leadership
Goal: Maintain a high level of engagement in the Goal: To develop a sustainability plan for Live Well
community coalition; encourage, activate, and support Sioux Falls that ensures health in all decisions of

their work in public advocacy for healthy community community shaping and design.

policy and design. Phase 1 (2013-2014)
Phase 1 (2013-2014)

Phase 2 (2014-2015)

Phase 2 (2014—2015)

Phase 3 (2015-2016) O
Leadership

A

Nutrition Physical Disease Leadership
Activity

Qo

Community Community Health Care Work Sites
At Large Institutions/
Organizations

Community
At Large

Schools

—— e
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Nutrition Work Site Wellness
Goal: Increase the number of Sioux Falls residents who  Goal: Increase the number of community businesses
have access to healthy and affordable food options who maintain best in practice work site wellness
Phase 1A (2013-2014) programming.

Phase 1 (2013-2014)

Phase 1B (2013—-2014)

Phase 2 (2014-2015)

| }
-

Leadership

Work Sites

090

Nutrition  Leadership  Physical Disease
Activity

Community Community Work Sites

AtlLarge Institutions/
Organizations

Schools

For more information on how to get involved with
Live Well Sioux Falls, please contact the Sioux
Falls Health Department at 367-8760.

—_—-—
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Live Well Assessment Team Members

Adam Roach
CSF Community Development

*Alicia Collura
CSF Health

Alicia Luther
CSF Parks & Recreation

Amy Meyers
Augustana College

Bob O’Connell
Chamber of Commerce

Carrie McLeod
Sanford

Christina Heckenlaible
Sioux Empire United Way

Colleen Moran
CSF Attorney

Dave Fleck
Sioux Falls Construction

Deb Schuttloffel
Perkins Restaurants

Diane Cogley
Southeastern Behavioral Health

James Larsen
CSF Police

Jan Clary
CSF Engineering

Janelle Zerr
CSF Finance

Janson Exner
CSF Health

*Jean Reed
IMPACT Consulting

Jeff DesLauriers
CSF Engineering

siouxfalls.org/health

Jeff Helm
CSF Fire Rescue

*Jen Johnson
CSF Health

Jenny McDonald
Sanford

**Jill Franken
CSF Health

Judy Kendall
CSF Health

Kandy Jamison
Howalt McDowell

Katie Wick
CSF Health

Lonna Jones
CSF Dental

Mark Blackburn
Augustana College

Mary Michaels
American Heart Association

Molly Satter
Sioux Falls School District

Monie Siemonsma
Citibank

Dr. Nalo Johnson
Spectrum SD

Nicole Soles
Regency Hotels

Dr. Paul Amundson
DAKOTACARE

*Rana DeBoer
CSF Human Resources

Russ Sorenson
CSF Planning and Building
Services

Sam Trebilcock
CSF Planning and Building
Services

Sandra Melstad
South Dakota State Department
of Health

Sara Weber
Chamber of Commerce

Shannon Ausen
CSF Engineering

Teresa Miller
Avera

Trisha Dohn
DAKOTACARE

Vicki Harkness
CSF Health

*Live Well Sioux Falls
Core Team

**City of Sioux Falls Director

***City of Sioux Falls
Multimedia Support

City of Sioux Falls (CSF)
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Live Wel Contributors
Amy Olson
Avera

Bill Ladwig
Lewis Drug

**Bill O’Toole
CSF Human Resources

Brad Willie
Novartis

***Brenda Boyer
CSF Central Services

Brian Christiaanson
CSF Fire Rescue

Britthey Meyer
South Dakota State University

Chad Huwe
CSF Engineering

Charles Shafer
CSF Health

Cheryl Pitzyl
Avera

Chris Anderson
CSF GIS

Chrissy Meyer
American Heart Association

**Darrin Smith
CSF Community Development

Dave Huntimer
CSF Police

Dr. Dave Kapaska
Avera

**Dave Pfeifle
CSF Attorney

Denise Hoffman-Kary
Nichols Media

52

Denise Kolba
American Cancer Society

**Don Kearney
CSF Parks and Recreation

Donna Keeler
Urban Indian Health

Doreen Miller
Sanford

**Doug Barthel
CSF Police

Erik Gaikowskii
American Cancer Society

Evan Nolte
Chamber of Commerce

Fran Rice
Sioux Empire Tobacco-Free
Coalition

Galynn Huber
CSF Street

Gina Rowe
SDSU Extension

Heather Stephenson
CSF Library

Heath Hoftiezer
CSF Engineering

Jeff Rink

Hy-Vee

Janet Kittems-Lalley
HelpLine

Jay Powell
Sioux Empire United Way

Jennifer Stalley
American Cancer Society

Dr. Jerry Walton
Retired—Sanford
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Jill Biltoft
CSF Parks & Recreation

**James Sideras
CSF Fire Rescue

Jodi Fick
CSF Library

Karla Lubben
Sanford Parish Nurse

Kaylee Amundson
Lewis Drug

Kelby Mieras
CSF Parks & Recreation

Kendra Siemonsma
CSF Project Manager

Kira Kimball
Sanford

Kris Graham
Southeastern Behavioral Health

Linda Ahrendt
South Dakota Department of
Health

Linda Redder
American Lung Association

Lyn Schiefelbein
Nichols Media

Maggie Elliot
CSF GIS Mapping

Margarett Hegge
South Dakota State University

Marilee Johnson-Geary
Urban Indian Health

**Mark Cotter
CSF Public Works

Mary Hitzemann
Facelt TOGETHER Sioux Falls
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Live Well Contributors (continued)

**Mary Johns
CSF Library

Mary Wolf
Avera

Mathew Christensen
South Dakota Department of
Health

Matt McGarvey
Wellmark

Megan Myers
American Cancer Society

Michelle Erpenbach
CSF Council

Michelle LaValle
Avera

Mike Begeman
Sanford

**Mike Cooper
CSF Planning and Builiding
Services

Mike Huether
CSF Mayor

Dr. Pam Homan
Sioux Falls School District

Pat Robinson
Muilti-Cultural Center

Randall Beck
Argus Leader

Randolph Troxell
Novartis

Reggan LaBore
Urban Indian Health

Richard Murphy
CSF Production Specialist
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Roberta Olson
South Dakota State University

Sara Hicks
Lewis Drug

Sara Jennings
AARP

Stephanie Perry
Wellmark

Steve VanAartsen
CSF GIS

*Sue Quanbeck Etten
CSF Central Services

Teresa DeBoer
Raven Industries

Teri Roost
Marketing and Media

Tony Tiefenthaler
Sanford

**Tracy Turbak
CSF Finance

***Tyler Ahlers
CSF Central Services

» Live Well Core Team

» City of Sioux Falls Directors

*Live Well Sioux Falls
Core Team

**City of Sioux Falls Director

***City of Sioux Falls
Multimedia Support

City of Sioux Falls (CSF)

« Multimedia Support

+ South Dakota
Department of Health
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The following pages are CHANGE Tool
health topic questions for each sector.
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Community At Large
Physical Activity
To what extent does the community:

1.

10.

1.

12.

13.

14.

Require sidewalks to be built for all developments (e.g., housing, schools,
commercial)?

Adopt a land use plan?

Require bike facilities (e.g., bike boulevards, bike lanes, bike ways, multiuse paths) to
be built for all developments (e.g., housing, schools, commercial)?

Adopt a complete streets plan to support walking and biking infrastructure?

Maintain a network of walking routes (e.g., institute a sidewalk program to fill gaps in
the sidewalk)?

Maintain a network of biking routes (e.g., institute a bike lane program to repave bike
lanes when necessary)?

Maintain a network of parks (e.g., establish a program to repair and upgrade existing
parks and playgrounds)?

Provide access to parks, shared-use paths and trails, or open spaces within
reasonable walking distance of most homes?

Institute mixed land use?

Require sidewalks to comply with the Americans with Disabilities Act (ADA) (i.e., all
routes accessible for people with disabilities)?

Provide access to public recreation facilities (e.g., parks, play areas, community and
wellness centers) for people of all abilities?

Enhance access to public transportation (e.g., bus stops, light rail stops, van pool
services, subway stations) within reasonable walking distance?

Provide street traffic calming measures (e.g., road narrowing, central islands,
roundabouts, speed bumps) to make areas (e.g., neighborhoods, major intersections)
where people are or could be physically active (e.g., walk, bike) safer?

Adopt strategies (e.g., neighborhood crime watch, lights) to enhance personal safety
in areas (e.g., playgrounds, parks, bike lanes, walking paths, neighborhoods) where
people are or could be physically active (e.g., walk, bike)?

siouxfalls.org/health
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Community At Large

Nutrition Poloy  Environ
To what exdent doee the community: Response Response

1. Adopt strategies to encourage food retailers (e.g., grocery, corner, or convenience
stores; bodegas) to provide healthy food and beverage options (e.g., fresh produce) in
underserved areas?

2. Encourage community gardens?

3. Enhance access to public transportation (e.g., bus stops, light rail stops, van pool
services, subway stations) to supermarkets and large grocery stores?

4. Provide access to farmers' markets?

5 Accept Women, Infants and Children (WIC) Farmers' Market Nutrition Program
vouchers, or Food Stamp Benefits at local farmers' markets?

6. Connect locally grown foods to local restaurants and food venues?

7 Promote (e.g., signage, product placement, pricing strategies) the purchase of fruits
and vegetables at local restaurants and food venues?

8 Institute healthy food and beverage options at local restaurants and food venues?

9. Institute nutritional labeling (e.g., “low fat,” “light,” “heart healthy,” “no trans fat”) at local
restaurants and food venues?

10. Provide smaller portion sizes at local restaurants and food venues?

11. Ban local restaurants and retail food establishments from cooking with trans fats?

12. Adopt strategies to recruit supermarkets and large grocery stores in underserved
areas (e.g., provide financial incentives, lower operating costs, provide job training
services)?

13. Provide comfortable, private spaces for women to nurse or pump in public places
(e.g., government buildings, restaurants, retail establishments) to support and
encourage residents’ ability to breast-feed?

14. Protect a woman's right to breast-feed in public places? .
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Section 5: Needs and Assets

Community At large
Tobacco
To what extent doss the communtiy:

1.

10.

1.

Institute a smoke-free policy 24/7 for indoor public places?

Institute a tobacco-free policy 24/7 for indoor public places?

Institute a smoke-free policy 24/7 for outdoor public places?

Institute a tobacco-free policy 24/7 for outdoor public places?

Ban tobacco advertisement (e.g., restrict point-of-purchase advertising or product
placement)?

Ban tobacco promotions, promotional offers, and prizes?

Regulate the number, location, and density of tobacco retail outlets?

Restrict the placement of tobacco vending machines (including self-service displays)?

Enforce the ban of selling single cigarettes?

Increase the price of tobacco products and generate revenue with a portion of the
revenue earmarked for tobacco control efforts (e.g., taxes, mitigation fees)?

Provide access to a referral system for tobacco cessation resources and services,
such as a quitline (e.g., 1-800-QUIT-NOW)?
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2012 Sioux Fals Community Hedlth Status Sectfion 5: Needs and Assets

Community At large

Chronic Disease Management Poicy  Environ
To what exdent does the community: Reeponse Response

1. Enhance access to chronic disease self-management programs (e.g., Weight
Watchers for overweight/obesity)?

2. Adopt strategies to educate its residents on the importance of obesity prevention?

3. Adopt strategies to educate its residents on the importance of controlling high blood
pressure?

4. Adopt strategies to educate its residents on the importance of controlling cholesterol?

5. Adopt strategies to educate its residents on the importance of controlling blood sugar
or insulin levels?

6. Adopt strategies to educate its residents on heart attack and stroke symptoms and
when to call 9-1-1?

7. Adopt strategies to educate its residents on the importance of preventive care?

8. Provide emergency medical services (e.g., 9-1-1, transport system)? . .

9. Adopt strategies to address chronic disease health disparities? ’
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Community At large

Leadership
To what exdent does the community:

1.

10.

1.

Participate in community coalitions and partnerships (e.g., food policy council,
tobacco-free partnership, neighborhood safety coalition) to address chronic diseases
and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use and
exposure)?

Participate in the public policy process to highlight the need for community changes
to address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, tobacco use and exposure)?

Finance public shared-use paths or trails (by passing bonds, passing millages, levying
taxes, or getting grants)?

Finance public recreation facilities (by passing bonds, passing millages, levying taxes,
or getting grants)?

Finance public parks or greenways (by passing bonds, passing millages, levying
taxes, or getting grants)?

Finance public sports facilities (by passing bonds, passing millages, levying taxes, or
getting grants)?

Finance pedestrian enhancements (e.g., sidewalks, street crossing enhancements)?

Finance bicycle enhancements (e.g., bike lanes, bike parking, road diets)?

Address the community’s operating budget to make walking, bicycling, or other
physical activities a priority?

Promote mixed land use through regulation or other incentives?

Institute a management program to improve safety within the transportation system?
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2012 Sioux Fals Community Hedlih Status

Community Institutions and Organizations

Physical Activity
To what extent does the community:

1

10.

1.

12,

13.

6-10

Promote stairwell use (e.g., make stairs appealing, post motivational signs near stairs
to encourage physical activity)?

Provide a safe area outside (e.g., through lighting, signage, crime watch) to walk or be
physically active?

Designate a walking path on or near building property?

Encourage non-motorized commutes (e.g., active transportation such as walk or bike)
to the facility?

Enhance access to public transportation (e.g., bus stops, light rail stops, van pool
services, subway stations) within reasonable walking distance?

Provide access to on-site fitness center, gymnasium, or physical activity classes?

Provide a changing room or locker room with showers?

Provide bicycle parking (e.g., bike rack, shelter) for patrons?

Provide access to a broad range of competitive and noncompetitive physical activities
that help to develop the skills needed to participate in lifetime physical activities?

Provide opportunity for unstructured play or leisure-time physical activity?

Prohibit using physical activity as a punishment?

Restrict screen time to less than 2 hours per day for children over 2 years of age?

Provide direct support (e.g., money, land, pavilion, recreational facilities, sponsorship,
advertising) for supporting community-wide physical activity opportunities (e.g., sports
teams, walking clubs)?

Poiicy

Room Cannot
for Growth Influence

Section 5: Needs and Assets

. Asset ‘

Environment
Response
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Section 5: Needs and Assets 2012 Sioux Fals Community Hedlth Status

Community Institutions and Organizations

Nutrition

Policy Environment

To what extent does the community:

1.

10.

1.

12.

13.

Institute healthy food and beverage options in vending machines?

Institute healthy food and beverage options at institution-sponsored meetings and
events?

Institute healthy food and beverage options in on-site cafeteria and food venues?

Institute healthy food purchasing (e.g., to reduce the caloric, sodium, and fat content
of foods offered) for cafeteria and on-site food venues?

Institute healthy food preparation practices (e.g., steaming, low fat, low salt, limiting
frying) in on-site cafeteria and food venues?

Institute pricing strategies that encourage the purchase of healthy food and beverage
options?

Ban marketing (e.g., counter advertisements, posters, other print materials) of less
than healthy foods and beverages on-site?

Provide smaller portion sizes in on-site cafeteria and food venues?

Institute nutritional labeling (e.g., “low fat,” “light,” “heart healthy,” “no trans fat”) at on-
site cafeteria and food venues?

Provide safe, unflavored, cool drinking water at no cost to patrons? '

Prohibit using food as a reward or punishment?

Provide direct support (e.g., money, land, pavilion, sponsorship, advertising) for
supporting community-wide nutrition opportunities (e.g., farmer i' markets, community
gardens)?

Provide a comfortable, private space for women to nurse or pump to support and
encourage patrons’ ability to breast-feed?
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Community Institutions and Organizations

Tobacco Pol Erviron
To what extent does the community: Response

1. Institute a smoke-free policy 24/7 for indoor public places? . '

2. Institute a tobacco-free policy 24/7 for indoor public places?

4. Institute a tobacco-free policy 24/7 for outdoor public places?

3. Institute a smoke-free policy 24/7 for outdoor public places? . .

5. Ban tobacco vending machine sales (including self-service displays)?

6. Ban tobacco promotions, promotional offers, and prizes?

7. Ban tobacco advertisement (e.g., restrict point-of-purchase advertising, product
placement)?

8 Implement a referral system to help patrons to access tobacco cessation resources
and services, such as a quitline (e.g., 1-800-QUIT-NOW)?
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Section B: Needs and Assets 2012 Sioux Fals Community Health Status

Community Institutions and Organizations
Chronic Disease Management B Ervronment
To what exdent does the community: Response

1. Provide access to chronic disease self-management programs (e.g., Weight Watchers
for overweight/obesity)?

2. Provide access to an on-site nurse?

3 Provide an on-site medical clinic to monitor and address chronic diseases and related
risk factors (e.g., high blood pressure, high cholesterol, elevated blood sugar levels)?

4. Provide routine screening, follow—up counseling and education to patrons to help
address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, hypertension, high cholesterol, elevated blood sugar levels, tobacco use and
exposure)?

5. Adopt curricula or training to raise awareness of the signs and symptoms of heart
attacks and strokes?

6 Adopt curricula or training to raise awareness of the importance of calling 9-1-1
immediately when someone is having a heart attack or stroke?

7 Promote chronic disease prevention to patrons (e.g., post signs reminding patrons to
get blood pressure checked, quit smoking, avoid secondhand smoke)?

8 Have an emergency response plan (e.g., appropriate equipment such as Automatic
External Defibrillator or instructions for action) in place?
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2012 Sioux Fals Community Hedlth Status Section 5: Needs and Assefs

Community Institutions and Organizations

Leadership Poicy  Ervironment
To what enxdent does the community: Response Reeponse

1 Provide incentives to patrons participating in chronic disease prevention measures

(e.g., quit smoking, log miles walked, blood pressure or cholesterol screening)?

2. Participate in the public policy process to highlight the need for community changes
to address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, tobacco use and exposure)?

3. Have a wellness coordinator? . .

4. Have a wellness committee?

5. Have a health promotion budget?

6. Have a mission statement (or a written policy statement) that includes the support of
or commitment to patron health and well-being?

7. Implement a needs assessment when planning a health promotion program?

8. Evaluate health promotion programs? .

9. Provide opportunities for patron feedback (e.g., interest, satisfaction, adherence)
about health promotion programs?

10. Participate in community coalitions and partnerships (e.g., food policy council,

tobacco-free partnership, neighborhood safety coalition) to address chronic diseases
and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use and
exposure)?
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Section B; Needs and Assets 2012 Sioux Fals Communily Health Status

Heaith Care B et Qo D0,
Physical Activity Poloy —
To what extent does the community: Response

Promote stairwell use (e.g., make stairs appealing, post motivational signs near stairs
to encourage physical activity) to patients, visitors, and staff?

2 Assess patients’ physical activity as part of a written checklist or screening used in all
routine office visits?

3. Provide regular counseling about the health value of physical activity during all routine
office visits?

4. Implement a referral system to help patients access community-based resources or
services for physical activity?
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2012 Sioux Fals Community Hedlth Status

Health Care

Nutrition

Poicy

To what esxdent doee the community:

1.

10.

1.

12.

13.

14.

5-16

Implement breastfeeding initiative for future or current moms?

Assess patients’ nutrition as part of a written checklist or screening used in all routine
office visits?

Provide regular counseling about the health value of good nutrition during all routine
office visits?

Provide free or low cost weight management or nutrition programs?

Implement a referral system to help patients access community-based resources or
services for nutrition?

Institute healthy food and beverage options in vending machines?

Institute healthy food and beverage options served to their patients?

Institute healthy food and beverage options in the on-site cafeteria and food venues?

Institute pricing strategies that encourage the purchase of healthy food and beverage
options?

Institute healthy food purchasing (e.g., to reduce the caloric, sodium, and fat content
of foods offered) for cafeteria and on-site food venues?

Institute healthy food preparation practices (e.g., steaming, low fat, low salt, limiting
frying) in on-site cafeteria and food venues?

Institute nutritional labeling (e.g., “low fat,” “light,” “heart healthy,” “no trans fat’) at the
on-site cafeteria and food venues?

Ban marketing (e.g., counter advertisements, posters, other print materials) of less
than healthy foods and beverages on-site?

Section B; Needs and Assets

Environment
Response

Provide smaller portion sizes in on-site cafeteria and food venues? . .
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Section 5: Needs and Assets

Health Care

Tobacco
To what extent does the communiiy:

10.

Institute a smoke-free policy 24/7 for indoor public places?

Institute a tobacco-free policy 24/7 for indoor public places?

Institute a smoke-free policy 24/7 for outdoor public places?

Institute a tobacco-free policy 24/7 for outdoor public places?

Assess patients' tobacco use as part of written checklist or screening used in all
routine office visits?

Assess patients' exposure to tobacco smoke as part of written checklist or screening
used in all routine office visits?

Provide regular counseling about the harm of tobacco use and exposure during all
routine office visits?

Implement a referral system to help patients access tobacco cessation resources and
services, such as a quitline (e.g., 1-800-QUIT-NOW)?

Provide access to free or low-cost pharmacological quitting aids for their patients?

Implement a provider-reminder system to assess, advise, track, and monitor tobacco
use?

siouxfalls.org/heatth
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2012 Sioux Fals Community Hedlth Status

Health Care

Chronic Disease
To what exdent does the community:

10.

618

Implement a referral system to help patients access community-based resources or
services for chronic disease management?

Provide routine follow-up counseling and education to patients to help address chronic
diseases and related risk factors (e.g., poor nutrition, physical inactivity, hypertension,
high cholesterol, elevated blood sugar levels, tobacco use and exposure)?

Provide screening for chronic diseases in adults with risk factors?

Measure weight and height, and calculate appropriate body mass index (BMI) for
every patient at each visit?

Adopt a plan or process to increase patient adherence to chronic disease (e.g.,
cardiovascular disease, diabetes) treatment?

Institute a systematic approach to the processes of diabetes care?

Institute the latest emergency heart disease and stroke treatment guidelines (e.g.,
Joint National Committee 7, American Heart Association)?

Provide access to resources and training for using a stroke rating scale?

Provide specialized stroke care units?

Provide specialized heart disease units?

Section B; Needs and Assets

Policy Environment
Response
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Section 5;: Needs and Assets

Hedlth Care

Leadership
To what exdent does the community:

1.

10.

1.

12.

Participate in community coalitions and partnerships (e.g., food policy council,
tobacco-free partnership, neighborhood safety coalition) to address chronic diseases
and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use and
exposure)?

Participate in the public policy process to highlight the need for community changes
to address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, tobacco use and exposure)?

Enhance access to childhood overweight prevention and treatment services to reduce
health disparities?

Promote high standards of modifiable risk factor (e.g., poor nutrition, physical
inactivity, tobacco use and exposure) practice to health care and provider
associations?

Institute standardized treatment and prevention protocols that are consistent with
national evidence-based guidelines to prevent heart disease, stroke, and related risk
factors?

Institute an electronic medical records system and patient data registries to provide
immediate feedback on a patient's condition and compliance with the treatment
regimen?

Adopt the Chronic Care Model in hospitals?

Provide patient services using provider care teams that cross specialties (e.g.,
physician/pharmacist teams)?

Provide access to medical services outside of regular working hours (e.g., late
evenings, weekends)?

Promote collaboration between health care professionals (e.g., physicians and
specialists) for managing chronic diseases (e.g., cardiovascular disease, diabetes)?

Partner with community agencies to provide free or low-cost chronic disease health
screenings, follow-up counseling, and education for those at risk?

Institute annual cultural competence training for all health workers for optimal care of
all patients (regardiess of their race/ethnicity, culture, or background)?
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2012 Sioux Fale Community Hedlth Status Section B: Needs and Assets

Schod @ = B DB
Physical Activity Pok Ervironment
To what exdent does the community: Response

1. Ban using or withholding physical activity as a punishment? . .

2. Require that students are physically active during the majority of time in physical
education class?

3. Provide access to a broad range of competitive and noncompetitive physical activities
that help to develop the skills needed to participate in lifetime physical activities?

4. Implement a walk or bike to school initiative?

equipment, physical activity equipment, and athletic or fitness facilities) that meet
safety standards?

5. Ensure the availability of proper equipment and facilities (including playground . .
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Section B: Needs and Assets 2012 Sioux Fals Community Health Status

Schodl

Nutrition Ervronment
To what exdent does the community: Response Response

:

Ensure that students are provided only healthy food and beverage options beyond the
school food services (e.g., all vending machines, school stores, and food brought for
celebrations)?

2. Institute school breakfast and lunch programs that meet the U.S. Department of
Agriculture School Meal Nutrition Standards?

3. Ensure that healthy food preparation practices (e.g., steaming, low fat, low salt, limited
frying) are always used in the school cafeteria or on-site food services?

4. Ban marketing (e.g., counter advertisements, posters, other print materials) of less
than healthy foods and beverages on-site?

5. Promote and market (e.g., through counter advertisements, posters or other print
materials) only healthy food and beverage options?

6 Provide adequate time to eat school meals (10 minutes for breakfast/20 minutes for
lunch, from the time students are seated)?

7 Ban using food as a reward or punishment for academic performance or behavior?

8. Provide safe, unflavored, cool drinking water throughout the school day at no cost to
students?

9 Provide school garden (e.g., access to land, container gardens, raised beds) and
related resources (e.g., staff volunteer time, financial incentives)?

10. Ensure that multiple channels, including classroom, cafeteria and communications
with parents, are used to promote healthy eating behaviors?
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Tobacco :
Policy Environment
To what extent does the community: Response
1. Implement a referral system to help students access tobacco cessation resources or
services?
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Section B: Needs and Assets 2012 Sioux Fals Community Hedlth Status

School

Chronic Disease E Ervironment

To what extent does the community: Response Response
1. Provide chronic disease self-management education to individuals identified with
chronic conditions or diseases (e.g., diabetes, asthma)?

2. Meet the nutritional needs of students with special health care or dietary requirements .
(e.g., allergies, diabetes, physical disabilities)?

3. Provide opportunities to raise awareness among students of the signs and symptoms
of heart attack and stroke?

4. Ensure students are aware of the importance of calling 9-1-1 for emergencies? .

5. Ensure cardiopulmonary resuscitation (CPR) training is made available to students?

6. Engage families in the development of school plans (e.g., school diabetes
management plans) to effectively manage students with chronic diseases or
conditions?
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School

Leadership
To what exdent does the community:

1.

Participate in community coalitions and partnerships (e.g., food policy council,
tobacco-free partnership, neighborhood safety coalition) to address chronic diseases
and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use and
exposure)?

Participate in the public policy process to highlight the need for community changes
to address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, tobacco use and exposure)?

Have a school building health group (e.g., school health committee) comprised of
school personnel, parents, students, and community partners that help plan and
implement the health activities at the school building?

Have an individual who is responsible for leading school health activities within the

school building?

Have a health promotion budget?

Have a written mission or position statement that includes the commitment to student
health and well-being?

7. Recruit teachers (e.g., physical education, health) with appropriate training, education,
and background?

8. Provide training and support to food service and other relevant staff to meet nutrition
standards for preparing healthy meals?

9. Provide access to opportunities for professional development or continued education
to staff (e.g., physical education, health, school nurse, food service manager)?

10. Provide training for all teachers and staff on school physical activity, nutrition, and
tobacco prevention policies?

11. Permit only health-promoting fund raising efforts such as non-food options or only
healthy food and beverage options, physical activity-related options (e.g., fun-run), or
community service options (e.g., car wash, directing parking at school events)?
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Section B: Needs and Assets 2012 Sioux Fals Community Health Status

School

After School Poloy  Envionment
To what extent does the community Responee Response

1. Ban using or withholding physical activity as a punishment? . .

2. Ban using food as a reward or punishment for academic performance or behavior?

3. Provide access to physical activity programs (e.g., intramural, extracurricular,
interscholastic)?

4. Ensure appropriate active time during after-school programs or events?

5. Institute healthy food and beverage options during after school programs?

6. Prohibit the sale of sugar-sweetened beverages outside of school hours?
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2012 Sioux Fdls Communify Hedlth Staius

Schoaol
District
To what exdent does the communiiy:

10.

5-26

Require 225 minutes per week of physical education for all middle school and high
school students?

Require 150 minutes per week of physical education for all elementary school
students?

Provide 20 minutes of recess daily for students in elementary school?

Ensure that students are not provided waivers or exemptions from participation

in physical education for other school and community activities, such as band,
chorus, Reserve Officers' Training Corps (ROTC), sports participation, or community
volunteering?

Require that either fruits or vegetables or both are available wherever foods and
beverages are offered?

Eliminate the sale and distribution of less than healthy foods and beverages during the
school day?

Prohibit the sale of sugar-sweetened beverages (can exclude flavored, fat-free milk)
during the school day?

Institute a tobacco-free policy 24/77?

Ban tobacco advertising on school property, at school events, and in written
educational materials and publications?

Ban tobacco promotions, promotional offers, and prizes on school property, at school
events, and in written educational materials and publications?

Policy

Section 5: Needs and Assets

Environment

Response
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Section B: Needs and Assets

School

District (continued)
To what extent does the community:

1.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Ensure acess to a full-time, qualified health care provider (e.g., registered school
nurse) in every school?

Establish a case management plan for students with identified chronic diseases or
conditions (e.g., asthma, diabetes, epilepsy) in consultation with their families, medical
providers, and school staff?

Ensure immediate and reliable access to prescribed medications (e.g., inhaler, insulin,
epinephrine pen) for chronic disease management throughout school day?

Have a district health group (e.g., school health council) comprised of school
personnel, parents, students, and community partners that help plan and implement
district health activities?

Have a designated school health coordinator who is responsible for overseeing school
health activities across the district?

Monitor schools' compliance with the implementation of the district school wellness
policy enacted as a result of the Child Nutrition and WIC Reauthorization Act of 2004
(i.e., requires that all school districts that participate in the National School Lunch
Program have local wellness policies)?

Allow the use of school buildings and facilities by the public during nonschool hours
(e.g., joint use agreement)?

Adopt a physical education curriculum for all students in grades pre-K to grade 12,
as part of a sequential physical education course of study, consistent with state or
National Physical Education Standards?

Adopt a nutrition education curriculum, designed to help students adopt healthy
eating behaviors, for all students in grades pre-K to grade 12, as part of a sequential
health education course of study, consistent with state or National Health Education
Standards?

Adopt a tobacco-use prevention curriculum for all students in grades pre-K to grade
12, as part of a sequential health education course of study, consistent with state or
National Health Education Standards?
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2012 Sioux Fale Community Hedlth Status

Work Site

Physical Activity
To what extent does the community:

1

Promote stairwell use (e.g., make stairs appealing, post motivational signs near stairs
to encourage physical activity)?

2. Provide flexible work arrangements or break times for employees to engage in
physical activity?

3. Encourage nonmotorized commutes (e.g., active transportation such as walk or bike)
to work?

4. Enhance access to public transportation (e.g., bus stops, light rail stops, van pool
services, subway stations) within reasonable walking distance?

5. Support clubs or groups (e.g., walking, biking, hiking) to encourage physical activity
among employees?

6. Provide a safe area outside (e.g., through lighting, signage, crime watch) to walk or be
physically active?

7. Designate a walking path on or near building property?

8. Provide access to on-site fithess center, gymnasium, or physical activity classes?

9. Provide a changing room or locker room with showers?

10. Provide access to off-site workout facility or subsidized membership to local fithess
facility?

11. Provide bicycle parking (e.g., bike rack, shelter) for employees ?

12. Implement activity breaks for meetings that are longer than one hour?

13. Provide direct support (e.g., money, land, pavilion, recreational facilities, sponsorship,
advertising) for supporting community-wide physical activity op jortunities (e.g., sports
teams, walking clubs)?
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Section 5: Needs and Assets

Work Site
Nutrition
To what exdent does the community:

1.

10.

1.

12,

13.

14.

15.

Institute healthy food and beverage options at company-sponsored meetings and
events?

Institute healthy food and beverage options in vending machines?

Institute healthy food and beverage options in on-site cafeteria and food venues?

Institute healthy food purchasing practices (e.g., to reduce the caloric, sodium, and fat
content of foods offered) for on-site cafeteria and food venues?

Institute healthy food preparation practices (e.g., steaming, low fat, low salt, limiting
frying) in on-site cafeteria and food venues?

Ban marketing of less than healthy foods and beverages on site, including through
counter advertisements, posters, and other print materials?

Provide smaller portion sizes in on-site cafeteria and food venues?

Provide safe, unflavored, cool drinking water at no cost to employees?

Institute nutritional labeling (e.g., “low fat,” “light,” “heart healthy,” “no trans fat”) at the
work site’s cafeteria and on-site food service?

Institute pricing strategies that encourage the purchase of healthy food and beverage
options?

Provide refrigerator access for employees?

Provide microwave access for employees?

Provide a sink with water faucet access for employees?

Provide direct support (e.g., money, land, a pavilion, sponsorship, donated advertising)
for community-wide nutrition opportunities (e.g., farmers' markets, community
gardens)?

Support breast-feeding by having matemity care practices, including providing a
comfortable, private space for employees to nurse or pump?
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2012 Sioux Fals Community Hedlth Status

Work Site

Tobacco
To what extent doee the community:

10.

Institute a smoke-free policy 24/7 for indoor public places?

Institute a tobacco-free policy 24/7 for indoor public places?

Institute a smoke-free policy 24/7 for outdoor public places?

Institute a tobacco-free policy 24/7 for outdoor public places?

Ban tobacco vending machine sales (including self-service displays)?

Provide insurance coverage for tobacco cessation services ?

Provide insurance coverage for tobacco cessation products (e.g., pharmacological
quitting aids, medicines)?

Ban tobacco promotions, promotional offers, and prizes?

Ban tobacco advertisements (e.g., restrict point-of-purchase advertising, or product
placement)?

Implement a referral system to help employees access tobacco cessation resources
or services, such as a quitline (e.g., 1-800-QUIT-NOW)?

Policy

Section 5: Needs and Assets

Environment

Response
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Work Site

Chronic Disease
To what exdent does the community:

1.

10.

1.

Provide routine screening, follow-up counseling and education to employees to

help address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, hypertension, high cholesterol, elevated blood sugar levels, tobacco use and
exposure)?

Provide access to an on-site occupational health nurse?

Provide an on-site medical clinic to monitor and address chronic diseases and related
risk factors (e.g., high blood pressure, high cholesterol, elevated blood sugar levels)?

Provide paid time off to attend health promotion programs or classes?

Provide employee insurance coverage for preventive services and quality medical
care?

Provide access to a free or low-cost employee health risk appraisal or health
screenings?

Provide access to chronic disease self-management programs (e.g., Weight Watchers
for overweight/obesity)?

Adopt curricula or training to raise awareness of the signs and symptoms of heart
attacks and strokes?

Adopt curricula or training to raise awareness of the importance of calling 9-1-1
immediately when someone is having a heart attack or stroke?

Promote chronic disease prevention (e.g., post signs reminding employees to get
blood pressure checked, quit smoking, or avoid secondhand smoke) to employees?

Adopt an emergency response plan (e.g., appropriate equipment such as Automatic
External Defibrillator, instructions for employee action)?

siouxfalls.org/health
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Work Site

|_eadership Poicy  Ervironment
To what extent does the community: Response Response

1. Reimburse employees for preventive health or wellness activities?

2. Participate in the public policy process to highlight the need for community changes
to address chronic diseases and related risk factors (e.g., poor nutrition, physical
inactivity, tobacco use and exposure)?

3. Have a wellness coordinator?
4, Have a wellness committee?

5. Have a health promotion budget?

6. Have a mission statement (or a written policy statement) that includes the support of
or commitment to employee health and well-being?

7. Adopt organizational or performance objectives pertaining to employee health and
well-being?

8. Provide employees with a health insurance plan?

9. Provide office-based incentives (e.g., discounted insurance premium, gift certificates)
to employees participating in health risk assessments, initiatives, or support groups
that promote chronic disease prevention measures (e.g., quit smoking, log miles
walked, blood or cholesterol scree

10. Implement a needs assessment when planning a health promotion program?

11. Evaluate company-sponsored health promotion programs?

12. Provide opportunities for employee feedback (e.g., employee interest, satisfaction,
adherence) about health promotion programs?

13. Participate in community coalitions and partnerships (e.g., food policy council,
tobacco-free partnership, neighborhood safety coalition) to address chronic diseases
and related risk factors (e.g., poor nutrition, physical inactivity, tobacco use and
exposure)?
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We hope this Community Health Needs Assessment is helpful to you.

Should you have questions, need additional information,
or want to become invalued with the Live Well Team, please contact:

Sioux Falls Health Department
521 North Main
Sioux Falls, SD 57104
605-367-8760

Ask for the Community Health Needs Assessment Coordinator.

Thank you for your interest and support.

siouxfalls.org/heath
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