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Executive Summary  

To help inform future decisions and strategic planning, Kidder County District Health 

Unit conducted a community health assessment in Kidder 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 nearby Custer Health, a public health unit that 

covers five counties, helped to coordinate assessment activities. 

To gather feedback from the community, residents of the county and local health care 

professionals were given the chance to participate in a survey. Eighty-three Kidder 

County residents and health care professionals took the survey. Additional information 

was collected through a Community Group comprised of community members as well as 

through key informant interviews with community leaders. Sixteen residents participated 

as Community Group members, key informant interviewees, or both. The input from all 

of these residents represented the broad interests of the community served by Kidder 

County District Health Unit. Together with secondary data gathered from a wide range of 

sources, the information gathered presents a snapshot of health needs and concerns in 

the community. 

Approximately 21% of the population of Kidder County is over age 65. This percentage is 

significantly higher than the North Dakota rate of approximately 14%. The median age 

for Kidder County residents is 48.5, compared to a state median age of 36.9.  These 

demographics suggest an increased need for medical services to attend to an aging 

population. The median household income in Kidder County is lower than the state as a 

whole: $45,478 compared to $51,641. The county tends to have a lower proportion of 

college-educated residents. 

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

Kidder County performs well, landing in the top 10% of counties nationally on self-

reported measures of health and well-being. While residents report good overall health, 

however, the county fairs poorly on individual factors that influence health, such as 

health behaviors, clinical care, social and economic factors, and the physical 

environment. Factors on which Kidder County was performing especially poorly included:  

 Access to exercise opportunities – the percentage of individuals who live 

reasonably close to a physical activity site is nearly 60% lower than the North 

Dakota average 

 Unemployment – double the state rate 
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 Children in poverty – six points above the state rate 

 Access to primary care physician – none available in the county 

 Access to dental services – none available in the county 

 

Results from the survey revealed that of 78 potential community and health needs listed 

in the survey, Kidder County residents collectively chose the following seven as the most 

important: 

1. Not enough daycare services 

2. Availability of resources to help the elderly stay in their homes  

3. Availability of resources for family and friends caring for elders  

4. Being able to meet the needs of the older population  

5. Cost of health care insurance  

6. Long-term/nursing home care options 

7. Not enough affordable housing  

 

The survey also revealed that the biggest barriers to receiving health care as perceived 

by community members were the lack of weekend or evening appointments, distance 

from a health facility, and a lack of doctors.  

When asked about the positive aspects of the county, respondents indicated that the top 

community assets were: 

1. Friendly and helpful people  

2. A safe place to live  

3. Family-friendly 

4. The cleanliness of the area  

5. Quality school systems and programs for youth 

6. Small size and scale of community 

7. Health care 

8. Feeling connected to the people who live here 

Input from Community Group members and community leaders provided via a focus 

group and one-on-one interviews echoed many of the concerns raised by survey 

respondents, but also highlighted issues that survey-takers did not identify as key 

concerns. Thematic concerns emerging from these sessions were:  

 Recruiting and retaining health care professionals  

 Need for transportation options 

 Not enough affordable housing 

 Lack of child daycare services 
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Following careful consideration of the results and findings of this assessment, 

Community Group members determined that the significant health needs or issues in the 

community are: (1) an elevated rate of excessive drinking, (2) elevated rates of children in 

poverty and in single-parent households, and (3) meeting the needs of the older 

population and providing resources for elderly living at home and their caregivers. The 

group has begun the next step of strategic planning to develop a community health 

improvement plan. 
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Overview and Community Resources 

The purpose of conducting a community health 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, Kidder County District Health Unit 

completed a community health assessment in Kidder County. Many community 

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

and assets of Kidder County are the public health department, the Kidder County 

Community Health Center, and a wide variety of programs and facilities, as explained in 

more detail below. 

Kidder County Public Health 

Kidder County District Health Unit provides public health services that include 

environmental health, nursing services, and the WIC (women, infants, and children) 

program.  Each of these programs provides a wide variety of services in order to 

accomplish the mission of public health, which is to assure that North Dakota is a healthy 

place to live and each person has an equal opportunity to enjoy good health.  To 

accomplish this mission, Kidder County Public Health is committed to the promotion of 

healthy lifestyles, protection and enhancement of the environment, and provision of 

quality health care services for the people of North Dakota. 

Specific services provided by Kidder County Health District are listed below. Services 

marked with an asterisk (*) are provided under a contract with Custer Health District. 

 Blood pressure check 

 Breastfeeding resources 

 Car Seat Program* 

 Diabetes screening 

 Flu shots 
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 Health Tracks (child 

health screening) 

 Environmental Health 

Services* 

 Home Health 

 Immunizations 

 Tobacco Prevention and Control 

 WIC (Women, Infants & Children) 

Program* 

 
Kidder County Community Health Center 
 
Kidder County Community Health Center, located in Steele, is a designated rural health 

clinic. One midlevel provider and four other staff members provide an array of services.  

Opened in 2006, the clinic offers the following services: 

 Annual and other physicals 

 Chronic illness management 

 Diabetes management 

 EKGs 

 Lab work 

 Pulmonary function testing 

 Referrals to specialists or therapy 

 Treatment of minor injuries and acute illness 

 Vaccinations and immunizations 

 Well child checkups 

 Women’s health screenings 

 
Other Community Resources in Kidder County 

 
Kidder County has a number of community assets and resources that can be mobilized 

to address population health 

improvement. In terms of physical 

assets and features, the community 

includes a nine-hole golf course, a disc 

golf course located in the Four Seasons 

Community Park, three community 

parks, and playgrounds. Kidder County 

also offers a wide array of bird 

watching, hunting and fishing 

opportunities.  

Photo courtesy Steele Ozone & Kidder County Press 
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The Kidder County school system boasts high national test scores, with students 

measuring above the national average on all four areas measured on the ACT, as well as 

a low student-to-teacher ratio of 13 to 1.  

 

Other community resources and programs include: 

 

 A 25-acre recreation facility at the Steele High School that is open for community 

use. The facility includes a swimming pool, tennis courts, softball and baseball 

diamonds, a park and 

playground, a picnic area, 

a lighted football field, and 

a hard surface track.  

 Senior transportation, 

through Kidder-Emmons 

Senior Services. 

 A chiropractor and 

massage therapist. 

 A local ambulance service. 

 Golden Manor, a 25-bed 

basic care facility, with a 

physical therapist located 

within its facility.  

 A local pharmacy. 

 Senior center locations in Pettibone, Robinson, Steele, and Tuttle, with a variety of 

services including noon meals, meal delivery to homes, card clubs, and social 

events. 

 An active 4H program and Salvation Army. 

 A local newspaper, the Steele Ozone & Kidder County Press. 

 

During a focus group session held as part of the assessment process, county residents 

were asked to identify community assets. With little hesitation and much enthusiasm, 

group members listed a string of community assets and resources that they see as 

important to the area. Items mentioned included:  

 

 “Great school, health care, and public health”  

 “Easy access to a major highway”  

 “Clean air and open spaces”  

Photo courtesy Steele Ozone & Kidder County Press 
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 “A tight-knit community that comes together” 

 “Low crime” 

 “Strong faith-based institutions” 

 “A central place to meet in each community in the county” 

 “Local newspaper” 

 “Grocery stores in Dawson, Pettibone, Tuttle, and Steele” 

 “Senior housing in Steele and Tuttle” 

 “Lakes and outdoor recreation” 

 “Golf course” 

 “County library” 

 “County fair” 

 “Tappen Days” 

 “Tuttle Days” 

 “Winter Fest” 

 “Banking facilities in Steele and Robinson” 
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Assessment Process 

This assessment examined health needs and concerns in Kidder County. Steele, the 

county seat, is located in south-central North Dakota, approximately 40 miles east of 

Bismarck, the state’s capital. Agricultural operations provide the economic base for 

Steele and Kidder County. According to the 2010 U.S. Census, Kidder County had a 

population of 2,435, while the city of Steele had a population of 715.  Figure 1 illustrates 

the location of Kidder County in North Dakota. 

Figure 1: Kidder County, North Dakota 

 

The Center for Rural Health provided substantial support to Kidder County District 

Health Unit in conducting this needs assessment. The Center 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 of North Dakota to rural communities and their health institutions to 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. 
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The assessment process was highly collaborative. The administrator of Kidder County 

District Health Unit, along with a representative of Bismarck-Burleigh Public Health – the 

public health unit that covers neighboring Burleigh County – and the regional 

coordinator from Custer Health were heavily involved in planning and implementing the 

process. Representatives of Kidder County District Health Unit and Bismarck-Burleigh 

Public Health 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 Kidder County District 

Health Unit and Custer Health were involved considerably in planning and organizing the 

Community Group meetings. Members of the Community Group included many 

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 

input from all of the constituency groups. Those providing input had diverse opinions on 

the best way to identify and collect data.    
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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, 16 community members 

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

insights and community information to help inform the assessment. A Community Group 

representing many facets of the community was convened and first met on July 15, 2014. 

During this first Community Group meeting, group members were introduced to the 

needs assessment process, reviewed basic demographic information about Kidder 

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 24, 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 Kidder County. 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 Kidder County District Health Unit. They included representatives of local 

health services, social service agencies, and the faith community. Not all members of the 

group were present at both meetings. 

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

person in Steele and Bismarck on July 14, 15, and 16, 2014 and by telephone on July 18 

and 21, 2014. 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. 

Included among the informants were public health professionals 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.  

Topics covered during the interviews included the general health needs of the 

community, the general health of the community, community concerns, delivery of 
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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 Kidder 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 the use of local health services and preventive health care. 

 

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 their 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, at local health care facilities, though Custer Health, and at other local public 

venues. A representative of Custer Health distributed a large number of surveys at the 

Kidder County Fair. 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 Kidder 

County District Health Unit or Custer Health. The survey period ran from July 1 to August 

15, 2014. Forty-nine completed paper surveys from Kidder County were returned.  

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

Thirty-four online surveys were completed. In total, counting both paper and online 



_____________________________________________________________________________________________ 
Community Health Needs Assessment  14 
 

surveys, 83 Kidder 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 Burleigh County, where the same 
assessment team conducted a similar assessment of the rural portion of Burleigh 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 Kidder County. 
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Demographic Information  

Table 1 summarizes general demographic and geographic data about Kidder County.  

TABLE 1:  KIDDER COUNTY: 
INFORMATION AND DEMOGRAPHICS 

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

 

Kidder County North Dakota 

Population, 2013 est. 2,428 723,393 

Population change, 2010-2013 -0.3% 7.6% 

Land area, square miles 1,351 69,001 

People per square mile, 2010 1.8 9.7 

White persons (not incl. Hispanic/Latino), 

2013 est. 
94.0% 87.3% 

Persons under 18 years, 2013 est. 20.8% 22.5% 

Persons 65 years or older, 2013 est. 20.9% 14.2% 

Median age, 2012 est. 48.5 36.9 

Non-English spoken at home, 2012 est. 5.4% 5.2% 

High school graduates, 2012 est. 82.3% 90.5% 

Bachelor’s degree or higher, 2012 est. 18.4% 27.1% 

Live below poverty line, 2012 est. 13.7% 12.1% 

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

a slight decrease in population since 2010, although U.S. Census Bureau estimates show 

that the county’s population increased from 2012 (2,343) to 2013 (2,428). Demographic 

information and trends that have implications for the community’s health and the 

delivery of health care include: 

 A rate of people aged 65 and older that is well above the state average indicates 

an increased need for health care services. 

 A rate of residents with at least a bachelor’s degree that is well below the state 

rate may have health care workforce implications. 

 A very low population density, meaning emergency medical services face 

challenges in responding to emergencies with a small population that is 

dispersed over a large area. 
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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, Kidder 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 analyzed 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 

 

 

http://www.countyhealthrankings.org/
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Table 2 summarizes the pertinent information gathered by County Health Rankings as it 

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

population of a county, regardless of where county residents choose to receive their 

medical care.  

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). Kidder County’s rankings 

within the state also are included in the summary below: Kidder County ranks 25th out of 

45 ranked counties in North Dakota on health outcomes and 40th on health factors.  

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

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 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 –  
KIDDER COUNTY 

 
 
 

Kidder County 
 

U.S. Top 10% 
 

North Dakota 

Ranking:  Outcomes 25th  (of 45) 

Premature death N/A 5,317 6,244 

Poor or fair health 13%  10% 12% 

Poor physical health days (in past 30 days) 1.7  2.5 2.7 

Poor mental health days (in past 30 days) 2.3  2.4 2.4 

Low birth weight N/A 6.0% 6.6% 

% Diabetic 10%  - 8% 
Ranking:  Factors 40th  (of 45) 
Health Behaviors    

Adult smoking 15%  14% 18% 
Adult obesity 33%  25% 30% 
Food environment index 5.3  8.7 8.7 

Physical inactivity 30%  21% 26% 

Access to exercise opportunities 6%  85% 62% 

Excessive drinking  19%  10% 22% 

Alcohol-impaired driving deaths 44%  14% 46% 

Sexually transmitted infections N/A 123 358 
Teen birth rate 25  20 28 

Clinical Care    
Uninsured  16%  11% 12% 

Primary care physicians N/A 1,051:1 1,320:1 

Dentists 2,426:0  1,392:1 1,749:1 

Mental health providers N/A 521:1 1,033:1 
Preventable hospital stays N/A 46 59 
Diabetic screening 82%  90% 86% 
Mammography screening 63%  71% 68% 

Social and Economic Factors    
Unemployment 6.2%  4.4% 3.1% 
Children in poverty 20%  13% 14% 
Inadequate social support 12%  14% 16% 
Children in single-parent households 22%  20% 26% 
Violent crime 84  64 226 
Injury deaths N/A 49 63 

Physical Environment    
Air pollution – particulate matter 9.7  9.5 10.0 
Drinking water violations 0%  0% 1% 
Severe housing problems 7%  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 Kidder County is doing well as 

compared to the rest of North Dakota on measures of health outcomes, even landing in 

the top performing 10% of counties nationally of self-reported measures of physical and 

mental health. On health factors, however, Kidder County is doing more poorly than 

other North Dakota counties on half of the examined measures. Kidder County lags the 

state on all reported measures except adult smoking, excessive drinking, alcohol 

impaired driving deaths, teen birth rate, inadequate social support, children in single-

parent households, violent crime, air pollution, drinking water violations, and severe 

housing problems. Kidder County’s unemployment rate is double North Dakota’s rate.  

 

It should be noted that County Health Rankings lacked sufficient data to report on 

premature deaths, low birth weight, sexually transmitted infections, preventable hospital 

stays, injury deaths, sufficiency of primary care physicians, and sufficiency of mental 

health providers. The fact that data are not included for these measures should not be 

interpreted to mean that these are not concerning issues in the county.  
 

In comparison to the rest of the state, some of the measures are particularly concerning:  
 

 Access to exercise opportunities – the percentage of individuals who live 

reasonably close to a physical activity site is nearly 60% lower than the North 

Dakota average 

 Children in poverty – six points above the state rate 
 

In addition to the reported rates and levels of some of these measures, also concerning 

are the trends indicating that several measures are getting worse.  For example, as 

shown in Figure 2, the adult obesity rate has increased considerably since 2004 and has a 

rate higher than the state and national averages.  
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Figure 2 – Rising rate of adult obesity 

  

 

While the rate of adult inactivity has seen a slight decrease over the most recent year 

reported in trend data, the overall rate is still higher than both the state and national 

averages, as illustrated in Figure 3. 

 

Figure 3 –Rate of physical inactivity 

 

 

The rate of children in poverty has fluctuated quite drastically since 2002 in Kidder 

County. While it is lower than the national average, it is higher than the state average, as 

shown in Figure 4. 



_____________________________________________________________________________________________ 
Community Health Needs Assessment  21 
 

Figure 4 – Fluctuating rate of children in poverty 

 

 

 

Public Health Community Health Profile 

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

profile for the Kidder County health district. 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 indicators. In Kidder County, the most commonly reported causes of death 

were cancer, heart disease, stroke, unintentional injury, and Alzheimer’s disease. A graph 

illustrating leading causes of death in various age groups in the public health unit may 

be found in Appendix C. 

 

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

County had lower rates of chronic joint symptoms, but significantly higher rates of not 

wearing a seatbelt, tooth loss, not having a personal medical provider, obesity, and being 

overweight.  

 

The health profile also revealed that Kidder County had higher rates than state averages 

of married people and people with disabilities. The county had a comparatively lower 

birth rate, had generally older housing units, and had a lower median household income. 

Kidder County reported substantially lower rates of violent crime and property crime 

compared to the state averages.  
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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. 

 

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: 
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 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 

COUNT data focus on main components of children’s well-being; more information 

about KIDS COUNT is available at www.ndkidscount.org. The measures highlighted in 

red in the table are those on which Kidder County is doing worse than the state average. 

The year of the most recent data is noted. 

The data show that Kidder County is performing worse than the North Dakota average 

on all of the examined measures except the rate of high school dropouts. The most 

marked differences were on the measures of: children enrolled in Health Steps, North 

Dakota’s Children’s Health Insurance Program (CHIP) (with a county rate nearly four 

times the state rate); uninsured children in households below the 200% poverty rate; 

Uninsured children; and availability of licensed child daycare (with less than one-fourth 

the state’s average capacity).  

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

 
Kidder County North Dakota 

Uninsured children (% of population age 0-18), 2012 12.3% 7.3% 

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

57.8% 51.9% 

Medicaid recipient (% of population age 0-20), 2013 28.4% 28.0% 

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

9.9% 2.5% 

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

24.0% 23.0% 

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

7.2% 40.0% 

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

2.5% 2.8% 
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Survey Results 

As noted above, 83 community members took the written survey throughout the county, 

covering at least five zip codes. 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:  

 More than 60% (N=49) were aged 55 or older, although there was a fairly even 

distribution of ages. 

  A large majority (N=61) were female. 

 A slight majority (N=40) had associate’s degrees or higher, with a plurality of 

respondents (N=26) having bachelor’s degrees. 

 Most worked full-time (N=29) or were retired (N=28). 

 A minority of respondents (N=26) had household incomes of less than $50,000. 

 

Figure 5 shows these demographic characteristics Of those who provided a household 

income, 11 community members reported a household income of less than $25,000, with 

six of those indicating a household income of less than $15,000. 
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Figure 5: Demographics of Survey-Takers 
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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=58) reported living 31 to 60 minutes from the hospital 

they usually go to, while 18 respondents indicated they live more than an hour 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 may lead to hazardous driving conditions. With respect to distance 

to respondents’ clinic of choice, a slight majority (N=42) said they lived within 30 

minutes from the clinic. Twelve reported driving more than an hour to the clinic they 

usually go to. Figures 6 and 7 illustrate these results.   

Figure 6:  Respondent Travel Time to Hospital 

 

 
Figure 7:  Respondent Travel Time to Clinic 
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Community members also were asked what, if any, health insurance they have. Health 

insurance status often is associated with whether people have access to health care. Two 

of the respondents reported having no health insurance or being under-insured. The 

most common insurance types, as illustrated in Figure 8, were private insurance (N=36), 

insurance through one’s employer (N=35), and Medicare (N=28).  

Figure 8:  Insurance Status 
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Figures 9 to 13 illustrate the results of these questions. 

 

Figure 9:  Best Things about the PEOPLE in Your Community 

 

Figure 10:  Best Things about the SERVICES AND RESOURCES in Your Community 
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Figure 11:  Best Things about the QUALITY OF LIFE in Your Community 

 

Figure 12: Best Things about the GEOGRAPHIC SETTING of Your Community 
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Figure 13:  Best Thing about the ACTIVITIES in Your Community 
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 lack of services for aging population (N=3).  

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

singled out as community challenges: 

 There’s nothing to attract young people, especially good-paying jobs. 

 Minimal to no available housing. Minimal daycare for infant/toddler. Low wage 

jobs.  

 Not close to medical, stores, entertainment. It’s close to 1.5 hours to get to 

downtown Bismarck or Jamestown for groceries or medical.  

 We need job opportunities for those who cannot commute 40 minutes to work in 

Bismarck.  

 We need activities for youth and adults, appropriate healthcare facilities, and 

places for adults to exercise.  

 We need a daycare facility and a year-round restaurant. We could use a hardware 

store, and the clinic could use an x-ray machine.  

 There are not enough people. It’s getting farther and farther away from 

everything, from entertainment to doctors to groceries. 

When it comes to community perceptions about collaboration among various 

organizations and constituencies in the community, the survey results reveal that there is 

room for improvement among some groups. 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 emergency services, 

pharmacies, and schools as having the most effective collaboration with other 

community stakeholders. Groups that were perceived as needing improvement in 

collaborating included hospitals, other local health providers, economic development 

organizations, and business and industry. Figure 14, in which a higher number represents 

better perceived collaboration, shows these results. 
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Figure 14:  Community Collaboration 
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Figure 15: Coordination to Improve Overall Population Health 
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Residents also were asked if they had any suggestions for ways that health-related 

organizations could work together to provide better services and improve overall health 

in the area. Twenty-one respondents offered suggestions. The most common response 

(N=4) was a recommendation for improved collaboration among health care 

organizations and providers, including specifically working better with public health, 

improved collaboration with providers in Bismarck, and periodic meetings and events 

among local providers of all services to foster better collaboration and an understanding 

of what others in the community do. Other suggestions made by more than one 

respondent included: health education outreach, such as exercise education and diabetes 

education (N=3), and improving local services (N=3), with specific concerns voiced about 

billing, customer service, and lack of evening hours at the local clinic, as well as a request 

for local public health to offer more services to rural residents. 

The survey revealed that, by a large margin, residents learned about available health 

services through word of mouth from, for example, friends, family, co-workers, and 

neighbors. Other common sources of information about health services included the 

newspaper, from those working in health care, advertising, and from public health 

professionals. Figure 17 illustrates these results. 

Figure 17: Sources of Information about Health Care Services 
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Community Concerns 

At the heart of the survey was a section in which survey-takers were asked to review a 

wide array of potential community and health concerns in five categories and rank them 

each on a scale of 1 to 5, with 5 being more of a concern and 1 being less of a concern. 

The five categories of potential concerns were: 

 community/environmental concerns 

 concerns about health services 

 physical, mental health, and substance abuse concerns 

 concerns specific to youth and children 

 concerns about the aging population 

Echoing respondents’ comments in the survey question about community challenges, 

the most highly ranked concerns were not enough child daycare services (4.10 on a scale 

of 5.0). These issues stood out as the most important community/environmental 

concerns. The issues that had a mean ranking on the 1-to-5 scale of at least 3.8 include: 

 availability of resources to help the elderly stay in their homes (3.97) 

 availability of resources for family and friends caring for elders (3.95) 

 being able to meet needs of older population (3.9) 

 cost of health care insurance (3.84) 

 not enough affordable housing (3.83) 

 long-term/nursing home care options (3.83) 

Of these top seven needs, four of them are from the category of “concerns about the 

aging population,” a category that included only six potential needs. At the same time, 

the top seven needs included none of the potential needs listed in the categories of 

“physical health, mental health, and substance abuse concerns (adult),” or “concerns 

specific to youth and children.” There is little doubt that survey-takers viewed concerns 

about the region’s older population as paramount. 

Figures 18 through 22 illustrate these results. 
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Figure 18:  Community/Environmental Concerns 
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Figure 19:  Concerns about Health Services 
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Figure 20:  Physical, Mental Health, and Substance Abuse Concerns 
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Figure 21:  Concerns Specific to Youth and Children 

 

 

Figure 22:  Concerns about the Aging Population 
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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.  

Proximity (N=62) and convenience (N=57) topped the list of reasons that residents 

sought care locally, with familiarity with providers (N=42) also garnering a substantial 

number of responses. 

With respect to the reasons community members seek health care services out of the 

area, the primary motivator for seeking care elsewhere was, by a considerable margin, to 

access a needed specialist (N=64). Other oft-cited reasons for seeking care elsewhere 

were open at convenient times (N=39) and for high quality of care (N=32). These results 

are illustrated in Figures 23 and 24.  

Figure 23:  Reasons Community Members Seek Health Care Services Close to Home 
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Figure 24:  Reasons Community Members Seek Services Out of the Area 
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Figure 25:  Perceptions about Barriers to Care 
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Figure 26:  Interaction with Local Public Health Unit in Last Year? 

 

Figure 27:  Use of Local Public Health Unit Services 

 

Survey-takers also were asked where they turn for trusted health information. 

Overwhelmingly, residents identified their primary care provider (N=73) as the primary 

source of trusted health information. Respondents also relied on word of mouth/from 

others (N=31), and other health care professionals (N=30), for health-related 

information. These results are shown in Figure 28. 

  

48

29
Yes

No

2

4

5

6

7

7

26

27

45

0 20 40 60 80

Car seat program

Health Tracks (child health screening)

WIC (Women, Infants & Children) Program

School nursing services

Home health

Tobacco Prevention and Control

Blood pressure check

Immunizations

Flu shots



_____________________________________________________________________________________________ 
Community Health Needs Assessment  44 
 

Figure 28:  Where Turn for Trusted Health Information 

 

Other Concerns and Suggestions to Improve Local Health  

 

The survey concluded with an open-ended question that asked, “Overall, please share 

concerns and suggestions to improve the delivery of local health care.” Fewer residents 

responded to this question than to other open-ended survey questions, with a total of 

eight responses. Respondents shared a wide range of concerns and advice. The issue 

that was mentioned by more than one person was: access to basic health care services 

(N=3). Specific comments included: 

 

 My biggest concern is the handicap accessibility in our community.  

 Educate residents about long-term care options. Also have an independent 

evaluator to assess elderly people’s needs.  

 X-Ray. 

 I feel there needs to be more available to the community for health care. We do a 

good job, but our community would flourish if able to provide dental, mental 

health, more providers, and more for the aging community. We are in need of a 

long-term care facility along with our basic care facility. I also feel we need a way 

of capturing the part of the community that does not receive 

routine/preventative care.  
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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 most not directly 

associated with health care, but nonetheless having an impact on the well-being of 

county residents. Generally, overarching thematic issues that developed during the 

interviews and focus group can be grouped into four categories (listed in no particular 

order): 

 

 Recruiting/retaining health care professionals 

 Need for transportation options 

 Not enough affordable housing  

 Lack of child daycare services 

A discussion about these issues follows: 

 Recruiting/retaining health care professionals 

Concern about attracting and maintaining a health care workforce was not collectively 

expressed as an important issue among those taking the survey: Among 78 potential 

community and health concerns listed on the survey, “ability to retain doctors and nurses 

in the area” was deemed the 40th most concerning issue, followed by “availability of 

doctors and nurses” at 48th and “not enough health care staff in general” at 50th. Key 

informants and focus group participants, however, did voice substantial concern about 

this issue.  

Much of the discussion centered on residents’ belief that it is unlikely there will be a 

physician in the county anytime soon. Participants believed the county faces the dual 

challenge of (1) raising awareness about the role and capabilities of midlevel providers 

such as nurse practitioners, and (2) ensuring that, now and into the foreseeable future, 

the county has access to one or more midlevel providers who spend the bulk of their 

time seeing patients in the county. 

Specific comments included: 

 It’s hard to maintain a doctor, but we do have a good nurse practitioner. 



_____________________________________________________________________________________________ 
Community Health Needs Assessment  46 
 

 Recruiting a doctor for the clinic is not in the cards. Unfortunately, some people 

feel like if you aren’t a doctor, you can’t help me. 

 Because of lack of providers, the clinic is always vulnerable to shutting down. 

 The clinic seems busy and it can be hard to get in. Maybe they need another 

nurse practitioner. 

 With only one provider here, it’s hard to offer evening and weekend hours. 

 Some nurses get paid much, much less than what they would make in Bismarck 

and Jamestown, even though they are still considered well-paying in the 

community. Who will take over when they retire? 

 The issue for public health is not so much funding as it is finding nurses to do 

the work. Currently there are only three part-time nurses. 

 If we can’t attract and retain young families, it will be hard to keep people to 

work in the health field. 

 

 Need for transportation options 

As with recruiting and retaining health care professionals, concern over transportation 

issues within the county did not register as a major topic among survey-takers. Out of 

the survey’s 78 potential community and health issues, “not enough public 

transportation options, cost of public transportation” collectively was ranked as the 52nd 

most concerning issue.  Focus group participants and key informants did, however, raise 

this issue in many ways.  

While this concern may not be widespread among community members, for those that it 

affects, it can be a very deep need. Many participants in the focus group and interviews 

work with older populations and others who generally have greater medical needs, so 

their insights likely reflect the real concerns of community members whose voices may 

not have been heard through the survey. A common subtheme among those mentioning 

this issue was that even where transportation options are available, they are not feasible 

to those with lower incomes, and a local transit service is not willing to bill Medicaid for 

services that would be reimbursable. 

Specific comments from participants included: 

 People need to travel to Bismarck to get some of the necessities in life.  Even 

though transit system is here, it’s $8 per person per trip to Bismarck or 

Jamestown. For a family that can mean $32 or more.   

 We see young moms with no car who need to get to the public health unit. 

Public health tries to get to their homes when they can.  
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 Fuel expense is hard for many. 

 There is a bus for older people, but are they able to wait for it? Do they have 

the cognitive ability to take the bus? 

 With no eye doctor or dentist here, it’s hard for elderly who do not like to drive 

in Bismarck. 

 

 Not enough affordable housing 

Key informants and focus group participants aligned with community members who 

took the survey in identifying the shortage of affordable housing as a pressing 

community need. Survey-takers ranked it as the 6th most concerning issue among the 78 

potential issues presented.  

County Health Rankings includes a measure of “severe housing problems”; the rate for 

Kidder County actually placed it in the best 10% performing counties nationally on this 

measure. The disconnect between County Health Rankings’ finding on this measure and 

the opinions expressed by county residents during the assessment process may be a 

result of how County Health Rankings defines “severe housing problems.” According to 

the rankings, a household faces “severe housing problems” if one or more of the 

following are present: 1) the housing unit lacks complete kitchen facilities, 2) the housing 

unit lacks complete plumbing facilities, 3) the household is severely overcrowded (more 

than 1.5 people per room), or 4) the household is severely cost burdened (housing costs 

exceed 50% of monthly income).  

The concerns expressed by community residents related more to the simple absence of 

available housing. Participants said the inventory of existing houses is limited, houses 

placed on the market sell very quickly, and there are limited options for new housing 

development due to the lack of available land. Participants worried that lack of housing 

will lead to other problems, including limited economic development and the inability to 

attract health care and other workers. 

Participants’ comments included: 

 Affordable housing in Steele is a problem. People are moving out of Bismarck 

looking for something more affordable. They may be able to rent more cheaply, 

but when they figure out how much it costs to drive, it doesn’t work out.  

 Housing is a challenge now … the Bakken overflow is coming here. There’s an 

influx of people. 

 Houses for sale are snatched up right away. 

 There’s no land for development. 
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 Houses are selling quickly in Steele and Tappen. They’re off the market before 

many people even know about them. 

 

 Lack of child daycare services 

“Having enough child daycare services” was ranked as the most important concern 

among those taking the survey. Likewise, the lack of adequate child daycare services was 

a constant refrain from interviewees as well as the focus group. Children’s health data 

compiled by North Dakota KIDS COUNT demonstrate that the capacity of licensed child 

daycare services lagged the state average substantially. On average in North Dakota, 

there is licensed child care capacity for 40% of all children ages 0 to 13 where all parents 

in the household are in the labor force. In Kidder County that capacity is only 7%.   

Specific comments included: 

 There’s not enough child daycare services. Steele is struggling with that. They 

thought they had a building, but that is now in question.  If you get outside of 

Steele, there’s really no daycare. 

 There are big childcare issues. There’s more demand than supply. People are 

trying to work out a solution but it’s not licensed yet. 

 Child daycare services is a big issue. The betterment committee is working on 

it, but has run into problems. 

 Daycare services is an issue everywhere, not just in Kidder County. 

During the second Community Group meeting at which assessment findings were 

presented, community members stated that this issue had been resolved, at least to 

some extent, by the planned opening of a new daycare facility in Steele. Participants at 

the meeting reported that the earlier barriers to opening the facility had been resolved. 

Because of this development, there was little further discussion about the issue, and it 

was not prioritized as a significant concern by Community Group members.  
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Priority of Health Needs 

The Community Group held its second meeting on September 24, 2014. Eight 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 concerns, broader community concerns, 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 by 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 group discussed the interrelatedness of many of the potential needs. Several 

members made suggestions to combine certain potential needs that were viewed as 

having substantial overlap. After much discussion, the group decided collectively to 

combine “Elevated rate of children in poverty” and “Elevated rate of children in single-

parent households” into one category as the group perceived a great deal of overlap in 

community residents affected by these needs. Likewise, “Meeting the needs of older 

population/resources to help elderly stay in homes” and “Availability of resources for 

friends/family caring for elderly” were combined into one category. 

The results were totaled, and the concerns most often cited were: 

 Elevated rate of excessive drinking (5 votes) 

 Elevated rates of children in poverty/single-parent households (5 votes) 

 Meeting needs of older population/resources for home living and caregivers (5 

votes) 

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

rate of diabetics, elevated rate of adult obesity, not enough affordable housing, and not 

enough jobs with livable wages/not enough to live on. A summary of this prioritization 

may be found in Appendix D.  
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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, focusing initially on meeting the needs of the older 

population. More specifically, the group discussed ideas for helping older residents stay 

in their homes as well as ways to help these residents’ caregivers, who often are family 

members. The group discussed strategies for consolidating information about available 

services for the elderly, so that it is more readily available from one source. Through the 

conversation, it emerged that even among those who work in health care and human 

services, there was not a uniform understanding of where or from whom certain services 

are provided.  The group expressed an intent to continue to meet to tackle the issues 

presented in the needs 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 
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Appendix C – Kidder County Community Health Profile 
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Appendix D – Prioritization of Community’s Health Needs 

Tier 1 (Significant Needs) 

 Elevated rate of excessive drinking (5 votes) 

 Elevated rates of children in poverty/single-parent households (5 votes) 

 Meeting needs of older population/resources for home living and caregivers (5 votes) 

 

Tier 2 

 Elevated rate of diabetics (3 votes) 

 Elevated rate of adult obesity (3 votes) 

 Not enough affordable housing (3 votes) 

 Not enough jobs with livable wages/not enough to live on (3 votes) 

Tier 3 

 Low food environment index (2 votes) 

 Elevated rate of physical inactivity (2 votes) 

 Elevated rate of uninsured residents, including children (2 votes) 

 Limited access to exercise opportunities (1 vote) 

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

 Not enough dentists (1 vote) 

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

 Elevated rate of unemployment (1 vote) 

 Limited licensed child care capacity (1 vote) 

 Distance from health facility (1 vote) 

 Need for transportation options (1 vote) 

(No Votes) 

 Elevated rate of adult smoking 

 Elevated teen birth rate 

 Elevated rate of violent crime 

 Elevated rate of air pollution – particulate matter 

 Cost of health insurance  

 Long-term/nursing home care options 

 Not enough evening/weekend hours for medical appointments 

 Not enough doctors 

 Recruiting/retaining health care professionals 


