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Executive Summary  

Introduction and Overview 

To help inform future decisions and strategic planning, Cooperstown Medical Center- 

CMS (a Critical Access Hospital – CAH – located in Cooperstown, ND) and Nelson-Griggs 

District Health Unit -NGDHU (a multi-county public health agency) conducted a 

community health needs assessment in Griggs County. All non-profit hospitals are 

required under the Affordable Care Act to conduct an environmental health assessment 

and to develop an implementation plan based on the data every three years. To assure a 

broad representation of health concerns the non-profit hospitals must engage local 

public health in the process. Acute care hospitals and public health typically address 

different facets of heath; having both involved in a community health engagement 

process can facilitate a more comprehensive process, one that ultimately benefits the 

community. The Center for Rural Health (CRH) 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. CRH assembled a local team or the 

Community Group to lead the process. It had representation from the hospital, public 

health, and community members. All worked together on this Community Health Needs 

Assessment (CHNA) process and will continue to collaborate on a Community Health 

Implementation Plan (CHIP). 

To gather feedback from the community, residents of the counties were given the 

chance to participate in a survey. One hundred thirty-six Griggs County residents 

completed the survey. Additional information was collected through nine key informant 

interviews with community leaders/community members. The input from all of these 

residents represented the broad interests of the communities of Griggs 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 community.  

It will help the reader to understand that a community health needs assessment process 

looks at a wide range of issues, interests, and subjects. It may not be apparent, at first 

glance, why some community elements are part of the process. For example, the report 

will address what is called “community assets.” This includes attitudes and perspectives 

about life in the community: best attributes of people in the community, available 

services and resources, quality of life, and local activities. This may not seem relevant in a 

health assessment, however, health is a broader concept than simply our physical health 
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status. It is inclusive of the environment and how that environment impacts our daily life, 

contributes to stress, provides physical and emotional outlets, and impacts our overall 

outlook and attitude. Thus, our relationship with our broader community is an important 

part of our health. In a similar vein, health experts frequently reference the concept 

called “social determinants of health.” According to the World Health Organization 

reported at the Rural Health Information Hub 

(https://www.ruralhealthinfo.org/topics/social-determinants-of-health) the definition of 

social determinants of health is as follows: “the circumstances in which people are born, 

grow up, live, work and age, and the systems put in place to deal with illness. These 

circumstances are in turn shaped by a wider set of forces: economics, social policies, and 

politics." This is the CRH operating framework for the community health assessment 

process. Social determinants of health are the ingredients that go into making our health 

status. They influence our health outcomes. They impact the overall population health of 

the area. As one resource stated: “social determinants of health refer to the set of factors 

that contribute to the social patterning of health, disease, and illness.” 

Social determinants of health contribute to what is called “population health.” According 

to Kindig in What is Population Health, population health refers to the “Health outcomes 

of a group of individuals, including the distribution of such outcomes within the group.” 

A group, as defined by Kindig, can be geographically based (such as all the people in a 

county), or it can be based on race, gender, economic strata, or a myriad of categories. 

From a health policy perspective, a population health approach focuses on the root 

cause of problems and the entailing solutions. Population health is also a primary focus 

of the Affordable Care Act and much of what we do to change our health system is being 

done in an effort to improve population health. Non-profit hospitals and public health 

are seen as central players in doing so. Much of our health system is moving from a 

focus on volume (and paying providers based on the numbers seen) to a renewed focus 

on value (which is more outcome based where providers are paid more on the result and 

quality of medical and health care treatment than on the numbers seen). The CHNA and 

CHIP process are community focused efforts that are intended to assist not only the 

health provider/professional, but also an active and committed community in their own 

population health approach. Another concept to be aware of is that the CHNA and CHIP 

are tools that help a non-profit hospital to meet its “community benefit” obligation. In 

order to maintain their legal status as a non-profit hospital, it must be shown that the 

hospital is providing a community benefit and the CHNA is explicitly required as a means 

to assist in that process. Charity care has been the stipulated obligation prior to the 

enactment of the Affordable Care Act; however, under the current law non-profit 

hospitals must show proof of a community benefit and showing how the hospital 

https://www.ruralhealthinfo.org/topics/social-determinants-of-health
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addresses access to care and promotes population health improvement are accepted 

ways. 

There are four broad categories of social and physical determinants that influence 

population health. Our physical environment contributes about 10 percent of our health 

status. This includes the built environment such as buildings and transportation; 

environmental quality such as air and water quality; physical barriers such as obstacles 

for people with disabilities; and, the natural environment such as plants, weather, or 

climate change. Health care is a second factor of population health. This generally refers 

to the health care system and its many facets. For many people, when they think of 

health or what contributes to their health, they think primarily of the health system 

(doctors, nurses, hospitals, etc.) and are surprised to learn that our health care system 

contributes about 20 percent to our health status. This includes access to health care 

such as having health insurance, health care costs, language and health literacy, and the 

availability of health providers and services; the quality of health care and patient safety 

including health promotion and disease prevention, and adequate hospitalization stays; 

viability of health systems and other economic factors associated with provider 

reimbursement and changing revenue streams; and much of public health policy which 

develops laws and regulations governing the health system. Health behaviors is a third 

population health factor. This refers to our individual decision making as it relates to 

health:  Do we smoke? Do we exercise? Do we drink alcohol or use drugs? Research 

shows that health behaviors contribute 30 percent of our health. Health behaviors, while 

they may be associated with individual choice and decisions, are more and more 

becoming a focus of the health care system, public policy, employers, and health 

insurance payers. Our health decisions have an impact on health status (e.g., morbidity 

and mortality), and they also have an impact on the cost of health services (e.g., societal 

costs of smoking, obesity, chemical dependency to the employer, government, and 

insurance payers). Socio-economic factors are the fourth and final contributor to 

population health. Socio-economic variables account for roughly 40 percent of health. 

This is largest area and maybe the most surprising. However, education, employment 

status, income, community conditions, social norms and attitudes, crime and violence, 

and food and nutrition all contribute to our health status. Research over the years has 

shown that people have better health relative to others as it is associated with more 

education, higher incomes, job stability, community safety, or functional family dynamics.  

It should be pointed out, that this outline of health determinants is only one model. 

Others have five determinants as they include genetics or family history which can 

account for about 20 percent. This is very legitimate as our genetic code is certainly a 

contributor to our health status. 
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Key Findings 

In terms of demographics, Griggs County reflects state averages in some ways, but 

contrasts in other ways. It is similar to the state in terms of the level of poverty (9.5% - 

Griggs County, 11.5% - North Dakota) and the percentage of veterans (10.6% Griggs 

County, 10% North Dakota). It is similar in terms of high school graduation rates: 87.0%, 

Griggs; 91.3%, North Dakota. However, there are greater differences between Griggs 

County and the state on a number of measures. For example, Griggs County residents 

are below the state average in terms of median household income ($51,200- Griggs 

County, $60,200- ND) and are actually closer to the lower end of the state range ($34,000 

- $86,400).  The population change for Griggs County has contradicted the direction of 

the state. While North Dakota experienced a growth of 12.5 percent from 2010 to the 

2014 estimate, Griggs County witnessed a decline of 4.4 percent. People in Griggs 

County tend to be older in comparison to the state aggregate. In Griggs County 18.5% of 

people are 18 years of age and younger in comparison to 22.7% for the state. At the 

other end of the age continuum, 28.7% of Griggs County residents are 65 years of age or 

older whereas for North Dakota, as a whole, this stands at 14.2% or about twice the state 

rate. Another way to assess population age is to look at median age (median being the 

middle point where 50% are above and 50% are below the number). This shows that 

Griggs County has one of the oldest median ages in the state at 52.7 years of age. This 

contrasts with 35.1 for the state and over 37.8 for the U.S. It should be pointed out that 

over the last 10 years the median age for North Dakota has dropped, most likely due to 

the influx of people associated with the oil expansion in the west. There were only eight 

states that have seen their states become younger from 2005-2014, and North Dakota 

led the nation with the largest decline of four years from a median of 39.1 in 2005 to 

35.1 in 2014. The next closest states noting a decline in the median age were Alaska and 

Montana, with each experiencing a lowering or ages by 0.6 years. With a median age of 

35.1, North Dakota has the fifth youngest population in the nation. Griggs County also 

contrasts more markedly from the state in terms of people who have a bachelor degree. 

In Griggs County, 18.4% have a bachelor degree or higher in comparison to 27.3% for 

the state.  

Data compiled by County Health Rankings (a national data base for all U.S. counties) 

looks at both health outcomes as well as health factors that contribute to those 

outcomes (e.g., whether someone smokes, state of physical activity, number of children 

in poverty, as well as others are health factors). This data set is one of the primary set of 

community measures used by the Center for Rural Health in conducting the 

Cooperstown and Griggs County CHNA. The data show that with respect to health 
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outcomes, Griggs County is, overall, comparable or doing better than North Dakota as a 

whole. Griggs County, in comparison to the state and the nation, out-performed North 

Dakota and the aggregate U.S. data on the measure of poor or fair health (10% Griggs, 

12% ND, and 14% U.S.); poor physical health days (in past 30 days) (2.3 days Griggs, 2.9 

days ND, and 2.9 days U.S.); and poor mental health days (in past 30 days) (2.4 days 

Griggs, 2.8 days ND, and 2.9 days U.S.). On two measures Griggs County performed at a 

lower level than North Dakota and the U.S. aggregate. This was for low birth rate (7% 

Griggs County, 6% ND, and 6% U.S.) and percent of population that was diabetic (10% 

Griggs, 9% North Dakota, and 8% U.S.). Statistics on premature death were not available 

for Griggs County. On 22 measures of health factors that influence population health, 

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

environment Griggs County out-performed the state and the U.S. on seven health 

factors. For five factors the U.S. out-performed Griggs County and for three factors North 

Dakota out-performed Griggs County. For nine factors, both the state and the U.S. had 

better health factor statistics.  

Griggs County scored better than either the state or national data on seven of the 22 

health factors, which are as follows: 

 Adult smoking 

 Food environment index 

 Diabetic screening 

 Unemployment 

 Children in poverty 

 Children in single-parent homes 

 Severe housing problems 

 

Griggs County compared unfavorable to the U.S. aggregate on the following health 

factors: 

 Adult obesity 

 Excessive drinking 

 Teen birth rate 

 Income inequality 

 Violent crime 

 

Griggs County compared unfavorably to North Dakota on the following health factors: 

 Teen birth rate 

 Income inequality 

 Violent crime 
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Griggs County compared unfavorably to both the U.S. and North Dakota on the 

following health factors: 

 Physical inactivity 

 Access to exercise opportunities 

 Alcohol-impaired driving deaths 

 Uninsured 

 Primary care physicians 

 Dentists 

 Preventable hospital stays 

 Mammography screening 

 Air pollution – particulate matter 

 

In addition to the County Health Rankings, another CHNA tool was a community survey 

that was employed. Of 96 potential community and health needs set forth in the survey 

for people to select or to contribute by survey respondents, Griggs County residents 

through the survey, indicated these eight needs as the most important: 

 

1. Bullying/cyber-bullying       (n=89) 

2. Ability to recruit and retain primary care     (88) 

3. Jobs with livable wages       (70) 

4. Cancer         (66) 

5. Obesity/overweight       (53)  

6. Adequate childcare services      (53) 

7. Availability of dental care       (51) 

8. Attracting and retaining young families     (50) 

The remaining issues were below 50 responses) 

 

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

by community members were as follows: 

 Not able to see same provider over time    (n= 60) 

 Not enough doctors       (51) 

 Poor quality of care       (23) 

 Not able to get appointment      (22) 

 Not enough specialists      (22) 

 Not enough evening or weekend hours    (18) 

 Concerns about confidentiality     (17) 
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 Not affordable        (15) 

 

When asked about the quality of life for the community, respondents indicated that the 

top community assets were: 

 Safe place to live, little/no crime      (n=100)  

 Family friendly; good place to raise kids     (96) 

 Informal, simple, laidback lifestyle      (73) 

 Closeness to work and activities      (51) 

 

 

The survey also asked the respondent to rate a series of resources and services available 

in the community. The top ones are presented below: 

 Active faith community       (n=90) 

 Health care         (n=66) 

 Quality of the school systems      (n=57) 

 Business district (restaurants, availability of goods)   (n=25) 

 Community groups and organizations     (n=23) 

 Access to healthy foods      (n=18) 

 

Input from community leaders provided via key informant interviews (phone interviews) 

echoed many of the concerns raised by survey respondents. Thematic concerns 

emerging from these sessions (in descending order) were:  

 Not enough jobs with livable wages, not enough to live on 

 Depression 

 Availability of resources to help the elderly stay in their homes 

 Having enough child daycare services 

 Ability to retain primary care providers 

 Attracting and retaining young families 

 Youth obesity 

 Youth mental health 

 Cancer 

 Assisted living options 

 

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

Community Group members in a public community meeting determined the top issues. 

Each issue was ranked with participants being able to select three. After this each 

participant could select one issue that they viewed as the most significant issues. 
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Following this methodology the top community health issues facing Cooperstown are 

presented below with the number of first place votes in parenthesis:  

 Ability to recruit and retain primary care providers   (15 votes) 

 Adequate childcare services      (4) 

 Jobs with livable wages      (3) 

 Obesity/overweight       (1) 

 

The group has begun the next step of strategic planning to identify ways to address 

significant community needs. 
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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; 

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 the CRH at the University of North Dakota School of Medicine and 

Health Sciences, Cooperstown Medical Center (CMC) 

and Nelson-Griggs District Health Unit (NGDHU) 

completed a community health assessment of Griggs County. Many community 

members and stakeholders worked together on the assessment.  
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Community Description 

Griggs County consists of 708.5 square miles with an estimated 2015 population of 

2,314, according to the U.S. Census Bureau. There are three incorporated cities, Binford, 

Cooperstown, and Hannaford in the County and twenty townships.   

Cooperstown, the county seat of Griggs County, is a town located in east central North 

Dakota near the scenic Sheyenne River Valley.  It is less than a 90 minute drive to either 

Fargo or Grand Forks; North Dakota’s largest (Fargo) and third largest (Grand Forks) cities.   

The community is dedicated to maintaining the charm and values of a rural American town 

progressive in moving forward with technology and business expansion necessary to carry 

it through the 21st century.  A few examples of futuristic movements are as follows: 1) the 

Ashtabula II Wind Farm consists of 113 wind turbines in southern Griggs and Steele 

counties; 2) the Central Plains Grain terminal in Hannaford, situated on the Burlington 

Northern rail line; and, 3) a new Griggs County Courthouse which replaced the 100 year 

old historical building.  The new courthouse is also the home for the Emergency 

Management Center and Griggs County Sheriff Dept.  Upon completion, it will also serve 

as the site for Griggs County Social Services. 

In terms of physical assets and features, the community includes a bike path, swimming pool, city park, 

tennis courts, golf course, a baseball complex, skating rink, and movie theatre. The Sheyenne River 

Valley area offers multi-use trails for biking, hiking, 

canoeing, boating, fishing and ATV riding.  

 

Fitness centers, senior van transportation, senior citizens 

centers, and good grocery stores are other valued 

community assets. The Griggs County Central and the 

Midkota school systems offer comprehensive programs 

for students K-12.  

 

Other health care facilities and services in the area 

include a part-time Clinic in Binford, an optometrist, and 

a chiropractor. The NGDHU serves Nelson and Griggs Counties, with offices located in Lakota. 

 

Griggs County offers several cultural attractions such as: 

 The Oscar-Zero Missile Alert Facility tells the story of the Cold War years in North Dakota. The Oscar-

Zero Launch Control Center played an integral part in the Cold War in North Dakota and the world.  
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 The Compass on the Prairie can be seen from Highway 200 on the east side of Cooperstown. The 

Compass has two intersecting sidewalks that point N/S and E/W with a center fire pit. Imbedded into 

the structure is a visual history of Cooperstown.                 

 

 

 

 

Figure 1: Griggs County, North Dakota 
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Cooperstown Medical Center 

Opened in 1951, the Cooperstown Medical Center 

(CMC) is a 501 c-3 non-profit community owned 

corporation located in Cooperstown, Griggs County, 

North Dakota.  It comprises an 18-bed Critical Access 

Hospital; an level 5 designated Trauma emergency 

department, a one-physician, two nurse-practitioner 

certified rural health clinic designated as a Qualified 

Health Service Corps location; a 12-unit assisted living 

housing complex; and the affiliated Griggs County Care 

Center, a 44 skilled-bed nursing facility.  Service 

emphasis is on primary and preventive health care services within a 30-mile radius of Cooperstown, North 

Dakota.  The CMC employs 125 people, making it one of the largest employers in the county, ranked behind 

manufacturing and government jobs. 

CMC mission:  The Cooperstown Medical Center is dedicated to providing high quality  

health care services in a personalized, compassionate, and professional manner. 
 

The Cooperstown Medical Center Critical Access Hospital is affiliated with various major medical 

organizations.   The combined effort is key to its success in achieving high quality care. 

Cooperstown Medical Center has been designated a Level 5 Trauma Center. The ER is also equipped 

with eEmergency system. This is a 2 way video system that allows our ER to be linked to Avera-

McKennan Hospital in Sioux Falls, SD. This system gives CMC 24 hour immediate access to emergency 

trained Physicians, Nurses and Specialists such as Cardiologists, Neurologists and Obstetrics. 

The hospital offers a wide variety of services to our patients. These include, but are not limited to:  

 Acute or Inpatient care 

 Emergency Room 

 Swing Bed or   Rehabilitation Care 

 Respite Services 

 Outpatient Services 

 Physical Therapy 

 Occupational Therapy 

 Speech Therapy 

Staff Providers include a part-time MD and two full-time FNP’s.  Services available to support those who 

are in need of our care: 

 Prenatal & Postpartum Care 

 Newborn/Pediatric/Adolescent/Adult Care 

 Women’s Health 

 Geriatric Medicine 

 Minor Surgical Procedures 
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 Pulmonary Function Testing 

 Holter Monitor 

 Muscle Stimulation/Ultrasound 

 Immunizations 

 Injections 

 Sports Physicals 

 DOT Physicals 

 Nutrition Counseling 

 Podiatry 

 Mental Health Services 

 Men’s Health Services 

 Joint Injections 

 Skin Cancer Checks 

 Biopsies, Lesion Removal 

 Medicare Evaluations 

  

Griggs County Care Center is an affiliated 44-bed Medicare/Medicaid certified skilled nursing home 

which provides 24-hour care for individuals with degenerative conditions, dementia and medically 

complex conditions. 

 

Park Place, a 12-unit assisted living apartment complex, is attached to the medical facility.  CMC services 

are conveniently accessible through a rear entrance, enclosed walk-way. 

 Affiliated Services: 

 WIC Program 

 Hospice 

 Family Vision 

 The Hearing Aid Company 

 Foot Care 

 Chiropractic Services 

 Mobile Diagnostic Services, CT, Ultrasound, Echocardiogram, Mammograms, Bone Densitometry 
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Nelson-Griggs District Health Unit 

 

 Public Health Services 

Nelson-Griggs District Health Unit (NGDHU) provides public health services that include environmental 

health, nursing services, health screenings and education services. NGDHU utilizes evidence-based 

practices as public health transitions to population based services. This means there is a shift to 

changing systems and the environment by implementing good public health policies.  There is still a 

wide variety of services 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, NGDHU 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. 

Individuals / Groups 

1. Monthly Immunization Clinics at 3 locations 

 Infants through Adolescents (for those with or without insurance) 

 Adults (including Influenza, TdaP, PCV13 and Zostavax) 

2. Home Visits (may include medication setup or assessment /monitoring of health conditions) 

3. Office visits (may include Blood Pressure Monitoring) 

4. School Health 

 Vision Screening (preschool age through 6th grade, or upon request) 

 Health Education (topic include Hygiene, AIDS Awareness, Adolescence for grades 2, 4, 5 

and 6; Sexually Transmitted Diseases (STD) education for grade 10) 

 Child Passenger Safety education 

 Maintain all students immunization records 

 Other topics upon requests 

5. Provide home Radon test kits 

6. Progressive Agriculture Safety Day (for ages 7 - 12 year olds) 

7. BabySafe Home Visiting program for mothers & newborns 

8. Health Education presentations to individuals and groups 

9. Head Lice screening and education for individuals and families 

10. Respond to requests for health information and refer to appropriate agencies 

11. Distribute quarterly newsletter to businesses and agencies, focusing on tobacco  

 prevention & control policy Programs 

1. Tobacco Prevention and Control 

 Referrals to NDQuits for tobacco cessation 

 Assess businesses' compliance with state clean indoor law 

 Increase number of tobacco free buildings and grounds 

 Provide signage if comprehensive tobacco free or smoke free policies adopted 

 

Public Health 
Prevent. Promote. Protect. 
Nelson-Griggs District Health Unit 
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 Maintain schools' comprehensive tobacco free buildings and grounds policies 

2. Alcohol Prevention Project, targeting underage drinking and binge drinking (Strategic Planning 

Framework - Special Initiative Grant, known as SPF.SIG) 

 Increase healthcare provider awareness 

 Educate parents 

 Increase law enforcement capacity and resource tools 

 Review school policies 

 Increase public information 

3. Environmental Health Program 

 Information and referral to regional Environmental Health staff on topics such as onsite 

sewers, nuisances or facility inspections 

4. Disease Control 

 Assist with follow up investigations as needed, such as Tuberculosis, Food-borne 

Illnesses, Rabies, etc. 

5. Emergency Preparedness and Response 

 Attend tabletop, functional or full-scale exercises as requested 

 Maintain local Emergency Plans for community response 

 Work with local Emergency Managers on event & exercise planning 

6. Worksite Wellness Programs 

 

Assessment Process 

The CRH provided substantial support to Cooperstown Medical Center (CMC) and 

Nelson-Griggs District Health Unit (NGDHU) in conducting this needs assessment. The 

CRH involvement was funded partially through its Medicare Rural Hospital Flexibility 

(Flex) Program. The Flex program is federally funded by the federal Office of Rural Health 

Policy (ORHP), an agency within the Health Resources and Services Administration 

(HRSA) of the U.S. Department of Health and Human Services. The Center is one of the 

nation’s most experienced organizations committed to providing leadership in rural 

health. Created in 1980 by the UND School of Medicine and Health Sciences 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 North 

Dakota– which is also funded by ORHP and HRSA - and the home to the North Dakota 

Medicare Rural Hospital Flexibility (Flex) program, the CRH connects the School of 

Medicine and Health Sciences and the university to rural communities and their health 

institutions to facilitate developing and maintaining rural health delivery systems, access 

to care, availability of care, and community development and engagement. In this 

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

The assessment process was collaborative. Professionals from the hospital and the public 

health unit were heavily involved in planning and implementing the process. They met 
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regularly by telephone conference and via email with representatives from the Center for 

Rural Health. 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 the hospital and public health 

were heavily involved in planning the Community Group meetings. The Community 

Group was comprised of many residents from outside the hospital and health 

department, including representatives from local government, businesses, and social 

services.  

As part of the assessment’s overall collaborative process, the CRH facilitated efforts to 

collect data for the assessment in a variety of ways involving both primary data (original) 

and secondary data (data that already exists): (1) a community survey solicited feedback 

from area residents; (2) community leaders representing the broad interests of the 

community took part in one-on-one key informant interviews; and (3) 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.  

The survey instrument was developed out of a collaborative effort that took into account 

input from health organizations around the state. 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 CRH, and representatives from North Dakota State 

University. 

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

conducting key informant interviews and a focus group, soliciting feedback about health 

needs via a survey, and researching secondary data. 

Community Group 

A Community Group consisting of 30 community members was convened and first met 

on May 5, 2016.  At this meeting the Community Group was presented with a review of 

the community needs assessment process and the rationale for conducting CHNAs. The 

presentation then covered the survey results, findings from key informant interviews 

and a wide range of secondary data relating to the general health of the population in 

Griggs County.  The group was then tasked with identifying and prioritizing the 

community’s health needs. 
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Members of the Community Group represented the broad interests of the community 

served by CMC and NGDHU.  They included representatives of the health community, 

business community, economic development, political bodies, law enforcement, 

legislators and other public officials, education, faith community, social services, 

agriculture, elderly, and young families.   

Interviews 

One-on-one interviews with nine key informants were conducted. These were face-to-

face interviews conducted during March 2016. Representatives from the CRH conducted 

the interviews. Participating in interviews were key informants (e.g., members of the 

Community Group and others) 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); business representatives; 

education professionals; other health providers; and representatives from outlying 

communities in the county. 

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

community, general community issues, 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.  

The CRH prefers a mixed methods approach to community assessments, one that 

incorporates secondary data (e.g., County Health Rankings) with primary data (e.g., 

community surveys, key informant interviews, and sometimes focus groups). Key 

informant interviews are used to augment the data that is found in a survey. Interviews 

offer the opportunity to “drill-down” into specifics, add clarification, and provide 

validation to the survey findings. They also are an effective means to build awareness 

and visibility for the community process. 

Survey  

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

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

was what is called a “convenience sample” which is one of the main types of non-

probability sampling methods. It is not a random sample but is based on the ease in 

gaining input from a population, hence it is convenient. A convenience sample is a 
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legitimate methodology and has been employed by the CRH in working with rural 

communities where it has become increasingly difficult to gain the required validity in a 

random sample (i.e., the response rates have lowered significantly). A convenience 

sample is designed to be an additional tool for collecting quantitative data from the 

community at large – specifically, information related to community-perceived health 

needs. A copy of the survey tool is contained in Appendix A. 

The survey was distributed to various residents of Griggs 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, 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 200 community member surveys were available for distribution in Griggs 

County.  To promote awareness of the assessment process, ads and articles appeared in 

two newspapers in Griggs and Steele Counties including the communities of 

Cooperstown, Binford, Hannaford and Finley.  Additionally, information was published on 

CMC’s website and on face book pages of the CMC, CMC Foundation, the Griggs County 

Care Center; and posters in all major businesses and churches in the area. The survey was 

promoted by Nelson-Griggs District Health Unit. The surveys were distributed to four 

locations within the county: Hannaford, Binford, Cooperstown, and the Cooperstown 

Medical Center. 

The key focus was to disseminate the surveys in an easy manner to get them in the 

hands of as many people as possible. The CRH has placed greater emphasis on 

community engagement in this version of CHNA process so working with the 

Community Groups (and having one primary contact in the community to work with on 

the process) was an important strategy. The Community Group used their natural 

outreach methods in a positive way for community members to be involved in not only 

assisting the hospital and public health, but in building local awareness and support for a 

discussion of community health issues.  
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To help ensure anonymity, included with each survey was a postage-paid return 

envelope to the CRH. In addition, to help make the survey as widely available as possible, 

residents also could request a survey by calling the CMC. The survey period was March 

2016.   

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

which was publicized in two community newspapers and on the CMC website and face 

book pages of the CMC, CMC Foundation, and Griggs County Care Center. 98 online 

surveys and 38 paper surveys were completed.  In total, counting both paper and online 

surveys 136 community member surveys were completed, equating to a 68% response 

rate (136/200). This response rate is on par for this type of unsolicited survey 

methodology and indicates an engaged community. 

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. 

Social Determinants of Health 

Social determinants of health are, according to the World Health Organization,  

“the circumstances in which people are born, grow up, live, work, and age and the 
systems put in place to deal with illness. These circumstances are in turn shaped by wider 
set of forces: economics, social policies and politics. “  

Income-level, educational attainment, race/ethnicity, and health literacy all impact the 
ability of people to access health services. Basic needs, such as clean air and water and 
safe and affordable housing are all essential to staying healthy, and are also impacted by 
social factors listed above. The impact of these challenges can be compounded by the 
barriers already present in rural areas, such as limited public transportation options and 
fewer choices to acquire healthy food.  

Figure 2 illustrates the small percent (20%) that health care quality and services, while 

vitally important, play in the overall health of individuals and ultimately of a community. 

Physical environment, socio-economic factors, and health behaviors play a much larger 
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part (70%) in impacting health outcomes. Therefore, as needs or concerns were raised 

through this community health needs assessment process, it was imperative to keep in 

mind how they impact the health of the community and what solutions can be 

implemented. 

For more information and resources on social determinants of health, visit the Rural 

Health Information Hub website: https://www.ruralhealthinfo.org/topics/social-

determinants-of-health. 

Figure 2: Social Determinants of Health 

 

 

 

 

 

 

https://www.ruralhealthinfo.org/topics/social-determinants-of-health
https://www.ruralhealthinfo.org/topics/social-determinants-of-health
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Demographic Information  

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

TABLE 1:  GRIGGS COUNTY: 
INFORMATION AND DEMOGRAPHICS 

(From 2010 Census/2014 American Community Survey; more recent estimates used where available) 

 

Griggs County North Dakota 

Population, 2015 est. 2,314 756,927 

Population change, 2010-2015 -4.4% 12.5% 

Land area, square miles 2010 709 69,001 

People per square mile, 2010 3.4 9.7 

White persons (not incl. Hispanic/Latino), 

2014 est. 
98.4% 89.1% 

Persons under 18 years, 2014 est. 18.5% 22.8% 

Persons 65 years or older, 2014 est. 28.7% 14.2% 

Non-English spoken at home, 2014 est. 1.8 % 5.3% 

High school graduates, 2014 est. 87.0% 91.3% 

Bachelor’s degree or higher, 2014 est. 18.4% 27.3% 

Live below poverty line, 2013 est. 9.5% 11.5% 

While the population of North Dakota has grown significantly from 2010 (over 12%), 

there has been a decline in Griggs County of -4.4%. Griggs County is also a frontier 

county following the federal definition of having six or less people per mile (2.9 in 

Griggs). Neighboring counties are also frontier: Nelson County is 3.1 people per square 

miles and Steele County is 2.8 people per square miles. Griggs is more white than the 

state is overall, has a smaller percentage of people 18 years of age and younger and a 

much higher percentage being 65 and older than the state (at a rate more than double 

that of the state), and has a lower percentage who are high school graduates. The 

poverty rate is slightly higher than the state rate (13.0%, 11.5%, respectively). 
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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, Griggs 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 2015 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. Health factors such as the social determinants 

of health contribute to the health outcome or population health. Below is a breakdown 

of the variables that influence a county’s rank. A model of the 2015 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 Griggs 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. In other words, all of the following statistics are based on the health 

behaviors and conditions of the county’s residents, not necessarily the patients and 

clients of Cooperstown Medical Center and Nelson-Griggs District Health Unit or of 

particular medical facilities.  

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

have calculated the “Top U.S. Performers” for 2015. 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). 

Griggs County’s rankings within the state are also included in the summary below. For 

example, Griggs County ranks 29th out of 49 ranked counties in North Dakota on health 

outcomes and 19th on health factors, again out of 49. While there are 53 counties, some 

are not included. The measures marked with a red checkmark () are those where Griggs 

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

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

Top 10% rate on that measure. When both (and ) are used for a measure this means 

Griggs fared unfavorably in comparison to both state and national indicators. Measures 

that are not marked with a colored checkmark, but are marked with a smiling icon () 

indicate that the county is doing better than the U.S. Top 10% and the state. 

The data show that with respect to health outcomes, Griggs County is, overall, 

comparable or doing better than North Dakota as a whole. Griggs County, in comparison 

to the state and the nation, out-performed North Dakota and the aggregate U.S. data on 

the measure of poor or fair health (10% Griggs, 12% ND, and 14% U.S.); poor physical 

health days (in past 30 days) (2.3 days Griggs, 2.9 days ND, and 2.9 days U.S.); and poor 

mental health days (in past 30 days) (2.4 days Griggs, 2.8 days ND, and 2.9 days U.S.). On 

two measures Griggs County performed at a lower level than North Dakota and the U.S. 

aggregate. This was for low birth rate (7% Griggs County, 6% ND, and 6% U.S.) and 

percent of population that was diabetic (10% Griggs, 9% North Dakota, and 8% U.S.). 

Statistics on premature death were not available for Griggs County. On 22 measures of 

health factors that influence population health or health outcomes, such as health 

behaviors, clinical care, social and economic factors, and the physical environment Griggs 

County out-performed the state and the U.S. on seven health factors. For five factors the 

U.S. out-performed Griggs County and for three factors North Dakota out-performed 
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Griggs County. For nine factors, both the state and the U.S. had better health factor 

statistics.  

Griggs County scored better than either the state or national data on seven of the 22 

health factors, which are as follows: 

 Adult smoking 

 Food environment index 

 Diabetic screening 

 Unemployment 

 Children in poverty 

 Children in single-parent homes 

 Severe housing problems 

 

Griggs County compared unfavorable to the U.S. aggregate on the following health 

factors: 

 Adult obesity 

 Excessive drinking 

 Teen birth rate 

 Income inequality 

 Violent crime 

 

Griggs County compared unfavorably to North Dakota on the following health factors: 

 Teen birth rate 

 Income inequality 

 Violent crime 

 

Griggs County compared unfavorably to both the U.S. and North Dakota on the 

following health factors: 

 Physical inactivity 

 Access to exercise opportunities 

 Alcohol-impaired driving deaths 

 Uninsured 

 Primary care physicians 

 Dentists 

 Preventable hospital stays 

 Mammography screening 

 Air pollution – particulate matter 
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TABLE 2:  SELECTED MEASURES FROM COUNTY HEALTH RANKINGS –  
GRIGGS COUNTY 

 
Griggs  

 County 
U.S. Top 10% North Dakota 

Ranking:  Outcomes 29th   (of 49) 

Premature death - 5,200 6,600 

Poor or fair health 10%  12% 14% 

Poor physical health days (in past 30 days) 2.3  2.9 2.9 

Poor mental health days (in past 30 days) 2.4  2.8 2.9 

Low birth weight 7%  6% 6% 

% Diabetic 10%  9% 8% 

Ranking:  Factors 19th     (of 49) 

Health Behaviors    
Adult smoking 14%  14% 20% 
Adult obesity 30%  25% 30% 

Food environment index (10=best) 9.0  8.4 8.5 

Physical inactivity 30%  20% 25% 

Access to exercise opportunities 44%  91% 66% 

Excessive drinking  21%  12% 25% 

Alcohol-impaired driving deaths 100%  14% 47% 

Sexually transmitted infections - 134.1 419.1 
Teen birth rate 26  19 28 

Clinical Care    
Uninsured  14% 11% 12% 

Primary care physicians 2,300:1 1,040:1 1,260:1 

Dentists 2,320:1 1,340:1 1,690:1 

Mental health providers - 370:1 610:1 

Preventable hospital stays 127  38 51 

Diabetic screening 93%  90% 86% 

Mammography screening 61%  71% 68% 

Social and Economic Factors    

Unemployment 2.5%  3.5% 2.8% 

Children in poverty 11%  13% 14% 
Income inequality  4.0  3.7 4.4 

Children in single-parent households 11%  21% 27% 

Violent crime 68  59 240 
Injury deaths - 51 63 

Physical Environment    
Air pollution – particulate matter 10.3  9.5 10.0 
Drinking water violations No No - 
Severe housing problems 5%  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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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, Table 3. 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 reveal 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 visits 

 Preventive dental visits 

 Developmental/behavioral screening 

 Children in smoking households 

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 in which Griggss County is doing worse than the state average. 

The year of the most recent data is noted. 

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

on three of the seven examined measures. This would be Griggs having a smaller 

percentage of children enrolled in the state’s Children Health Insurance Program, called 

Healthy Steps in North Dakota; a lower rate of enrollment in the Supplemental Nutrition 

Assistance Program (SNAP, which is food stamps); and a significantly lower high school 

drop-out rate. The most marked difference was on the measure of availability of licensed 

child daycare (over half of the state rate).  

Griggs County is outperformed by the state on the following children’s health measures: 

 Uninsured children (% of population, 0-18) 

 Uninsured children below 200% of poverty (standard U.S. measure) 

 Medicaid recipient (of population 0-20) 

 Licensed child care capacity 
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TABLE 4: SELECTED COUNTY-LEVEL MEASURES REGARDING CHILDREN’S HEALTH 

 Griggs 
 County 

North Dakota 

Uninsured children (% of population age 0-18), 2013 10.8% 8.7% 

Uninsured children below 200% of poverty (% of 
population), 2013 

50.0% 47.8% 

Medicaid recipient (% of population age 0-20), 2015 28.8% 27.9% 

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

1.6% 2.5% 

Supplemental Nutrition Assistance Program (SNAP) 
recipients (% of population age 0-18), 2015 

17.5% 20.7% 

Licensed child care capacity (% of population age 0-13), 
2015 

16.1% 43.1% 

High school dropouts (% of grade 9-12 enrollment), 
2014 

0.8% 2.8% 

 

Survey Results 

Survey results are reported in six categories: demographics; health care access; 

community assets, challenges, and collaboration; community concerns; delivery of health 

care; 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 numbers. Survey respondents were not required to answer all survey questions; 

they were free to skip any questions they wished. As a basis for comparison, the reader is 

reminded that 136 respondents answered the survey. 

 

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

 The most common age range were people 45 and over (68 respondents of 107 

providing their age) with the most common age group being those 55-64 (26 

respondents). The smallest age group were those 18-24 years of age (5). 

 A large majority were female (82 of 104 respondents providing their gender). 



_____________________________________________________________________________________________ 
Community Health Needs Assessment 2016  31 
 

 Respondents tended to be more educated with a strong majority (81 of 103 

providing education information) having at least some college or a technical 

degree. 

 A majority (60) worked full time, followed by retired (18). 

 In terms of income, the most common income category was $50,000-$74,999 (27) 

which was closely followed by $25,000-$49,999 (21). If we use $75,000 as the 

comparison point, then only 24 respondents made $75,000 or more (out of 88 

who answered; 16 did not provide income information) and 64 earned less than 

$75,000. Sixteen respondents earned $100,000 or more while 16 earned less than 

$25,000 including six earning less than $15,000.  

 

 

Figure 3 shows these demographic characteristics (age, gender, employment status, 

education level, and annual household income). It illustrates the wide range of 

community members’ household characteristics and indicates 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 and 

higher-income community members.  

 

Figure 3: Demographics of Survey Respondents 

 

 

 

 

 

 

 

 

Figure 2: Demographics of Survey 
Respondents Continued  
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Figure 3: Demographics of Survey Responsdents Continued 

 

Health Care Access 

Community members were asked about their health insurance status (Figure 4). Health 

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

it is a factor associated with health outcomes or population health as people without 

insurance tend to use less health services which can be detrimental to their personal 

health status. Nationally, rural Americans have a lower level of health insurance coverage 

than found in urban areas. Out of 139 responses (slightly higher than the 136 who 

completed the survey because people could make multiple selections, such as having 

insurance through their employer but also saying they did not have enough insurance) 

the most common insurance type was having insurance through the employer or being 

self-insured (78 responses). This is a rate of 56 percent receiving it through an employer 

or self-ensured. Nationally, according to the Kaiser Family Foundation (a national 

research service) 55 percent of Americans (and 67 percent of North Dakotans) receive 

insurance coverage through work, in 2014. Different research by Gallup found an 

increase in the number of Americans who personally pay for or have a family member 

who pays for insurance; this may be as high as 17 percent in 2014. Medicare (federal 

program for people 65 and older or disabled) was selected by 27 people in the CHNA 

survey and Medicaid (federal and state for people who meet income criteria) was chosen 

by 9 respondents. Five respondents indicated they had no insurance. Two respondents 

stated they had too little insurance. One respondent selected the Indian Health Service 

(IHS), while it is not insurance, it does provide coverage. 
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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 numbers. Survey respondents were not required to answer all survey questions; 

they were free to skip any questions they wished. As a basis for comparison, the reader is 

reminded that 174 respondents answered the survey. 

 

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

 The most common age range were people 55 and over (97 respondents) with the 

most common age group being those 55-64 (34 respondents). The smallest age 

group were those 18-24 years of age (3) 

 A large majority were female (107 out of 174 respondents). 

 Respondents tended to be more educated with a strong majority (99) having at 

least some college or a technical degree. 

 A slight majority (88) worked full time, followed by retired (46). 

 In terms of income, the most common income category was $50,000-$74,999 (34) 

which was closely followed by $25,000-$49,999 (33). If we use $75,000 as the 

comparison point, then 52 respondents made $75,000 or more and 94 earned 

less than $75,000. Seventeen respondents earned $100,000 or more while 12 

earned less than $15,000.  

 

 

Figure 3 shows these demographic characteristics (age, gender, employment status, 

education level, and annual household income). It illustrates the wide range of 

community members’ household characteristics and indicates 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 and 

higher-income community members.  
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Figure 4:  Insurance Status 

 

Another way of measuring access is looking at the availability of health services (Figure 

5). If care is not available that impedes actual access to services, which also influences 

population health. Survey respondents were provided a number of services to assess. 

The largest category was 62 responses identifying availability of primary care providers 

as a concern. This was followed by availability of dental care (51 responses), availability 

of specialists (38), availability of mental health services (31), ability to get appointments 

(28), and availability of substance abuse/treatment (20). 

Figure 5: Availability of Health Services 
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Concerns about the delivery of health services (Figure 6) constitutes a third way to measure 

access. This looks at constraints within the system of care. While not the highest rated concern, 

much of the unease was associated with costs. The 2nd, 4th, and 5th highest rated concerns dealt 

with costs (cost of insurance, cost of health services, and cost of prescription drugs, 

respectively). The number one concern was the ability to recruit and retain primary care 

providers with 88 responses. Following this were these systemic elements: cost of health 

insurance (49), quality of care (36), cost of health services (36), and cost of prescription drugs 

(30). It should be noted that relative to some other CHNA’s having quality of care (36 

responses) this high on the list is something to be aware of and to discuss. This is a public 

perception to monitor. 

Figure 6: Delivery of Health Services 
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selected, their responses were not included. The results indicate that community assets 

include the following: 

 People are friendly, helpful, supportive   106 

 Safe place to live, little/no crime    100 

 Family friendly, good place to raise kids   96 

 Active faith community      90 

 Feeling connected to people who live here  77 

 Informal, simple, laidback lifestyle    73 

 People who live here are involved in their community 70 

 Health care      66 

Between the choices provided along with the opportunity for the respondent to offer up 

their own choices there were 36 separate selections. In general, respondents tended to 

select “people” related choices (e.g., people are friendly, family friendly, feeling 

connected to people, and being involved in the community) or community elements that 

are influenced by people (e.g. safe place to live, family friendly, active faith community). 

Generally the idea of “health care” (which is sixth in this survey) is higher. This too should 

be discussed. 

 

Figures 7-10 illustrate the results of these questions. 

 

Respondents were asked, what were the best things about the people in their 

community (Figure 7)? Overall, there was a strong opinion that it was the nature or 

quality of the people. The top three findings related to people being friendly, being 

connected, or being involved in community affairs/activities. Each of these scored at least 

70 responses with a precipitous drop to the fourth item, socially/culturally diverse with 

only 16 responses. These findings indicate that respondents identify with their 

community and possibly believe it is the people and how they interact with each other 

that is the core of what makes Cooperstown the way it is; they see it as a good place to 

live. 
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Figure 7:  Best Things about the PEOPLE in Your Community 
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Figure 8:  Best Things about the SERVICES AND RESOURCES in Your Community 
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A third measure of community assets are indicators of quality of life (Figure 9). Quality 

of life typically refers to some standard of health, comfort, or happiness. What are the 

essential elements that contribute to this feeling in Cooperstown? The study found the 

number one indicator to be a sense of a safe place to live with little or no crime (100). 

This condition was the overall second highest rated factor associated with community 

assets. This was followed by a family friendly good place to raise kids (96); an informal, 

simple, laidback lifestyle (73), and a closeness to work and activities (51). It is interesting 

to note that the lowest rated quality of life condition was job opportunities or economic 

opportunities (2). 

Figure 9:  Best Things about the QUALITY OF LIFE in Your Community 
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Figure 10:  Best Thing about the ACTIVITIES in Your Community 
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to retain physicians, keep good doctors (3 comments), have good health care 

providers and will be involved in the community, retention. 

 Quality of care – nursing home care not good, confidentiality (2 comments), 

nursing, hospital administration, poor health care at hospital, fear of being placed 

in the nursing home. 

 Health care access – keep providers, keep hospital open (3 comments), keep 

nursing home open, affordable health care (2 comments), people leave town for 

access elsewhere. 

 Behavioral health/Mental health – no mental health services, drug use and abuse 

(3 comments), bullying (3 comments).  

 Population – declining population (6 comments), young families (2 comments), 

aging population. 

Specific comments from the survey respondents provide some insights into the 

reasoning behind these issues being identified as community challenges. Not all the 

comments are listed, but a flavor of perspective is provided below: 

 Economics/jobs 

o Lack of good paying jobs to keep families here. 

o Lack of competition for businesses. 

o Property taxes are extremely high. 

o Poor wages. 

o Unable to keep families and jobs. 

o Lack of professional jobs. 

o Job availability to bring in young families. 

o Lack of a workforce. 

o No or poor community development. 

 Community support/attitude 

o Don’t have trustworthy people to run our city and county government. 

o Just for everyone to realize that there are more issues than nit picking. 

o So much negative publicity, it is dividing our community. Everyone is 

bitter about something. Not known for our friendliness anymore. 

o There is a loss of community cohesiveness. 

o We are dying. 

o The town has turned so cliquey.  

o Gossip, alienation from one another. 

o Not having community activities for people. 

 Health providers 

o Nurses staying out of people business and not spreading rumors. 
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o Need more providers to handle patients so you don’t have to wait 3 days 

to be seen!!! 

o Doctors and providers who are about the patient. 

o We need medical providers that will stay, the good ones get chased out. 

o Unable to retain doctors and ministers. 

o Keeping good doctors! 

o Good health care providers. We need a good doctor who is willing to stay 

and is involved in our community! 

o Retention of appropriate medical staff. 

 Quality of care 

o Confidentiality is a MUST! 

o Poor health care at CMC. 

o Nursing home care is not too good. 

o Fear of being put in the rest home for elderly. 

 Health care access 

o Having affordable health care. 

o There is a lot of people going out of town for health care. 

o Rising costs of health care. 

o Keeping our hospital and nursing home. 

o Keeping our hospital going and thriving. 

 Behavioral health/Mental health 

o A concern is no mental health services, depression, marital counseling 

available by a licensed counselor/psychologist. 

o Drug use and abuse. Noting seems to be getting done about it. 

o Stop bullying in the school, or anywhere. 

o Teenage bullying and drug and alcohol abuse by youth. 

 Population  

o Outmigration. 

o Aging population and a lack of families. 

o Job availability to bring in young families. 

o Decreasing population. 

o Loss of population, lack of jobs. 

o Lack of good paying jobs to keep families in our community. 

There is a great deal of overlap amongst the themes. The analysis attempts to break 

comments into identifiable themes; however, when we speak, our thoughts follow a 

natural order with one thought leading to another. In an analysis such as this some of 

that is lost. With that in mind, there are connections that should be shared with the 
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reader. Under population there was the identification of population decline and an aging 

population. In the comments these were frequently connected by the respondent. They 

would identify population erosion along with the issue of a population that was 

described as elderly. They are connected by many respondents. The theme of economics 

had a strong emphasis on jobs, especially good paying jobs. This was sometimes linked 

to population as a reason why the population was declining and there was an aging in 

place. Sometimes, population decline was also connected with an aging population and 

the difficulty in recruiting and/or retaining young people. Some respondents expressed a 

“big picture” and complex way of stating community challenges. For some population 

decline, loss of young people, an aging in place population, and the lack of jobs 

(particularly good paying jobs). The community attitude and community support was 

more pronounced in Cooperstown than found in other North Dakota rural communities. 

This is not a surprise due to some of the media coverage. The comments were more 

focused on lamenting the state of affairs than on rehashing specific issues although 

some of that did emerge. There was more an expression of “how do we get out of this?” 

From an outsiders perspective that is positive. There are negative feelings and finger 

pointing; however, there seems to be a legitimate plea to move forward. For community 

leaders that could be a positive foundation. The negative attitudes were sometimes 

connected to population decline, behavioral health issues, and an inability to take 

positive steps for the community. It should be pointed out that during the one-on-one 

key informant interviews there were a number of positive comments that were coded as 

community support/attitude. Thus, in a study such as this there will be negative and 

positive perspectives. 

This is all very reasonable for community residents. While most of us would prefer to not 

have to “deal” with challenges it is best when they exist to be aware of them and some of 

the thinking or attitudes that surround the issue. This creates the impetus for solutions. It 

is also important to realize that Cooperstown community members are concerned about 

and care deeply for their community. That is a good foundation. 

The other identified themes, while they may have been smaller in number are still 

important. These themes included the following: law enforcement (which is rarely 

mentioned in other towns), bullying (which is a growing concern throughout the state), 

and some concerns regarding the school. 

Finally, the open ended question allowed for greater clarity and nuance in understanding 

community conditions. Verbatim responses “flesh-out” some of the more static numbers 

giving them more meaning. Some of the economic and population findings (e.g., good 

paying jobs, loss of working age people, decline in community opportunities) 
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substantiate social determinants of health factors such as behavioral health, access to 

health care, quality of care, and provider issues. These issues can and do impact the 

overall population health. 

Community Concerns 

A focus of the community health assessment was exploring community and health 

concerns, which are relevant to a renewed focus on population health. The survey 

offered eight categories of concerns and asked respondents to pick their top three 

concerns. The eight categories were as follows: 

 Violence 

 Community health 

 Availability of health services 

 Safety/environmental health  

 Delivery of health services 

 Physical health  

 Mental health and substance abuse  

 Senior population 

The community and health concerns were assessed by the respondents with each 

respondent identifying their top three. The top ten concerns were as follows: 

 Bullying/cyber-bulling      89 responses 

 Ability to recruit and retain primary care   88 

 Jobs with livable wages     70 

 Cancer        66 

 Availability of primary care providers    62 

 Obesity/overweight      53 

 Adequate childcare services     53 

 Availability of dental care     51 

 Attracting and retaining young families   50 

 Cost of health insurance     49 

Each of the above is either a determinant of health or a health outcome. The new or 

renewed focus under health reform is addressing these conditions and factors so as to 

improve overall health status. Factors that on the service do not appear to be “health” 

related (e.g., jobs with livable wages and attracting and retaining young families) are 

community factors that do impact health. Research consistently shows that income is 

related to health status; thus, good paying jobs provide better family resources to 

increase access to health and to engage in healthy behaviors. We have discussed before 
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the connection between good jobs and families, particularly young families. A 

community for growth and diversity needs to have young families. They become 

employees in the health system and part of the patient base. 

Figures 11 through 18 illustrate these results. 

By far the dominant issue in the category of violence in the community (Figure 11) is 

bullying/cyber-bullying. It had 89 responses. The next closest shows a precipitous drop-off down 

to 24 responses for intimidation, isolation with 21 responses, and domestic abuse with 16 

responses. All of these are significant concerns. There is ample opportunity for public health and 

the hospital to work with the school on bullying issues. There are a number of resources within 

North Dakota that can be sought for community solutions. 

Figure 11:  Violence in the Community Concerns 
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Figure 12:  Community Health Concerns 

 

Concerns regarding the availability of health services (Figure 13) found as primary issues the 
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Figure 13:  Availability of Health Services Concerns 
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Safety/environmental health concerns (Figure 14) address a comprehensive set of 
conditions. This covers a gamut ranging from ambulance to discrimination/prejudice to air 
quality. Nevertheless, they all constitute safety and environmental concerns. The primary 
concerns were as follows: emergency services (ambulance and 911) (43), traffic safety 
(speeding, road safety) (38), crime and safety (32), water quality (well water, lakes, rivers) 
(25), public transportation (options and cost) (22). At the other end of the continuum, low 
graduation rates garnered 2 responses. 

 
Figure 14:  Safety/Environmental Health Concerns 
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Figure 15:  Delivery of Health Services Concerns 
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Figure 16:  Physical Health Concerns 
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Another dimension of health is mental health and substance abuse (Figure 17). The top 

concerns are as follows: adult alcohol use and abuse (46 responses) immediately followed by 

youth alcohol use and abuse (45). Depression was the third highest mental health/substance 

abuse issue with 33 responses followed by youth drug use and abuse (27) and then adult 

drug use and abuse (26). Youth mental health was right behind with 25 votes. In North 

Dakota, behavioral and mental health has received significant attention from citizens, 

providers, and policy makers. In 2014, there was an independent report commissioned by 

the legislature that found numerous issues with regard to access to behavioral and mental 

health services, the delivery system, workforce supply, and payment. The 2015 legislature 

took up many of these issues but there is an ongoing need for system change and reform. 

The numerical findings from the survey appear to find some backing in the analysis of the 

open ended questions regarding community needs: alcohol and drug use and abuse for both 

adults and youth is a strong concern in Cooperstown. 

Figure 17:  Mental Health and Substance Abuse Concerns 
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Figure 18:  Senior Population Concerns 
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assessment is it provides the decision makers with evidence of perceptions that can be 

addressed.  

Figure 19:  Perceptions about Barriers to Care 
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Another question looked at public health service awareness. The four most used services 
of public health included the following: flu shot (49), adult immunizations (21), blood 
pressure screenings/office visits (19), and children immunizations (15).  At the opposite 
end of the continuum, the least used services were as follows: environmental health 
services (sewer, health hazard abatement (0), radon test kit (1), tobacco prevention and 
control program (1) and BabySafe program (1). 

Figure 20: Public Health Services 
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Figure 21: Capital Improvement Support 

 

 

The survey also sought information on whether people have supported the Cooperstown 
Medical Center Foundation in the past (Figure 22). The most supported area was in the 
form of a memorial/honorarium (40 responses), cash or stock gifts (34), and special 
events such as the Tree of Lights or Golf Tournament (26.) 

 

Figure 22: Supported Cooperstown Medical Foundation 
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As Figure 23 shows, people are aware of the hospital’s foundation with 93 indicating that 

they were and only 11 saying no.   

 

Figure 23: Awareness of Cooperstown Medical Center Foundation 

 

Figure 24 shows the awareness of the medical center’s convenience clinic. Like the 

foundation, this too shows high levels of awareness with 77 respondents saying yes, and 

28 saying no. 

Figure 24: Awareness of Convenience Clinic 
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A final area of inquiry for the delivery of health care assessed sources of health 

information (Figure 25). Again, this section is particularly interested in barriers found in 

accessing care and services and also the public’s awareness of services. Thus, how do 

people learn about health and health care services is instructive. In terms of where do 

people turn to for trusted health information, the survey revealed that, by a large margin, 

for trusted health information residents turned to a primary care provider (doctor, nurse 

practitioner, physician assistant) with 82 responses. Other common sources of trusted 

health information are other health care professionals (nurses, chiropractors, dentists, 

etc.) 59 responses and web searches (37). 

Figure 25: Sources of Trusted Health Information  

 

 

A slightly different question regarding information asked respondents to identify how 
they find out about local health services. The number one source was word of mouth 
from others (73 responses), followed by the newspaper (65), advertising (31), health care 
professionals (25), and social media (22). While social media had a smaller number of 
responses it is still a practical idea to find more ways to use it. Many people under 35 do 
not rely on traditional sources such as the newspaper and favor social media. For today’s 
marketing it is best to employ a multi-source strategy that mixes traditional 
communication with emergent communication.  

 

 

 

2

16

31

37

59

82

0 10 20 30 40 50 60 70 80 90

Other (please specify)

Public health professional

Word of mouth, from others (friends,
neighbors, co-workers, etc.)

Web searches/Internet (WebMD, Mayo
Clinic, Healthline, etc.)

Other health care professionals (nurses,
chiropractors, dentists, etc.)

Primary care provider (doctor, nurse
practitioner, physician assistant)



_____________________________________________________________________________________________ 
Community Health Needs Assessment 2016  55 
 

Findings from Key Informant Interviews  
In addition to the community survey, which has been the source of primary data to this 

point (along with the secondary data from the County Health Rankings report), the 

community health needs assessment process employed two additional primary research 

methodologies. Questions about the health and well-being of the community, similar to 

those posed in the survey, were explored during key informant interviews with 

community leaders and health professionals, and an on-site focus group with over one 

dozen community members. 

  

First, the key informant interview respondents were asked to comment on 1) the best 

things about Cooperstown and 2) the major challenges facing Cooperstown. These are 

all open ended, in other words people just answered the questions based on how they 

felt. They were not given categories. Below are the themes that emerged from the 

content analysis, with some corroborating verbatim statements from key informants. 

 

Best things about Cooperstown: 

 Caring 

o People are the biggest asset. 

o Other people in the community look out for my kids when I’m not there. 

o Family atmosphere – everyone knows each other, you have a bond like a 

family. 

o Safe place to raise kids. 

 Positive community attitude 

o Support the town gives to the local businesses. 

o Younger generation that is coming back, working, and staying in the 

community. 

o Glass is half full most of the time. 

o Loyalty to the town. 

o It’s a home town type of community, personalized. 

o Collaboration, building the community together. 

o Real sense of belonging and pulling together. 

o People volunteer their time. 

 Business/Economics 

o 3 manufacturing facilities and many other businesses employ 200 people, 

unusual for a small town. 

o We still have a main street, we are proud of that. 



_____________________________________________________________________________________________ 
Community Health Needs Assessment 2016  56 
 

o Economic base is pretty good, the farm economy and the ag cycle aren’t 

in our favor now. 

o Diverse economy. 

o Good business community. 

 Availability of services and amenities 

o Active arts council. 

o We are a county seat (noted by two people). 

o Good faith community, lots of churches. 

o Cooperstown is lucky to have a school, hospital. 

o Have what we need, including health care. 

 Health care 

o Nursing homes. 

o Pharmacy. 

o Clinic. 

o Access to health care, very lucky to have CMC here. 

o Health center, fortunate to have it. 

o Health care, it is only a matter of blocks to get care – without the ED we 

would have to go 45 minutes to another one. 

Major challenges facing Cooperstown: 

 Population 

o Population growth is off the table, we’re closed enough to Grand Forks 

and Fargo. 

o I don’t foresee us shrinking, we have leveled off. 

o Businesses are going to have to find a way to be successful with our 

current population. 

o Declining population. 

o People don’t always come back after leaving. 

o If people are not from here they don’t even consider coming here. 

 Business/economics 

o People are so mobile that they run out of town, it’s a huge challenge 

when we want to keep customers local. 

o Some jobs do not have livable wages. 

o Access to better things as businesses do not get the [volume discount] 

deals. 

o Access to good paying jobs. 

o Affordable groceries. 
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o Lack of competition in a small town hurts, we pay higher prices just 

because we live here. 

o People get by but don’t have extra money for the fun things in life, it is 

just living to get by, there is growing poverty. 

o Low paying jobs, poverty, and low incomes. 

 Future 

o Where will we retire to live? People talk about this, do we stay or go? 

Some depends on the hospital. You lose the hospital and the decision is 

made, you have to go toward health care when you age. 

 Drug/alcohol 

o Lot of alcohol and drug abuse, adults and young people, interferes with 

them being an active member of society and prevents them from proper 

parenting, there’s more drug use than people know of, we don’t have the 

resources to help them. 

 Activities 

o Not a lot of things for kids to do here, there aren’t as many extracurricular 

activities, not a lot of family things to do either besides eating out or 

staying home. 

 Day care 

o Daycare is a challenge in every small town if you don’t have a 

grandma/grandpa or a best friend that is a stay-at-home mom, you have 

a dilemma.  

 Local/area politics  

o Cooperstown has a lot of negativity surrounding Griggs County and other 

politics.  

Key informants were provided with a list of community and health concerns that were 

categorized as five themes. This was closed ended where each theme had 6-24 separate 

issues/concerns. The respondents were asked to select up to three significant concerns 

per thematic category. The findings are presented below: 

 Community and environmental concerns 

o 8 respondents  Not enough jobs with livable wages, not enough to live  

o 6   Having enough child daycare services 

o 5   Attracting and retaining young families 

 Health services concerns 

o 6 respondents Ability to retain doctors and nurses in the community 

o 6   Cost of health insurance 

o 3    Availability of specialists 
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 Physical, mental health, and substance abuse concerns 

o 7   Depression 

o 5   Cancer 

o 4   Poor nutrition, poor eating habits 

 Youth and children concerns 

o 5   Youth obesity 

o 5   Youth mental health 

o 4   Youth hunger and poor nutrition 

o 4   Youth alcohol use and abuse 

 Aging population concerns 

o 7   Availability of resources to help the elderly live in their homes 

o 5   Assisted living options 

o 4   Availability of resources for family and friends caring for elders 

   

Many of the issues raised through the interview process support what was identified 

through the survey. Specifically, issues related to the need to attract and retain younger 

people and families, providing good paying jobs, an aging population, and the need to 

attract and maintain the local health system particularly through an adequate provider 

base found support in the survey and in the interviews. These are strong community 

issues. As was previously stated but it is important to stress again, yes the survey and 

interviews did identify some feeling that we characterize as community support or 

attitudes. Some of these were negative. That is not a surprise. However, it also found a 

more positive perspective too. If there is complaining or as one person in the survey 

stated “nit picking”, many people are tired of it and want to find a way to move forward 

as a community. That is really the central message on community attitudes. That is also 

why community engagement or community development is important. Leaders need to 

listen to the community but then find the resources to lead with the community 

involved. 

Community Engagement and Collaboration 

Key informants also were asked to weigh in on community engagement and collaboration 

of various organizations and stakeholders in the community. Specifically, participants 

were asked, “On a scale of 1 to 5, with 1 being no collaboration/community engagement 

and 5 being excellent collaboration/community engagement, how would you rate the 

collaboration/engagement in the community among these various organizations?”   They 

were then presented with a list of 13 organizations or community segments to 

rank.  According to these participants, the hospital, pharmacies, public health, and other 
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local health providers are the most engaged in the community.  The averages of these 

rankings (with 5 being “excellent” engagement or collaboration) were: 

 

 

 

 

 

 

 

 

Priority of Health Needs  

A Community Group met on May 7, 2016 in Cooperstown, at CMC. 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 

survey results (including perceived community assets and concerns, and barriers to care), 

and findings from the key informant interviews and focus group.  

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 four community health needs. All of the potential needs were listed 

on large poster boards, and each member was given four stickers so they could place a 

sticker next to each of the four needs they considered the most significant. For the final 

stage, meeting participants were provided with a single sticker which they could apply to 

what they perceived to be the most significant issue facing the community. 

The Community Group members determined the significant health needs for 

Cooperstown and Griggs County to be as follows:  
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 Ability to recruit and retain primary care providers   (15 votes) 

 Adequate child care services       (4) 

 Jobs with livable wages      (3) 

 Obesity/overweight       (1) 

A summary of this prioritization may be found in Appendix C. 

The Community Group then began the second portion of the meeting: strategic planning 

to identify ways to address the prioritized significant needs. Because of time constraints, 

the group did not cover all of the planning necessary to create a comprehensive 

improvement plan. There was some preliminary discussions surrounding “recruiting and 

retaining primary care providers.” A number of possible activities and resources were 

brainstormed: 

Activities: 

 Make sure his/her spouse has a job or work with the candidate on employment 

options (spousal occupation). 

 Form a task force “Recruitment and Retention Committee” and have community 

members be part of this to 1) take the load off of the hospital but 2) make it 

something the community is involved with so they have “ownership.” (one 

community participant commented that he had been part of a previous 

community-based recruitment and retention committee and it went well.)  

 Need to sell the candidate on the community. 

 Recruit a family, not just a physician – you have to focus on the whole family not 

just what the physician needs. 

 Need to advocate for the town – we need to make this a community approach. 

 Retention: Someone or a committee could be designated to “check-in” and see 

how things are going for the new physician and family – make them feel 

welcome, even after they have settled into the town. The CRH facilitator 

commented that his church had done that for over a year with a new minister. It 

was the continuing role of the recruitment and retention committee to 

periodically check in on the minister and the family. This can be a formal part of 

the committee. There may be little things the physician and/or family don’t want 

to bring up but if they are asked they may share. It is easier to address them then. 

This shows commitment on the part of the community. 

 It is retention of the spouse and the family, not simply the physician.  
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Resources: 

 3Rnet (Stacy Kusler, CRH workforce specialist) has been to Cooperstown and 

they’ve had a profile on 3Rnet for 1.5 years). 

 Realtors, people at the school, business and banking, people to host and show 

candidates around. 

 People who are present in the community, on-staff, who already have experience 

and knowledge of the town are useful to the process. 

 Need to have and show data, quotes, testimonial to support why this is a good 

place to live. Use the CHNA. 

 EMS/Telemedicine – resources present that would be attractive to physicians that 

show that CMC is contemporary. Makes CMC and Cooperstown more 

marketable. 

The CRH would be available to assist them at a later date. The Center can facilitate a 

planning meeting. It is sometimes easier to have outside and neutral assistance. It is 

difficult to be part of the hospital/community, facilitate, yet want to participate.  

A steering committee or other group will meet to continue the work that was started by 

the Community Group and culminate with a community health improvement plan that 

can be executed.  

Comparison of Needs Identified Previously  

Top Needs Identified  

2013 CHNA Process 

Top Needs Identified  

2016 CHNA Process 

Aging population services Ability to recruit and retain primary care 

providers 

Cancer Jobs with livable wages 

Financial viability of hospital Adequate childcare services 

Higher costs of health care for consumers Obesity 
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Next Steps – Strategic Implementation Plan 

 
Although a community health needs assessment and strategic implementation plan are 
required by hospitals and local public health units considering accreditation, it is 
important to keep in mind the needs identified, at this point, will be broad community-
wide needs along with health care system specific. This process is simply a first step to 
identify needs and determine areas of priority. The second step will be to convene the 
steering committee, or other community group, to select an agreed upon prioritized 
need to begin working on. The strategic planning process will begin with identifying 
current initiatives/programs and resources in place, to address the need(s), what is 
needed and feasible; and what role and responsibility will the hospital, clinic, and 
various community organizations play in developing strategies and implementing 
specific activities to address the community health need selected. Community 
engagement is essential for successfully developing a plan and executing the action 
steps for addressing one or more of the needs identified. 
 

“If you want to go fast, go alone. If you want to go far, go together.” Proverb 
 

Community Benefit Report  
We strongly encourage you to review your Community Benefit Report to determine 
how/if it aligns with the needs identified, through your CHNA, as well as your 
Implementation Plan.  
 
The community benefit requirement is a long-standing requirement of non-profit 
hospitals and is reported in Part I of the hospital's Form 990. The strategic 
implementation requirement was added as part of the ACA's CHNA requirement. It is 
reported on Part V of the 990. Not-for-profit health care organizations demonstrate 
their commitment to community service through organized and sustainable community 
benefit programs providing:  
 

 Free and discounted care to those unable to afford health care.  

 Care to low-income beneficiaries of Medicaid and other indigent care 
programs.  

 Services designed to improve community health and increase access to 
health care.  

Community benefit is also the basis of the tax-exemption of not-for-profit hospitals. The 
Internal Revenue Service (IRS), in its Revenue Ruling 69–545, describes the community 
benefit standard for charitable tax-exempt hospitals. Since 2008, tax-exempt hospitals 
have been required to report their community benefit and other information related to 
tax-exemption on the IRS Form 990 Schedule H.  
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What Are Community Benefits?  
 

Community benefits are programs or activities that provide treatment and/or promote 
health and healing as a response to identified community needs. They increase access to 
health care and improve community health.  
 
A community benefit must respond to an identified community need and meet at least 
one of the following criteria:  
 

 Improve access to health care services.  

 Enhance health of the community.  

 Advance medical or health knowledge.  

 Relieve or reduce the burden of government or other community efforts.  
 

A program or activity should not be reported as community benefit if it is: 
 

 Provided for marketing purposes. 
 Restricted to hospital employees and physicians.  
 Required for all health care providers by rules or standards. 
 Questionable as to whether it should be reported. 
 Unrelated to health or the mission of the organization. 
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Appendix A – Paper Survey Instrument 
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Appendix B – County Health Rankings Model 
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Appendix C – Prioritization of Community’s Health Needs 

 

 


