
 



_____________________________________________________________________________________________ 
Community Health Needs Assessment  2 
 

Table of Contents 

Executive Summary ......................................................................................................................................... 3 

Overview and Community Resources ....................................................................................................... 6 

Assessment Process ........................................................................................................................................ 9 

Demographic Information ............................................................................................................................ 14 

Health Conditions, Behaviors, and Outcomes ....................................................................................... 15 

Survey Results.................................................................................................................................................... 25 

Findings of Key Informant Interviews and Focus Group .................................................................... 46 

Priority of Health Needs ................................................................................................................................ 50 

Appendix A – Survey Instruments .............................................................................................................. 52 

Appendix B – County Health Rankings Model ...................................................................................... 73 

Appendix C – Burleigh County Community Health Profile ............................................................... 74 

Appendix D – Prioritization of Community’s Health Needs ............................................................. 92 

  



_____________________________________________________________________________________________ 
Community Health Needs Assessment  3 
 

Executive Summary  

To help inform future decisions and strategic planning, the Burleigh County Board of 

Health, working with the Custer-Burleigh-Emmons-Kidder Regional Collaborative, 

conducted a community health needs assessment in the rural portion of Burleigh County. 

The Center for Rural Health at the University of North Dakota School of Medicine and 

Health Sciences facilitated the assessment, which included the solicitation of input from 

area community members and health care professionals as well as analysis of community 

health-related data. The regional coordinator from Custer-Burleigh-Emmons-Kidder 

Regional Collaborative helped to coordinate assessment activities. 

To gather feedback from the community, residents of rural Burleigh County and local 

health care professionals were given the chance to participate in a survey. Approximately 

31 community members and health care professionals took the survey. Additional 

information was collected through a Community Group comprised of community 

members and through key informant interviews with community leaders. Eighteen 

residents participated as a Community Group member, key informant interviewee, or 

both. The input from all of these residents represented the broad interests of the 

communities that make up rural Burleigh County. Together with secondary data 

gathered from a wide range of sources, the information gathered presents a snapshot of 

health needs and concerns in the county. 

Approximately 8% of the population of rural Burleigh County is over age 65. This 

percentage is considerably less than the rate of North Dakota as a whole. The median 

age for rural Burleigh County residents is 36.7, compared to a state median age of 36.9.  

The median household income in Burleigh County (including the entire county) is higher 

than for the rest of North Dakota - $61,811 compared to $53,741.  The average 

household size in Burleigh County is 2.34 individuals. 

Data compiled by County Health Rankings show that with respect to health outcomes, 

Burleigh County as a whole performs well, landing in the top 10% of counties nationally 

on some self-reported measures of health and well-being. While residents report good 

overall health, however, the county fares more poorly on individual factors that influence 

health, such as health behaviors, clinical care, social and economic factors, and the 

physical environment. Factors on which Burleigh County was performing especially 

poorly included:  

 Alcohol-impaired driving deaths –  7% above the state rate 

 Sexually transmitted infections – almost 40 points higher than the state rate 

 Violent crime – almost 10 points higher than the state rate.  
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Results from the survey revealed that of 78 potential community and health needs set 

forth in the survey, rural Burleigh County residents taking the survey keyed in on issues 

related to the cost of, and access to, health care, as well as issues concerning older 

residents. The survey-takers chose the following eight needs as the most important: 

1. Cost of health care services  

2. Cost of health insurance  

3. Availability of resources to help elderly stay in their homes  

4. Cost of prescription drugs  

5. Adequacy of health insurance  

6. Being able to meet the needs of older population  

7. Youth drug use and abuse 

8. Not enough affordable housing  

Echoing these concerns the survey also revealed that the biggest barriers to receiving 

health care as perceived by community members were the lack of health insurance and 

health care costs. When asked what the good aspects of the county were, respondents 

indicated that the top community assets were: 

 friendly and helpful people  

 a good place to raise kids  

 healthy place to live  

 the cleanliness of the area  

 recreational and sports activities  

Input from Community Group members and community leaders provided through a 

focus group and key informant interviews confirmed many of the concerns raised by 

survey respondents, but also highlighted additional community concerns. Thematic 

concerns emerging from these sessions were:  

 Lack of transportation options  

 Ineffective enforcement of environmental health standards 

 Lack of outreach/human touch to elderly and homebound residents 

 Concerns about availability of emergency services 

Following careful consideration of the results and findings of this assessment, 

Community Group members were asked to rank identified community needs. 

Collectively, they determined that the most significant health needs or issues in the 

community are: (1) the elevated rate of excessive drinking, (2) the cost and adequacy of 

health insurance, (3) concerns about the availability of emergency services, (4) the cost of 
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health care services, and (5) the availability of resources to help the elderly stay in their 

homes.  
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Overview and Community Resources 

The purpose of conducting a community health needs assessment is to describe the 

health of local people, identify areas for health improvement, identify use of local health 

care services, determine factors that contribute to health issues, identify and prioritize 

community needs, and help health care leaders identify potential action to address the 

community’s health needs. A health needs assessment benefits the community by:  1) 

collecting timely input from the local community, providers, and staff; 2) providing an 

analysis of secondary data related to health-related behaviors, conditions, risks, and 

outcomes; 3) compiling and organizing information to guide decision making, education, 

and marketing efforts, and to facilitate the development of a strategic plan; and 4) 

engaging community members about the future of health care. Completion of a health 

assessment also is a requirement for public health departments seeking accreditation. 

With assistance from Custer Health the Center for Rural Health at the University of North 

Dakota School of Medicine and Health Sciences, the Burleigh County Board of Health 

completed a community health assessment in rural Burleigh County. Many community 

members and stakeholders worked together on the assessment. Among the resources 

and assets of rural Burleigh County are the public health department and a wide variety 

of programs and facilities, as explained in more detail below. 

Other assessments have been conducted in the area in recent years. Sanford Health 

Bismarck conducted an assessment in the area dated 2012-13. St. Alexius Medical Center 

conducted an assessment that included Burleigh, Morton, and Ward counties; the 

assessment is dated 2010 and was published in 2012. Both assessments identified 

obesity and diabetes as significant community health needs, while the St. Alexius 

assessment also identified as priority needs cardiovascular disease, Alzheimer’s disease, 

cancer, and respiratory disease. The current assessment differs from these previous 

regional assessments in that it specifically targeted the rural areas of Burleigh County for 

collection of primary data and expressly sought to identify health needs in the rural 

portion of the county. 

Burleigh-Burleigh Public Health 

The Burleigh County Board of Health contracts services through Bismarck-Burleigh Public 

Health.  Bismarck-Burleigh Public Health is committed to safeguarding the health of 

every citizen in the community. Bismarck-Burleigh Public Health plans and promotes 

health and safety for residents through disease and injury prevention. Public health is 

prevention, promoting health, and protecting the public, and the local unit strives to 

ensure the health and safety of the community and its citizens. 
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 Specific services provided by Bismarck-Burleigh Public Health are: 

 Health Services – Registered Nurses provide various health screening assessments 

and services such as: 

o Immunizations/flu shots 

o Foot care 

o STD/HEP C/HIV testing and counseling 

o TB testing 

o Injections 

o Medication set-up 

o Lactation counseling 

o Car seat safety education 

o Newborn home visits 

o Prenatal education and assessments 

o Blood pressure screenings 

o Cholesterol screening 

 Health Tracks Screenings – A Registered Nurse provides free prevention health 

screenings for Medicaid eligible clients from newborn to 21 years. 

 Health Maintenance – Registered nurses provide nursing care and case management 

in a client’s home. 

 Nutrition Services – A Licensed Registered Dietician (LRD) provides healthy lifestyle 

and nutrition education services for individuals and/or groups. 

 Tobacco prevention and cessation 

 Emergency preparedness 

 Women’s Way 

 
Other Community Resources 

 
Lincoln has a number of community assets and resources for the betterment of the 

community residents. In terms 

of physical assets and features, 

the community includes several 

community parks, softball 

diamond, basketball courts, 

BMX course, horse shoe pits, 

Frisbee golf course, and many 

paved outdoor walking paths. 

Residents are able to reserve 
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the facilities and buildings for community events, family functions, and other outdoor 

gatherings.  

 

About 21 miles north of Bismarck is the town of Wilton. Wilton is located on the border 

of McLean and Burleigh counties, and offers a variety of services for rural residents in 

both. The physical offerings include four parks 

that feature two shelters, picnic tables, electrical 

hookups, modern playground equipment, and 

rest rooms. The surrounding area is also part of 

a game hunting area, with deer, pheasants, 

grouse, and partridge. Wilton has a volunteer 

ambulance and fire department that are on call 

24 hours a day, as well as a local senior center, 

assisted living facility, and veterinary clinic. The 

business community includes a bank, post 

office, convenience store/gas station, cafe, bars, greenhouse, and optometrist. 

 

Other rural Burleigh community resources and programs include: 

 

 The Bountiful Baskets program, which provides customers with fresh fruits and 

vegetables in season. 

 An active set of community groups, including Women of Wilton (WOW), Wilton 

Tree Board, Lions Club, and American Legion Auxiliary. 

 Sunne Evangelical Lutheran Church offers a Wilton Mentor program to assist 

middle and high school students with leadership, community volunteering, and 

service learning opportunities.  
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Assessment Process 

This assessment examines health needs and concerns in rural Burleigh County. Burleigh 

County, located in south central North Dakota, is home to Bismarck, the state’s capital. 

Many of the necessary services for county residents are located in Bismarck, but several 

smaller communities throughout rural Burleigh County also have services for residents. 

According to the 2013 U.S. Census population estimates, Burleigh County has a 

population of 88,457, with Bismarck comprising 67,034 of the total. Rural Burleigh has 

several incorporated cities, including Lincoln (population 3,099), Wilton (population 732), 

Wing (population 159), and Regan (population 44). Unincorporated communities include 

Baldwin, Driscoll, McKenzie, Menoken, Moffit, and Sterling. Figure 1 illustrates the 

location of Burleigh County. 

Figure 1: Burleigh County, North Dakota 

 

The Center for Rural Health provided substantial support to Bismarck-Burleigh Public 

Health and Custer Health in conducting this needs assessment. The Center for Rural 

Health is one of the nation’s most experienced organizations committed to providing 

leadership in rural health. Its mission is to connect resources and knowledge to 

strengthen the health of people in rural communities. As the federally designated State 

Office of Rural Health (SORH) for the state and the home to the North Dakota Medicare 

Rural Hospital Flexibility (Flex) program, the Center connects the School of Medicine and 

Health Sciences and the university to rural communities and their health institutions to 
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facilitate developing and maintaining rural health delivery systems. In this capacity the 

Center works both at a national level and at state and community levels. 

The assessment process was highly collaborative. The chairperson of the Burleigh County 

Board of Health, who resides in the rural area of the county, took part in planning the 

assessment. Along with the administrator of Kidder County District Health Unit – the 

public health unit that covers neighboring Kidder County – and the regional coordinator 

from Custer Health, the Burleigh County Board of Health chair was involved in planning 

and implementing the process. Representatives of Bismarck-Burleigh Public Health and 

Kidder County District Health Unit collaborated on developing a joint survey instrument 

that could be used in both counties, since the public health units in both counties were 

undertaking community needs assessments at the same time. Along with representatives 

from the Center for Rural Health and Custer Health, they met regularly by telephone 

conference and via email. The Community Group (described in more detail below) 

provided in-depth information and informed the assessment in terms of community 

perceptions, community resources, community needs, and ideas for improving the health 

of the population and health care services. Representatives from both Bismarck-Burleigh 

Public Health and Custer Health were involved considerably in planning and organizing 

the Community Group meetings. Members of the Community Group included primarily 

residents from outside the health department.  

As part of the assessment’s overall collaborative process, the Center for Rural Health 

spearheaded efforts to collect data for the assessment in a variety of ways: (1) a survey 

solicited feedback from area residents, including health care professionals; (2) 

community leaders representing the broad interests of the community took part in one-

on-one key informant interviews; (3) the Community Group comprised of community 

leaders and area residents was convened to discuss area health needs and inform the 

assessment process; and (4) a wide range of secondary sources of data was examined, 

providing information on a multitude of measures including demographics; health 

conditions, indicators, and outcomes; rates of preventive measures; rates of disease; and 

at-risk behaviors.  

A collaborative effort that took into account input from health organizations around the 

state led to the development of the survey instrument used in this assessment. The 

North Dakota Department of Health’s public health liaison organized a series of 

meetings that garnered input from the state’s health officer, local public health unit 

professionals from around North Dakota, representatives of the Center for Rural Health, 

and representatives from North Dakota State University. The collaborative process 

involved multiple revisions to the template survey instrument that in the end reflected 
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input from all of the constituency groups. Those providing input had diverse opinions on 

the best way to identify and collect data.    

Detailed below are the methods undertaken to gather data for this assessment by 

convening a Community Group, conducting key informant interviews, soliciting feedback 

about health needs via a survey, and researching secondary data. 

Community Group and Key Informant Interviews 

By serving in a Community Group, as a key informant, or both, 18 community members 

were afforded the opportunity, in addition to taking a survey, of providing in-depth 

insights and community information to help inform this assessment. A Community 

Group representing many facets of the community was convened and first met on July 

14, 2014. During this first Community Group meeting, group members were introduced 

to the needs assessment process, reviewed basic demographic information about 

Burleigh County, and served as a focus group. Focus group topics included community 

assets and challenges, the general health needs of the community, community concerns, 

and suggestions for improving the community’s health. 

The Community Group met again on September 23, 2014. At this second meeting the 

group was presented with survey results, findings from key informant interviews and the 

focus group, and a wide range of secondary data relating to the general health of the 

population in Burleigh County (and specifically in rural Burleigh County, where the data 

was available). The group was then tasked with identifying and prioritizing the 

community’s health needs as well as brainstorming strategies to help meet prioritized 

needs. 

Members of the Community Group represented the broad interests of the community 

served by Bismarck-Burleigh Public Health. They included representatives of local health 

services, local government, social service agencies, and the faith community. Included 

among the Community Group members was a public health professional with special 

knowledge in public health acquired through several years of direct experience in the 

community, including working with medically underserved, low income, and minority 

populations, as well as with populations with chronic diseases. 

One-on-one interviews with key informants from Burleigh County were conducted in 

person in Bismarck, or by telephone, on July 15, 17, 18, and 28. A representative from the 

Center for Rural Health conducted the interviews. Interviews were held with selected 

members of the Community Group as well as other key informants who could provide 

insights into the community’s health needs. Topics covered during the interviews 
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included the general health needs of the community, the general health of the 

community, community concerns, delivery of health care by local providers and health 

organizations, awareness of health services offered locally, barriers to receiving health 

services, and suggestions for improving collaboration within the community.  

Survey 

A survey was distributed to gather feedback from the community. The survey was not 

intended to be a scientific or statistically valid sampling of the population. Rather, it was 

designed to be an additional tool for collecting qualitative data from the community at 

large – specifically, information related to community-perceived health needs. 

The survey was distributed to various residents of rural Burleigh County. The survey tool 

was designed to: 

 Learn of the good things in the community and the community’s concerns; 

 Understand perceptions and attitudes about the health of the community, and 

hear suggestions for improvement; and 

 Learn more about how local health services are used by residents. 

 

Specifically, the survey covered the following topics: residents’ perceptions about 

community assets and challenges, levels of collaboration within the community, broad 

areas of community and health concerns, need for health services, awareness of available 

health services, barriers to using local health care, preferences for using local health care 

versus traveling to other facilities, travel time to a clinic and hospital, use of preventive 

care, use of public health services, suggestions to improve community health, and basic 

demographic information. 

Approximately 600 community member surveys were available for distribution in Kidder 

County and rural Burleigh County. The surveys were distributed by Community Group 

members, through Custer Health, and at other local public venues. To help ensure 

anonymity, included with each survey was a postage-paid return envelope to the Center 

for Rural Health. In addition, to help make the survey as widely available as possible, 

residents also could request a survey by calling Bismarck-Burleigh Public Health or 

Custer Health. The survey period ran from July 1 to August 15, 2014. Unfortunately, the 

rate of response from rural Burleigh County residents was very low. Only 30 completed 

paper surveys from Burleigh County were returned.  

Area residents also were given the option of completing an online version of the survey. 

Only one online survey was completed. In total, counting both paper and online surveys, 
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31 Burleigh County surveys were completed.1 Copies of the survey instruments, both the 

paper and online versions, are included in Appendix A. 

Secondary Data 

Secondary data was collected and analyzed to provide descriptions of: (1) population 

demographics, (2) general health issues (including any population groups with particular 

health issues), and (3) contributing causes of community health issues. Data were 

collected from a variety of sources including the U.S. Census Bureau; the North Dakota 

Department of Health; the Robert Wood Johnson Foundation’s County Health Rankings 

(which pulls data from 20 primary data sources); the National Survey of Children’s Health 

Data Resource Center; the Centers for Disease Control and Prevention; the North Dakota 

Behavioral Risk Factor Surveillance System; and the National Center for Health Statistics. 

  

                                                                                           
1 The same survey also was available to residents of neighboring Kidder County, where the same 
assessment team conducted a similar assessment of Kidder County. Survey-takers were asked to identify 
their county of residence. In total, 114 surveys were completed, with 83 from Kidder County and 31 from 
Burleigh County. This report includes results only from Burleigh County. 
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Demographic Information  

Table 1 summarizes general demographic and geographic data about rural Burleigh 

County.  

TABLE 1:  RURAL BURLEIGH COUNTY: 
INFORMATION AND DEMOGRAPHICS 

(From 2010 Census/2012 American Community Survey; more recent estimates used where available) 

 Rural Burleigh 
County 

(excludes Bismarck) 
North Dakota 

Population, 2013 est. 21,423 723,393 

Population change, 2010-2013 22.8% 7.6% 

Land area, square miles 1,602 69,001 

People per square mile, 2010 49.8 9.7 

White persons (not incl. Hispanic/Latino), 

2013 est. 
87.2% 87.3% 

Persons under 18 years, 2013 est. 25.2% 22.5% 

Persons 65 years or older, 2013 est. 8.2% 14.2% 

Median age, 2012 est. 36.7 36.9 

Non-English spoken at home, 2012 est. 4.1% 5.2% 

High school graduates, 2012 est. 94.2% 90.5% 

Bachelor’s degree or higher, 2012 est. 31.3% 27.1% 

Live below poverty line, 2012 est. 4.4% 12.1% 

While the population of North Dakota has grown in recent years, Burleigh County, 

including the rural sections, has seen an even more rapid increase in population since 

2010 than the state rate. Demographic information and trends that have implications for 

the community’s health and the delivery of health care include: 

 A high rate of population increase, especially during a three-year period, can 

indicate that services may not have the capacity or capability to meet the needs 

of all residents.  
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Health Conditions, Behaviors, and Outcomes  

As noted above, several sources of secondary data were reviewed to inform this 

assessment. The data are presented below in three categories:  (1) County Health 

Rankings, (2) the public health community profile, and (3) children’s health.  

County Health Rankings 

 

The Robert Wood Johnson Foundation, in collaboration with the University of Wisconsin 

Population Health Institute, has developed County Health Rankings to illustrate 

community health needs and provide guidance for actions toward improved health. In 

this report, Burleigh County is compared to North Dakota rates and national benchmarks 

on various topics ranging from individual health behaviors to the quality of health care.  

The data used in the 2014 County Health Rankings are pulled from more than 20 data 

sources and then are compiled to create county rankings. Counties in each of the 50 

states are ranked according to summaries of a variety of health measures. Those having 

high ranks, such as 1 or 2, are considered to be the “healthiest.” Counties are ranked on 

both health outcomes and health factors. Below is a breakdown of the variables that 

influence a county’s rank. A model of the 2014 County Health Rankings – a flow chart of 

how a county’s rank is determined – may be found in Appendix B. For further 

information, visit the County Health Rankings website at www.countyhealthrankings.org.  

 
Health Outcomes 

 Length of life 

 Quality of life 
 

Health Factors 

 Health Behavior 
o Smoking 
o Diet and exercise 
o Alcohol and drug use 
o Sexual activity 

 Clinical Care 
o Access to care 
o Quality of care 

 

 
Health Factors (continued) 

 Social and Economic Factors 
o Education 
o Employment 
o Income 
o Family and social support 
o Community safety 

 Physical Environment 
o Air and water quality 
o Housing and transit 

 

 

Table 2 summarizes the pertinent information gathered by County Health Rankings as it 

relates to Burleigh County. It is important to note that these statistics describe the 

http://www.countyhealthrankings.org/
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population of a county, regardless of where county residents choose to receive their 

medical care. Further, County Health Rankings – as well as many of the primary sources 

of data on which it draws for its rankings – does not present data at a level more specific 

than the county level. In other words, information presented by County Health Rankings 

applies to Burleigh County as a whole, not just the rural portion of it. This limitation 

should be considered when examining the data. 

For most of the measures included in the rankings, the County Health Rankings’ authors 

have calculated the “Top U.S. Performers” for 2014. The Top Performer number marks 

the point at which only 10% of counties in the nation do better, i.e., the 90th percentile 

or 10th percentile, depending on whether the measure is framed positively (such as high 

school graduation) or negatively (such as adult smoking). Burleigh County’s rankings 

within the state also are included in the summary below:  Burleigh County ranks 20th out 

of 45 ranked counties in North Dakota on health outcomes and 1st on health factors.  

The measures marked with a red checkmark () in Table 2 are those where Burleigh 

County is not measuring up to the state rate; a blue checkmark () indicates that the 

county is faring better than the North Dakota average, but not meeting the U.S. Top 10% 

rate. Measures that are not marked with a colored checkmark, but are marked with a 

smiling icon () indicate that the county is ranked in the Top 10% of counties nationally 

on that indicator. 
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TABLE 2:  SELECTED MEASURES FROM COUNTY HEALTH RANKINGS –  
BURLEIGH COUNTY 

 
 
 

 
Burleigh County 

(including Bismarck) 

 
U.S. Top 

10% 
 

North Dakota 

Ranking:  Outcomes 20th  (of 45) 

Premature death 5,473  5,317 6,244 

Poor or fair health 10%  10% 12% 

Poor physical health days (in past 30 days) 2.8  2.5 2.7 

Poor mental health days (in past 30 days) 2.4  2.4 2.4 

Low birth weight 7%  6.0% 6.6% 

% Diabetic 7% - 8% 
Ranking:  Factors 1st  (of 45) 

Health Behaviors    

Adult smoking 13%  14% 18% 

Adult obesity 27%  25% 30% 
Food environment index 9.4  8.7 8.7 

Physical inactivity 21%  21% 26% 

Access to exercise opportunities 74%  85% 62% 
Excessive drinking  19%  10% 22% 
Alcohol-impaired driving deaths 53%  14% 46% 
Sexually transmitted infections 397  123 358 
Teen birth rate 24  20 28 

Clinical Care    

Uninsured  10%  11% 12% 

Primary care physicians 956:1  1,051:1 1,320:1 

Dentists 1,340:1  1,392:1 1,749:1 

Mental health providers 975:1  521:1 1,033:1 
Preventable hospital stays 42  46 59 

Diabetic screening 88%  90% 86% 

Mammography screening 69%  71% 68% 

Social and Economic Factors    

Unemployment 2.7%  4.4% 3.1% 
Children in poverty 9%  13% 14% 

Inadequate social support 15%  14% 16% 
Children in single-parent households 25%  20% 26% 
Violent crime 235  64 226 
Injury deaths 55  49 63 

Physical Environment    

Air pollution – particulate matter 9.8  9.5 10.0 
Drinking water violations 0%  0% 1% 
Severe housing problems 10%  9% 11% 

 = Not meeting North 

Dakota average 

 = Not meeting U.S. 

Top 10% Performers 

 = Meeting or 

exceeding U.S. Top 

10% Performers 
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The data from County Health Rankings show that Burleigh County is doing well as 

compared to the rest of North Dakota on measures of health factors – being ranked first 

in the state on health factors – and even landing in the top performing 10% of counties 

nationally for adult smoking, access to healthy food, physical activity, rates of health 

insurance and employment, children not living in poverty, and the ratio of dentists and 

primary care physicians. Burleigh County’s unemployment rate is among the lowest in 

the nation. Burleigh County was not measuring up to the state rates, however, on 

alcohol-impaired driving deaths, sexually transmitted infections, and violent crime. 

Specifically:  

 

• Alcohol-impaired driving deaths – 7% above the state rate 

• Sexually transmitted infections – almost 40 points higher than the state rate 

• Violent crime – almost 10 points higher than the state rate. 

 

While Burleigh County generally ranked very favorably on health factors, it was not rated 

quite as favorably on health outcomes. Burleigh County landed in the top performing 

10% of counties nationally on self-reported poor or fair health and poor mental health 

days, but its rates were worse than North Dakota on low birth weight, and self-reported 

poor physical health days.  

 

A concerning aspect of the information reported by County Health Rankings was trend 

data indicating that several measures are getting worse. For example, as shown in Figure 

2, the adult obesity rate has increased since 2004, and if current trends continues, it soon 

may surpass the state and national averages.   
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Figure 2 – Rising rate of adult obesity in Burleigh County 

 

 

Likewise, following a similar trend, the rate of violent crime also has seen recent 

increases, with the rate more than doubling since 2004. This trend is illustrated in Figure 

3. 

 

Figure 3 – Rising rate of violent crime in Burleigh County 

 

 

The rate of sexually transmitted infections in Burleigh County also has had a noticeable 

increase in recent years, increasing more rapidly than the state average, as shown in 

Figure 4. 
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Figure 4 – Rising rate of sexually transmitted infections in Burleigh County 

 

 

On a positive note, within the last decade the level of preventable hospital stays has 

shown some improvement. This factor measures the number of patients being 

hospitalized for conditions that may amenable to outpatient care. This improvement may 

suggest a lessening tendency to overuse the hospital as a main source of care. Also 

showing a slightly positive trend, at least since 2003, is the rate of diabetic screenings, 

which is following a similar trend to the state and national averages. These more positive 

trends are illustrated in Figures 5 and 6. 
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Figure 5 – Level of preventable hospital stays in Burleigh County 

 

 

Figure 6 – Rate of diabetic screenings in Burleigh County 

 

 

Public Health Community Health Profile 

Included as Appendix C is the North Dakota Department of Health’s community health 

profile for Burleigh County. Prepared by the North Dakota Department of Health, the 

profile includes county-level information about population and demographic 

characteristics, birth and death data, behavioral risk factors, crime, and child health 
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indicators. In Burleigh County, the most commonly reported causes of death were heart 

disease, cancer, Alzheimer’s disease, stroke, chronic obstructive pulmonary disease, and 

unintentional injury. Suicide was the leading cause of death among those aged 15 to 24, 

while unintentional injury was the leading cause of death for residents aged 25 to 44. For 

those aged 45 to 84, cancer was the leading cause of death, followed by heart disease. A 

graph illustrating leading causes of death in various age groups in the county may be 

found in Appendix C. 

 

With regard to adult behavioral risk factors, in comparison to North Dakota, Burleigh 

County was faring better than North Dakota on the following measures: 

 Lower rate of binge drinking 

 Lower rate of obesity 

 Lower rate of those lacking health insurance coverage 

 Lower rate of those lacking a personal doctor or health care provider 

 Higher rate of seat belt use 

 Higher rate of annual dental visits 

 Lower rate of smoking 

 

On the other hand, the county was faring worse than North Dakota on: 

 Lower rate of those receiving a certain colorectal cancer screening test 

 Higher rate of violent crime 

 Higher rate of property crime 

 

Children’s Health 

The National Survey of Children’s Health touches on multiple intersecting aspects of 

children’s lives. Data are not available at the county level; listed below is information 

about children’s health in North Dakota. The full survey includes physical and mental 

health status, access to quality health care, and information on the child’s family, 

neighborhood, and social context. Data are from 2011-12. More information about the 

survey may be found at: www.childhealthdata.org/learn/NSCH. 

 

Key measures of the statewide data are summarized below. The rates highlighted in red 

signify that the state is faring worse on that measure than the national average. 
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TABLE 3: SELECTED MEASURES REGARDING CHILDREN’S HEALTH 
(For children aged 0-17 unless noted otherwise) 

Health Status North Dakota National 

Children born premature (3 or more weeks early) 10.8% 11.6% 

Children 10-17 overweight or obese 35.8% 31.3% 

Children 0-5 who were ever breastfed 79.4% 79.2% 

Children 6-17 who missed 11 or more days of school 4.6% 6.2% 

Health Care   

Children currently insured 93.5% 94.5% 

Children who had preventive medical visit in past year 78.6% 84.4% 

Children who had preventive dental visit in past year 74.6% 77.2% 

Young children (10 mos.-5 yrs.) receiving standardized 
screening for developmental or behavioral problems 

20.7% 30.8% 

Children aged 2-17 with problems requiring counseling who 
received needed mental health care 

86.3% 61.0% 

Family Life   

Children whose families eat meals together 4 or more times 
per week 

83.0% 78.4% 

Children who live in households where someone smokes 29.8% 24.1% 

Neighborhood   

Children who live in neighborhood with a park, sidewalks, a 
library, and a community center 

58.9% 54.1% 

Children living in neighborhoods with poorly kept or 
rundown housing 

12.7% 16.2% 

Children living in neighborhood that’s usually or always safe 94.0% 86.6% 

 

The data on children’s health and conditions reveals that while North Dakota is doing 

better than the national averages on a few measures, it is not measuring up to the 

national averages with respect to: 

 Obese or overweight children 

 Children with health insurance 

 Preventive primary care and dentist visits 

 Developmental/behavioral screening 

 Children in smoking households 

Importantly, more than one in five of the state’s children are not receiving an annual 

preventive medical visit or a preventive dental visit. Lack of preventive care now affects 

these children’s future health status.  

Table 4 includes selected county-level measures regarding children’s health in North 

Dakota. The data come from North Dakota KIDS COUNT, a national and state-by-state 

effort to track the status of children, sponsored by the Annie E. Casey Foundation. KIDS 
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COUNT data focus on main components of children’s well-being; more information 

about KIDS COUNT is available at www.ndkidscount.org. The year of the most recent 

data is noted. 

The data show that Burleigh County is performing better than the North Dakota average 

on all of the examined measures. The most marked differences were on the measures of: 

Uninsured children in households below the 200% poverty rate; and Supplemental 

Nutrition Assistance Program (SNAP) recipients.  

TABLE 4: SELECTED COUNTY-LEVEL MEASURES REGARDING CHILDREN’S HEALTH 

 
 
 

Burleigh County North Dakota 

Uninsured children (% of population age 0-18), 2012 6.1% 7.3% 

Uninsured children below 200% of poverty (% of 
population), 2012 

48.7% 51.9% 

Medicaid recipient (% of population age 0-20), 2013 23.1% 28.0% 

Children enrolled in Healthy Steps (% of population 
age 0-18), 2013 

2.4% 2.5% 

Supplemental Nutrition Assistance Program (SNAP) 
recipients (% of population age 0-18), 2012 

17.7% 23.0% 

Licensed child care capacity (% of population age 0-
13), 2014 

41.5% 40.0% 

High school dropouts (% of grade 9-12 enrollment), 
2013 

2.7% 2.8% 
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Survey Results 

As noted above, 31 community members completed the survey. Survey results are 

reported in seven categories: demographics; health care access; community assets, 

challenges, and collaboration; community concerns; delivery of health care; preventive 

care and public health services; and other concerns or suggestions to improve health. 

Survey Demographics 

To better understand the perspectives being offered by survey respondents, survey-

takers were asked a few demographic questions. Throughout this report, numbers (N) 

instead of percentages (%) are reported because percentages can be misleading with 

smaller sample sizes. Survey respondents were not required to answer all survey 

questions; they were free to skip any questions they wished. 

 

With respect to demographics of those who chose to take the survey:  

 About half (N=15) were aged 65 or older. 

 A large majority (N=21) were female. 

 Nearly half (N=14) had associate’s degrees or higher, with a plurality of 

respondents (N=8) having high school diplomas. 

 Nearly half (N=14) worked full-time, with a substantial number (N=12) retired. 

 A minority of respondents (N=6) had household incomes of less than $50,000. 

 

Figure 7 shows these demographic characteristics. It illustrates how this assessment took 

into account input from parties who represent the varied interests of the community 

served, including wide age ranges, those in diverse work situations, and lower-income 

community members.  
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Figure 7: Demographics of Survey-Takers – Burleigh County 
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Health Care Access 

Community members were asked how far they lived from the hospital and clinic they 

usually go to. A large plurality (N=21) reported living within 10 to 30 minutes of the 

hospital they usually go to, while eight respondents indicated they live within 31 to 60 

minutes from the hospital they usually go to. Driving distances, along with lack of 

transportation options, can have a major effect on access to health care services, 

especially in winter when weather conditions lead to hazardous driving conditions. With 

respect to distance to respondents’ clinic of choice, a majority (N=19) said they lived 10 

to 30 minutes from the clinic. Eight reported driving between 31 minutes and one hour 

to the clinic they usually go to. Figures 8 and 9 illustrate these results.   

Figure 8:  Respondent Travel Time to Hospital 

 

Figure 9:  Respondent Travel Time to Clinic 
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most common insurance types were insurance through one’s employer (N=16), Medicare 

(N=15), and private insurance (N=8).  

Figure 10:  Insurance Status 
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Figure 11:  Best Things about the PEOPLE in Your Community 

 

Figure 12:  Best Things about the SERVICES AND RESOURCES in Your Community 
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Figure 13:  Best Things about the QUALITY OF LIFE in Your Community 

 

Figure 14: Best Things about the GEOGRAPHIC SETTING of Your Community 
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Figure 15:  Best Thing about the ACTIVITIES in Your Community 

 

The survey also included the question, “What are other ‘best things’ about your 

community that are not listed in the questions above?” Specific responses included:  

 Low joblessness. 

 Economic development.  

 Community pride.  

 Overall – people are friendly and willing to assist.  

 Near Bismarck for all health needs and shopping.  

In another open-ended question, residents were asked, “What are the major challenges 

facing your community?” Twenty-one respondents provided answers. The most common 

responses related to the growth in population (N=7) and the lack of infrastructure (such 

as overwhelmed roads, housing, and emergency services) (N=6).   

Specific comments provide some insights into the reasoning behind these issues being 

singled out as community challenges: 

 Rapid growth, which strains resources.  

 Rapid population growth creates needs for more of everything.  

 Fire department far away to get to us in time.  

 Seems no matter where you shop or eat out, there is always a shortage of 

workers.  

 The rapid growth – keeping up with the infrastructure.  

 Lack of activities for families. Lack of mental health services.  

Those taking the survey generally agreed that when it comes to collaboration among 

various organizations and constituencies in the community, for many stakeholders there 

9

10

12

16

20

0 10 20 30

Arts and cultural activities and/or cultural
richness of community

Year-round access to fitness opportunities

Specific events and festivals

Activities for families and youth

Recreational and sports activities



_____________________________________________________________________________________________ 
Community Health Needs Assessment  32 
 

was room for improvement. Respondents were asked to rate the level of collaboration, 

or “how well these groups work with others in the community,” on a scale of 1 to 5. The 

results show that residents perceived schools, law enforcement, public health, and 

emergency services as having the most effective collaboration with other community 

stakeholders. Groups that were perceived as needing improvement in collaborating 

included business and industry, economic development organizations, and health and 

human services agencies.  

Figure 16:  Community Collaboration 

 

 

Survey-takers were asked whether they believe health-related organizations in the 

community are working together to improve the overall health of the area population. As 

shown in Figure 17, by a wide margin residents answered this question in the affirmative. 

3.05

3.10

3.13

3.32

3.33

3.36

3.43

3.57

3.79

3.80

4.00

4.04

0 1 2 3 4 5

Health and human services agencies

Economic development organizations

Business and industry

Pharmacies

Other local health providers, such as dentists and
chiropractors

Clinics

Long term care, including nursing homes and
assisted living

Hospital(s)

Emergency services, including ambulance and fire

Public Health

Law enforcement

Schools



_____________________________________________________________________________________________ 
Community Health Needs Assessment  33 
 

Figure 17: Coordination to Improve Overall Population Health 
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Figure 18: Potential Effects of Improved Collaboration among Health Entities 
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Figure 19: Sources of Information about Health Care Services 
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 cost of health care services (4.43) 

 cost of health insurance (4.36) 

 availability of resources to help elderly stay in their homes (4.20) 

 cost of prescription drugs (4.14) 

 adequacy of health insurance (4.13) 

 being able to meet the needs of older population (4.07) 

 youth drug use and abuse (4.07) 

 not enough affordable housing (4.03) 

Other issues ranked as highly concerning (with a mean ranking of at least 3.9) were:   

 youth alcohol use and abuse (3.97) 

 availability/cost of activities for seniors (3.97) 

 youth obesity (3.93) 

 availability of resources for family and friends caring for elders (3.90) 

Figures 20 through 24 illustrate these results. 
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Figure 20:  Community/Environmental Concerns 
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Figure 21:  Concerns about Health Services 
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Figure 22:  Physical, Mental Health, and Substance Abuse Concerns 
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Figure 23:  Concerns Specific to Youth and Children 
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Delivery of Health Care 

The survey asked community members why they seek health care services close to home 

and why they go out of the area for health care needs. Respondents were allowed to 

choose multiple reasons.  

Convenience (N=23) and proximity (N=20) topped the list of reasons that residents 

sought care locally, with familiarity with providers (N=19), high quality of care (N=19), 

and health care providers accept their insurance (N=19) also garnering a substantial 

number of responses. With respect to the reasons community members seek health care 

services out of the area, the primary motivators for seeking care elsewhere was, to access 

a needed specialist (N=15), and due to a referral (N=12).  These results are illustrated in 

Figures 25 and 26.  

Figure 25:  Reasons Community Members Seek Health Care Services Close to Home 
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Figure 26:  Reasons Community Members Seek Services Out of the Area – Burleigh 

County 
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Figure 27:  Perceptions about Barriers to Care 
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common services, by a wide margin, were influenza shots (N=11), blood pressure checks 

(N=6), and immunizations (N=5). These results are shown in Figures 28 and 29. 

Figure 28:  Interaction with Local Public Health Unit in Last Year? 
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Survey-takers also were asked where they turn for trusted health information. 

Overwhelmingly, residents identified their primary care provider (N=26) as the main 

source of trusted health information. Respondents also relied on other health care 

professionals (N=13) and word of mouth/from others (N=13) for health-related 

information. These results are shown in Figure 30.   

Figure 30:  Where Turn for Trusted Health Information 
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Findings from Key Informant Interviews and Focus 
Group 

 

Questions about the health and well-being of the community, similar to those posed in 

the survey, were explored during a focus group session with the Community Group and 

during key informant interviews with community leaders and public health professionals. 

The themes that emerged from these sources were wide-ranging, with some directly 

associated with health care and others more rooted in other community matters. 

Generally, overarching thematic issues that developed during the interviews and focus 

group can be grouped into four categories (listed in no particular order): 

 

 Lack of transportation options  

 Ineffective enforcement of environmental health standards 

 Lack of outreach/human touch to elderly and homebound residents 

 Concerns about availability of emergency services 

A more detailed discussion about these issues follows: 

 Lack of transportation options 

While not a universally perceived need among interviewees and community group 

members, some with experience among older and lower income populations pointed to 

issues that arise due to lack of transportation. While this may not be a wide need 

applicable to a large number of residents, it appears that for those affected, it is an 

especially deep need, as it can mean the difference between receiving necessary health 

care and not receiving it. Many participants recognized that buses are available in 

Bismarck, but said that rural residents have far fewer options. Even for older residents 

who may be comfortable driving in their rural neighborhoods, the prospect of driving in 

Bismarck is worrisome. Some viewed the lack of transportation options as a core barrier, 

saying that an abundance of health-related services in the county is not helpful when 

there is no way to get to them.  

Specific comments included: 

 Buses only go to the city limits. 

 Some Medicaid transportation providers don’t go to the rural areas. 

 Neighbors try to help when they can. 
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 It’s hard for elderly people to get to appointments if they don’t have a car or if 

they don’t want to drive in Bismarck due to traffic. 

 It’s not uncommon for people to get lost in Bismarck, even if they lived their 

whole life here. 

 Transportation can be a problem, especially for older folks or less wealthy folks 

who can’t afford to drive in because gas is expensive or can’t pay for services. 

 Transportation is a huge issue. 

 Some rely on the Emmons County transit, but it isn’t available to everyone. 

 WIC services, car seat checks are available, but people have to come to 

Bismarck. Some don’t have the means to get to Bismarck. 

 In many ways, overall health services are adequate.  Getting to them is another 

issue. 

 

 Ineffective enforcement of environmental health standards 

A topic raised often during key informant interviews, and discussed at length during the 

focus group, was that of inconsistent monitoring and control of environmental health 

regulations – especially those related to sewage disposal. The general consensus was 

that there is widespread confusion about what the regulations require, what inspectors 

are enforcing them, who is signing off on portions of construction permits, and what is 

being done to remedy the situation.  Many participants told anecdotal stories about 

personally seeing or hearing first-hand stories about violations. Some said that projects 

moved forward without all necessary permits. Other said that due to topographical and 

water table features, some portions of Burleigh County were especially vulnerable to 

these types of violations. The information provided by residents left little doubt that a 

problem exists in the rural part of the county that if not addressed could result in serious 

harm.  

Specific comments from participants included: 

 There is inconsistent enforcement of water and sewage regulations. 

 Raw sewage is being dumped on the ground. It exposes everyone else to it. 

 Sometimes hard to enforce against neighbors because of relationships. 

 Some areas (Moffit) have water problems. High tables, sodium. 

 Keeping up with infrastructure is a concern.  Roads, sewer, adequate water. 

They need to hire public workforce necessary to do the inspections out in the 

county. 
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 There is confusion about inspectors.  Even those who work on this stuff can’t 

adequately describe who has what duties throughout the county. It’s a public 

health problem.  

 Confusion about approvals of septic installations. 

 This county employs the public health inspector in Morton County.  But it’s so 

busy in Morton County that the inspector can’t be in Burleigh County. 

 The city is swallowing up farm and ranch land, but needs better infrastructure. 

 I’m not even sure who tests water anymore. 

 With cattle and feedlots, chances of contamination are pretty good. 

 

 Lack of outreach/human touch to elderly and homebound residents 

A common thread running through the discussion of many of the issues facing the rural 

part of the county involved the needs of the elderly. Participants keyed in on a few 

challenges in particular: a perceived lack of needed home care and the difficulty many 

older residents experience when interacting with the health care system. It was 

suggested by more than one participant that the health care system is losing its “human 

touch” and older residents especially are unprepared to interact with technology rather 

than people in connection with receiving health care services. There also was concern 

that the complexities of navigating the health care system can be harder for older 

residents and resources may be needed to aid them in this regard.  

In addition to the need for home health care, participants also pointed to a more general 

need among the elderly for greater social interaction. There is a sense of growing 

isolation among the elderly who remain in their homes, leading to depression, especially 

in winter months when it is more difficult to get out. 

Participants’ comments included: 

 There is a need for more home health, based on needs, not formulas. 

 Some elderly don’t know how to make appointments. They only get a machine 

now when they call. 

 Use mail, not websites, to get information to the elderly. Lots of people don’t 

have computers. Lots of elderly people don’t know how to use computers. 

 There is lots of depression in the county because people are isolated. We need 

more outreach in this area.  

 Not having someone to talk to is probably one of the most deadly things for 

elderly. 
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 The senior center in town has flu shots and does some health stuff, but it has 

fewer and fewer services for health.   

 One of biggest challenges is helping people decide how long to live in their 

homes by themselves. People on farms especially have hard time getting 

home health or support they need to stay in home. 

 There’s no centralized place to look to find out what service are available. 

 I’m not aware of any senior companion program – but there is informal 

helping. 

 Meals on wheels is mostly for people in town. Many on farms don’t get that 

service. 

 Concerns about availability of emergency services 

Emergency medical services were mentioned by several participants, with some 

specifically making note of the challenges of relying on volunteers for some emergency 

services. Some also expressed concern about the reliance on a metro-based ambulance 

service for rural needs, speculating whether an additional ambulance provider would 

better meet the needs of the rural residents.  Also mentioned was the large geographic 

area that needs to be covered by rural emergency services, like fire departments. It was 

suggested that some emergency response assets are not distributed effectively, leaving 

many rural residents vulnerable. 

Specific comments included: 

 A big area of concern is EMS: Some services are functioning with volunteers 

and some areas only have one ambulance. 

 There was an instance in Tuttle where both rigs were out and it took 55 

minutes to get to an accident and EMT was in a pickup.  There were significant 

injuries and stress could have been avoided. 

 Staffing these agencies is difficult. 

 The ambulance in Burleigh charges a lot of money. 

 Some rural towns have first responders, but they can only stabilize and treat – 

not transport – patients. 

 Services are not distributed well. Having emergency services in Bismarck 

doesn’t seem to be enough. 

 Some roads don’t get cleared right away, which prevents emergency vehicles 

from getting to an emergency. 

 I’m not sure about even calling ambulance. Would it be fast enough? 
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Priority of Health Needs 

The Community Group held its second meeting on September 23, 2014. Twelve 

members of the group attended the meeting. A representative from the Center for Rural 

Health presented the group with a summary of this report’s findings, including 

background and explanation about the secondary data, highlights from the results of the 

survey (including perceived community health and community concerns, community 

collaboration, and barriers to care), and findings from the focus group and key informant 

interviews.  

Following the presentation of the assessment findings, and after consideration of and 

discussion about the findings, all members of the group were asked to identify what they 

perceived as the top five community health needs. All of the potential needs were listed 

on poster boards, and each member was given five stickers to place next to the five 

needs they thought were the most significant. Group members were advised they could 

consider a number of criteria when prioritizing needs, such as a need’s burden, scope, 

severity, or urgency, as well as disparities associated with the need and the overall 

importance the community places on addressing the need. The results were totaled, and 

the concerns most often cited were: 

 Elevated rate of excessive drinking (6 votes) 

 Cost/adequacy of health insurance (6 votes) 

 Concerns about availability of emergency services (6 votes) 

 Cost of health care services (5 votes) 

 Availability of resources to help elderly stay in their homes (5 votes) 

The next highest vote-getting issues, which each received three or four votes, were:  

Elevated rate of severe housing problems, ineffective environmental health services, 

elevated rate of violent crime, cost of prescription drugs, and lack of transportation 

options. A summary of this prioritization may be found in Appendix D.  

Using a logic model, the group then began the second portion of the Community Group 

meeting: an abbreviated strategic planning session to think about ways to address the 

prioritized significant needs. Specifically, the group discussed ideas to address one of the 

identified significant needs: the elevated rate of excessive drinking. Much of the 

discussion focused on youth drinking and ways to develop family-centered and other 

activities to provide alternatives to those that revolve around drinking. The group 

expressed an interest in continued work to tackle the issues presented in the needs 
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assessment. This preliminary work is expected to continue through the process of 

developing a community health improvement plan. 
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Appendix A1 – Paper Survey Instrument 
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Appendix A2 – Online Survey Instrument 
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Appendix B – County Health Rankings Model 

 

  



_____________________________________________________________________________________________ 
Community Health Needs Assessment  74 
 

Appendix C – Burleigh District Community Health Profile 
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Appendix D – Prioritization of Community’s Health Needs 

Tier 1 (Significant Needs) 

 Elevated rate of excessive drinking (6 votes) 

 Cost/adequacy of health insurance (6 votes) 

 Concerns about availability of emergency services (6 votes) 

 Cost of health care services (5 votes) 

 Availability of resources to help elderly stay in their homes (5 votes) 

 

 

Tier 2 

 Elevated rate of severe housing problems (4 votes) 

 Ineffective environmental health services (esp. sewage disposal) (4 votes) 

 Elevated rate of violent crime (3 votes) 

 Cost of prescription drugs (3 votes) 

 Lack of transportation options (3 votes) 

 

Tier 3 

 Youth drug use and abuse (2 votes) 

 Being able to meet needs of older population (2 votes) 

 Lack of outreach/human touch to elderly and homebound residents (2 votes) 

 Elevated rate of alcohol-impaired driving deaths (1 vote) 

 Not enough mental health providers (1 vote) 

 Decreased rates of preventive screening (diabetic & mammogram) (1 vote) 

 Elevated rate of inadequate social support (1 vote) 

 Not enough specialists (1 vote) 

(No Votes) 

 Elevated rate of low birthweight births 

 Elevated rate of adult obesity 

 Limited access to exercise opportunities 

 Elevated rate of sexually transmitted infections 

 Elevated teen birth rate 

 Elevated rate of children in single-parent households 

 Elevated rate of injury deaths 

 Elevated rate of air pollution – particulate matter 

 Not able to get appointments/limited hours 

 


