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St. Alexius                                            
Garrison Memorial Hospital 

 

Community Health Needs Assessment 

 

Based on the gospel values and our own heritage of healing, the mission of Garrison Memorial Hospital 
and clinic is to use our community presence as a means of touching and caring for people in a Christ-like 
manner, and top always exhibit the hospitality as and caring for people in a Christ-like manner, and to 
always exhibit the hospitality as reflected in the Rule of St. Benedict: 

MISSION STATEMENT 

                                         Let all be received as Christ. 

The vision of Garrison Memorial Hospital and clinic is to extend Christ’s healing ministry 
through excellence of service and collaborative partnerships. 

VISION 

    Community—Respect—Stewardship—Healing Presence—Personal and Professional Growth 

VALUES 

 

 

 

 

Completed by Howe Enterprises LLC   208 Lakeview Drive   Hettinger ND  58639    January 2013 
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Garrison Memorial Hospital exercises its Corporate Values of community, respect and 
stewardship through a healing presence for those they serve.  The staff and management of the 
Garrison Memorial Hospital remain dedicated to providing Garrison and the surrounding rural 
communities with access to quality healthcare.  Our community’s health needs are our first 
priority.   

Introduction 

Garrison Memorial Hospital recognized the need to solicit community and staff input in order to 
inform future decisions and its strategic plan.  A community health needs assessment was 
completed by Howe Enterprises LLC. 

A survey process was used in combination with key informant focus groups of locally identified 
community leaders.  Information was collected throughout December, 2012 and January 2013.  
Residents of the facilities four county service area, staff of Garrison Memorial Hospital and 
community leaders were given the opportunity to provide feedback. 

The purpose of conducting a community health needs assessment is to describe the health of 
local people, to identify the use of local (and non-local) health care services and community 
needs;  and use that information to address the future delivery of health care in the defined 
area.  Benefits of conducting an assessment include: 

1. Accessing timely input from the local community, providers and staff; 
2. Review and analysis of secondary data related to health conditions and risks; 
3. Community engagement and local involvement to give local input that forms the future 

health care delivery; 
4. Availability of information to develop marketing plan and guide decision-making  of an 

organization’s strategic plan; and 
5. Compliance with federal regulation requirements (H.R.3590) of the Patient Protection 

and Affordable Care Act which requires the completion of a health care assessment 
every three years. 
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Original planning for a hospital in Garrison began on February 20, 1946 through the efforts of 
the Garrison Civic club.  In 1949, the sisters of the Order of Saint Benedict (Annunciation 
Monastery) agreed to assume responsibility for operation of the hospital upon its completion.  
The hospital was funded from 1/3 Community Dollars, 1/3 from the Sisters of St. Benedict, and 
the remaining 1/3 coming from the Federal Hill-Burton funds.  Construction of the hospital 
began on October 20, 1949 and the 40 bed facility opened its doors in February 1952, admitting 
its first patient on February 14.  Since that time, Garrison Memorial Hospital has seen numerous 
changes.  In April of 1967, the convent and chapel with living quarters for the sisters were 
added to the hospital.  January, 1974 saw the third floor of the hospital converted to an 
intermediate care facility housing 24 beds.  An administrative addition was added in October of 
1976 which would later have to be remodeled to meet life safety codes.  Garrison Hospital 
assumed management of the Garrison Family clinic (formerly Medical Arts clinic) which was 
designated as a Rural Health Clinic in November of 1992.  The hospital had the distinction of 
becoming certified as a level IV Trauma center in July of 1995.  Garrison Memorial Hospital 
became a part of St Alexius Medical Center in late 1996 after the Garrison Hospital voted to 
transfer all assets to St Alexius.  This transfer allowed St Alexius to make capital improvements 
to Garrison Memorial Hospital.  A two million dollar remodeling project to make the facility 
ADA compliant, as well as add a new emergency entrance was started in October of 1998 with a 
finish date of July 2001.  The hospital applied for and was approved for Critical Access 
Designation in December of 1999.  Updates continue to be made to ensure that all of our 
patients receive the best quality care. 

History of Garrison Memorial Hospital 

 

In May 2010, Garrison Memorial Hospital enlisted the University Of North Dakota Center for 
Rural Health to study the economic impact of the organization on the economy of McLean 
County to illustrate positively its effect on the local economy by quantifying its effects on 
employment levels and labor income. 

Economic Impact 

On a state level, the North Dakota Hospital Association states that, “community hospitals 
contribute an estimated $1.8 billion dollars in direct impacts to North Dakota’s economy”, in 
2008 alone. 

The results of the 2010 study identified the economic impact of Garrison Memorial Hospital as 
significant to McLean County by generating 180 jobs and over $5.6 million in labor income both 
inside and outside the health sector. 
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Today Garrison Memorial Hospital employs 160 local people or 96.5 full time equivalents and 
has a significant economic impact on its community. Its gross annual income is approximately 
$9,960,000 (2011).   

Garrison Memorial Hospital Service Area 

McLean, Ward, McHenry & Mountrail Counties

Garrison Memorial Hospital serves a four county region.  This assessment solicited feedback of 
representatives from the county’s community members and community leaders.  Garrison 
Memorial service area consists mainly of northern McLean County with some patients coming 
from eastern McHenry and southern Ward County and the edge of Mountrail County. The main 
community is Garrison with patients coming from Max, Ryder, Makoti, Parshall, White Shield, 
Coleharbor and Riverdale. 

 

Garrison Memorial Hospital, Family Clinic and Nursing Facility are located on the eastern edge 
of the Bakken oil boom geographic region.  The oil activity has impacted the facility in many 
ways; mainly there is growth in acute and emergency room visits due to the growing 
community and service area population.  Population according to the 2010 U.S. census data 
increased from 1,318 in 2000 to 1,435 in 2010.  However, within the 40 mile radius trade area 
of the Garrison Hospital there is a population of 5977.  The nearest larger cities are Minot which 
is 45 miles away and Bismarck which is 73 miles away. 

Additionally, there are also about a dozen lake developments on the north shore of Lake 
Sakakawea with both full time and seasonal residents.  The area’s population increases 35% to 
50% in the summer months (estimated).  This is due to the increase in seasonal residents and 
tourism seeking to recreate at the Lake. 

For purposes of this health study for Garrison Memorial Hospital, three sources were utilized to 
obtain information already available.  The first source is the Second Biennial Report published 
by the University of North Dakota called 

Available Data 

Health Issues for the State of North Dakota 2013.  It is 
currently the most recent work available and gives a broad overview and is statistically rich.  It 
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has significant information on medical providers and urban/rural health variations.  This report 
was compiled primarily for the North Dakota School of Medicine to support its academic 
programs. 

The second data base information came from the 2011 County Health Profile

The third data base was the 

.  This information 
was compiled by researchers at the North Dakota State University in Fargo, North Dakota for 
the 2011-2012 Fargo-Moorehead Community Health Needs Assessment Collaborative in 
December, 2011.  This particular data base has information specific to county-level rankings 
and comparisons of every county in North Dakota to state and national levels.  This report was 
compiled primarily to identify national indicators of health status and services.  Data and 
associated context were a part of the Mobilizing Action toward Community Health (MATCH) 
project, collaboration between the Robert Wood Johnson Foundation and the University of 
Wisconsin Population Health Institute.  This statistical report is expected to be revised every 
two years as data becomes available. 

Youth Risk Behavior Survey (YRBS)

Community Health is both prevention and chronic disease management.  These three data 
sources provide Garrison Memorial Hospital a comparative of the population they serve with 
both state and national health metrics. 

.  This survey tool was developed 
by the division of Adolescent and School Health (DASH), National Center for Chronic Disease 
Prevention and Promotion, and the Centers for Disease Control and Prevention (CDC) in 
collaboration with several representatives from state and local health education agencies and 
other federal agencies.  The YRBS is designed to focus on behaviors related to leading causes of 
death and disability among youth and young adults to assess how these risks behaviors change 
over time.  Behaviors are often established during youth and extend into adulthood.  The YRBS 
is conducted biannually in the spring of odd years.  The statewide data is collected randomly 
and with a high participation rate.  The CDC generated weighted data that is representative of 
all middle and high schools (public) in North Dakota.  North Dakota Schools have participated in 
the YRBS for numerous years and it is possible to compare changes in results from one survey 
year to another.  The YRBS is very specific to current behaviors and environment of our young 
people that have potential impact on their future health.  The value of this study is to look at 
population trending and possible educational opportunities and social changes.  Looking at data 
of this population group gives great insight into the future.   
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Recently the ND Center for Rural Health (University of North Dakota School of Medicine and 
Health Sciences) published an analysis of the health of North Dakota residents.  The summary is 
called the 

Overview of North Dakota Health Issues 

Second Biennial Report Health Issues for the State of North Dakota 2013

 Key points are quoted or restated for purposes of this community health assessment. 

.  The Report 
gives a “state of the union” in-depth academic analysis of current health care issues.  

“About half (48%) of ND current population resides in metropolitan areas, with almost a third 
(29%) located in rural areas.  North Dakota is one of the least densely populated states in the 
country, ranking 49th in population density. Also unlike the rest of the country, we have more 
males than females (51% vs. 49%) and we are older than average; North Dakota, for example , 
is second only to Rhode Island in the percentage of its population that is 85 years of age or 
older. 

Because the demand for health care increases proportionately with age, demand for health 
care services is especially high in ND.  That demand will only increase as the state’s citizens 
have grown older.  People in rural regions of ND are older, poorer, and have less or no 
insurance coverage.  All of which are challenges to providing adequate health care. There will 
be an increasing need to encourage individuals to care for themselves and postpone care for 
chronic diseases. 

The Second Biennial Report 2013

Females in ND tend to have poorer health in general, especially females in rural areas.  Weight 
is a great problem among ND males and specifically those in rural areas.  Weight is a health 
concern that is increasing in ND.  However, these aspects are generally lower than the national 
average.  In ND, females under 18 are more likely to smoke, not wear seatbelts, not exercise, be 
overweight and have chronic health problems while males under 18 are more likely to drink 
alcohol. 

, published by the UND Center for Rural Health noted North 
Dakotans, which in comparison with the rest of the United States is generally good.  North 
Dakotans have a slightly lower problem with obesity than the rest of the United States, and are 
less likely to report fair or poor health.  However, we tend to have a higher risk of cancer and 
recently experienced a mortality rate that exceeded the national average after it has been less 
for most of the last decade.  Across ND, behavioral risks tend to increase as population density 
decreases with rural areas having the worst levels with an increased frequency of obesity, 
smoking and drinking, especially in males. 



8 | P a g e  
 

Cancer is higher for females in the 15 to 54 year old range but male cancer rates are 
dramatically higher than females by age 65.  Prostate cancer is the most common cancer in ND.  
Over all, ND has higher cancer rates than the United States, perhaps because it is of a larger 
older adult population.  A few cancers, such as lung/bronchus and corpus/uterus are ranked 
lower in our state. 

Females tend to do more screenings and have more immunizations than males.  People in 
metropolitan areas tend to do more screenings and immunizations.  Immunizations in ND are 
below the national rates. 

The Report also analyzes the quality of health care delivered in ND and found in general that it 
is as good as or better than much of the US, but there appears to have been a decline in several 
measures in the last few years, particularly in the delivery of acute care services.   

As a region experiencing significant population changes due to the growth of the oil patch and 
the in-migration of certain ages with certain health care issues and out-migration of others with 
different health care issues, organization are facing a transition of demands for certain types of 
health care services.  A recent summary stated the oil boom would add a large number of males 
age 20-54 over time (nearly double) while females would have a lesser increase.  The 
population of older adults would decrease without migration. 

Demographics 

Part of the region is experiencing a population increase without high oil production because the 
small communities have become “bedroom communities” to the high impact communities.  
The influx is due to more accessible housing, stable environment for raising families and 
support services available. 

The ability of the health delivery system to respond has affected the relationship between the 
community, individuals, organizations, employers and medical provider groups.  An area with a 
history of an aging population had demand for chronic care, home care and geriatric-focused 
care, with concerns for transportation, end of life and housing services.  The region is now 
experiencing an influx of a younger population and there will be an expanding demanding for 
family-centered health services, with more urgent and emergency care services, worksite 
wellness and ambulatory care.  Because the impact is fast and furious there will be need for 
behavioral support services at a higher level than perhaps previously.  All services will need to 
encompass a broader age span. 
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People in poverty tend to have lower health status.  Poor housing, sanitation, and water supply 
can contribute to disease and ill health.  Access to adequate and quality food sources may be 
limited.  Poverty is associated with greater rates of illness and shorter life spans.  People at 
200% or less of the federal poverty level are more likely to have only fair or poor health status 
and to have sought care through the emergency room as opposed to a clinic setting.  Lower 
income status or self-pay individuals have less frequent contact with a health provider.  Poverty 
is higher in rural than urban ND (14% vs. 12%).  About 20% of the children and 12% of the 
elderly in ND are in poverty.  The statistics are worse with rural single mothers. 

Income factors 

Several items compose health status including individual behaviors or characteristics (smoking 
or drinking), biology and genetics (family history, gender, and race), social environment 
(income, education), physical environment (distance to medical care) and the health system 
(access, quality, insurance).   

Health Status 

According to the World Health Organization, 10 leading behavioral causes of death worldwide 
(i.e. tobacco and alcohol use, high cholesterol, obesity) account for 40% of all deaths and global 
healthy life expectancy would be extended by 5 to 10 years if individuals, communities, health 
providers/ health systems and private and public sectors initiated processes to better address, 
influence and control such actions. 

The primary goal of the Healthy People 2020 initiative is to; 

1.  Attain high quality, longer lives free of preventable disease, disability, injury, and 
premature death 

2. Achieve health equity, eliminate disparities and improve the health of all groups 

3. Create social and physical environments that promote good health for all  

4. Promote quality of life, healthy development and healthful behaviors across all life 
states. 

The Centers for Disease Control and Prevention (CDC) uses health related quality of life 
(HRQOL) process metrics to better determine the burden of preventable disease, injuries, and 
disabilities.  This involves both self-reported chronic diseases such as diabetes, arthritis, breast 
cancer and hypertension; and risk factors such as body mass index, physical inactivity and 
smoking status.  A related set of measures are Healthy Days metrics, which assess an 
individual’s perceived sense of well-being (i.e. self-rated health, number of recent days when 
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physical health was not good, number of recent activity limitation days because of poor health).  
A combination of all these items was taken into consideration when developing the Community 
Health Survey tools utilized by this study. 

When we compare our state with national benchmarks, North Dakotans have an over 
prevalence of several of the non- behavioral health conditions than another states.  We have a 
lower prevalence of high cholesterol (26/8% compared to 37.5%), high blood pressure (26.7% 
compared to 28.7%), asthma (10.6% compared to 13.8%) and diabetes (7.4% compared to 
9.5%) than nationally.  However, these statistics change drastically based on different age 
groups and ethnic background. 

ND Health overall 

Chronic diseases are commonly associated with aging, however all ages can experience it.  
Chronic diseases account for more than 75% of the healthcare expenditures.  Common chronic 
diseases include heart disease, stroke, diabetes, cancer, chronic obstructive disease (COPD) and 
arthritis; significant health risk factors include smoking, lack of physical activity and poor 
nutrition.  Chronic disease causes 7 in 10 deaths each year in the US and more than 40% of the 
country’s population lives with at least one chronic condition and about one-fourth of them feel 
they have significant limitation in daily activities as a result of it. 

Health screenings are an important to evaluate risk factors and provide a baseline for behavior 
management and chronic disease control.  Preventive measures such as immunizations are also 
essential when managing population health and wellness. And finally economic status and 
access to healthcare services focused on population assessment and need are essential.” 

 

The secondary data obtained for purposes of the Garrison Memorial Hospital Community 
Health assessment was taken from the 

Health Factors McLean, McHenry, Ward, Mountrail Counties 

2011 County Health Profile

 A complete description of terms used in the first set of tables is available in Appendix A of this 
report.  

 as prepared by researchers 
at North Dakota State University in Fargo, ND for the 2001-2012 Fargo-Moorehead Community 
Health Needs Assessment Collaborative, December 2011.  

Other pertinent county information is obtained from the 2010 census data and the 2011 profile 
of general demographics characteristics by the U.S. Census Bureau. Whenever possible, census 
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data from North Dakota is provided to give an overall picture of the State demographics 
compared to specific counties. 

From the above data bases, we were able to obtain information on the key “Four Health 
Factors” that contribute to the morbidity (quality of life) and mortality (length of life).  The four 
factors are physical environment, social and economic factors, clinical care and health 
behaviors. 

Physical environment is best described as where we live and the supportive systems for healthy 
lifestyles.  The first Table describes several elements such as clean air, access to healthy food 
sources and recreational areas for relaxing and exercise. 

 

Physical Environment 
Health Factors 

McLean McHenry Ward 
 

Mountrail National North 
Dakota 

Air pollution-particulate 
matter 

0 0 0 0 0 0 

Air pollution-ozone 0 0 0 0 0 0 
Access to healthy foods 23% 25% 20% 43% 92% 35% 
Access to recreational 
facilities 

12 0 9 0 17 12 

 

Garrison Memorial Hospital service area is primarily in McLean County, however parts of Ward, 
McHenry and Mountrail County residents and visitors also receive healthcare in Garrison.  
Healthcare needs vary by age, education and income levels.  An individual with limited 
educational level and knowledge of the English language can have an impact on one’s 
healthcare access as much as distance to services.  The next 2 Tables reflect the general 
demographics and social economic factors of the residents served by Garrison Memorial. 

                 

 

Demographic Health 
Factors 

McLean McHenry Ward Mountrail National North 
Dakota 

Youth 20% 22% 24% 28% 24% 22% 
Elderly 21% 20% 14% 16% 13% 15% 
Rural 100% 100% 23% 100% 21% 44% 
Not English proficient 1% 1% 1% 1% 9% 2% 
Illiteracy 7% 8% 6% 8% 15% 6% 
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Social and Economic 
Health Factors 

McLean McHenry Ward Mountrail National North 
Dakota 

High School graduation 90% 95% 75% 65% 92% 83% 
Some college 70% 63% 73% 64% 68% 72% 
Unemployment 5% 5.5% 3.9% 4.2% 5.3% 4.3% 
Child poverty 16% 20% 13% 21% 11% 14% 
Inadequate social support 17% 19% 16% 25% 14% 17% 
Children in single-parent 
households 

21% 24% 20% 39% 20% 24% 

Homicide rate - - - - 1% 1.7% 
 

The last two of the four Health Factors are health behaviors of individuals and the clinical care 
measures.  The Table below examines the various behavior metrics and compares the counties 
to both the state and national benchmarks set in the national study. 

 Much of our ill health and chronic diseases are directly related to our poor choices and 
modifiable behaviors.  North Dakota has a higher rate of obesity, smoking and drinking 
compared to the rest of the United States and the service area of Garrison Memorial reflects 
these health issues similar to the rest of the state, however in several areas, the health risk 
behaviors in these three areas, which are leaders in chronic disease and illnesses, are higher 
than the state average. 

Health Behaviors McLean McHenry Ward Mountrail National North 
Dakota 

Adult smoking 21% 19% 21% 30% 15% 20% 
Adult obesity 29% 29% 27% 32% 25% 28% 
Physical inactivity 28% 32% 26% 31% 20% 25% 
Excessive drinking 18% 28% 22% 26% 8% 22% 
Sexually transmitted 
diseases 

131.9 38.7 475.1 645.1 83 300.3 

Teen birth rate 10.1 17.1 37.8 51.5 22 26.6 
Motor vehicle crash death 
rate 

- - 13.8 50.8 12 18.5 

  

As we study the healthcare system in the United States and look at the availability of health 
services and various barriers, one could say lack of insurance or lack of healthcare providers 
may have a direct relationship to use of the medical systems in our country.  Table 5 shows a 
significant need in several providers as compared to the rest of the state of North Dakota.  
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While this is a significant figure, we can take a look at the Youth risk Behavior Survey (YRBS) of 
both middle school and high school age children to see if is having a possible impact to our next 
generation, especially in the areas of dental care.  When we look further at the Clinical Care 
Table, the age of the population served could be a concern if there is a shortage of medical 
providers. 

Clinical Care McLean McHenry Ward Mountrail National North 
Dakota 

Uninsured adults 17% 16% 14% 24% 13% 15% 
Uninsured youth 11% 8% 7% 16% 7% 8% 
Primary Care physicians 8363 to 

1 
5193 to1 567 

to 1 
821 to 1 631 to 1 665 to 1 

Mental Health Providers 8363 to 
0 

5193 to 
0 

2805 
to 1 

6569 to 1 2242 to 
1 

2555 to 1 

Dentist rate 12  19.3 71.4 15.4 69 51 
Preventable hospital stays 76.5 71.1 66.7 81.4 52 71.3 
Diabetic screenings 95% 80% 83% 90% 89% 85% 
Mammography screenings 61% 88% 76% 55% 74% 72% 
 

Morbidity and Mortality McLean McHenry Ward Mountrail National North 
Dakota 

Low birth weight - - 6.2% 7.2% 6% 6.4% 
Poor or fair health 11% 12% 11% 12% 10% 12% 
Poor physical health days 2.7 3.5 2.7 2.9 2.6 2.7 
Poor mental health days 2.6 2.4 2.5 3.2 2.3 2.5 
Premature death 7742 - 6355 10282 5564 6330 
 

The above tables statistics reveal that all four counties have a greater percentage of individuals 
over the age of 65 (demographic health factors table), and individuals over the age of 65 with 
reportedly poor health at a rate higher than the ND average (morbidity and mortality table).  
The median age is also higher than the rest of the state of North Dakota.  This could signify a 
need for increased medical care in these counties due to the aging population, prevalence of 
chronic disease for this population and the significant number of individuals living with a 
disability.  Here lies the concern for a possible provider deficit. 

In addition, all four counties have a lower percentage of individuals with a high school diploma 
and secondary education.  The reduced number of educated individuals could contribute to 
difficulty recruiting educated health care professionals in the area.  Rural providers often return 
to rural areas to work.  This is especially true for primary care providers and mid-level 
practitioners who grew up in a rural community and is familiar with the culture. 
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Garrison Memorial Hospital and its clinic is also very rural, meeting the definition of frontier 
service area (less than 6 people per square mile).  This has implications for the delivery of 
service and resident’s access to care.  Transportation can be an issue for rural (especially elderly 
residents) and others, causing isolation which has many implications on health status. 

 

Additional secondary data available to us was obtained from the 

North Dakota 2011 Youth Risk Behavior Survey 

North Dakota Youth Risk 
Behavior Survey (YRBS).

A complete description of the YRBS following tables is found in Appendix B of this report. 

  

 We will compare the results of the Human Service Region 2,(McHenry, Ward, Mountrail , 
Pierce, Bottineau, Renville and Burke counties; Human Service Region 7, (McLean, Mercer, 
Oliver, Sheridan, Burleigh, Kidder, Emmons, Sioux, Grant and Morton counties), as well as the 
Urban, Rural and CDC ND results

 Each of the regional areas includes the more urban communities of Minot and Bismarck, 
therefore including other three categories is beneficial for comparison purposes. Urban is 
defined as 1,000 or more students in K-12 grade in town with Rural being defined as less than 
1,000 or more students in K-12 grade in town. 

.  

The YRBS is designed to focus on behaviors related to the leading causes of death and disability 
among youth and young adults and to assess how these risk behaviors change over time.  The 
YRBS give us a ‘view of our future’.  Behaviors established during youth often extend into 
adulthood and are frequently interrelated. The YRBS is a self-reporting

• Behaviors that result in unintentional injuries and violence 

 survey that measures six 
categories; 

• Tobacco use 

• Alcohol and other drug use 

• Dietary behaviors 

• Physical behaviors 

• Physical activity 

• Sexual behaviors that result in HIV infection, other sexually transmitted diseases (STDs) 
and unintended pregnancies. 

The YRBS is done every two years in both the Middle Schools and High Schools and will be 
repeated in 2013.  These are the results for the Garrison Memorial Service area in 2011.  While 
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there is some similarity in questions of the two age groups, there are significant differences 
with more questions for the higher grade student.  This data base is large compared to what 
information is available for the adult population.  Since this data was obtained in 2011, two of 
the high school classes have since graduated and are now in the adult population group. 

 

 

Tables for ND Middle School (Grades 7-8) YRBS Results 

Unintentional Injuries and Violence 
Injury CDC ND 

Results 
Region 2 Region 7 Urban Rural 

% Never/rarely wore a helmet when 
rollerblading/skateboarding 

81.5 75.8 78 78.8 86.5 

% Never/rarely wore seatbelts when riding 
in a car 

7.3 9.2 9.1 7.7 10.2 

% Rode in a car with driver that had been 
drinking 

31.7 27.6 32.5 27.4 34.7 

% Had an ATV injury with treatment by 
doctor/nurse in past 12 months 

3.9 4.9 3.9 4.2 5 

 
 

School Violence CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Students that carried a weapon* on 
school property 

5.2 6.0 4.7 5.2 5.5  

% Students in a physical fight on school 
property in past year 

11.4 11.3 12 11.4 12.4 

% Students who ever had been bullied on 
school property 

50.4 48.4 50.8 48.6 53.6 

*’Weapon’ is defined as gun, knife or club 
 

Violence CDC 
ND 
Results 

Region 2 Region 7 Urban Rural 

% Students who have ever been 
electronically bullied 

25.8 24.4 24.6 25 25.5 

% Students who were harassed in past year 
for sexual labeling* 

11.9 13.6 10.7 13.2 11 

 *’Sexual labeling’ is defined as someone thought they were gay, lesbian, or bisexual 
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Injury to Oneself & Suicide CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Students who ever seriously thought 
about killing themselves 

19.2 19.1 18.6 19.6 17.8 

% Students who ever made a plan about 
how they would kill themselves 

11.5 13 9.3 11.9 11.1 

% if students who ever tried to kill 
themselves 

5 6.8 5.9 6.2 5.3 

 
 

    Tobacco Use 
Cigarettes CDC ND 

Results 
Region 2 Region 7 Urban Rural 

% Students smoking 20 or more days in 
past 30 days 

1.4 1.3 2.2 1.6 1.2 

% Students tried smoking even one or 
two puffs 

17.7 18.8 20.1 17.6 21.8 

% Students smoked whole cigarette for 
the 1st time by age11 

3.5 3.8 4.2 3.8 4.4 

% Students smoked on one or more of 
past 30 days 

5.6 6.1 7.7 6.1 6.8 

 
 

Other Tobacco CDC 
ND 
Results 

Region 2 Region 7 Urban Rural 

% Smoked cigs./cigars or had snuff/dip/ or 
chewed 1+ of past 30 days 

7.6 8.1 9.8 7.6 9.6 

% Students using chew/snuff/dip 1 or more 
in past 30 days 

3.2 2.6 4.2 2.75 4.6 

% Smoked cigars/cigarillos/little cigars on 1 
or more of past 30 days 

2.7 2.8 2.8 2.5 2.9 

% Used dissolvable Tobacco in past 30 days 
(Ariva/Stonewall/Camel Orbs/ Camel Sticks) 

1.3 1 2.5 1.5 2 
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Alcohol and Other Drug Use 
Alcohol CDC ND 

Results 
Region 
2 

Region 7 Urban Rural 

% Students had a drink of alcohol other than 
a few sips 

28.2 29.4 29 25.2 33.5 

% Students had 1st drink of alcohol other 
than few sips before 11 yrs. 

8.3 8.5 10.2 8.1 9.8 

% Students had 5+ drinks of alcohol in a row 
within a couple of hours 

11.9 11.7 13.7 11.5 15 

% Students in your community thinking 
teenage drinking is OK 

60.7 59.9 60.2 64.5 56.5 

 
 

Marijuana CDC ND 
Results 

Region 
2 

Region 7 Urban Rural 

% Students who ever used marijuana 7.8 9.6 9.2 8.4 9.3 
% Students trying marijuana for the 1st time 
before age 11 

2.4 2.7 2.2 2.1 2.8 

 
 

Other Drugs CDC ND 
Results 

Region2 Region7 Urba
n 

Rural 

% Used  forms of cocaine 
(powder/crack/freebased) 

2.2 2.2 2.3 2.3 2 

% Of students who had ever taken over-
the-counter drugs to get high 

3.5 4.6 4.8 3.9 3.5 

% Of students that used prescription 
medications 
(OxyCotin/Percocet/Vicodin/Codeine/Ritali
n/Xanax/Adderall) to get  high 

4.7 5.4 6.3 4.8 4.8 

% Of students who had ever sniffed 
glue/breathed contents of spray 
cans/inhaled paints to get high 

7.4 8.2 10.5 8.7 8.3 
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Sexual Behavior and HIV/AIDS Education                                                                           
Sexual Behavior CDC ND 

Results 
Region 2 Region 7 Urban Rural 

% Of students who ever had sexual 
intercourse 

8.8 10.5 10.2 10.2 9.8 

% Of students who had sexual intercourse 
before the age of 11 years 

1.5 1.1 2 2.2 1.3 

% Used a condom during the last sexual 
intercourse 

72.3 72.2 68.9 65.2 74.2 

% Of students who describe themselves as 
gay or lesbian or bisexual 

2.4 4 2.7 4.1 2.2 

% Who said sexual abstinence is Very/Quite 
important to them at this time in life 

58.1 57.6 58.7 59.3 55.6 

% Of students had Parents/Adults who 
talked to them of their expectations 
regarding sex 

45.2 48.8 47.7 48 44.7 

 
 

HIV/AIDS Education CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who had been taught in 
school about AIDS or HIV infection 

72.8 72.1 72.7 77.7 67.3 

 
 

Dietary Behaviors 
Weight CDC ND 

Results 
Region 2 Region 7 Urban Rural 

% Of students who described self as slightly 
or very overweight 

27.1 26.2 26 25.9 28.9 

% Of students trying to lose weight 45.2 44.6 44.7 43.5 47.4 
% Who ate less food/fewer calories/low-fat 
food to lose or stop gaining weight 

43.3 44 43.3 42.8 43.3 

% Had used diet pills /powders/liquids 
without DR’s advice to loose/stop weight 
gain 

3.1 2.8 4 3.6 3.3 

% Had vomited or taken laxatives to lose 
weight or keep from gaining weight 

4.3 5.2 4.4 4.6 4 
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Dietary Intake CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who drank 3+ glasses of milk 
per day in past 7 days 

36.9 34.2 36.2 36.2 35.6 

% Of students who ate fruit 1 or more 
times during the past 7 days 

93.8 90.1 94.9 93.6 92.4 

% Of students who ate vegetables 1+ times 
during the past 7 days 

91.3 91.4 91.3 90.4 91.1 

 
 

Physical Activity 
Physical Activity CDC ND 

Results 
Region 2 Region 7 Urban Rural 

%  Who were physically active for at least 
60 min per day on 0 of past 7 days 

4.3 3.6 5.3 5.1 4.8 

% Who  were physically active for at least 
60 min per day on 7 of past 7 days 

31.7 34.1 34.6 31.3 30.7 

% Who were physically active for at least 60 
min per day on 5+ of past 7 days 

60 64.8 62.6 60.4 59.6 

% Who watched 3 or more hours per day of 
TV on an average school day 

29.8 29.8 25.8 27.3 30.2 

% Who played video/computer games/non-
school week over 3 hours/day on school 
days 

29.5 33.1 27.3 28.6 30.4 

 

Other 
Academic Performance CDC ND 

Results 
Region 2 Region 7 Urban Rural 

% Of students state their grades are  A’s or 
B’s in past 12 months 

76.4 78.5 73.9 78 70.2 

 
 

Meal Habits CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students eating breakfast on all of the 
past 7 days 

48.3 44.9 48.9 48.3 45.6 

% Of students who are eating a meal with 
their family on 3 or more of the past 7 days 

81.6 79.6 83.7 80.2 82.1 

 
However, there is a small percentage of students that stated most of the time/always went 
hungry during the past 30 days due to lack of food at home.  Region 2 students were 2.4%, 
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Region 7 were 2.8% compared to the ND CDC rate of 2.6%.  The urban communities rated 
themselves as 2.9% and rural was 2.4% overall. 
 
Earlier we identified a shortage of providers, particularly dentists and mental health 
professionals in the service area.  Students make these statements; 
 
 

Oral Health CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who saw a dentist for check-
up/exam/teeth cleaning/etc. in past 12 
months 

74.9 75.4 75.2 76.3 70 

% Of students who had no more than 3 
cavities in their permanent teeth 

85.6 84.1 84.2 84.3 82.4 

% Of students who brushed their teeth on all 
of the past 7 days 

66.4 63.8 68 67.5 63.7 

 
 

Other Physical and Mental Health CDC ND 
Results 

Region 2 Region 7 Urban Rural 

%  Of students had help from teacher/speech 
therapist/special education teacher in past 12 
months 

14 14.7 13.9 13.7 17.1 

% Of students who have any long–term 
health problems 

10.7 13.5 11 12.2 9.9 
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Tables for ND High School (Grades 9-12) YRBS Results 

Unintentional Injuries and Violence 

Injury CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students never wearing  a seatbelt when 
riding in a car driven by someone else 

13.4 15.7 16.1 11.6 17.8 

% Of students never or rarely wear a seatbelt 
when driving a car 

13.3 16.6 15.1 10.9 18 

%  Of students rode 1 or more times during 
the past 30 days in a car/vehicle by someone 
who had been drinking alcohol 

25.1 24.4 24 19.9 28.4 

% Of students who drove 1 or more times 
during the past 30 days when they had been 
drinking alcohol 

11.7 11.8 12.7 9 15.2 

% Of students who have texted or emailed 
while driving a car/vehicle on 1 or more of 
past 30 days 

57.6 55 53.1 51.9 60 

% Of students who have talked on a cellphone 
while driving  a car/vehicle on 1 or more of 
past 30 days 

60.9 59.7 59.1 56.3 64.4 

% Of students who had ATV injuries with 
treatment by doctor/nurse in past 12 months 

3.8 4.3 4.6 3.6 4.4 

 
 

School Violence CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Who carried a weapon such as a gun, knife 
or club on school property on 1 or more of 
past 30 days 

5.7 6.6 5.8 5.3 6.1 

% Were in a physical fight on school property 
1 or more times in past 30 days 

8.2 7.7 9.3 7.9 8.5 

% Who had ever been bullied on school 
property during past 12 months 

24.9 26.5 24.8 24.2 25.7 
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Violence CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Who were hit/slapped/physically hurt 
purposely by boy or girlfriend in past year 

6.7 8.5 8.5 7.6 7.6 

% Who were physically forced to have sexual 
intercourse when they did not want to 

6.4 8.1 7.5 7.7 6.6 

% Of students who have ever been 
electronically bullied in past year 

17.4 17.9 16.7 17.7 16 

% Of students who were harassed in past 
year because they thought you were gay, 
lesbian or bisexual 

8.1 8.2 7.6 8.1   8 

 
 

Injury to Oneself & Suicide CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Who felt so sad and hopeless almost every 
day for 2 weeks or more in a row that they 
stopped doing some usual activities during the 
past 12 months 

23.8 26.5 24 25.1 22 

% Who seriously considered attempting 
suicide during the past 12 months 

14.7 16.6 14 15.9 13.2 

% Who made a plan about how they would 
attempt suicide during the past 12 months 

12.1 14.4 12.6 12.7 12.5 

% Who actually attempted suicide one or 
more times during the past 12 months 

10.8 11.2 11.2 11.8 10.4 

 
 
 
Tobacco Use 

Cigarette CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who smoked cigarettes on 20 
or more of past 30 days 

8.3 11.8 9.3 8.7 7.5 

% Who ever tried smoking even one or two 
puffs 

44.1 46.3 46.7 40.8 45 

% Smoked a whole cigarette for the first time 
before age 13 years 

8.6 9.6 9.6 8.8 9.4 

% Smoked cigarettes on 1 or more of the past 
30 days 

19.4 22.8 22.3 18.9 18.9 

% Among students who reported current 
cigarette use, the percentage who ever tried 
to quit during the past 12 months 

52.8  54.5 45.4 50.2 45.2 
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Cigarette Purchase CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Among students who are less than 18 years 
of age and who reported current use, the 
percentage who usually got their own 
cigarettes by buying them in a store or gas 
station during the past 30 days. 

9.7 10.2 9.3 8 9.5 

 
 

Other Tobacco CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Who smoked cigarettes/cigars or used 
chewing tobacco/snuff/dip 

28.3 31.6 30.7 25.7 28.7 

% Who used chewing tobacco/snuff/dip on 
one or more of past 30 days 

13.6 17.4 15.4 11.5 17.6 

% Who smoked cigars/cigarillos or little cigars 
on 1 or more of past 30 days 

13.5 13.9 14.8 13 11.6 

% Who used dissolvable tobacco products 
such as Ariva/Stonewall/Camel Orbs/Strips or 
Sticks during the past 30 days 

2.5 2.2 2.6 1.9 2.1 
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Alcohol and Other Drug Use 

Alcohol CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Had at least 1 drink of alcohol on 1 or more 
days during their life 
 

68.3 68.9 68.1 64 72.6 

% Had their first drink of alcohol other than a 
few sips before age 13 
 

16.7 17.8 18.3 15.7 19.7 

% Had at least 1 drink of alcohol on 1 or more 
of the past 30 days 
 

38.8 37.6 38.9 34.2 41.1 

% Had 5 or more drinks in a row within a 
couple of hours on 1 or more of the past 30 
days 

25.6 24.5 25 22 27.9 

% Among students who reported current 
alcohol use the percentage of students who 
usually got the alcohol they drank from 
someone who gave it to them during the past 
30 days 

33.5 32.1 33.9 32 33.9 

% Had at least 1 drink of alcohol on school 
property on 1 or more of the past 30 days 
 

3.1 3.6 3.9 2.9 3.8 

% Disagree that in your community drinking 
among teenagers is acceptable 
 

42.6 42.5 41.5 46.8 39.1 

% Of students who responded that people do 
not risk harming themselves (physically or in 
other ways) if they have 5 or more drinks of 
an alcoholic beverage (beer, wine, or liquor) 
once or twice each week 

9.5 8 9.1 6.9 9.9 

 
 

Marijuana CDC 
ND 
Results 

Region 2 Region 7 Urban Rural 

% Tried marijuana for the first time before age 
13 years 

6.3 7.8 8.1 6.8 6.2 

% Used marijuana 1 or more times during the 
past 30 days 

15.3 19.6 18.9 18.7 13.1 

% Used marijuana on school property 1 or 
more times during the past 30 days 

3.4 3.9 4.7 4.3 2.4 
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Other Drugs CDC 
ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students had used any form of cocaine 
including powder/crack/or freebased one or 
more times during their life 

6 6.9 7.3 7 4.3 

% Of students who had sniffed glue, breathed 
in the contents of aerosol spray cans, or 
inhaled any paints or sprays to get high one or 
more times during their life 

11.6 14.2 13.9 12.8 10.3 

% Took steroid pills or shots without a doctor’s 
prescription on 1 or more times during their 
life 

2.9 3.1 3.5 3.1 2.6 

% Of students have taken prescription drug 
(such as OxyCotin, Percocet, Vicodin, codeine, 
Adderall, Ritalin, or Xanax) without a doctor’s 
prescription one or more times during their life 

16.2 23.1 18.6 19.6 14.6 

% Have taken over-the-counter drugs to get 
high on 1 or more times during their life 
 

11.2 13.4 13.8 13.6 8.7 

% Have used a needle to inject any illegal drug 
into their body 1 or more times during their life 
 

2 2.7 2.6 2.6 1.7 

% Of the students were offered, sold, or given 
an illegal drug by someone on school property 
during the past 12 months 

20.8 23.2 21.8 22.8 18.5 
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Sexual Behavior and HIV/AIDS Education 

Sexual Behavior CDC ND 
Results 

Region 2 Region 
7 

Urban Rural 

% Of students who ever had sexual 
intercourse 
 

44.8 45.7 42.3 42.6 43.2 

% Who had sexual intercourse for the 1st time 
before age 13 years 
 

3.7 3.6 4.4 3.8 3.7 

% Who had sexual intercourse with 4 or more 
people during their life 
 

13.2 14.6 13.2 14 11.2 

% Among those who ever had sexual 
intercourse the % who drank or used drugs 
before the last sexual intercourse 

22 20 24.5 21.7 21.9 

% Among those who ever had intercourse the 
% who used a condom during the last sexual 
intercourse 

63.6 59.5 63.8 60.8 65.5 

% Among those who ever had sexual 
intercourse, the % who used birth control pills 
to prevent pregnancy before last sexual 
intercourse 

22.2 20.6 19.9 22.6 20.5 

% Of students who have ever given or 
received oral sex 
 

44.9 48.2 44.4 46.7 44.9 

% Who have had sexual contact with both 
males and females in their life 
 

3.1 4.4 3.2 4.2 2.9 

% Of students who describe themselves as 
gay/lesbian/bisexual 
 

4.1 6.1 4.8 5.7 4 

% Of the students have been tested for 
sexually transmitted diseases (STDs) including 
HIV, the virus that causes AIDS 

11.9 14.4 12.9 13.8 12 

% Who responded that sexual abstinence is 
very important for them at this time in their 
life 

47.4 44.3 50 49 46.9 

% Whose parents or other adults in their 
family talked with them about what they 
expect them to do or not to do when it comes 
to sex 

60.8 59.9 60.2 61.4 57.4 
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Dietary Behaviors 

Weight CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of the students were obese (at or above 
the 95th percentile by body mass index, by 
age and sex) 

11 12.4 11.2 11.1 13.1 

% Of the students were overweight (at or 
above the 85th percentile  but below the 
95th percentile by body mass index, by age 
and sex) 

14.5 13.6 12.9 13.3 14.8 

% Of students that described themselves as 
slightly or very overweight 

28.6 30.5 28.3 29.5 31.9 

% Of students who were trying to lose 
weight 
 

43.4 43.8 44.8 45.5 46.1 

% Of students who exercised to lose weight 
or to keep from gaining during the past 30 
days 
 

60.6 59.9 62.1 61.8 59.3 

% Of students who ate less food, fewer 
calories, or foods low in fat to lose weight 
or to keep from gaining weight during the 
past 30 days 

39.3 39.4 39.2 40.5 39.2 

% Who went without eating for 24 hours or 
more to lose weight or to keep from gaining 
weight during the past 30 days 

10.3 12.2 11 10.6 9.9 

% Who took any diet pills, powders, or 
liquids without a doctor’s advice to lose 
weight or to keep from gaining weight 
during the past 30 days 

5 4.9 5.7 4.8 4.7 

% Who vomited or took laxatives to lose 
weight or to keep from gaining weight 
during the past 30 days 
 

4.1 4.9 4.9 4.6 4.4 
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Dietary Intake CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of the students ate fruits and vegetables 5 
or more times per day during the past 7 days 

17.4 14.9 18.9 17.8 15.9 

% Who ate fruits 2 or more times per day and 
ate vegetables 3 or more per day during the 
past 7 days 

8.4 6.7 8.5 8.1 7.5 

% Who are eating fruits 2 or more times per 
day during the past 7 days 

28.7 26.1 30.4 30.6 25.8 

% Who ate vegetables 3 or more times per day 
during the past 7 days 
 

10.8 9.5 11.8 10.9 10.9 

 % Of the students who drank 100% fruit juices 
1 or more times during the past 7 days 
 

84 82.8 84 83.4 84.1 

% Ate fruit 1 or more times during the past 7 
days 

90.6 89.1 91.8 90.5 91.1 

% Ate green salad 1 or more times during the 
past 7 days 
 

61 61.9 63.8 62.8 64.2 

% Of the students ate potatoes 1 or more 
times during the past 7 days 
 

76.9 75 75.4 73.1 80.6 

% Ate carrots 1 or more times during the past 
7 days 
 

52.2 51.2 53.1 52 53 

% Ate other vegetables 1 or more times during 
the past 7 days 
 

82.6 82.9 82.8 82.4 84 

% Drank a can/bottle or glass of soda or pop 1 
or more times per day 
 

26.8 28.6 24.3 24.3 27.1 

% Drank sugar-containing beverages 1 or more 
times per day during the past 7 days 
 

37.6 38.7 37.5 36 38 

% Drank 3 or more glasses per day of milk 
during the past 7 days 
 

23.4 24.8 22.5 22.7 27.1 
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Physical Activity 

Physical Activity CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who were physically active for 
a total of at least 60 minutes per day on 0 of 
the past 7 days 

12.4 10.6 10.6 12.3 11.5 

% Of students who were physically active for 
a total of at least 60 minutes per day on 7 of 
the past 7 days 

21.8 20.7 24.5 20.5 22.9 

% Of students who were physically active for 
a total of at least 60 minutes per day on 5 or 
more of the past 7 days 

45.7 47 50.7 47.3 48.8 

% Of students who spend more than 30 
minutes actually exercising or playing sports 
during an average physical education (PE) 
class 

44.1 47.6 50 48.2 42.4 

% Of students who watched 3 or more hours 
per day of TV on an average school day 
 

24.8 26.2 21.8 22.6 25.1 

% Of students who played video or 
computer games or used a computer for 
something that was not school work for 3 or 
more hours per day on an average school 
day 

25.1 30 24.1 24.7 24.7 

% Of students who did exercises to 
strengthen or tone their muscles, such as 
push-ups, or weight-lifting, on 3 or more of 
the past 7 days 

49.2 50.7 52.2 50.9 52.1 

% Of students who exercised or participated 
in physical activity for at least 20 minutes 
that made them sweat and breathe hard, 
such as basketball, soccer, running, 
swimming laps, fast bicycling, fast dancing, 
or similar aerobic activities on 3 or more of 
the past 7 days 

57.9 55.3 59.6 58.7 59.7 
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Other 

Academic Performance CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who describe their grades in 
school as mostly A’s or B’s during the past 12 
months 

72 76.8 74.6 74.8 73.6 

 
 
 

Meal Habits CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who ate breakfast on all of the 
past 7 days 

38.2 34.3 38.4 38.3 36.1 

% Of students who ate a meal with their 
family on 3 or more of the past 7 days 

72.3 70.3 74.1 69.8 74.6 

 
 

Oral Health CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who last saw a dentist for a 
check-up/exam/teeth cleaning or other 
dental work during the past 12 months 

76.1 72.9 74.6 77.6 73.4 

% Of students who had no more than 3 
cavities in their permanent teeth 

79.5 81.7 82.1 82.9 79.5 

% Of students who brushed their teeth on all 
of the past 7 days 

71.5 71.7 70.7 74.1 71.7 

 
 

Other Physical & Mental Health Issues CDC ND 
Results 

Region 2 Region 7 Urban Rural 

% Of students who can trust to talk to one or 
more adults if they have a personal problem 
in their life 

85.6 83.3 85.4 84.8 85.8 

% Of students who received help from a 
resource teacher, speech therapist, or other 
special education teacher in school during the 
past 12 months 

16.7 15.9 12.5 15.6 16 

% Of students who have any long-term health 
problems 

15.6 15.7 14.9 15.6 13.3 
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Assessment Methodology 

Garrison Memorial Hospital recognized the need to solicit community and staff input in order to 
inform future decisions and its strategic plan.  A community needs assessment was developed 
and completed by Howe Enterprises LLC of Hettinger ND.  The survey tools utilized were 
developed in part by the North Dakota Center for Rural Health at the University of North 
Dakota School of Medicine and Health Sciences (2010).  The survey tools were modified specific 
for the service area of Garrison Memorial Hospital.  An Investigational Review Board review was 
conducted due to the human subject interviews and approved as submitted. 
 
The survey process used was a combination with key informant interviews of locally identified 
community leaders.  Information was collected over a two month time frame.  Residents of the 
facility’s service area, hospital staff, clinic and nursing facility, and community leaders were 
given the opportunity for feedback. 
 
Two versions of the survey tool were utilized for two different audiences, namely 1) community 
members and 2) health care professionals.  Additionally, the Focus Groups were to prioritize 
their thoughts in response to four separate healthcare areas. 
 
Surveys were administered in three different ways.  First, the employees of the Garrison 
Memorial facilities and services were given a hard copy of the survey.  Employees were asked to 
complete the survey and submit confidentially.  
 
 Second, the surveys were administered through bulk mailings in Garrison, Max, Ryder, Makoti, 
Parshall, White Shield, Coleharbor and Riverdale.  Surveys included a postage-return envelope 
for return to Howe Enterprises ensuring confidentiality.  The survey was advertised in the local 
newspapers, email and posters throughout the facilities.  Additionally, reminder postcards were 
sent to encourage completion of the community health surveys.  A total of 3,138 community 
health surveys were bulk mailed with a return of 257 surveys that used in tabulation. 
 
 An additional survey was hand delivered in employee and Focus Group meetings of the second 
survey version specific to those of healthcare expertise.  We had 54 expert surveys, which 
included both employees of Garrison Memorial and focus group participants returned for result 
tabulation.   
 
 Thirdly, Garrison Memorial had been asked to provide a list of community leaders to Howe 
Enterprises representing all sectors of the community; i.e. business, faith, education, healthcare 
and agriculture.  The groups were to include persons with special knowledge of/or experience 
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in public health as well as leaders, representatives, or members of medically-underserved, low-
income, and minority populations and populations with chronic disease needs.  The community 
leaders were contacted and visited with directly as part of Focus Group activity.  There were 
twenty-six (26) individuals invited to the focus Group sessions with personal letters sent by 
Howe Enterprises with thirteen (13) in attendances to the sessions.   
 
Information from the various communities and groups was reviewed and reported in aggregate 
as appropriate to protect individuals due to the small numbers of participants.  Specific results 
were shared independent of one another if appropriate.  The reported numbers (N) were used 
instead of percentages (%) due to smaller participation numbers. 
 
A report summary will be compiled and presented to the contracting facility for planning 
purposes. 
 
 

 
Demographics 

 
 

78 

151 

Gender of Community Members (N=229) 

Male 

Female 



33 | P a g e  
 

 
 
Two separate surveys were administered, one for healthcare professionals/focus group 
members and the other for community members.  Both surveys asked participants gender, 
marital status, education level and age.  In addition, health care professionals were asked to 
state their profession and community members were asked to state their community of 
residence, travel time to the nearest hospital and clinic and household income.  The above 
figures illustrate the demographics of healthcare/focus group and community member 
responses. 
 
The ages of community respondents raged from 22 years to 92 years; (mean=61.06, median=60 
and mode=60 years).  With both responses, females were larger in numbers of response. Not all 
respondents answered the age question. 
 
 

 

10 

43 

Gender of Health Care Professionals (N=53) 
 

Male 

Female 

Clerical 

Health Care Administration 

Allied  Health Professional 

Environmental Services 

Nurse 

Physician 

CNA/Other Assistant 

Other 

10 

3 

4 

4 

7 

1 

4 

20 

Employee Profession 
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Health Status and Access 

 
 
Respondent’s educational level varied from middle school to graduate school.  High school 
degree had the most responses from the community members (N=95) and high school 
graduation had the highest response from the health care professionals (N=17).  Two graphs 
illustrate the diverse educational levels of survey respondents. 
 

 
 

2 9 

95 

49 

51 

26 

Community Member Education Level (N=232) 

Middle School 

Some High School 

High School Graduate 

2 Year Degree 

4 Year Degree 

Graduate School 

1 

17 

9 

15 

11 

Health Care Professional Education  Level (N=53) 

Some High School 

High School Graduate 

2 Year Degree 

4 Year Degree 

Graduate School 
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The majority of both surveyed group identified themselves as married. Widow status is more 
prevalent than divorce in the community report (N=40 and N=16 respectively). 

 
 

 
 
Community members were asked to identify their community of residence and the impact on 
time travel to the nearest hospital.  The two charts below show the majority travel 30 minutes 
or less to see medical care (N=186) of 235 responses.  The larger chart has the largest 
representation from Max (N=21) and Garrison (N=135) followed by Makoti (N=17) 
communities. Of the total survey responses (N=257), 46 respondents did not identify their place 
of residence.  The Community of Residence chart identified the numerous communities from 
which Garrison Hospital receives patients.  A small number (N=4) travel over an hour to receive 
care. 
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Community Member Marital Status (N=234) 

Never Married 

Married 

Divorced 
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The above chart identified the annual household income of the community respondents.  
Again, this is an indicator of a potential access issue, but also substantiates input for the 
Garrison Memorial Hospital was received from all socio-economic statuses.  The reader can 
note the income levels are quite diversified or stratified.   
 
Health insurance status is often associated with whether people have access to healthcare.  
Seven respondents reported they have no insurance.  The largest number of respondents were 
on Medicare (N=112), the next having private insurance (N=105) and eighty nine have insurance 
through their own or family member employment.  Please refer to the narrative comments by 
the respondents for further information.  Many commented financial concerns and/or barriers 
to healthcare as financial. 
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Household Income $10,000 to 
$19,000 
Household Income $20,000 to 
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Household Income $50,000to 
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Household Income $60,000to 
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Household Income $70,000 to 
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Household Income $80,000 and 
Over 

Indian Health Services 
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Veterans Health Care Benefits 
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6 

12 
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Community members identified themselves as having the following health conditions.  The 
survey results had the following results in order of highest response; 

1. High cholesterol  (111) 
2. Arthritis (83) 
3. Hypertension (76) 
4. Muscle or bones (73) 
5. Weight control (63) 
6. Diabetes (57) 
7. Heart conditions (42) 
8. Depression, Dementia, Stress, etc. (33) 
9. Asthma (20) 
10. Cancer (18) 
11. OB/Gyn (8) 

Health conditions with the highest prevalence could be put into the categories of cardiovascular 
health and arthritis or mobility health.  The fifth health condition, weight control could have 
significant impact on the first seven health conditions listed. 

 
 
The next graph could assist Garrison Memorial to target which communities have the above 
noted health conditions based on the response in each health category.  
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Health 
Condition 

Coleharbor Garrison Makoti Max Parshall Plaza Riverdale Roseglen Ryder Underwood 

Arthritis 2.4% 62.7% 3.6% 8.4% 3.6%       6.0% 6.0% 

Asthma 5.0% 60.0% 5.0%   5.0%   5.0%   5.0% 5.0% 

Cancer   55.6% 5.6% 11.1%         5.6% 11.1% 

Depression, 
dementia, 
stress, etc. 

3.0% 51.5% 3.0% 15.2% 6.1%       12.1%  

Diabetes 1.8% 61.4% 3.5% 3.5%    5.3% 1.8% 8.8% 5.3% 

Muscle or 
Bones 

2.7% 56.2% 4.1% 8.2% 4.1%   4.1%  8.2% 5.5% 

Heart 
Conditions 

11.9% 52.4%   9.5% 7.1%       14.3% 2.4% 

High 
Cholesterol 

.9% 60.4% .9% 9.9% 7.2% .9%     5.4% 7.2% 

Hypertension   61.8% 3.9% 5.3% 3.9%   1.3% 1.3% 7.9% 5.3% 

OB/GYN  62.5%   12.5% 12.5%       12.5%  

Wt. Control   57.1% 1.6% 9.5% 7.9% 1.6% 1.6% 1.6% 6.3% 4.8% 

 
 

 
Awareness of Services 

Community members were asked to identify if they were aware of services offered by Garrison 
Memorial Hospital and whether or not they had used services offered by Garrison Memorial.  
This set of questions were not asked of the health care professionals as it was assumed they 
were aware of the services offered by Garrison Memorial due to their direct work in/or with the 
health care system. 
 
To make it easier to identify potential program developments for specific health conditions, the 
services of Garrison Memorial were grouped together into five categories; 

• Local cardiac services 

• Local radiology services 

• Local health, wellness and outpatient services 

• Local chronic care services 

• Local therapy and other services 
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Aware 

Not Aware 



41 | P a g e  
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The community was aware of the services in the following descending order; 
 

• Clinic  (N=231) 

• Lab services (N=221) 

• Emergency room (N=220) 

• General x-ray (N=209) 

• Physical therapy (N=203) 

• Health screenings (N=197) 

• Mammography (N=184) 

• EKG(N=179) 

• Ultrasound (N=171) 

• Swing bed (N=163 
 
The lowest awareness of service scores were for the following; 

• Peripheral arterial disease screening( N=51) 

• Tele-radiology (N=64) 

• Speech (N=75) 

• Counseling (N=76)  

• Home oxygen (N=85) 

• Fluoroscopy (N=85) 

• Adult day care (89) 

• Medication  Assistance (N=92) 

• Audiology (N=96) 

• Telemedicine (N=102) 

• Respite (N=102) 

The lowest scoring areas are opportunities for marketing and further revenue.  Combined with 
other low-acknowledged services perhaps a service group marketing plan could be developed 
in one of the five targeted health areas identified earlier.  
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Health Service Use and Needs 

 
 
Other than fluoroscopy, respondents stated they use local radiology services (almost 1.3 to 1 in 
most cases).   There is potential to identify the services under-utilized yet can be provided 
locally without additional significant expense and market them as a group. 
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The last three graphs show the larger group using local services with the exception of 
counseling and speech therapy services.   
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Reasons for Local and non-local Health Care Use 

Community members and community leaders were asked why they use local health care and 
non-local health care if applicable.  Additionally, health care professionals and community 
experts were asked to identify why they feel community members use local and non-local 
health care. 
 
Results were similar for both community members and health care professionals.  Community 
members identified the top two reasons as proximity (N=164) and people I know care for me 
(N=125).  Similarly, the health care professionals identified two similar reasons people “shop at 
home “ for their healthcare  (familiarity with their provider (N=48), location (N=44) and 
convenience (N=43).  The community also scored confidentiality and taking new patients as 
other reasons they utilize the local healthcare system. 

 

 
 
 

Confidentiality 

Disability Access 

Has the Specialist I need 

Less Costly 

Proximity 

Open at convenient times 

People I know care for me 

 Transportation is readily available 

They Take New Patients 

Other 
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Access to specialists is the primary reason both groups identified as the reason individuals leave 
to utilize healthcare.  Interestingly, the professionals’ stated high quality of care existed in both 
locations, which could speak highly to the referral tertiary system the local providers use. 
 

 
 

High Quality Care 
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Less Costly 
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Other 
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12 
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Both community members and health care professionals and local experts were provided an 
opportunity to suggest other reasons for using local and non-local health care in an open ended 
format.  Please refer to Appendix C for survey questions and narrative responses from both 
surveys and specific population groups as administered. 

 
 
 
 
 
 
 
 
 
 

High Quality Care 

Disability Access 

Access to Specialists 

Less Costly 

Open at convenient times 
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They take new patients 

Other 

28 

6 

42 

3 

13 

18 

3 

10 

12 

Reasons Healthcare Professionals Believe Community 
Members Use Non Local Care 
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Barriers to Accessing Health Care 

 
 

 
 
Both survey results identified more physicians/doctors and evening or weekend hours as 
possible resolutions to some of the barriers from using local healthcare services.  Additional 
information from the community is given in the Focus Group analysis later in this report.   
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40 
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12 
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All survey participants were also given the opportunity to give written feedback and their 
responses are located in Appendix C of this report. 
 

 

Additional Services 

Both community members and healthcare professionals were asked to identify services that 
they think Garrison Memorial Hospital needs to add.  The following is a summary of the list by 
the Garrison Memorial employees, with supplemental comments from the community survey 
narrative comments.  For a complete list of narrative comments please refer to Appendix C. 
 

• More awareness and education opportunities about various health issues.  Drug & 
alcohol, obesity, depression. 

• Wellness Center, exercise /fitness programs. 

• Ability to treat long term locally rather than send away. 

• Cancer. 

• Mental health, support groups. 

• It would be nice to add treatment services (dialysis, chemotherapy, but the cost such as 
staffing probably outweigh benefits. 

• Community Elderly home evaluation. 

• Mental health access on site. 

•  Disability educators access on site. 

• Ultrasound at all times. 

• Another doctor and FNP. 

• Childcare for staff. 

• Dialysis or more staff to drive those patients to Bismarck or Minot. 

• Weekend Walk in clinic service weekends and evenings to cut down on ER visits. 

• More specialty clinics; Dermatology, gastroenterologist, pediatrics, OB/Gyn, 
Endocrinologist for diabetes, Proctology, dentist full time. 

• Agency nurses for elderly 

• Blood services. 
 
The most frequent comments are suggestions for more specialty physicians with posted hours 
of availability and extended hours into evenings and weekends.  Also an additional receptionist 
in key departments was desired. 
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Concerns 

 
 
The above chart identifies the community concerns now and in the near future.  Upon review of 
the categories, access is a concern.  If one takes the categories of access to emergency services, 
technology and equipment now and in the future an increased concern for clinic and hospital 
closure, access is weighing on the minds of many.  However, the higher cost of healthcare now 
and in the future scored highest in both time related categories.  
 
Regarding medical concerns, diabetes, followed by cancer and obesity equally are the most 
worrisome currently where mental health is the greatest medical concern with cancer rating 
second in the next 2-5 years. 
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Health care professionals and local experts are concerned about the staff numbers now and are 
more concerned about availability of healthcare providers and specialists in the future.  In the 
professional narrative comments, it was very clear healthcare costs, and keeping and 
maintaining quality staff paramount to them.  Professionals are very aware of and concerned 
about the increasing cost of healthcare and how it impacts the sustainability and use of services 
in the area. This was also identified as a major concern repeatedly in the narrative comments 
from the community group.  The word “cost” was mentioned 16 times in the comments and 
“staff” 14 times in the narratives comments, with many more describing these areas of 
concerns without actually using either word. 
 
The professionals also identified a high concern for hospital and clinic closures in the future.  
Specific locations mentioned were Parshall and Turtle Lake by the community group in their 
survey responses.  Similar to the community concern for access to emergency services and 
technology, those items scored high both now and in the future. 
 
Health care professionals stated the major medical concerns in the service area as diabetes, 
obesity and cancer the top three.  Mental health actually is less of a concern in the future from 
the professionals prospective, which might be disconnecting to services needed, or as a 
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perceived need by the population.  However, from the professionals’ viewpoint, the impact of 
high cost now and in the future may be resulting in a mental/emotional toll on the population 
due to the unknown future. 
 
A complete narrative comment listing of the narrative comments of both survey groups can be 
found in Appendix C regarding concerns and suggestions to improve the delivery of local 
healthcare. 
 

 

 
Collaboration 
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The degree to which collaboration between the local health system and other local entities, 
such as job/economic development, would help the local hospital was asked.  The results 
indicate many of the community respondents are currently unaware of the collaborative efforts 
by Garrison Memorial Hospital (approximately 43% of the community and 30% of the 
employees).  This conclusion was extrapolated by assessing the scores from the community 
survey and employee survey answering “don’t know” regarding collaboration.   
The greatest degree of awareness in the community was the collaboration with other medical 
services and job service.  Both of these are good.  Data from the YRBS and the current health 
and medical issues of the children in middle and high school combined with this survey may 
give opportunity to improved collaborative efforts as Garrison Memorial works with future 
generations.  This viewpoint is also reflected in the Garrison Memorial Hospital employee and 
community health expert responses.  The reader will also see more on the youth subject in the 
Focus Group discussions in questions 1 and 3 priorities for youth.  A specific concern identified 
is drug use. 
 
The professional group did score higher (the relationship is fine) in the other areas of 
collaborations with job service (N=23), other local providers not employed by the hospital 
(N=20) and urban clinics/hospitals (N=25). 
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Focus Groups 

In addition to the surveys administered to the two groups (community members and healthcare 
employees/community experts), the community experts were asked to join focus group 
discussions for deeper insight into the community base.  The purpose of the focus groups was 
to add additional perspective from the educational system, law enforcement, business, industry 
with cross-cutting population representation.  The answers and discussion results are as 
follows.  The reader will notice a variance from the survey group priorities, especially in the 
area of concerns and issues.   
 
Garrison Memorial Hospital invited 24 community representatives with 13 individuals 
attending.  There were three groups and they spent one hour session to discuss and prioritize 

four question areas. 

1. Is there health or environmental concerns in the area that worry you? 
2. What are the three most important health issues in your community? 
3. What prevents community residents from getting their health and social services they 

need? 
4. What programs/services would enhance good health and well-being in your 

community? 
o For families and children? 
o For families and aging relatives? 
o For area youth? 
o For employers and employees? 

 

1) High traffic and activity putting strain on company services and health care costs. 

Question 1 The Focus Groups listed eight issues/concerns that worry them; (8) items as 

health or environmental;  

2) Drug abuse/use of barbiturates 
3) Prevalence of cancer 
4) Increased population 
5) Increased crime 
6) Increased communicable diseases 
7) Keeping good hospital staff and providers 
8) Housing and availability for healthcare workers ( cost of housing) 
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The Focus Group prioritized half of the concerns listed by the participants.  The majority of the 
votes (62%) were the impact of the increasing population on the community served by the 
facility.  One could consider the housing concern as also directly related to the population 

Increase, driving the shortage of housing for all residents, including healthcare workers and 
increasing the cost of housing. 

 

1) Availability of services for those that want to stay at home 

Question 2 The Focus Groups listed eight (8) items to be considered as one of the top three 

issues in their community; 

2) Mental health 
3) People needing cancer treatments requiring treatment in other cities (cancer) 
4) Transportation 
5) Obesity 
6) Aging and population related activities 
7) Diabetes 
8) Drug abuse 

Company services 
healthcare costs 

8% 

Drug abuse/use 
barbiturates 

15% 

Increased 
Population 

62% 

Housing availability 
for healthcare 
workers (cost) 

15% 

Worrisome Concerns 
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The Focus Group while they greatest concern was the increased population growth, the most 
important health issue was the aging population and their related health issues.  There was a 
clear identification by the focus groups of areas for hospital to address in their programing and 
services to the community. 

Question 3 what programs/services would enhance good health and well-being in your 

community?  (For families and children, for families and aging relatives, for area youth and 
for employers and employees?

 The Focus Group responded with these thoughts; 

)  

1) Families and aging –materials that help them become more educated on options for 
their healthcare 

2) Families with children-housing development 
3) Families with children-education 
4) Families with aging relatives-programs to allow people to stay at home 
5) Area youth-more activities 
6) Employers/employees-recruitment/retention 
7) Families with children-parenting classes 
8) Families with children-good lunch programs 
9) Families with children-good screening for vision and hearing 
10) Families with aging –availability of home screening visits 
11) Area Youth-drug, sexually transmitted disease (STD), and alcohol education 
12) Employer/employee-information on medical services available in the community 
13) Preventative health programs for dental health care 
14) Financial challenges for paying for healthcare 
15) Increasing education/awareness (cost of healthcare) 
16) Increase use of regular appointments and health check-ups 

Mental 
health 
31% 

Aging and population 
related health issues 

54% 

Diabetes 
15% 

Most important community health issues 
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The Focus Group has listed numerous service enhancements for good health and well-being in 
the community; however four areas were listed as priority.  The top two areas combined were 
for families with aging relatives (total of 69% of the votes).   

  The members of the Focus Groups responded with this list of possible barriers; 

Question 4   What prevents the community residents from getting the health and social 

services they need? 

1) Availability of some of the resources needed (lack of services) 
2) Cost—not seeing the need to obtain the services needed 
3) Sometimes there is no one to guide them to their options 
4) Transportation 
5) Depression 
6) Isolation 
7) Financial means 
8) Lack of knowledge of services 
9) Cognitive concerns 
10) Don’t feel right asking for help or assistance 

 

Families with aging 
relatives desire 

materials that help 
them become more 
educated on options 
for their healthcare 

31% 

Families with aging 
relatives desire 

programs to allow 
people to stay at 

home 
38% 

Area Youth  need 
drug , alcohol and 

STD education 
8% 

Financial 
challenges for 

paying for 
healthcare 

23% 

Service Enhancments 
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The Focus Group had identified the lack of knowledge of services and the availability of some of 
the resources/services needed as the top two items that prevent community residents from 
obtaining the health and social services they need.  The reader may want to refer back to the 
two community health opinion surveys to ascertain more detail into this area. 
 
 

 
Suggestions for Improvement/Summary 

Garrison Memorial Hospital entered into completing the Community Health Assessment of its 
service area to allow for opportunity to share thought, concerns and suggestions for their next 
steps with Strategic Planning as an organization. 
Respondents were provided with an opportunity to provide their input.  Several distinct themes 
emerged from the tabulation of secondary and primary information; 1) information 
dissemination, 2) recruitment and retention, 3) access and availability of services 4) 
service/program development to specific population groups; 
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1)  Information dissemination 

The feedback from both surveys identified the number of both community members and 
employees that are unaware of services provided and collaborative activities within the 
community with other potential partners in healthcare and community development.  Some 
suggestions were to add an individual to assist individuals identify what services are available 
and how to access them in their community.  Another suggestion was to identify the providers 
and when they are available.   

Another area might be to identify the services of underutilization, put them into “service or 
disease groupings” for targeted marketing to specific populations.  This grouping could also be 
utilized as potential diagnostic protocol and plan of care that can be provided at the local level. 

2) Recruitment and retention 

Physician and nurse practitioner recruitment was a primary concern identified by community, 
both for physicians and nurse practitioners. 

Recruitment and retention was also mentioned for general staff in healthcare, the increasing 
impact of population and rising costs of housing coupled with increasing salary scales for 
healthcare professionals is causing a “double whammy” to the local healthcare system.  It will 
be more imperative to provide cost-effective services in the future to be able to sustain access 
to the desired emergency and long term care services that are essential components to local 
rural health.  Examples of individual’s comments were presented in almost all of the questions 
that had open narrative input. 

3) Access and availability of services 

Physician and nurse practitioner recruitment was a primary concern identified by community 
members, community leaders, and health care professionals.  This was mentioned several ways 
in regards to access.  First, there was a desire for more physicians and nurse practitioners.  
Second, there was a desire for extended weekday and weekend coverage to providers. And 
third, there were numerous requests for a variety of specialist to provide to local clinics. 

Additionally, there was significant comment on transportation for certain populations, i.e. 
dialysis, aging, etc.  Rural provides a unique situation due to distance and in North Dakota, 
weather and oil impact regions can also make access more difficult than other parts of the 
United States. 

Cost is the other access piece to individuals being able to access healthcare.  Comments and 
concerns about the high level of obesity, diabetes, cardiac, cancer as diseases to be managed 
that have a significant impact on morbidity and mortality.  Economic status and access to 
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healthy living environments and educational programs are key to making behavior changes 
necessary to stop or delay an individual’s potential to acquiring certain health issues.  This leads 
us to the final area of  

4) Service/program development for specific population groups. 

The future of healthcare is in three areas; health protection, health promotion and chronic 
disease management.    The need for health protection is reflected in the immunization rates in 
the secondary data.  An increase in immunization rates in all population could be made.  The 
data supporting this statement is found in both the YRBS (youth population) and the county 
rankings (adult population).  Epidemics are on the rise and this year is a significant year for the 
flu across the United States. 

Health promotion is important and is the area we can really see the largest impact of health 
care cost delay.  An individual’s health is affected by both genetics (predisposition for certain 
diseases) and behavior.  Significant differences can be made in a person’s quality and quantity 
of life years with healthy lifestyle behaviors.  It is important to identify the healthcare diseases 
of prominence in the service area and target them with educational programs, diagnostics and 
appropriate plans for care to maintain their health.  Both the primary and secondary data 
identified which diseases were already surfacing in the future generations of the community 
population.  The earlier health promotion is made, the better.  Collaborative efforts in the 
school system would be suggested with health promotion programming/services.  

Chronic disease management is needed, usually for the middle-aged and elderly populations.  
With this group, focusing on the worksite wellness, health screenings, diagnostics and utilizing 
the therapy, dieticians, counselors, etc. would be the possible strategy.  Here the idea is to 
maintain, or improve health status.  This group often has one or more disease morbidities and 
their healthcare becomes more complex.  The idea is to keep these individuals from getting 
more serious or fragile in health status thus requiring more complex services and care, which 
then takes them outside the local service area.   

Four communities were asked to participate in this study through community member surveys, 
healthcare professional surveys and key informant or expert participating in focus groups.  
These communities are located in McLean, McHenry, and Ward and Mountrail counties. 

Analysis of secondary data shows that the entire service area has an older population and is 
considered rural by standards.  However, there is significant natural resource development in 
oil which is having a significant impact on several of the communities creating a transition in 
age of population serviced and the potential need to broaden Garrison Memorial Hospital’s 
service package, or at a minimum look at target population issues and access needs.   
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It appears the local communities utilize local services when possible and are concerned about 
sustainability due to rising costs and recruitment/retention issues impacting their area.  Specific 
examples illustrating local pride and have wonderful experiences are as follows:  

• We are fortunate to have so many services and great care so close to our town would be 
lost without and so would other small towns near Garrison. 

• Our healthcare system is great and so is our affiliation with St Alexius which excellent 
and provides us with specialists who provide optimum care. 

• I use all the services.  Great services for small hospital. 

• I am very satisfied but afraid we may lose services.  We moved here in confidence that 
rural health existed. 

• I am so thankful for the services they offer. 

• I think our hospital provider is a great service to our community… 

• Doing very well with quality of care. 

• Good medical care for the elderly. 

• Hoping it never closes 

• I think they are great! 

Despite the sense of local pride and satisfaction, the assessment results provide opportunities 
for improvement.  There are several identified concerns throughout this study. 

The number of respondents, ( N=257) may not be representative of the entire health system’s 
service area, however with the small second survey of employees and key community 
members, along with the focus group input, certain key strategies can be derived.  These 
strategies will be useful to initiate discussions as Garrison Memorial Hospital develops their 
plan of action.  The responses do represent diverse groups in thought and comment.  Individual 
statements are valid and the perception of those who shared them is real.  The results are an 
important component that the facility will use to move toward fulfilling its vision and 
maintaining its mission. 
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Appendix A 

2011 County Health Profile  
  

 Term 
Health Outcomes  

Low birth weight Percent of live births with low birth weight (<2500 grams),2001-2007 

Poor or fair health Percent of adults reporting fair or poor health 9age-adjusted), 2003-2009 

Poor physical health Average number of physically unhealthy days reported in past 30 days (age-adjusted), 2003-2009 

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

Premature death Years of potential life lost before age 75 per 100,000 population (age-adjusted), 2005-2007) 

  

Health Behaviors  

Adult smoking Percent of adults that currently smoke and have smoked at least 100 cigarettes in their lifetime, 2003-2009 

Adult obesity Percent of adults that report a body mass index (BMI) of at least 30 kg/m2,2008 

Physical inactivity Percent of adults reporting no leisure time physical activity, 2008 

Excessive drinking Percent of adults reporting binge drinking and heavy drinking***, 2003-2009 

Motor vehicle crash death rate Motor vehicle crash deaths per 100,000 population, 2001-2007 

Sexually transmitted infections Number of chlamydia cases (new cases reported) per 100,000 pop., 2008 

Teen birth rate Number of teen births per 1.000 females ages 15-19, 2001-2007 

  

Clinical Care  

Uninsured adults Percent of adult population ages 18-64 without health insurance, 2007 

Uninsured youth Percent of youth ages 0-18 without health insurance , 2007 

Primary care physicians Ratio of total population to primary care physicians, 2008 

Mental health providers Ratio of total population to mental health providers, 2008 

Dentist rate Number of professionally active dentists per 100,000 population, 2007 

Preventable hospital stays Hospitalization discharges for ambulatory care-sensitive conditions per 1,000 Medicare enrollees, 2006-2007 

Diabetic screenings Percent of diabetic Medicare enrollees that receive HbA1c screening, 2006-2007 

Mammography screenings Percent of female Medicare enrollees that receive mammography screenings, 2006-2007 

  

Social and economic   

High school graduation Percent of 9th grade cohort in public schools that graduates from High school in 4 yrs., 2006-2007 

Some college Percent of adults ages 25-44 with some post-secondary education, 2005-2009 

Unemployment Percent of population ages 16 and older that is unemployed but seeking work, 2009 

Child poverty Percent of children ages 0-17 living below the Federal Poverty Line, 2008 

Inadequate social support Percent of adults that never, rarely, or sometimes get the social and emotional support needed, 2003-2009 

Children in single-parent households Percent of children in families that live in a  household headed by a parent without spouse present 2005-2009 

Homicide rates Number of deaths due to murder or non-negligent manslaughter per 100,000 population, 2001-2007 

  

Demographics  



64 | P a g e  
 

Youth Percent of total population ages 0-17, 2009 

Elderly Percent of total population ages 65 and older, 2009 

Rural Percent of total population living in a rural area, 2000 

Not English proficient Percent of total population that speaks English less than "very well', 2005-2009 

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

  

Physical environment  

Air pollution-particulate matter Number of days air quality was unhealthy for sensitive populations due to fine particulate matter, 2006 

Air pollution -ozone Number of days air quality was unhealthy for sensitive populations due to ozone levels, 2006 

Access to healthy foods Percent of zip codes with a healthy food outlet(i.e., grocery story or produce stand/farmers market), 2008 

Access to recreational areas Number of recreational facilities per 100,000 population, 2008 

  

*national benchmark is 90th percentile (i.e., 10% of counties nationwide ranked better). ***Binge drinking is defined as consuming more than 4 
(for women) or 5(for men) alcoholic beverages on a single occasion in the past 30 days.  Heavy drinking is defined as drinking more than 1 (for 
women) or 2(for men) alcoholic beverages per day on average.  Blank values reflect unreliable or missing data. 
Source:  the overall format and content of the County Health Profiles is based largely on county Health Rankings, a key component of the 
Mobilizing Action toward community Health (MATCH) project- collaboration between the Robert Wood Johnson foundation and the University 
of Wisconsin Population Health Institute. ://www.countyhealthrankings.org.   Additional data sources include the U.S. Census bureau, small 
Area health Insurance Estimates, ://census.gov/sahie/ and the Centers for Disease Control and Prevention’s National Center for Health 
Statistics- the Health Indicators Warehouse, ://healthindicators.gov and “Health, United States, 2010, “Table 109, ://cdc.gov/nchs/hus.htm.  
The County Health Profile was prepared by researchers at North Dakota State University in Fargo for the 2011-2013 Fargo-Moorhead 
community Health Needs Assessment collaborative.  December 201 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.countyhealthrankings.org/�
http://census.gov/sahie/�
http://healthindicators.gov/�
http://cdc.gov/nchs/hus.htm�
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North Dakota 2011 Middle School (Grades 7-8) YRBS Results 

Appendix B 

(Including breakdowns by region and urban/rural) 
Summary of Results 2011 Middle School (Grades 7-8) YRBS  
Background Information 
The Youth Risk Behavior Survey (YRBS) was developed by the Division of Adolescent and School Health 
(DASH), National Center for Chronic Disease Prevention and Health Promotion, and the Centers for 
Disease Control and Prevention (CDC) in collaboration with several representatives from state and local 
health education agencies and other federal agencies. 
The YRBS is designed to focus on behaviors related to the leading causes of death and disability among 
youth and young adults and to assess how these risk behaviors change over time. 
It is a self-reporting survey to measure priority health-risk behaviors that fall into six categories: 
• Behaviors that result in unintentional injuries and violence 
• Tobacco use 
• Alcohol and other drug use 
• Dietary behaviors 
• Physical activity 
• Sexual behaviors that result in HIV infection, other sexually transmitted diseases (STDs), and 
unintended pregnancies 
These behaviors are often established during youth and extend into adulthood and are frequently 
interrelated. 
The YRBS is conducted biannually in the spring of odd years. Therefore, this study will be conducted 
again in the spring of 2013, 2015, 2017, etc.  
North Dakota Statewide Results, Limitations, and Contact Information 
Statewide Results & Limitations 
The statewide data is collected by randomly selecting school buildings, as well as classes within each 
building. Given that these schools/classes were selected at random and a high participation rate was 
achieved, the CDC was able to generate weighted data that is highly representative of all middle school 
students (Grades 7-8) from eligible1, public middle schools in the state of North Dakota. Therefore, the 
statewide results do not have any limitations and can be used to (1) project the results to all 
public middle school students and (2) compare changes in results from one survey year to 
another. 
 
Contact Information for the Statewide Results 
The 2011 Middle School Youth Risk Behavior Survey (YRBS) results are available on the Department of 
Public 
Instruction’s Coordinated School Health website at: http://dpi.state.nd.us/health/YRBS/index.shtm 
If you have any questions about the statewide YRBS information or desire additional information, please 
feel free to contact: 
Gail Schauer 
YRBS Data Manager 
ND Department of Public Instruction 
Email: gschauer@nd.gov 
Telephone: 701-328-2265 
1 During the 2010-2011 school years, roughly 14,707 students (Grades 7-8) attended “eligible” North Dakota middle schools. To be 
eligible for the 2011 YRBS Middle School Survey, a school building was required to have at least 10 students enrolled in Grades 7-
8. The North Dakota YRBS survey was completed by 7,430 middle school students (Grades 7-8) from 106 North Dakota middle 
schools during the spring of 2011, of which 2,141 were students from schools/classes that were “selected” for the statewide CDC 
sample and 5,289 were students from schools/classes that “voluntarily” participated in YRBS.  Data from all

 

 middle schools are 
calculated in the Winkelman results. 

Regional and Urban/Rural Results, Limitations, and Contact Information 
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Regional and Urban/Rural Results & Limitations 
The regional and urban/rural data apply only to those schools/classes participating in the survey during 
that year. We cannot say the results that include “voluntary” data represent all schools/students within a 
region or segment; we can simply say they represent mainly the schools/classes that volunteered to 
participate in the survey. Therefore, changes that occur within a region or segment from one survey year 
to another may not represent true changes in behavior within the region or segment. The changes may 
simply result because of differences between the kinds of schools/classes that chose to participate in one 
year versus another. 
As was noted in the footnote on the previous page, 7,430 middle school students (Grades 7-8) 
participated in the 2011 North Dakota Middle School YRBS, of which 5,289 were students from 
schools/classes that “voluntarily” participated in the YRBS. Therefore, the vast majority of the data used 
for the regional and urban/rural results was not collected from randomly selected school buildings and/or 
classes. Given that most of these schools/classes “volunteered” to participate and were not selected at 
random, even though a high participation rate was achieved, Winkelman Consulting is not able to 
generate weighted data that is representative of all middle school students (Grades 7-8) from eligible, 
public middle schools in either the state or an individual region or segment. Because of this, the regional 
and urban/rural data cannot be used to (1) project the results to all public middle school students 
in a region or segment or (2) compare changes in results for a region or segment from one survey 
year to another. Also, noticeable differences may be seen between the results for a 
region/segment and the statewide data simply because the students from schools/classes that 
completed "voluntary" YRBS surveys are more (or less) likely to have a certain behavior than the 
"average" student represented by the random, weighted, representative statewide data. 
 
Contact Information for the Regional and Urban/Rural Results 
If you have any questions about the enclosed regional or urban/rural results or desire additional detail, 
please feel free to contact: 
Mark Winkelman 
Winkelman Consulting 
Email: MRWinkelman@cableone.net 
Telephone: 701-237-2283 
School Results, Limitations, and Contact Information 
Parameters for School Results 
Schools that met the requirements2 received a similar report that included their 2011 YRBS middle school 
(Grades 7-8) results. To receive results for an individual question, however, six or more students from 
their school must have reported the behavior being measured by that question. 
 
Contact Information for School Results 
If any schools have any questions about their school results or desire additional analysis (tables by 
grade/gender3, significance tests, or data weighting as noted in the footnotes below), please feel free to 
have them contact Mark Winkelman at Winkelman Consulting (see the contact information above). 
2 Due to federal and state confidentiality requirements, YRBS middle school (Grades 7-8) results will be provided only to schools 
that returned at least 
25 completed middle school surveys. If a school did not return at least 25 completed middle school surveys, they will not receive 
middle school results 
for their school but they can still access the 2011 North Dakota Statewide Middle School YRBS results on the Department of Public 
Instruction’s Coordinated School Health website ( ://dpi.state.nd.us/health/YRBS/index.shtm). 
 
3 To receive additional analysis by grade, gender, etc. for a minimal fee, there must be at least 25 countable surveys in each grade 
segment, gender segment, etc. 
 

Format, Question Order, Abbreviations & a Reminder Related to “Voluntary” Data 
At the end of each question (or calculated variable), we have provided both a ND [NDMqn# (or 
NDMqnname)] and a CDC [CDC QN# (or CDC QN name)] question number or variable name. The ND 
question number indicates the question number as it appeared on the 2011 North Dakota Middle School 

http://dpi.state.nd.us/health/YRBS/index.shtm�
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(Grades7-8) YRBS questionnaire. The CDC question number (or variable name) indicates the question 
number or variable name assigned to the question (or 
Variable) by the CDC. Please note that the results on the following pages are listed in an order similar to 
that in which the statewide results will be presented on the Department of Public Instruction website. 
Remember, when looking at the Region or Urban-Rural data, please note that we cannot say the results 
that include “voluntary” data represent all schools/students within a region or segment; we can simply say 
they represent mainly the schools/classes that volunteered to participate in the survey. 
Therefore, changes that occur within a regional or segment from one survey year to another may not 
represent true changes in behavior within the region or 
Segment. The changes may simply result because of differences between the kinds of schools that chose 
to participate in one year versus another. 
 
 

North Dakota 2011 High School (Grades 9-12) YRBS Results 
(Including breakdowns by region and urban/rural) 
Summary of Results 2011 High School (Grades 9-12) YRBS  
Background Information 
The Youth Risk Behavior Survey (YRBS) was developed by the Division of Adolescent and School Health 
(DASH), National Center for Chronic Disease Prevention and Health Promotion, and the Centers for 
Disease Control and Prevention (CDC) in collaboration with several representatives from state and local 
health education agencies and other federal agencies. The YRBS is designed to focus on behaviors 
related to the leading causes of death and disability among youth and young adults and to assess how 
these risk behaviors change over time. It is a self-reporting survey to measure priority health-risk 
behaviors that fall into six categories: 
• Behaviors that result in unintentional injuries and violence 
• Tobacco use 
• Alcohol and other drug use 
• Sexual behaviors that result in HIV infection, other sexually transmitted diseases (STDs), and 
unintended pregnancies 
• Dietary behaviors 
• Physical activity 
These behaviors are often established during youth and extend into adulthood and are frequently 
interrelated. The YRBS is conducted biannually in the spring of odd years. Therefore, this study will be 
conducted again in the spring of 2013, 2015, 2017, etc. To avoid the risk of overburdening your 
teachers and students with surveys, we strongly recommend you encourage the schools in your 
area to reserve March and April of odd years for conducting the YRBS and YTS only! 
North Dakota Statewide Results, Limitations, and Contact Information 
Statewide Results & Limitations 
The statewide data is collected by randomly selecting school buildings, as well as classes within each 
building. Given that these schools/classes were selected at random and a high participation rate was 
achieved, the CDC was able to generate weighted data that is highly representative of all high school 
students (Grades 9-12) from eligible1, public high schools in the state of North Dakota. Therefore, the 
statewide results do not have any limitations and can be used to (1) project the results to all 
public high school students and (2) compare changes in results from one survey year to another. 
 
Contact Information for the Statewide Results 
The 2011 High School Youth Risk Behavior Survey (YRBS) results are available on the Department of 
Public Instruction’s Coordinated School Health website at: http://dpi.state.nd.us/health/YRBS/index.shtm 
If you have any questions about the statewide YRBS information or desire additional information, please 
feel free to contact: 
 
Gail Schauer 
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YRBS Data Manager 
ND Department of Public Instruction 
Email: gschauer@nd.gov 
Telephone: 701-328-2265 
1 During the 2010-2011 school years, roughly 30,196 students (Grades 9-12) attended “eligible” North Dakota high schools. To be 
eligible for the 2011YRBS High School Survey, a school building was required to have at least 25 students enrolled in Grades 9-12. 
The North Dakota YRBS survey was completed by 10,336 high school students (Grades 9-12) from 113 North Dakota high schools 
during the spring of 2011, of which 1,911 were students from schools/classes that were “selected” for the statewide CDC sample 
and 8,425 were students from schools/classes that “voluntarily” participated in the YRBS. Data from all high school student surveys 
are included in the Winkelman Consulting results. 
Regional and Urban/Rural Results, Limitations, and Contact Information 
Regional and Urban/Rural Results & Limitations 
The regional and urban/rural data apply only to those schools/classes participating in the survey during 
that year. We cannot say the results that include “voluntary” data represent all schools/students within a 
region or segment; we can simply say they represent mainly the schools/classes that volunteered to 
participate in the survey. Therefore, changes that occur within a region or segment from one survey year 
to another may not represent true changes in behavior within the region or segment. The changes may 
simply result because of differences between the kinds of schools/classes that chose to participate in one 
year versus another.  As was noted in the footnote on the previous page, 10,336 high school students 
(Grades 9-12) participated in the 
2011 North Dakota High School YRBS, of which 8,425 were students from schools/classes that 
“voluntarily” participated in the YRBS. Therefore, the vast majority of the data used for the regional and 
urban/rural results was not collected from randomly selected school buildings and/or classes. Given that 
most of these schools/classes “volunteered” to participate and were not selected at random, even though 
a high participation rate was achieved, Winkelman Consulting is not able to generate weighted data that 
is representative of all high school students (Grades9-12) from eligible, public high schools in either the 
state or an individual region or segment. Because of this, the regional and urban/rural data cannot be 
used to (1) project the results to all public high school students in a region or segment or (2) 
compare changes in results for a region or segment from one survey year to another. Also, 
noticeable differences may be seen between the results for a region/segment and the statewide 
data simply because the students from schools/classes that completed "voluntary" YRBS surveys 
are more (or less) likely to have a certain behavior than the "average" student represented by the 
random, weighted, representative statewide data. 
Contact Information for the Regional and Urban/Rural Results 
If you have any questions about the enclosed regional or urban/rural results or desire additional detail, 
please feel free to contact: 
Mark Winkelman 
Winkelman Consulting 
Email: MRWinkelman@cableone.net 
Telephone: 701-237-2283 
School Results, Limitations, and Contact Information 
Parameters for School Results 
Schools that met the requirements2 received a similar report that included their 2011 YRBS high school 
(Grades 9-12) results! To receive results for an individual question, however, six or more students from 
your school must have reported the behavior being measured by that question. 
Contact Information for School Results 
If any schools have questions about their school results or desire additional analysis (tables by 
grade/gender3,significance tests, or data weighting as noted in the footnotes below), please feel free to 
have them contact Mark Winkelman at Winkelman Consulting (see the contact information above) 
2 Due to federal and state confidentiality requirements, YRBS high school (Grades 9-12) results will be provided only to schools that 
returned at least 25 
Completed high school surveys. If your school did not return at least 25 completed high school surveys, you will not receive high 
school results for your 
School but you can still access the 2011 North Dakota Statewide High School YRBS results on the Department of Public 
Instruction’s Coordinated 
School Health website (http://dpi.state.nd.us/health/YRBS/index.shtm). 
3 To receive additional analysis by grade, gender, etc. for a minimal fee, there must be at least 25 countable surveys in each grade 
segment, gender segment, etc. If a grade or gender segment does not have 25 countable surveys, grades segments can be 
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combined to attain the required number of countable surveys. For example, if Grade 10 had seventeen countable surveys and 
Grade 11 had twenty-two countable surveys, a segment that combines Grades 10-11 could be provided. 
Format, Question Order, Abbreviations & a Reminder Related to “Voluntary” Data 
At the end of each question (or calculated variable), we have provided both a ND [NDHqn# (or 
NDHqnname)] and a CDC [CDC QN# (or CDC QN name)] question number or variable name. The ND 
question number indicates the question number as it appeared on the 2011 North Dakota High School 
(Grades 9-12) YRBS questionnaire. The CDC question number (or variable name) indicates the question 
number or variable name assigned to the question (or variable) by the CDC. Please note that the results 
on the following pages are listed in an order similar to that in which the statewide results will be presented 
on the Department of Public Instruction website. 
 
Remember, when looking at the Region or Urban-Rural data, please note that we cannot say the results 
that include “voluntary” data represent all schools/students within a region or segment; we can simply say 
they represent mainly the schools/classes that volunteered to participate in the survey. 
Therefore, changes that occur within a regional or segment from one survey year to another may not 
represent true changes in behavior within the region or segment. The changes may simply result because 
of differences between the kinds of schools that chose to participate in one year versus another 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


