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Introduction 

To help inform future decisions and strategic planning, Mercy Medical Center (MMC) in 

Williston, N.D., conducted a community health needs assessment. Through a joint effort, 

Mercy Medical Center and the Center for Rural Health at the University of North 

Dakota School of Medicine and Health Sciences analyzed community health-related data 

and solicited input from community members and health care professionals. The Center 

for Rural Health’s involvement was funded through its Medicare Rural Hospital 

Flexibility (Flex) Program. The Flex Program is federally funded by the Office of Rural 

Health Policy and as such associated costs of the assessment were covered by a federal 

grant. 

To gather feedback from the community, residents of the health care service area and 

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

Additional information was collected through a Community Group comprised of 

community leaders as well as through key informant interviews with community 

leaders. 

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

health of local people, identify use of local health care services, identify and prioritize 

community needs, and help health care leaders begin to identify action needed to 

address the future delivery of health care in the defined area. A health needs assessment 

benefits the community by:  1) collecting timely input from the local community, 

providers, and staff; 2) providing an analysis of secondary data related to health 

conditions, risks, and outcomes; 3) compiling and organizing information to guide 

decision making, education, and marketing efforts, and to facilitate the development of a 

strategic plan; 4) engaging community members about the future of health care delivery; 

and 5) allowing the community hospital to meet federal regulatory requirements of the 

Affordable Care Act, which requires not-for-profit hospitals to complete a community 

health needs assessment at least every three years. 
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Mercy Medical Center 

Mercy Medical Center is a 25-bed critical access hospital located in Williston, North 

Dakota. It serves an estimated 60,000 people from western North Dakota and eastern 

Montana. With 450 employees, Mercy Medical Center is one of the largest employers in 

the region. 

Mercy Medical Center was founded in 1920 by the Sisters of Mercy to provide quality 

health care for the whole person regardless of socioeconomic status, race, or ability to 

pay. Since then, Mercy Medical Center has become a regional medical center offering a 

range of services including cancer treatment, chemical dependency programs, 

emergency services, home health, hospice, surgery, rehabilitation therapies, and 

wellness programs. 

In 1996, Mercy Medical Center was purchased by Catholic Health Initiatives (CHI), a 

national nonprofit health organization with headquarters in Englewood, Colo. The faith-

based system operates in 19 states and includes 73 hospitals; 40 long-term care, assisted- 

and residential-living facilities; two community health-services organizations; two 

accredited nursing colleges; and home health agencies. In fiscal year 2011, CHI provided 

more than $612 million in charity care and community benefit, including services for the 

poor, free clinics, education and research. With annual operating revenues of 

approximately $9.6 billion, CHI is the nation's third-largest Catholic health care system. 

Mercy Medical Center defines its mission as follows: 

 

The mission of Mercy Medical Center and Catholic Health Initiatives is to 

nurture the healing ministry of the church by bringing it new life, energy, and 

viability in the 21st century. Fidelity to the Gospel urges us to emphasize human 

dignity and social justice as we move toward the creation of healthier 

communities. 
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Services offered locally by Mercy Medical Center include: 

General Services 

 Behavioral health services 

 Cancer treatment center 

 Childbirth education 

 Clinic (Craven-Hagan Clinic) 

 Dialysis 

 General surgery 

 Home care 

 Hospice 

 Hospitalist program 

 Interventional Pain 

Management 

 Obstetrics 

 Orthopedic services 

 Pediatric/child care 

 Spiritual care services 

 Urology 

 

Acute Services 

 Emergency room 

 Hospital (acute care) 

 Intensive care unit 

 Surgical services

 

Screening/Therapy Services

 Cardiac rehabilitation 

 Diabetes education 

 Laboratory services 

 Nutrition services 

 Occupational health clinic 

 Pain management 

 Physical/occupational therapy 

 Rehabilitation services 

 Sleep laboratory

 

Radiology Services 

 Bone-density 

 CT scan 

 Digital mammography 

 General x-ray 

 MRI 

 Nuclear medicine 

 Ultrasound 

 

Additionally, other services offered locally by other providers include: 

 Ambulance 

 Chiropractic services 

 Dental services 

 Optometric/vision services
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Community, Health Care Facilities, and Other 

Resources 

 
Williston is located in the northwest corner of North Dakota, just 60 miles from the 

Canadian border and 18 miles from the Montana border. Its economy is based primarily 

on the oil and gas industry, agriculture, and the service sector.  

  

Williston promotes itself as a small town with many amenities. It ranked 53rd in Midwest 

Living Magazine’s 2008 “Top 100 Small Town Getaways.” Nearby Links of North 

Dakota is ranked one of America’s 100 best modern golf courses. Outdoor activities are 

offered at Lewis and Clark State Park and nearby campgrounds. Neighboring attractions 

include the Fort Union Trading Post National Historic Site, Fort Buford State Historic 

Site, and Missouri-Yellowstone Confluence Interpretive Center; the scenic Theodore 

Roosevelt National Park North Unit of the Badlands is just one hour away. 

  

Western North Dakota is known as one of the country’s premier deer and game bird 

hunting regions. Williston ranked 18th in the April 2008 edition of Outdoor Life 

Magazine’s article, “The top 200 towns for the outdoorsman.” Lake Sakakawea, located 

16 miles east of Williston is the largest non-natural lake in the country, and is regarded 

as one of the top walleye fishing lakes in the world. The Confluence area showcases 

seventy-plus pound paddlefish and the North Star Caviar project. 

 

Williston Parks and Recreation is currently constructing a 225,000-square-feet 

recreational and fitness center that is scheduled to open in late 2013 or early 2014. 

Currently serving the community is the Raymond Family Community Center, which 

features two racquetball courts, two gym courts, cardio and fitness equipment, a weight 

room, ice arena, and multi-purpose rooms.  Additionally, the city’s 11 parks offer a 

myriad of facilities and activities, including softball, baseball, playgrounds, picnic areas, 

tennis courts, sand volleyball, horseshoe pits, basketball, a swimming pool, a lake 

swimming area, and a skate park. Williston Parks and Recreation also operates a 

municipal golf course and the Eckert Youth Outdoor Pool. Other fitness facilities in 

Williston include Anytime Fitness, Curves, Elite Health and Fitness, and Key Gym. 

 

In addition to Mercy Medical Center, other hospitals are located in the service area. 

Specifically, other critical access hospitals are located in Crosby, Tioga, and Watford 
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City, North Dakota, as well as Poplar, Sidney, and Wolf Point, Montana. Indian Health 

Service also maintains a service unit in Roosevelt County, Montana, with facilities in 

Poplar and Wolf Point. 

 

Other health care facilities and services in the North Dakota portion of the area include a 

168-bed nursing home in Williston, a 19-bed basic care and rehabilitation center in 

Williston, a 71-bed basic care facility in Williston, a 42-bed nursing home in Crosby, a 16-

bed basic care facility in Crosby, a 47-bed nursing home in Watford City, a nine-bed 

basic care facility in Watford City, and a 30-bed nursing home in Tioga. In addition to 

the hospital pharmacy at Mercy Medical Center (which is unable to fill prescriptions for 

the public), there are four retail pharmacies in Williston; retail pharmacies also are 

located in Crosby, Tioga, and Watford City.  On the Montana side, other health care 

facilities include a 40-bed assisted living facility in Sidney, an eight-bed assisted living 

facility in Savage, a 93-bed long-term care facility in Sidney, and a 60-bed long-term care 

facility in Wolf Point. 

 

Assessment Methodology 

Mercy Medical Center serves an area in northwestern North Dakota and northeastern 

Montana. The majority of patients come from an area within a 60-mile radius of 

Williston. Because a large portion of the medical center’s patients come from the North 

Dakota counties of Divide, Williams, and McKenzie and the Montana counties of 

Roosevelt and Richland, this assessment focuses on data from those counties.  In 

addition to Williston, located in the hospital’s service area are the North Dakota 

communities of Alamo, Alexander, Ambrose, Arnegard, Crosby, Epping, Fortuna, 

Grenora, Noonan, Ray, Springbrook, Tioga, Watford City, and Wildrose, and the 

Montana communities of Bainville, Brockton, Culbertson, Fairview, Froid, Knife River, 

Poplar, Sidney, and Wolf Point. 
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Figure 1: Counties Included in Mercy Medical Center’s Service Area: Divide, McKenzie, 

and Divide Counties in North Dakota and Roosevelt and Richland Counties in Montana 

 

 

The Center for Rural Health provided substantial support to Mercy Medical Center in 

conducting this needs assessment. Center for Rural Health representatives collected data 

for the assessment in a variety of ways: (1) a survey solicited feedback from area 

residents; (2) another version of the survey gathered input from health care 

professionals who work at Mercy Medical Center; (3) community leaders representing 

the broad interests of the community took part in one-on-one key informant interviews; 

(4) a Community Group comprised of community leaders and area residents was 

convened to discuss area health needs; and (5) a wide range of secondary sources of data 

was examined, providing information on a multitude of measures including 

demographics; health conditions, indicators, and outcomes; rates of preventive 

measures; rates of disease; at-risk activities; and children’s measures.   

The Center for Rural Health is one of the nation’s most experienced organizations 

committed to providing leadership in rural health. Its mission is to connect resources 

and knowledge to strengthen the health of people in rural communities. The Center 

serves as a resource to health care providers, health organizations, citizens, researchers, 
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educators, and policymakers across the state of North Dakota and the nation. Activities 

are targeted toward identifying and researching rural health issues, analyzing health 

policy, strengthening local capabilities, developing community-based alternatives, and 

advocating for rural concerns. 

As the federally designated State Office of Rural Health (SORH) for the state and the 

home to the North Dakota Medicare Rural Hospital Flexibility (Flex) program, the 

Center connects the School of Medicine and Health Sciences and the university to rural 

communities and their health institutions to facilitate developing and maintaining rural 

health delivery systems. In this capacity the Center works both at a national level and at 

state and community levels.  

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

convening a Community Group, conducting key informant interviews, soliciting 

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

Community Group 

A Community Group consisting of 19 community members was convened and met on 

October 30, 2012. During this first Community Group meeting, group members were 

introduced to the needs assessment process, reviewed basic demographic information 

about Williams County, and served as a focus group. Focus group topics included the 

general health needs of the community, delivery of health care by local providers, 

awareness of health services offered locally, barriers to using local services, suggestions 

for improving collaboration within the community, reasons community members use 

Mercy Medical Center versus other facilities for health care, and local health care 

delivery concerns. 

The Community Group met again on February 13, 2013. At this second meeting the 

Community Group was presented with survey results, findings from key informant 

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

general health of the population in the Mercy Medical Center service area. The group 

was then tasked with identifying and prioritizing the community’s health needs.  

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

served by Mercy Medical Center. They included representatives of the health 

community, business community, law enforcement, faith community, and social service 

agencies. Members of the Community Group are listed in Appendix B. Not all members 

of the group were present at both meetings. 
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Interviews 

One-on-one interviews with key informants were conducted in person in Williston on 

October 30 and 31, 2012. A representative of the Center for Rural Health conducted the 

interviews. Interviews were held with selected members of the Community Group as 

well as other key informants who could provide insights into the community’s health 

needs. Included among the informants was a public health nurse with special 

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

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

minority populations, as well as with populations with chronic diseases. Those taking 

part in interviews are listed in Appendix B.  

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

community, delivery of health care by local providers, awareness of health services 

offered locally, barriers to using local services, suggestions for improving collaboration 

within the community, local health care delivery concerns, reasons community members 

use local health care providers, and reasons community members use other facilities for 

health care. 

Survey 

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

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

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

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

community health needs assessment tried to invite community participation and involve 

community members who represent various demographics, it is by no means a 

representative sample. The survey sampling method utilized convenience and 

snowballing strategies, which may produce non-representative information.   

Two versions of a survey tool were distributed to two different audiences: (1) 

community members and (2) health care professionals. Copies of both survey 

instruments are included in Appendix A.  

Community Member Survey 

The community member survey was distributed to various residents of the service area 

of Mercy Medical Center. The survey tool was designed to: 
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 Understand community awareness about services provided by the local health 

system and whether consumers are using local services; 

 Understand the community’s need for services and concerns about the delivery 

of health care in the community; 

 Learn about broad areas of community concerns; 

 Learn of residents’ perceptions about community assets; 

 Determine preferences for using local health care versus traveling to other 

facilities; and 

 Solicit suggestions and help identify any gaps in services. 

 

Specifically, the survey covered the following topics:  community assets, community 

concerns, awareness and utilization of local health services, barriers to using local 

services, suggestions for improving collaboration within the community, local health 

care delivery concerns, reasons consumers use Mercy Medical Center and reasons they 

seek care elsewhere, travel time to the nearest clinic and to MMC, awareness and 

support of MMC’s Foundation, demographics (gender, age, marital status, employment 

status, income, and insurance status), and respondents’ current health conditions or 

diseases. 

Approximately 1,500 community member surveys were available for distribution in the 

service area. The surveys were distributed by Community Group members, at other 

local public venues, and at Mercy Medical Center. To help ensure anonymity, included 

with each survey was a postage-paid return envelope to the Center for Rural Health. In 

addition, to help make the survey as widely available as possible, residents also could 

request a survey by calling Mercy Medical Center. The survey period ran from October 

30 through the end of 2012. Eighty-eight completed paper surveys were returned.  

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

which was publicized in the local newspaper and on MMC’s website. One hundred and 

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

surveys, community members completed 202 surveys. 

Health Care Professional Survey 

Employees of Mercy Medical Center were encouraged to complete a version of the 

survey geared to health care professionals. This health care professional version of the 

survey was administered online only, and 79 surveys were completed. The version of 

the survey for health care professionals covered the same topics as the consumer survey, 
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although it sought less demographic information and did not ask whether health care 

professionals were aware of, or used, the services offered locally. 

Secondary Research 

Secondary data was collected and analyzed to provide a snapshot of the area’s overall 

health conditions, behaviors, and outcomes. Information was collected from a variety of 

sources including the U.S. Census Bureau; the North Dakota Department of Health; the 

Robert Wood Johnson Foundation’s County Health Rankings (which pulls data from 14 

primary data sources); North Dakota Health Care Review, Inc. (NDHCRI); the National 

Survey of Children’s Health Data Resource Center; the Centers for Disease Control and 

Prevention; the North Dakota Behavioral Risk Factor Surveillance System; and the 

National Center for Health Statistics. 

Demographic Information  

Table 1 summarizes general demographic and geographic data about Divide, McKenzie, 

and Williams counties, which comprise the majority of the North Dakota portion of 

Mercy Medical Center’s service area.  

TABLE 1:  NORTH DAKOTA COUNTY INFORMATION AND DEMOGRAPHICS 
(From 2010 Census; 2011 estimates used where available) 

 
Divide 
County 

McKenzie 
County 

Williams 
County 

North 
Dakota 

Population, 2011 estimate 2,125 7,019 24,374 683,932 

Population change, 2010-2011 2.6% 10.4% 8.8% 1.7% 

Land area, square miles 1,261 2,760 2,077 69,001 

People per square mile 1.6 2.3 10.8 9.7 

White persons  97.7% 76.4% 92.3% 90.4% 

Non-English speaking 2.5% 5.4% 3.5% 5.4% 

High school graduates 90.5% 89.0% 87.9% 90.0% 

Bachelor’s degree or higher 17.8% 20.7% 19.3% 26.5% 

Live below poverty line 10.5% 12.0% 8.7% 12.3% 

Children under 18 in poverty 17% 18% 12% 16% 

Persons under 18 years  16.7% 26.8% 23.1% 22.1% 

Persons 65 years or older 25.9% 13.0% 13.7% 14.4% 

Median age 51.4 38.0 39.0 37.0 
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The data indicate that while Divide County has a greater percentage of individuals aged 

65 or older than the North Dakota average, the more populous counties of McKenzie 

and Williams have a lower percentage of residents 65 or older than the state average. All 

three counties have a higher median age than the state median, with McKenzie and 

Williams counties having slightly higher median ages (one and two years, respectively) 

and Divide County having a substantially higher (more than 14 years) median age. 

McKenzie and Williams counties have a larger percentage of children under the age of 

18 than the state average, which may indicate a need for health care services geared 

toward children.  

All three counties lag behind the state average in terms of individuals with a bachelor’s 

degree or higher.  The rate of Williams County residents with a bachelor’s degree or 

higher trails the state average by more than seven percentage points, with Divide 

County trailing by nearly nine points and McKenzie County trailing by nearly six 

points. High school graduation rates tend to be closer to the state average. The 

educational backgrounds of area residents can affect a health care facility’s ability to find 

qualified staff members. Williston State College, a two-year public college, offers 

associate degrees in health professions such as administrative assistant medical, health 

information management, medical/billing coding, medical transcription, mental 

health/addictions technician, nursing, and speech language pathology assistant.   

All three counties have rates of persons living in poverty that are lower than the state 

average, although Divide and McKenzie counties have higher rates of children living in 

poverty. The rate of children living in poverty is somewhat lower in Williams County as 

compared to the state average. Much of Mercy Medical Center’s service area is rural, 

with an average of 1.6 people per square mile in Divide County and 2.3 people per 

square mile in McKenzie County, compared to the state average of 9.7 people per square 

mile. Williams County, which includes the city of Williston, is closer to the state average 

with 10.8 people per square mile. The fact that portions of the MMC service area are 

rural has implications for the delivery of services and residents’ access to care. 

Transportation can be an issue for rural residents as can isolation, which can have many 

effects on health status.  

When examining demographic information about this area, it is important to keep in 

mind that because of the oil boom, area population and demographics have been 

changing very rapidly in the last few years. Key informant interviews with community 

leaders revealed that few believe the official Census counts are accurate. Community 

leaders believe the Census data significantly understates the true nature of how many 
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people are living in the area, due not only to rapid increase in population but also 

because many of those “living” in the area come for a few weeks at a time, and then 

return to a home base during off work rotations. 

Table 2 summarizes general demographic and geographic data about Richland and 

Roosevelt counties, which comprise a large part of the Montana portion of Mercy 

Medical Center’s service area. 

TABLE 2:  MONTANA COUNTY INFORMATION AND DEMOGRAPHICS 
(From 2010 Census; 2011 estimates used where available) 

 
Richland 
County 

Roosevelt 
County 

Montana 

Population, 2011 estimate 10,128 10,527 989,415 

Population change, 2010-2011 3.9% 1.0% 0.9% 

Land area, square miles 2,084 2,355 145,546 

People per square mile 4.7 4.4 6.8 

White persons  95.7% 36.9% 89.9% 

Non-English speaking 3.4% 3.7% 4.6% 

High school graduates 87.2% 86.2% 91.4% 

Bachelor’s degree or higher 15.9% 15.8% 28.2% 

Live below poverty line 12.6% 24.4% 14.6% 

Children under 18 in poverty 15% 38% 21% 

Persons under 18 years 23.2% 31.5% 22.3% 

Persons 65 years or older 14.5% 10.8% 15.2% 

Median age 41.3 31.6 39.8 

The data indicate that both Montana counties have a lower percentage of individuals 

aged 65 or older than the state average, with Roosevelt County having a more 

pronounced difference. Roosevelt County also has a considerably lower median age 

(31.6 years) than the Montana median age (39.8 years), while Richland County’s median 

age (41.3 years) is slightly higher than the state median. Roosevelt County has a notably 

larger percentage of children and teenagers under the age of 18 – with Richland County 

having a slightly larger percentage – which may indicate an increased need for health 

services for young people. 

Both Montana counties lag well behind the state average in terms of individuals with a 

bachelor’s degree or higher. The rate of residents with a bachelor’s degree or higher 

trails the state average by more than 12 percentage points in both counties. High school 
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graduation rates tend to be closer to the state average, although both counties lag the 

state average, with Roosevelt County having a gap of more than five percent. 

With respect to persons in poverty, Roosevelt County has a considerably higher 

percentage of residents living below the poverty line than the state average, at 24.4% as 

compared to 14.6%. The rate of children living in poverty is even higher in Roosevelt 

County, with 38% of children in poverty, compared to the state average of 21%. 

Richland County’s rate of persons living in poverty is lower than the state average, at 

12.6%; its rate of children in poverty also is lower, at 15%. 

Both Richland and Roosevelt counties are more rural than the state of Montana 

generally. Richland County has an average of 4.7 people per square mile while 

Roosevelt County has an average of 4.4 people per square mile; the state average is 6.8 

people per square mile.  

Health Conditions, Behaviors, and Outcomes  
As noted above, several sources were reviewed to inform this assessment. This data is 

presented below in four categories:  (1) County Health Rankings, (2) public health 

community profiles, (3) preventive care data, and (4) children’s health. One other source 

of information, the Gallup-Healthways Well-Being Index, shows that North Dakota 

ranked second nationally in well-being during 2011. The index is an average of six sub-

indexes, which individually examine life evaluation, emotional health, work 

environment, physical health, healthy behaviors, and access to basic necessities. 

County Health Rankings 
 

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

Wisconsin Population Health Institute, has developed the County Health Rankings to 

illustrate community health needs and provide guidance for actions toward improved 

health. In this report, counties are compared to national benchmark data and state rates 

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

The data used in the 2012 County Health Rankings is pulled from 14 primary data 

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

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

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

health outcomes and health factors. Below is a breakdown of the variables that influence 
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a county’s rank. A model of the 2012 County Health Rankings – a flow chart of how a 

county’s rank is determined – may be found in Appendix C. For further information, 

visit the County Health Rankings website at http://www.countyhealthrankings.org.  

 
Health Outcomes 

 Mortality (length of life) 

 Morbidity (quality of life) 
 

Health Factors 

 Health Behavior 
o Tobacco use 
o Diet and exercise 
o Alcohol use 
o Unsafe sex 

 Clinical Care 
o Access to care 
o Quality of care 

 

 
Health Factors (continued) 

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

 Physical Environment 
o Air quality 
o Built environment 

 

 

Tables 3 and 4 summarize the pertinent information taken from County Health 

Rankings as it relates to Mercy Medical Center’s service area in Divide, McKenzie and 

Williams counties in North Dakota and Richland and Roosevelt counties in Montana. It 

is important to note that these statistics describe the population of each county, 

regardless of where county residents choose to receive their medical care. In other 

words, all of the following statistics are based on the health behaviors and conditions of 

the county’s residents, not necessarily patients of Mercy Medical Center. Moreover, 

other health facilities are located in the Mercy Medical Center service area. As noted 

above, other critical access hospitals are located in Crosby, Tioga, and Watford City, 

North Dakota, as well as Poplar, Sidney, and Wolf Point, Montana.  

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

authors have calculated a national benchmark for 2012. As the authors explain, “The 

national benchmark is the point at which only 10% of counties in the nation do better, 

i.e., the 90th percentile or 10th percentile, depending on whether the measure is framed 

positively (e.g., high school graduation) or negatively (e.g., adult smoking).”  

Each of the county’s ranking also is listed in the tables below. For example, Williams 

County ranks 9th out of 46 ranked counties in North Dakota on health outcomes and 34th 

on health factors. Due to insufficient data, Divide County was not given numerical 

rankings on these measures by County Health Rankings. The variables listed in red are 

http://www.countyhealthrankings.org/
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areas where that county is not measuring up to the state average (and, by extension, the 

national benchmark); the variables listed in blue indicate that the county is not meeting 

the national benchmark on that measure. Measures that are not highlighted in a color 

indicate that the county is doing better than both the national benchmark and the state 

average. Appendix D sets forth definitions for each of the measures. 

TABLE 3:  SELECTED MEASURES FROM COUNTY HEALTH RANKINGS – NORTH DAKOTA COUNTIES 

 
 
 

Divide 
County 

McKenzie 
County 

Williams 
County 

 
National 

Benchmark 
 

North 
Dakota 

Ranking:  Outcomes NR 32nd  9th  (of 46) 

Poor or fair health 8% 11% 11% 10% 12% 

Poor physical health days (in 
past 30 days) 

2.2 1.9 2.9 2.6 2.7 

Poor mental health days (in 
past 30 days) 

2.9 2.7 2.0 2.3 2.5 

% Diabetic 9% 10% 8% - 8% 

Premature death - 10,441 6,723 5,466 6,305 
Ranking:  Factors NR 41st 34th  (of 46) 
Health Behaviors      

Adult smoking 18% 24% 31% 14% 19% 

Adult obesity 30% 34% 30% 25% 30% 

Physical inactivity 33% 30% 32% 21% 26% 
Excessive drinking  - 30% 26% 8% 22% 
Motor vehicle crash death 
rate 

- 41 22 12 19 

Sexually transmitted 
infections 

50 229 202 84 305 

Teen birth rate - 36 38 22 28 
Clinical Care      

Uninsured  13% 14% 12% 11% 12% 

Primary care physician ratio 999:1 5,610:1 1,237:1 631:1 665:1 

Mental health provider ratio 1,998:0 5,610:0 4,949:1 - 2,555:1 
Preventable hospital stays - 126 64 49 64 

Diabetic screening 88% 78% 80% 89% 85% 
Mammography screening - 54% 66% 74% 72% 

Physical Environment      
Limited access to healthy 
foods 

15% 40% 8% 0% 11% 

Access to recreational 
facilities 

102 0 24 16 13 

Fast food restaurants 0% 17% 63% 25% 41% 
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Health Outcomes 
 

With respect to health outcomes, all three counties showed lower percentages of adults 

self-reporting poor or fair health than the state average (12%), with Divide County 

having a rate of 8% and McKenzie and Williams counties both showing a rate of 11%. 

Divide County’s rate also was lower than the national benchmark (10%). Williams 

County also was lagging behind the North Dakota average and the national benchmark 

in terms of self-reported number of poor physical health days each month, with an 

average of 2.9 days. Both Divide and McKenzie counties showed numbers on that 

measure that were better than the state average and national benchmark. For self-

reported poor mental health days, the reverse was true:  Williams County was besting 

both the state average and national benchmark, while Divide and McKenzie counties 

were not measuring up to the state average. 

 

The rate of diabetics in Williams County was even with the state average, at 8%, while 

Divide and McKenzie counties have slightly higher rates of 9% and 10%, respectively. 

The rate of premature death, defined as years of potential life lost before age 75 per 

100,000 population, was slightly higher in Williams County than the state average, while 

McKenzie County’s rate of premature death was considerably higher than the state 

average. 

 

Health Factors:  Williams County 
 

With respect to health factors, including health behaviors, clinical care measures, and 

physical environment, Williams County was not measuring up to the state averages in 

several categories. Williams County showed results that were worse than the state 

average (as well as the national benchmark) on the following measures: 

 

 Adult smoking 

 Physical inactivity 

 Excessive drinking 

 Motor vehicle crash death rate 

 Teen birth rate 

 Primary care physician ratio 

 Mental health provider ratio 

 Diabetic screening 

 Mammography screening 

 Fast food restaurants 



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  19 
 

The gap between the county rate and the state average on the adult smoking measure 

was especially striking, with a rate of 31% in Williams County, which was 12 percentage 

points higher than the state average of 19% and more than twice the national benchmark 

of 14%.  Other measures showing a considerable difference between the county rate and 

the state average were physical inactivity (32% vs. 26%), teen birth rate (38 vs. 28), 

primary care physician ratio (1,237:1 vs. 665:1), mental health provider ratio (4,949:1 vs. 

2,555:1), and the prevalence of fast food restaurants (63% vs. 41%).  

Additionally, Williams County was not meeting the national benchmarks on the 

following measures: 

 Adult obesity 

 Sexually transmitted infections 

 Uninsured residents 

 Preventable hospital stays 

 Limited access to healthy foods 

The rate of excessive drinking (a measure that includes both binge drinking and heavy 

drinking) in Williams County was more than three times the national benchmark. On 

the positive side, the county was meeting the national benchmark – meaning it was 

performing in the top 10% of counties nationally – in terms of access to recreational 

facilities. 

Health Factors:  Divide County 
 
An examination of the measures of health factors in Divide County reveals that the 

county was not measuring up to the state averages in several categories. Divide County 

showed results that were worse than the state average (as well as the national 

benchmark) on the following measures: 

 

• Physical inactivity 

• Uninsured residents 

• Primary care physician ratio 

• Mental health provider ratio 

• Limited access to healthy foods 

 

The rate of physical inactivity in Divide County was highest among the three North 

Dakota counties evaluated and was seven percentage points higher than the state 

average and 12 percentage points higher than the national benchmark. County health 
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rankings did not provide rates for Divide County on the measures of excessive drinking, 

motor vehicle crash deaths, teen births, preventable hospital stays, and mammography 

screening. 

 

Additionally, Divide County was not meeting the national benchmarks on the following 

measures: 

 

• Adult smoking 

 Adult obesity 

 Diabetic screening 

 

On the positive side, the county was meeting the national benchmark – meaning it was 

performing in the top 10% of counties nationally – in terms of sexually transmitted 

infections, access to recreational facilities, and prevalence of fast food restaurants. 

 

Health Factors:  McKenzie County 

 
Of the three North Dakota counties studied, McKenzie County had the most number of 

measures in which the county was falling short of the state averages. McKenzie County 

was not measuring up to the state averages in several categories: 

 

• Adult smoking 

 Adult obesity 

• Physical inactivity 

• Excessive drinking 

• Motor vehicle crash death rate 

• Teen birth rate 

 Uninsured residents 

• Primary care physician ratio 

• Mental health provider ratio 

 Preventable hospital stays 

• Diabetic screening 

• Mammography screening 

 Limited access to healthy foods 

 Access to recreational facilities 

 

McKenzie County had the worst reported rates of the three counties on the measures of 

adult obesity (which was four percentage points higher than the state average and nine 
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points higher than the national benchmark), excessive drinking, motor vehicle crash 

death rate, uninsured residents, primary care provider ratio, mental health care provider 

ratio, preventable hospital stays, diabetic screening, mammography screening, limited 

access to healthy foods, and access to recreational facilities. The rate of excessive 

drinking (a measure that includes both binge drinking and heavy drinking) in McKenzie 

County was nearly four times the national benchmark and eight percentage points higher 

than the state average. 

 

Additionally, McKenzie County was not meeting the national benchmarks on the 

measure of sexually transmitted infections. On the positive side, the county was 

exceeding the national benchmark – meaning it was performing in the top 10% of 

counties nationally – in terms of the prevalence of fast food restaurants. 

 
Table 4 summarizes the County Health Rankings data for the two Montana counties of 

Richland and Roosevelt. 
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TABLE 4:  SELECTED MEASURES FROM COUNTY HEALTH RANKINGS – MONTANA COUNTIES 

 
 
 

Richland 
County 

Roosevelt 
County 

 
National 

Benchmark 
 

Montana 

Ranking:  Outcomes 30th 47th  (of 47) 

Poor or fair health 13% 19% 10% 13% 
Poor physical health days (in past 30 
days) 

2.7 3.8 2.6 3.4 

Poor mental health days (in past 30 days) 2.5 3.1 2.3 3.2 

% Diabetic 7% 13% - 7% 

Premature death 9,929 18,649 5,466 7,403 

Ranking:  Factors 20th 45th  (of 47) 
Health Behaviors     

Adult smoking 17% 33% 14% 19% 
Adult obesity 31% 35% 25% 24% 

Physical inactivity 30% 33% 21% 23% 
Excessive drinking  18% 25% 8% 18% 
Motor vehicle crash death rate 34 41 12 27 
Sexually transmitted infections 194 1,338 84 309 
Teen birth rate 32 96 22 37 

Clinical Care     
Uninsured  21% 26% 11% 22% 

Primary care physician ratio 1,309:1 5,052:1 631:1 1,227:1 

Mental health provider ratio 9,164:0 10,103:0 - 11,127:1 
Preventable hospital stays 77 80 49 61 
Diabetic screening 81% 84% 89% 79% 
Mammography screening 76% 54% 74% 68% 

Physical Environment     
Limited access to healthy foods 11% 35% 0% 10% 
Access to recreational facilities 11 0 16 14 
Fast food restaurants 56% 36% 25% 42% 

 
Health Outcomes 
 

With respect to health outcomes, both counties showed elevated levels of premature 

death as compared to the state average. The rate in Roosevelt County was especially 

high, at more than 2½ times the state average. (The premature death factor measures 

years of potential life lost before age 75 per 100,000 population.) Roosevelt County was 

also notably higher in the percentage of adults reporting poor or fair health, at 19%, 

compared to the state average of 13%; Richland County was even with the state average 
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on this measure. The rate of diabetics in Richland County was the same as the state 

average, at 7%, while Roosevelt County’s rate – 13% – was nearly double the state rate. 

 

In terms of self-reported monthly poor physical and mental health days, Richland 

County was doing better than the Montana average on these measures, while Roosevelt 

County was lagging the state average on poor physical health days. Specifically, 

residents of Roosevelt County reported an average of 3.8 poor physical health days in 

the past 30 days, compared to the state average of 3.4 days. 

 

Health Factors:  Richland County 
 

With respect to health factors, including health behaviors, clinical care measures, and 

physical environment, Richland County was not measuring up to the state averages in 

several categories. Richland County showed results that were worse than the state 

average on the following measures: 

 

 Adult obesity 

 Physical inactivity 

 Motor vehicle crash death rate 

 Primary care provider ratio 

 Mental health physician ratio 

 Preventable hospital stays 

 Limited access to healthy foods 

 Access to recreational facilities 

 Fast food restaurants 

Of note, Richland County’s rates of adult obesity (31%) and physical inactivity (30%) 

were both seven percentage points higher than the state averages (24% and 23%, 

respectively). The motor vehicle crash death rate was notably higher than the state rate 

and nearly three times the national benchmark. The gaps between the county measures 

and the state averages also were considerable with respect to the ratio of county 

residents to mental health care providers and the prevalence of fast food restaurants. 

Additionally, Richland County was not meeting the national benchmarks on the 

following measures: 

 Adult smoking 

 Excessive drinking 

 Sexually transmitted infections 
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 Teen birth rate 

 Uninsured residents 

 Diabetic screening 

On the positive side, the county was meeting the national benchmark – meaning it was 

performing in the top 10% of counties nationally – in terms of mammography screening. 

Health Factors:  Roosevelt County 
 
An examination of the measures of health factors in Roosevelt County reveals that the 

county was not measuring up to the state averages in almost all (all but two) of the 

health factors studied. Roosevelt County showed results that were worse than the 

Montana state average on the following measures: 

 

 Adult smoking 

 Adult obesity 

 Physical inactivity 

 Excessive drinking 

 Motor vehicle crash death rate 

 Sexually transmitted infections 

 Teen birth rate 

• Uninsured residents 

• Primary care physician ratio 

• Mental health provider ratio 

 Preventable hospital stays 

 Mammography screening 

• Limited access to healthy foods 

 Access to recreational facilities 

 

Of the five counties in Mercy Medical Center’s service area that were examined for this 

assessment, Roosevelt County showed the most need for improvement in the factors 

studied.  Rates of adult smoking, adult obesity, and physical inactivity were 14, 11, and 

10 points higher than the state averages, respectively. The rate of adult smoking was 16 

points higher than the rate in adjacent Richland County and more than double the 

national benchmark. 

 

Roosevelt County’s rate of excessive drinking was seven points higher than the state 

average and more than three times the national benchmark. Also alarming were the 
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motor vehicle crash death rate (14 points higher than the state average and nearly three 

and one-half times the national benchmark), the rate of sexually transmitted infections 

(more than four times the state average and nearly 16 times the national benchmark), and 

the teen birth rate (two and one-half times the state rate and more than four times the 

national benchmark).  

 

Other measures showing a large gap between the Roosevelt County rate and the state 

average included the ratios of residents to primary care physicians and mental health 

care providers, mammography screening, limited access to healthy foods, and access to 

recreational facilities. 

 

Additionally, Roosevelt County was not meeting the national benchmarks on the 

following measures: 

 

• Diabetic screening 

 Prevalence of fast food restaurants 

 

Public Health Community Health Profile 

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

profile for the Upper Missouri District Public Health Unit, which includes the counties 

of Williams, Divide, McKenzie, and Mountrail. Data concerning causes of death is from 

2004 to 2008. 

 

In the Upper Missouri District Public Health Unit, the leading cause of death for infants 

and children aged 0 to 4 is anomalies, while unintentional injury is the leading cause of 

death for children and adults aged 5 to 44.  The leading cause of death for those aged 45 

to 54 and those aged 85 and older is heart related. For those aged 55 to 84, cancer is the 

primary cause of death.  Other common causes of death include sudden infant death 

syndrome, suicide, diabetes, stroke, and Alzheimer’s disease. Suicide is the second 

leading cause of death for those aged 15 to 34. A graph illustrating leading causes of 

death in various age groups in the public health unit may be found in Appendix E. 

 

In assessing the region’s health needs, attention also should be paid to other information 

provided in the public health profiles about quality of life issues and conditions such as 

arthritis, asthma, cardiovascular disease, cholesterol, crime, drinking habits, fruit and 
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vegetable consumption, health insurance, health screening, high blood pressure, mental 

health, obesity, physical activity, smoking, stroke, tooth loss, vaccination and crime. 

 

Included in Appendices F and G are the community health data for Richland and 

Roosevelt counties, respectively. Although not necessarily of statistical significance, on 

the measures for which the data were available on a county-level basis, the data for 

Richland County indicate elevated rates (as compared to the rest of Montana) of infant 

and neonatal mortality and low birth weight; mortality due to unintentional injury, 

motor vehicle crashes, and drug-related; and hospitalization rates for stroke, diabetes, 

myocardial infarction, and asthma.  

 

Likewise, the data for Roosevelt County show elevated rates of tobacco use, physical 

inactivity, and obesity; stroke and diabetes prevalence; chlamydia and salmonellosis; 

infant, child, and neonatal mortality; teen births, gestational diabetes, smoking during 

pregnancy, and pre-term birth; mortality due to cancer, unintentional injury, motor 

vehicle crashes, motor vehicle crashes involving alcohol, cerebrovascular disease, 

chronic liver disease, and diabetes; and increased hospitalization rates for diabetes, 

myocardial infraction, and asthma. 

 

Preventive Care Data 

North Dakota Health Care Review, Inc., the state’s quality improvement organization, 

reports rates related to preventive care. They are summarized in Table 5 for Divide, 

McKenzie, and Williams counties.1 For a comparison with other counties in the state, see 

the respective maps for each variable found in Appendix H. 

 

Those rates highlighted below in red signify that county is doing worse than the state 

average on that measure. 

  

                                                                                           
1
   The rates were measured using Medicare claims data from 2009 to 2010 for colorectal screenings, and 

using all claims through 2010 for pneumococcal pneumonia vaccinations, A1C screenings, lipid test 
screenings, and eye exams. The influenza vaccination rates are based on Medicare claims data between 
March 2009 and March 2010 while the potentially inappropriate medication rates and the percent of 
drug-drug interactions are determined through analysis of Medicare part D data between January and 
June of 2010. 
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TABLE 5:  SELECTED PREVENTIVE MEASURES 

 
 
 

Divide 
County 

McKenzie 
County 

Williams 
County 

North Dakota 

Colorectal cancer screening rates 53.5% 45.6% 52.7% 55.5% 

Pneumococcal pneumonia 
vaccination rates 

49.4% 31.7% 51.6% 51.3% 

Influenza vaccination rates 19.9% 18.4% 45.5% 50.4% 

Annual hemoglobin A1C screening 
rates for patients with diabetes 

96.1% 89.1% 91.6% 92.2% 

Annual lipid testing screening rates 
for patients with diabetes 

75.0% 79.2% 81.6% 81.0% 

Annual eye examination screening 
rates for patients with diabetes 

67.3% 59.4% 74.3% 72.5% 

PIM (potentially inappropriate 
medication) rates 

12.6% 15.7% 11.3% 11.1% 

DDI (drug-drug interaction) rates 8.9% 10.6% 9.6% 9.8% 

 

The data indicate that the region comprising Mercy Medical Center’s service area is 

generally falling behind the rest of North Dakota in terms of certain indicators of 

preventive care. McKenzie County lagged the state average in all of the measures, 

Divide County was falling short in all but two of the measures, and Williams County 

was in the bottom half of the state’s counties in four of the eight measures. Especially 

concerning is the fact that McKenzie County was in the lowest quintile (lowest 20%) of 

North Dakota counties on six of the measures: colorectal cancer screening, 

pneumococcal pneumonia vaccination, influenza vaccination, annual hemoglobin A1C 

screening for diabetics, annual eye examinations for diabetics, and potentially 

inappropriate medication rates. Divide County was in the bottom quintile on one 

measure (influenza vaccination). Williams County was not in the bottom quintile on any 

of the measures. 

  

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

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

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

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

family, neighborhood, and social context. Data is from 2007. More information about the 

survey may be found at: www.childhealthdata.org/learn/NSCH.  
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Key measures of the statewide data are summarized below. The rates highlighted in red 

signify that the state is faring worse on that measure than the national average.  

 

TABLE 6: SELECTED MEASURES REGARDING CHILDREN’S HEALTH 
(For children aged 0-17 unless noted otherwise) 

Measure Montana 
North 

Dakota 
National 

Children currently insured 86.8% 91.6% 90.9% 

Children whose current insurance is not adequate to 

meet child’s needs 
31.2% 26.8% 23.5% 

Children who had preventive medical visit in past year 80.5% 78.9% 88.5% 

Children who had preventive dental visit in past year 76.5% 77.2% 78.4% 

Children aged 10-17 whose weight status is at or above 

the 85th percentile for Body Mass Index 
25.6% 25.7% 31.6% 

Children aged 6-17 who engage in daily physical activity 31.5% 27.1% 29.9% 

Children who live in households where someone smokes 26.8% 26.9% 26.2% 

Children aged 6-17 who consistently exhibit positive 

social behaviors 
94.1% 95.6% 93.6% 

Children aged 6-17 who missed 11 or more days of 

school in the past year due to illness/injury 
9.8% 3.9% 5.8% 

Young children (10 mos.-5 yrs.) receiving standardized 

screening for developmental or behavioral problems 
16.7% 17.6% 19.5% 

Children aged 2-17 with problems requiring counseling 

who received mental health care 
67.9% 72.4% 60.0% 

 

The data on children’s health and conditions reveal that while North Dakota and 

Montana are doing better than the national averages on several measures, they are not 

measuring up to the national averages in annual preventive medical and dental visits, 

health insurance that is adequate to meet children’s needs, households with smokers, 

and developmental screening. Approximately 20% or more of the states’ children are not 

receiving an annual preventive medical visit or a preventive dental visit. Lack of 

preventive care now affects children’s future health status. Access to behavioral health is 

an issue throughout the state, especially in frontier and rural areas. Anecdotal evidence 

from the Center for Rural Health indicates that children living in rural areas may be 

going without care due to the lack of mental health providers in those areas. 

Additionally, North Dakota is faring worse than the national average on the number of 

kids engaging in physical activity daily, and Montana is falling short in terms of 

children currently insured and children missing excessive days of school. 
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Table 7 includes selected county-level measures regarding children’s health in North 

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

effort to track the status of children, sponsored by the Annie E. Casey Foundation. KIDS 

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

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

red in the table are those on which the county is doing worse than the state average. The 

data show that all three counties fared worse than the state averages in terms of 

uninsured children and the availability of licensed child care resources. Moreover, two 

of the three counties had higher rates than the state averages on the measures of children 

who are uninsured and living below 200% of the poverty level, rate of Medicaid 

recipients, rate of children enrolled in Healthy Steps (the state’s Children’s Health 

Insurance Program), and rate of high school dropouts. 

TABLE 7: COUNTY-LEVEL MEASURES REGARDING CHILDREN’S HEALTH 

 
 
 

Divide 
County 

McKenzie 
County 

Williams 
County 

North 
Dakota 

Uninsured children (% of population age 0-
18) 

7.8% 9.8% 6.6% 5.8% 

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

4.5% 4.6% 3.3% 3.4% 

Medicaid recipient (% of population age 0-
20) 

29.5% 36.9% 26.0% 27.9% 

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

5.8% 4.3% 1.7% 2.4% 

Children 0-17 living in poverty 40.7% 12.8% 9.7% 14.2% 

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

22.8% 27.2% 16.5% 24.3% 

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

22.5% 8.3% 15.5% 31.0% 

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

0% 3.5% 3.4% 2.1% 

 

The KIDS COUNT data for Montana counties cover different measures than in North 

Dakota, and many of the data are reported solely in raw numbers, not percentages of 

population, so comparisons with the rest of the state are difficult. For information about 

the data collected by KIDS COUNT in Montana, visit www.montanakidscount.org. 
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Survey Results 
Survey Demographics 

Two versions of the survey were administered:  one for community members and one 

for health care professionals. With respect to demographics, both versions asked 

participants about their gender, age, and education level. In addition, health care 

professionals were asked to state their professions and how long they have worked in 

the community, and community members were asked about marital status, employment 

status, household income, and travel time to the nearest clinic and to Mercy Medical 

Center. Figures 2 through 14 illustrate these demographic characteristics of health care 

professionals and community members. 

 

Throughout this report, numbers (N) instead of percentages (%) are reported because 

percentages can be misleading with smaller numbers. Survey respondents were not 

required to answer all survey questions; they were free to skip any questions they 

wished. 

 

Community Members and Health Care Professionals 

 

The results from both the community member version and the health care professional 

version of the survey revealed very similar findings about several demographic 

measures, as well as showed strong alignment between the more substantive 

perceptions of community members and those of health care professionals.  

 

In both response groups, as illustrated in Figures 2 and 3, the number of females 

responding was more than the number of males responding. In the case of community 

members, female respondents outnumbered male respondents more than four to one. 

That difference was less pronounced among health care professionals, with female 

respondents outnumbering male respondents approximately three to one. 
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Figure 2: Gender – Community Members 

 

Figure 3: Gender – Health Care Professionals 

 

A plurality of community members completing the survey were between the ages of 45 

and 54 (N=57). The next most represented group consisted of those between the ages of 

25 and 34 (N=44). The two smallest groups of community members responding were the 

oldest and youngest sets:  those 75 years and older (N=7) and those younger than 25 

years (N=13). With respect to health care professionals, excluding the oldest and 

youngest groups of respondents, there was a fairly even distribution of respondents. The 

largest age group consisted of those aged 55 to 64 (N=19); there were three respondents 

each in the youngest group (younger than 25 years) and oldest group (65 years and 

older). Figures 4 and 5 illustrate respondents’ ages. 
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Figure 4:  Age – Community Members 

 

Figure 5:  Age – Health Care Professionals 

 

Community members represented a wide range of educational backgrounds with the 

largest group, by a fairly substantial margin, having a bachelor’s degree (N=74). The 

next largest groups consisted of those with some college or a technical degree (N=39), 

and those having an associate’s degree (N=36). Given that U.S. Census data indicate 

19.3% of Williams County residents hold a bachelor’s degree or higher, it appears that 

the survey was taken by those more likely to have a formal education than a 

representative survey sample would yield, with more 48% of those survey-takers who 

answered this question having a bachelor’s degree or higher. 
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With respect to health care professionals, approximately equal numbers of respondents 

had a bachelor’s degree (N=22) or a graduate or professional degree (N=21). The next 

most represented group comprised of those with an associate’s degree (N=18). Figures 6 

and 7 illustrate the diverse educational backgrounds of respondents. 

Figure 6:  Education Level – Community Members 

 

Figure 7:  Education Level – Health Care Professionals 
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Health Care Professionals 

Health care professionals were asked to identify their specific professions within the 

health care industry. As shown in Figure 8, respondents represented a range of job roles, 

with the greatest response from nurses (N=27) and clerical personnel (N=14). There were 

12 responses from physicians, but no responses from physician assistants or nurse 

practitioners. 

Figure 8:  Jobs – Health Care Professionals 

 

Health care professionals also were asked how long they have been employed or in 

practice in the area. As shown in Figure 9, a plurality of respondents (N=33) indicated 

they have worked in the area for more than ten years, with nearly as many (N=29) 

responding that they have been working in the area less than five years.  
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Figure 9:  Length of Employment or Practice in Area – Health Care Professionals 

 

Community Members 

Community members were asked additional demographic information not asked of 

health care professionals. This additional information included marital status, 

employment status, household income, and their proximity to the nearest clinic and to 

Mercy Medical Center.  

A large majority of community members (N=132) identified themselves as married, as 

exhibited in Figure 10. 

Figure 10:  Marital Status – Community Members 
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As illustrated by Figure 11, a large majority of community members reported being 

employed full time (N=146), followed by retired (N=19).  

Figure 11:  Employment Status – Community Members 

 

Figure 12 illustrates the wide range of community members’ household income and 

indicates how this assessment took into account input from parties who represent the 

broad interests of the community served, including lower-income community members. 

Of those who provided a household income, the most commonly reported annual 

household income was $50,000-74,999 (N=35), followed by $100,000-149,999 (N=29) and 

$75,000-99,999 (N=26). Sixteen community members reported a household income of less 

than $25,000, while 17 respondents indicated that they preferred not to answer this 

question. 
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Figure 12:  Annual Household Income – Community Members 

 

Community members were asked how far they lived from Mercy Medical Center in 

Williston and how far they lived from the nearest clinic. As shown in Figure 13, a 

majority of respondents answering this question (N=111) reported living within 10 

minutes of Mercy Medical Center. A substantial number of respondents (N=57) reported 

living 10 to 30 minutes from Mercy Medical Center. With respect to distance to the 

nearest clinic, as shown in Figure 14, the results closely mirrored the results of the 

question about distance from MMC. Again, 111 respondents indicated living 10 minutes 

from the nearest clinic, with the number of respondents living 10 to 30 minutes and 31 to 

60 minutes roughly matching the responses to the previous question about distance 

from MMC. 
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Figure 13:  Respondent Travel Time to Mercy Medical Center 

 

Figure 14:  Respondent Travel Time to Nearest Clinic 
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Figure 15:  Health Status - Community Members 
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Figure 16:  Insurance Status – Community Members 
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ranked concern among community members and the fifth ranked concern among health 

care professionals.   

Figures 17 and 18 illustrate these results. 

Figure 17:  General Community Concerns of Community Members  
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Figure 18:  General Community Concerns of Health Care Professionals 
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 The community is changing. It’s no longer a small city with a friendly feeling; 

people are more impatient and unhappy.  People are not celebrating the good 

things happening. 

 It is hard for people who lived here their whole life to continue doing what they 

are used to. 

 Long-time community residents are leaving. What will be left is a transient 

population that has less community values. 

 No one wants to stay in Williston...this is very sad because there were a lot of 

hometown people here 

 Lifelong residents are bitter about the influx of residents due to the oil boom and 

they feel their needs are not being met. 

 Older, long-time residents moving out of town. 

 Our community is growing at a rapid pace and it is hard to keep up with its 

growth with the current resources available.   

 Our community is growing so rapid, we can't keep up.  Too much demand, not 

enough resources. 

 Our town has changed from a beautiful well taken care of town to having lots of 

trash and dirt from trucks and construction.  

 Overall these concerns and lack of adequate change to adjust to the changes that 

have taken place here in the last 5 years affect my desire to stay here and raise a 

family.  They affect the presence of an actual community.  I grew up in this town, 

people have morals and respect for community and neighbors but I feel like 

these concerns continue to affect this in a negative way. More than half of the 

license plates here are from out of state. 

 The people that have been here the longest are being forced out of their homes 

due to the impact of oilfield related workers, and the housing prices are through 

the roof due to oilfield. 

 The quality of life has diminished in this town. Litter is prevalent and the town 

has become filthy. Prior to the oil boom the town was clean and well cared for. 

The elderly were able to live here and still make ends meet.  The environment is 

no longer peaceful and life has become hectic and people are no longer friendly. I 

find myself becoming less courteous and have noticed that others are no longer 

as friendly since the oil boom. The oil boom may have brought jobs, but they do 

not help the people who do not work in the oilfield.  

 They have destroyed our community. 

 This whole community and surrounding areas are not made for the growth we 

have been seeing. No infrastructure at all, elderly have to move away due to 
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increased cost of everything, poor health care, crime is out of control. Need law 

enforcement, everybody is overworked and underpaid except for oilfield people. 

 Too much too soon, we have not been able to comprehend what this rapid 

growth means...which can lead to a sense of hopelessness and burnout in the 

process.   

 We are losing the "grass roots" people, many who helped build this community. 

Another issue that emerged as a theme from the comments was increasing cost of living 

in the area. Commenters pointed not only to unaffordable housing, but also to 

increasing costs of other goods and services. A sampling of these comments follows: 

 Everyone is charging more than necessary thus making it a gold rush 

community. 

 It is almost impossible to afford to live here. 

 The people are getting so greedy (landlords, mortgage companies). I hate that so 

many of our seniors are being kicked out. It would appear we have a community 

that doesn't care about our seniors who have been here so long and have 

maintained homes, jobs, and they have ties to the community. 

 If we could stop the price gouging, higher wages wouldn't be as necessary. 

 Most people will not be able to live healthy lifestyles because of too much cost of 

living here in Williston compared to the earnings. I hope government will give 

importance to jobs like hospital employees, teachers, policemen who are working 

so hard for the community but cannot afford the cost of living here which is only 

designed for oilfield worker’s salary. 

 Nurses can't afford to live here without decent competitive wages. 

 Oilfield wages are good but healthcare wages are very low and hard to make it 

in this community with high groceries, cost of living and Bakken prices. 

 People have had to leave town because they are unable to pay their rent when it 

was jacked-up by ruthless landlords. There should be a rent control law for sure. 

 Population increase has exceeded all resources. With increase in cost of living, 

need to work 3 jobs to afford to live in Williston. 

 The cost of housing is insane. My family pays $3200 a month for a tiny two-

bedroom, one-bath apartment that doesn't even have a washer and dryer in it. 

 The other area of surprise is the amount of greed and taking advantage of 

everyone in this area whether or not if they have been a part of the community 

they live in or not.   
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Also emerging from the comments were concerns about safety and crime, with several 

survey-takers saying they no longer felt safe going out into their community at certain 

times or in certain locations. Comments included: 

 Going out to Walmart in the late evening by oneself, as a female can be a scary 

thing and even at my age, I won't do it anymore. 

 The community feels unsafe to me.  I'm not comfortable walking after dark.  I 

used to be okay with it. 

 I am especially concerned about police presence because that affects crimes, 

traffic safety, domestic violence, litter, and drug abuse. 

 Do not dare to even go to Walmart by yourself and for sure not at night, the men 

are creeps and follow you. 

 You only hear rumors about the crime in Williston. Nothing is published in the 

paper. You read articles how crime has increased here then the police put an ad 

in paper saying people are overreacting. 

Community Health Concerns  

Similar to the question about general community concerns, respondents were asked to 

review a list of potential community health concerns and rank them on a scale of 1 to 5 

based on the importance of each potential concern to the community, with 5 being more 

of a concern and 1 being less of a concern. Community members and health care 

professionals were in alignment on three of the four top four ranked concerns. 

Community members chose not enough health care staff in general (4.54) and adequate 

number of providers and specialists (4.47) as the first and second most important 

concern, respectively. Likewise, health care professionals slotted these two concerns at 

the top, ranking them in a tie for first place with an average ranking of 4.54. Both groups 

of survey-takers also ranked mental health among their top four concerns, each ranking 

it fourth (3.75 for community members; 3.96 for health care professionals). Rounding out 

the top four concerns among community members was higher costs of health care for 

consumers, which was third with an average ranking of 4.10 (this concern was fifth 

among health care professionals). Among health care professionals, addiction/substance 

abuse was the third highest ranked concern, with an average ranking of 4.10 (this 

concern was fifth among community members). 

Concerns that were perceived most different between the two groups were: violence, 

which was the ninth highest ranked concern among community members and 15th 

among health care professionals; financial viability of hospital, 11th among community 

members and sixth among health care professionals; focus on wellness and prevention, 
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13th among community members and 18th among health care professionals; and diabetes, 

17th among community members and 12th among health care professionals. 

Figures 19 and 20 illustrate these results. 

Figure 19:  Community Health Concerns of Community Members  
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Figure 20:  Community Health Concerns of Health Care Professionals 

 

As with the question about general community concerns, in addition to assigning a 1-to-

5 ranking to each potential health concern, respondents also were asked, in an open-

ended question, how these concerns impact the community. Forty-seven community 

members answered this question, as did 16 health care professionals. 

A large number of comments noted the challenges associated with a shortage of 

providers and health care staff, with many specifically mentioning long wait times for 

an appointment to see a provider. Commenters also discussed issues with recruiting and 

retaining health care professionals, especially in light of the area’s increasing costs of 

living. Specific comments included: 

 The community struggles to fill positions in all health care fields. Wait times are 

long to see physicians and health care professionals are stressed. Quality of care 

will continue to deteriorate as population grows and number of professionals 

decreases or stagnates. The same goes for teachers, police and firefighters as well. 

 It would make a difference if we had more providers available & dentists as well. 

It would also make a big difference if we didn't have such a hard time with 

finding adequate staff. 

3.26 

3.34 

3.38 

3.38 

3.42 

3.46 

3.48 

3.49 

3.49 

3.58 

3.59 

3.64 

3.73 

3.86 

3.96 

4.10 

4.54 

4.54 

0.00 0.50 1.00 1.50 2.00 2.50 3.00 3.50 4.00 4.50 5.00

Focus on wellness and prevention of disease

Pain management

Suicide prevention

Violence

Cancer

Distance/transportation to health care facility

Diabetes

Accident/injury prevention

Heart disease

Obesity

Access to needed technology/equipment

Emergency services available 24/7

Financial viability of hospital

Higher costs of health care for consumers

Mental health

Addiction/substance abuse

Adequate number of providers/specialists

Not enough health care staff in general



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  48 
 

 Need more providers. Not enough for increase in populations.  It is crazy to have 

to wait four weeks to get in. 

 Patients who move to town do not have adequate health care. It’s with diabetes 

or other diseases you have to wait months to establish a health care provider, 

only then to be needing meds sooner. 

 We don't have enough qualified health care workers to cover the needs of our 

community – crisis! 

 Huge impact! The hospital is growing, yet there is no one to work here. We have 

no daycare for our staff and no housing to house new employees. We are getting 

them from the Philippines! The nurses are doing housekeeping duties! 

 The lack of adequate staff severely limits what we should be able to care for. The 

end result is we transfer a marked excess of patients and end up overwhelming 

our ambulance services and surrounding community health services. 

Another theme appearing in the comments about community health needs was the lack 

of mental health services. Commenters discussed the effect on residents with mental 

health needs, effects on crime rates, and the need to divert resources to transport mental 

health patients to other facilities. Among the comments were: 

 Behavioral health is lacking in this community. No resources. 

 Due to no inpatient mental health/chemical dependency services patients need to 

be transferred elsewhere.  Transportation is limited if the patient needs 

ambulance transfer. 

 Mental health is the backbone of any community. 

 People have to go to Minot for inpatient mental health and detox. 

 Community as a whole suffers with more crime and violence due to lack of 

mental health facilities; when the hospital discharges a patient often the ball is 

dropped with their care and recovery without mental health services available. 

With traffic and oilfield accidents mental health consults should be the norm to 

help with PTSD and other mental health aspects, and when these services are not 

available the negative effects on the patient can last a lifetime! 

Awareness of Services  

The survey asked community members whether they were aware of the services offered 

locally by Mercy Medical Center as well as services offered locally by other providers. 

The health care professional version of the survey did not include this inquiry as it was 

assumed they were aware of local services due to their direct work in the health care 

system. The survey question was asked in subparts, with locally available services 
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divided into five categories: (1) general, (2) acute, (3) screening and therapy, (4) 

radiology, and (5) services offered locally by providers other than Mercy Medical 

Center. 

Community members taking the survey generally were aware of many of the services 

offered by Mercy Medical Center and other local providers. Community members were 

most aware of the following services (with the parenthetical number indicating the 

number of survey-takers responding that they were aware of the service):   

 Ambulance (N=182) 

 Intensive care unit (N=177) 

 Cancer treatment center (N=176) 

 Surgical services (N=176) 

 General x-ray (N=174) 

 Hospital (acute care) (N=173) 

 MRI (N=173) 

 Emergency room (N=171) 

 Dialysis (N=169) 

 CT scan (N=169) 

 Diabetes education (N=168) 

 Laboratory services (N=168) 

 Obstetrics (N=167) 

Respondents were least aware of the following services, with the parenthetical number 

indicating the number of survey-takers responding that they were aware of the service: 

 Behavioral health services (N=122) 

 Nuclear medicine (N=139) 

 Pain management (N=146) 

 Physical/occupational therapy (N=146) 

 Orthopedic services (N=147) 

 Hospitalist program (N=151) 

 Sleep laboratory (N=156) 

 Bone-density (N=156) 

 Spiritual care services  (N=157) 

 Childbirth education (N=158) 

 Clinic (Craven-Hagan Clinic)  (N=158) 

 Pediatric/child care (N=158) 

 Occupational health clinic (N=158) 
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 Chiropractic services (N=158) 

These services with lower levels of awareness may present opportunities for further 

marketing, greater utilization, and increased revenue. Figures 21 to 25 illustrate 

community members’ awareness of services. 

Figure 21:  Community Members’ Awareness of Locally Available                             

General Health Care Services 

 

 

Figure 22:  Community Members’ Awareness of Locally Available                              

Acute Health Care Services 
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Figure 23:  Community Members’ Awareness of Locally Available      

Screening/Therapy Services 

 

Figure 24:  Community Members’ Awareness of Locally Available Radiology Services 

 

Figure 25:  Community Members’ Awareness of Services Offered by Providers Other 

than Mercy Medical Center 
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services from their insurance company, through word of mouth, and from the local 

“shopper” newspaper. As one participant said, “Advertising has been good. I see front-

page ads in the shopper. There is a lot of promotion when a new service is offered.” 

Health Service Use  

Community members were asked to review a list of services provided locally by Mercy 

Medical Center, as well as by other local providers, and indicate whether they had used 

those services at MMC, at another facility, or both. Figures 26 to 30 illustrate these 

results. 

Community members responding indicated that the services most commonly used 

locally were: 

 Clinic (Craven-Hagan Clinic)  (N=124) 

 Dental services (N=120) 

 Optometric/vision services (N=115) 

 Emergency room (N=111) 

 Laboratory services (N=86) 

 General x-ray (N=83) 

 Surgical services (N=73) 

 Chiropractic services (N=72) 

Respondents indicated that the services they most commonly sought out of the area 

were:  

 Surgical services (N=28) 

 Clinic (N=25) 

 General x-ray (N=21) 

 Ultrasound (N=21) 

 Laboratory services (N=20) 

 Digital mammography (N=17) 

 Emergency room (N=15) 

 MRI (N=15) 

 Behavioral health services (N=15) 

As with low-awareness services, these services – for which community members are 

going elsewhere – may provide opportunities for additional education about their 

availability from the local health system and potential greater utilization of local 

services. 
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Figure 26:  Community Member Use of Locally Available General Health Care Services 

 

 

Figure 27:  Community Member Use of Locally Available Acute Health Care Services 
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Figure 28:  Community Member Use of Locally Available Screening/Therapy Services

 

Figure 29:  Community Member Use of Locally Available Radiology Services

 

Figure 30:  Community Member Use of Services Offered by Providers Other than 
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Additional Services  

In another open-ended question, both community members and health care 

professionals were asked to identify services they think Mercy Medical Center needs to 

add. Seventy-five community members provided responses to this question, as did 33 

health care professionals. Among community members, the most common suggestions 

were (followed by the number of community members making note of the desired 

service): 

 Mental health services (21) 

 Cardiology services (17) 

 Substance abuse services (15) 

 Other specialists (10) (including pediatrics, pulmonology, nephrology, allergy, 

neurology) 

 Improved emergency room services (6) 

 Dermatology services (5) 

 Improved facilities (5) 

 

Suggestions from health care professionals were: 

 Other specialists (11) 

 Orthopedics services (4) 

 Improved emergency room services (4) 

 Urgent care/walk-in clinic (4) 

 Mental health services (3) 

 Cardiology services (3) 

 Substance abuse services (3) 

 On-site daycare (3) 

Reasons for Using Local Health Care Services and Non-Local 
Health Care Services 

The survey asked community members why they seek health care services at Mercy 

Medical Center and why they seek services at another health care facility. Health care 

professionals were asked why they think patients use services at Mercy Medical Center 

and why they think patients use services at another facility. Respondents were allowed 

to choose multiple reasons. 
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Community members most often chose convenience (N=134) and familiarity with 

providers (N=107) as the reasons for seeking care at Mercy Medical Center. Other 

reasons commonly cited by community members for seeking care at Mercy Medical 

Center were proximity (N=84) and that Mercy Medical Center takes their insurance 

(N=83). Health care professionals chose the same top six reasons as community members 

when asked why they believe patients seek care at Mercy Medical Center.  Figures 31 

and 32 illustrate these responses. 

Figure 31:  Reasons Community Members Seek Services at Mercy Medical Center 
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Figure 32:  Reasons Health Care Professionals Believe Community Members Seek 
Services at Mercy Medical Center 
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Figure 33:  Reasons Community Members Seek Services at Other Health Care Facilities 

 

Figure 34:  Reasons Health Care Professionals Believe Community Members Seek 
Services at Other Health Care Facilities 
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Barriers to Accessing Health Care 

Both community members and health care professionals were asked what would help to 

address the reasons why patients do not seek health care services in the Williston area. 

Community members and health care professionals agreed in their top recommendation 

that greater ability to get medical appointments (N=146 for community members; N=63 

for health care professionals) would help remove a barrier to using local care. The next 

most commonly perceived barriers by community members were lack of doctors 

(N=118), lack of evening or weekend hours (N=104), and lack of specialists (N=98). 

Health care professionals were consistent with community members in identifying what 

they perceived as the next three barriers to local health care, although they ranked them 

in a slightly different order: lack of specialists (N=47), lack of doctors (N=44), and lack of 

evening or weekend hours (N=43). 

See Figures 35 and 36 for additional items that may help remove barriers to local health 

care use.  

Figure 35:  Community Members’ Perceptions of Barriers to Using Local Care 
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Figure 36:  Health Care Professionals’ Perceptions of Barriers to Using Local Care 
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 An urgent care clinic with weekend and evening hours to take the stress and 

expense of the ER off. This would allow ER to handle traumas and also less 

critical concerns to be called for more expediently, and affordably. 

 Attract more medical specialists and add more facilities. 

 Cleaner hospital and more support staff. 

 I am very concerned about the staff shortages, use of traveling staff in many 

areas of MMC.  I am not confident that I am getting quality care or that my other 

family members are.  Special concerns are surgery and OB.  I sense MMC is not 

just in survival mode but crisis mode. 

 I believe the oilfield has negatively impacted the hospital and health care in 

general in this community. The hospital is no longer as clean as it used to be and 

how can it be when the environmental services is not fully staffed. A person does 

not know how valuable a department is until it can no longer function properly, 

the same way with dietary. The staff of both departments do an extremely 

valuable job and work short staffed frequently. I believe the wages for the 

hospital staff should come in line with at least Walmart and the oilfield.  

 The hospital has to increase wages in order to get people interested in working 

here.  Lots of people are working elsewhere simply because the wage is higher 

and they cannot afford to live in this community at minimum wage or slightly 

above.    

 Not enough providers.  I drive to Bismarck to go to MD because I know I can get 

in. 

 Offer services at different hours later in the day. Offer sick child day care. Offer 

day care for employees. 

 The understaffing as well as the lack of specialty and technology.  They seem to 

rush you out of the hospital only to be hospitalized elsewhere because we have 

such a lack of providers.  

 We desperately need substance abuse treatment facilities and specialists such as 

cardiologists, neurologists, psychiatrists, and psychologists. 

 At this juncture, there is simply a critical staffing issue; there are not enough 

quality stable health care providers for the needs of the community.  There is a 

lack of skilled nurses, radiology techs, lab techs, reception personnel -- all of this 

affects the outcomes and the ability to deliver quality health care. In addition, the 

community needs behavioral services and addiction services so badly -- even if 

it's not a money maker -- it's a community need!   

 Also concerned about safety of the health care staff against desperate individuals 

and criminals moving in the community. 



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  62 
 

Awareness and Support of Foundation 

Residents were surveyed on their awareness and support of MMC’s Foundation. 

Survey-takers first were asked, “Are you aware of Mercy Medical Center’s Foundation, 

which exists to financially support MMC?”  As shown in Figure 37, a wide majority of 

community members (N=157) indicated that they were aware of the foundation, as were 

a wide majority of health care professionals (N=63). 

Figure 37:  Are You Aware of MMC’s Foundation? 

Community Members          Health Care Professionals 

 

Community members next were asked whether they had supported the Mercy Medical 

Center Foundation in any of a number of enumerated ways. Respondents were allowed 

to choose more than one response. Eighty-eight participants responded to this question. 

As illustrated in Figure 38, a plurality of those responding who indicated a form of 

support for the foundation indicated that they had supported the foundation through 

memorials or honorariums (N=31); the next most common method of support (N=29) 

was through the cancer center’s capital campaign. 
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Figure 38:  Support of MMC’s Foundation 
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Figure 39:  Community Members – Could Mercy Medical Center                            

Improve Collaboration? 

 

Figure 40:  Health Care Professionals – Could Mercy Medical Center                     

Improve Collaboration? 
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opportunities, and recreational sports and activities. Other attributes that were often 

identified (90 or more responses from community members) include academic 

opportunities and institutions, general proximity to work and activities, outdoor and 

nature, and specific events and festivals. Figures 41 to 45 illustrate the results of these 

questions. 

Figure 41:  Best Things about the PEOPLE in Your Community 

 

Figure 42:  Best Things about the SERVICES AND RESOURCES in Your Community 

 

15 

21 

26 

31 

66 

89 

105 

129 

8 

11 

12 

13 

20 

29 

47 

40 

0 50 100 150 200

Sense that you can make a difference -
government is accessible

Other

Forward-thinking ideas (e.g. social values,
government)

Tolerance, inclusion, open-mindedness

People aware of/engaged in social, civic,
or political issues

Sense of community/feeling connected
to people who live here

Community is socially and culturally
diverse and/or becoming more diverse

People are friendly, helpful, supportive

Community
Members

Health Care
Professionals

9 

16 

23 

35 

49 

72 

77 

98 

5 

9 

6 

16 

23 

27 

27 

31 

0 50 100 150 200

Restaurants and food

Transportation

Downtown and shopping

Public services and amenities

Other

Quality school systems/educational
institutions/youth programs

Health care

Academic opportunities and institutions

Community
Members

Health Care
Professionals



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  66 
 

Figure 43:  Best Things about the QUALITY OF LIFE in Your Community 

 

Figure 44: Best Things about the GEOGRAPHIC SETTING of Your Community 
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Figure 45:  Best Thing about the ACTIVITIES in Your Community 
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 Nothing. Schools, restaurants, the hospital, and the downtown shopping area are 

a joke. 

 None of these are adequate. Lack of restaurants and shopping facilities. Walmart 

is filthy and I feel unsafe shopping there. Gas prices are ridiculous. Airport has 

improved by adding Delta and United Airlines. Difficult for patients to find and 

get appointments with physicians and dentists. We need a much better plan of 

action for promoting community health. Do we even have one? 

 I do not feel that any of these deserve a vote. 

 I feel the community is lacking in resources in almost all areas- need more 

development. 

 All of these need to improve! 

 I can’t chose 3, we have one college, no shopping, inadequate healthcare, 

overcrowded schools, restaurants close at 8 and if they don't you can't get in, 

roads in terrible shape and traffic. We have no infrastructure for this boom. 

 These are my answers PRE-BOOM. 

 The quality of life has really been diminished for those of us that have lived here 

a long time. It is no longer a safe, clean place to live. There are limited places to 

eat, etc. 

 The best things about the quality of life in this community used to be a healthy 

place to live, informal simple, laidback lifestyle, and a safe place to live. This is 

no longer true. The quality of life is no longer what it was. 

 The beauty of the area has been severely marred since the oil activity started, 

flares and exhaust make me question the air quality. 

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

community that are not reflected in the questions above?”  Although negative 

responses were not as prevalent as they were in the “other” responses in the 

previous questions, with a few exceptions the responses overall tended to reflect an 

attitude that the recent changes to the community have been perceived negatively.  

Specific responses – both positive and negative – included:  

 The resilience of the long-time residents. 

 Low unemployment is the only good thing about it. 

 Being from here the family and friends to connect with and get away from the 

horrible craziness here. 

 People remain very willing to help others.  

 I know we have a community here, I just rarely am able to see it. After attending 

a Tetons hockey game and other community events, I was able to feel like I am 
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involved in a community again. In the daily hustle and bustle of the oilfield and 

with the influx of new people, I feel like our community continues to lack the 

actual feeling of a community but it does not lack actual substance once it is 

found at social/community events. 

 The people that have lived here a long time they are good loyal citizens who do 

not like the busyness now and the inconvenience of the influx of people. 

 Resilient. This community managed through other crisis in the past and will 

weather this as well. Hopefully, better at the other side. 

 The oilfield has taken the best things about this community away.  

 What used to be! 

 Wish I could afford to live somewhere else. 

 The new love, ideas, and enthusiasm all our new people are bringing in. 

 Even though the huge impact from the oil, the majority of Willistonites will help 

those in need. 

 

Findings from Key Informant Interviews and 
Focus Group 

 

The questions posed in the survey also were explored during a focus group session with 

the Community Group as well as during key informant interviews with community 

leaders and public health professionals. Several themes emerged from these sessions as 

well as from the responses to the open-ended questions posed in the survey. Many of 

the same issues that were prevalent in closed-ended survey responses also emerged 

during the focus group, key informant interviews, and open-ended survey responses,  

but additional issues also appeared. Generally, overarching thematic issues that 

developed during the interviews can be grouped into six categories (listed in no 

particular order): 

 

1. Need for mental health services 

2. Need for substance abuse services 

3. Shortage of providers 

4. Shortage of health care staff 

5. Ensuring adequacy of EMS services 

6. Cost/availability of housing/services (e.g., day care) 

A more detailed discussion about these other noteworthy issues follows: 
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1. Need for mental health services 

Participants identified several mental health needs in the community, including 

depression, everyday stress, anxiety, and suicide. Multiple participants talked about 

how mental health impacts many other facets of community life, such as crime, violence, 

traffic “road rage,” and inability to work. Residents emphasized the cumulative effects 

of the stress of living in a rapidly changing town, noting that the day-in, day-out stress 

takes an enormous toll on mental health. 

A large number of participants also lamented the loss of the mental health clinic at a 

time when it seemingly is needed more than ever. Participants talked about how the loss 

of mental health services has put additional burdens on other community resources, 

such as law enforcement personnel, who are responsible for transporting mental health 

patients to other cities, and emergency medical service personnel, who deal with acute 

mental health episodes. 

Specific comments included: 

 We need more services for people with depression.  I’ve heard others mention 

this as well. 

 Mental health in this area is really underserved.  People are under the stresses of 

80 hour weeks and the stresses of the rigs. 

 People’s lives are so out of whack here. 

 Mental health services are a huge need. Every system is depleted in this 

environment. 

 Not having a mental health clinic has been a devastating blow to the area. 

 Mental health is a big thing – not having enough professionals here.  Even if we 

had some facility in western ND it would help. 

 Stress is a big issue here.  Williston chews people up and spits them out.  Of all 

the places oil workers go, this has the reputation of being the hardest, because of 

hours, location, and lack of amenities. 

 Lack of mental health services is a big void for law enforcement when dealing 

with people who need these services.  It’s getting worse with all the new people. 

 Suicide prevention is an issue – general public doesn’t realize how big of a 

problem this is. 

 Everyone is under stress.  There are so many changes going on.  Every area of 

our lives is being changed.  It’s all coming so fast. The oilfields present a different 

kind of stress for those who work there. 

 



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  71 
 

2. Need for substance abuse services 

As with mental health, the need for substance abuse services was mentioned repeatedly 

by community members and health care professionals alike. More than one participant 

used the word “desperate” in describing the need for these services. Similar to 

commenters talking about the loss of the mental health clinic, participants said the loss 

of the drug and alcohol recovery center came at a time when it is most needed. Health 

care professionals talked about the challenges of recruiting a psychiatrist to town. 

Participants also discussed issues caused by the lack of substance abuse treatment, 

including the need to transport intoxicated individuals to Minot for detoxification as 

well as domestic violence. Several participants also said the issue was becoming more 

acute with a larger volume of transient people in the area. 

Specific comments from participants included: 

 Substance abuse is the #1 issue. Losing the psychiatrist has been a killer.   

 Addiction and substance abuse becoming a bigger issue with a larger volume of 

transient people. 

 Addiction/substance abuse.  Big issue.  It’s the nature of oil rig work.  Some guys 

working 140 hours and it’s hard to stay awake so they’re reaching for 

prescription drugs to help stay awake.  Our company has had to get rid of 

multiple employees because of alcohol issues. 

 Drugs in school are a concern.  There was a school expulsion last year for drugs. 

The school has done drug-dog searches at the high school, and will be doing 

more of these in the high school and middle school.   

 At one time there was drug and alcohol recovery center.  No longer.  This is a big 

concern.  We need to hire 1-2 psychiatrists.  The problem is finding psychiatrists 

and convincing them to move here. There is extreme shortage of psychiatrists 

across the country. 

 Alcoholism is big here. 

 Williston desperately needs an alcohol/drug abuse treatment center.  If a person 

needs to detox, they need to be driven to Minot now.  

 Addiction runs rampant in Williams County. 

 

3.   Shortage of providers 

Participants voiced serious concerns about the adequacy of the number of providers in 

the community. Community leaders were concerned about not only recruiting 
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physicians to a city that is gaining a reputation as being a stressful place to live, but also 

retaining the providers already there. 

This concern is consistent with the perceptions of those who took the survey. Among 

survey-takers, community members and health care professionals collectively agreed 

that “adequate number of health care providers and specialists” was one of the most 

pressing community health concern (tied for first among health care professionals and 

ranked second by community members). Many commenters tied the perceived shortage 

of providers to long wait times for an appointment, which is leading residents to travel 

out of town for both specialty and primary care. 

Participants’ comments included: 

 We don’t have specialty doctors.  That’s a real need. 

 People can’t get an appointment because there’s a shortage of doctors.  Some 

doctors are not taking new patients.  This forces many people to go to Minot. 

 Providers are getting burned out. Things like ER absolutely need to be staffed, so 

those that are here just work longer hours. 

 Adequate number of providers – kids can’t get into clinic/can’t get vaccinations. 

 We need 2-3 full-time ER doctors.  It’s not uncommon to wait 4-8 hours to get 

seen in the ER.  If ambulance brings you in, you go to top of list, so people are 

calling 911 for little things.  The level of service could definitely be improved in 

the ER. 

 People are going elsewhere because they can’t get appointments here.  Some 

pregnant women need to go to Minot for appointments because they can’t get in 

here. 

 Dental service is hard to get.  People need to drive far to get care.  People going 

to Dickinson, Billings, and Bismarck to see a dentist. 

 Hard to get into to see a dentist here.  They are booked about 6-8 months out.  I 

think the same is true with eye doctors. 

4.  Shortage of health care staff 

Related to the concerns about adequacy of the numbers of providers were concerns 

about the shortage of health care staff in general. Participants tended to suggest that the 

number one factor affecting this concern, at least as it relates to certain health care 

workers, was the level of wages that health care organizations can offer. Employees 

whose skills also are valued by other industries (such as the energy industry) find that 

they may be able to earn considerably more in a non-health-care setting. While 
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participants tended to see more factors at play in attracting physicians and mid-levels to 

the area – such as quality of life, limited support from specialists, and convincing these 

providers’ families to relocate to a region many see as lacking in amenities – they 

suggested that with other health care workers the primary issues were wages and the 

levels of stress associated with working in a fast-paced, fast-changing environment. 

As with adequacy of levels of providers, concerns about general health care staffing 

were consistent with those voiced by residents participating in the survey. Survey-takers 

– both community members and health care professionals – collectively ranked “not 

enough health care staff in general” as the most important health concern 

Specific comments included: 

 Shortage of staff is a huge factor. It’s not the fault of Mercy. 

 People are going to the ER in Watford City or Sidney because they don’t even 

want to come to this one because they can’t wait 4, 5, 6 hours.  Sometimes they 

need to call in more staff but there aren’t enough workers. It becomes a big 

image issue. I hear this every day. 

 Staffing is a big problem for re-establishing a mental health clinic, not just about 

finding psychiatrist. 

 I think Mercy does a great job overall, but when we are short staffed it overall 

affects patient care and our reputation as a hospital in general in a negative way. 

 Lack of affordable housing in general and daycare makes it hard to find 

dependable staff. 

 The understaffing of the hospital, clinics, and especially ER is very concerning. 

Going to ER is more traumatic than the cause of being there. I am aware of the 

strain on our medical staff because of the lack of housing for hospital staff. 

 

5. Ensuring adequacy of EMS services 

While this concern was not voiced as universally as some other concerns, those who 

work in emergency medical services, law enforcement, and the health care system 

perceived the adequacy of EMS services as a critical and growing need. Participants said 

that due to the increase in energy development activities, traffic and workplace 

accidents have risen sharply. As noted in a recent article by Stanford University’s Rural 

West Initiative, in pre-boom times, the MMC emergency room saw 8,000 visits in a 

normal year. In 2013, that number is expected to more than triple. MMC officials also 

report the kinds of injuries are different, with MMC seeing a doubling of traumatic 

orthopedic injuries in the last couple of years, from both oilfield and highway accidents. 



_____________________________________________________________________________________________ 
 

_____________________________________________________________________________________________ 
Community Health Needs Assessment  74 
 

Connected to the concern about the limited availability of local mental health and 

substance abuse services, many participants noted that the ambulance staff is devoting 

an increasing amount of its resources to transporting these patients to other locations, 

taking these resources out of the community where they may be needed. 

Among specific comments about this issue were: 

 The community needs to find a way to help the ambulance service.  We are 

working on a master plan for emergency services – hoping to get some money in 

to work with consultant.  We’re looking at the community as a whole. 

 As far as EMS, I think the city is looking at whether we need another EMS 

location or station to deal with all the growth. 

 Concern that there are not enough ambulances when there’s accident with injury.  

 People don’t pull over for emergency vehicles.  We want a response time of 2-4 

minutes on emergency calls, and that’s becoming a real challenge with traffic.  

 Over time, we’ll add more emergency substations spread over town and that will 

help.  At first of year we’ll also have 6 more EMTs so we’ll have 2 full-time shifts 

per shift.  

 We do not have enough funding for emergency services.  Property taxes take too 

long to catch up for a rapidly expanding community. 

 We need more full time emergency services personnel.  I feel that they are over 

worked.  This may cause concerns in patient care, and things may get missed 

that are clinically significant. 

 

6. Cost/availability of housing/services (e.g., day care) 

 

Several participants suggested that at the heart of many of the issues facing the delivery 

of health care in the region is the cost and availability of housing and services, especially 

daycare. Several of the issues associated with attracting and retaining both providers 

and health care staff in general can be traced back to workers not being able to find 

affordable housing or daycare. Some participants suggested that the stress caused by the 

lack and affordability of basic necessities may be impacting mental health and substance 

abuse issues among area residents as well. 

Specific comments included: 

 Rates for housing and day care are big problem.  Day care can be $1K per week 

and 2-bedroom apt can be $3K per month. 

 The biggest barrier is cost of living.  We hope this will stabilize over time. 
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 Child care is a huge issue.  Sometimes it’s hard to hire a parent because of issues 

getting child care. 

 Day care is a problem.  It keeps people from coming to work. 

 Lack of affordable housing.  If you have someplace to live, you can find a job 

here. 

 Housing is an issue, and oil companies are trying to get away from having to 

provide housing.  If there are 2 applicants and one already has housing lined up 

and the other doesn’t, the one with housing is in. 

 My top concern is adequate availability of child care.  People may have care for 

one child, but then if they have another, the day care provider can’t take the 

second child, so the parent has to quit their job.  

 We need more workers, and it goes back to having affordable housing. We’ve 

really got to work on infrastructure-having affordable housing. 

 Law enforcement/medical staff/teachers can’t afford housing. 

Priority of Health Needs 

The Community Group held its second meeting on February 12, 2013. Nine members of 

the group attended the meeting. A representative from the Center for Rural Health 

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

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

(including perceived community health and community concerns, why patients seek 

care at MMC, community collaboration, and barriers to care), and findings from the 

focus groups and key informant interviews.  

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

and discussion about the findings, each member of the group was asked to identify on a 

ballot what they perceived as the top five community health needs. The results were 

totaled, and the concerns most often cited were: 

 Limited number of primary care providers (7 votes) 

 Limited number of mental health care providers (6 votes) 

 Elevated rate of excessive drinking (5 votes) 

 Lack of affordable housing (5 votes) 

Based on the Community Group’s feedback about the prioritization of community 

health needs, the needs were categorized into four groups:  those receiving five or more 
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votes (listed above), those receiving two to four votes, those receiving one vote, and 

those receiving no votes. A summary of this categorization may be found in Appendix I.  

Summary  

This study took into account input from approximately 280 community members and 

health care professionals from multiple communities as well as 27 community leaders 

and residents. This input represented the broad interests of the community served by 

Mercy Medical Center. Together with secondary data gathered from a wide range of 

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

the community. 

An analysis of secondary data reveals that McKenzie and Williams counties in North 

Dakota and Richland County in Montana have median ages that are close to the 

respective state medians. Divide County, North Dakota, meanwhile, has a substantially 

higher median age, which may indicate a need for increased health care services to 

attend to an aging population. Roosevelt County, Montana, has a substantially lower 

median age than the state average and a notably higher proportion of residents under 

age 18, which may indicate a need for health care services geared toward children and 

adolescents. Roosevelt County also had a markedly higher rate of persons living below 

the poverty line as compared to the Montana average. 

The data compiled by County Health Rankings show that on the North Dakota side, 

Divide, McKenzie, and Williams counties all were performing below the state averages 

on the measures of physical inactivity, primary care physician ratio, and mental health 

provider ratio. On three measures in which Divide County was not ranked – excessive 

drinking, motor vehicle crash death rate, and teen birth rate – McKenzie and Williams 

counties were performing worse than the North Dakota averages. Of the measures 

studied, McKenzie County was performing worse than the state average on nearly every 

measure, with its rate of excessive drinking being nearly four times the national 

benchmark and its motor vehicle crash death rate more than twice the state average. 

Divide and Williams counties fared slightly better by meeting or exceeding the state 

average on a few measures. Areas of concern in Williams County included an adult 

smoking rate 12 percentage points higher than the state average, a teen birth rate 10 

points higher than the state average, a primary care physician and mental health 

provider ratio nearly twice the state averages, and a rate of fast food restaurants 21 

points above the state average. 
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On the Montana side, Richland County was doing better than the state averages on 

about half of the measures studied, falling especially short on measures of adult obesity, 

physical inactivity, mental health provider ratio, and prevalence of fast food restaurants. 

Roosevelt County, on the other hand, was falling behind the state average on nearly all 

of the studied measures. Areas where Roosevelt County showed the most marked 

differences from state averages included premature death, rate of diabetics, adult 

smoking, adult obesity, physical inactivity, motor vehicle crash death rate, sexually 

transmitted infections, teen birth rate, primary care physician ratio, mental health 

provider ratio, mammography screening, limited access to health foods, and access to 

recreational facilities. 

Results from the survey revealed that among community members the top four 

community health concerns were:  (1) not enough health care staff in general, (2) 

adequate number of health care providers and specialists, (3) higher costs of health care 

for consumers, and (4) mental health. Health care professionals also focused on 

workforce issue, ranking in a tie as the most important concerns not enough health care 

staff in general and adequate number of health care providers and specialists. Health 

care professionals ranked addiction/substance abuse and mental health as the third and 

fourth most important concerns, respectively.  

The two groups of survey-takers ranked broader community concerns similar to one 

another. Among community members, the top four community concerns were: (1) lack 

of affordable housing, (2) and (3) a tie between traffic safety and lack of employees to fill 

positions, and (4) maintaining enough health workers. Health care professionals chose 

the same top four concerns, although in a slightly different order: (1) lack of employees 

to fill positions, (2) lack of affordable housing, (3) maintaining enough health workers, 

and (4) traffic safety. 

The survey also revealed generally wide awareness of locally available health care 

services and indicated that residents choose to receive care locally due to convenience, 

familiarity with providers, and proximity. Residents travel out of the area for service 

primarily for access to necessary specialists and because of perceived high quality care. 

Input from Community Group members and community leaders echoed many of the 

concerns raised by survey respondents, and also highlighted concerns about (1) the need 

for mental health services, (2) the need for substance abuse services, (3) a shortage of 

providers, (4) a shortage of health care staff, (5) ensuring the adequacy of EMS services, 

and (6) the cost and availability of housing and services (such as daycare). 
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Following careful consideration of the results and findings of this assessment, 

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

community are the limited number of primary care providers, the limited number of 

health care providers, the elevated rate of excessive drinking, and the lack of affordable 

housing. 
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Appendix A1 – Community Member Survey Instrument 
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Appendix A2 – Health Care Professional Survey Instrument
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Appendix B – Community Group Members and 
Key Informants 

NAME TITLE ORGANIZATION 

Rev. Steve Anderson Chaplain Mercy Medical Center 

Alma Arends Registered Nurse (Retired) Retired 

Dustin Bertsch Patrol Division/K-9 Handler Williston Police Department 

Alan Billehus Regional Commander/Safety Trainer N.D. Highway Patrol/Williston State College 

Jan Bondy Dental Assistant/Receptionist Pitzer & Kline Dentistry 

Daphne Clark Protection Team Leader Upper Missouri District Health Unit 

Tate Cymbaluk Commissioner Williston City Commission 

Clayton Dickerson Environmental Health & Safety Officer  GE Pressure Contro/Vetco Gray 

Ed Gross Engineer & Announcer Northern Plains Radio 

Lori Hahn Chief Nursing Officer Mercy Medical Center 

Voni Halvorson Print Shop/Marketing Assistant Mercy Medical Center 

Alan Hanson Fire Chief  Williston Fire & Ambulance 

Lisa Hoffman Assistant Regional Director Northwest Human Service Center 

Lois Jacobson Volunteer Mercy Medical Center 

Rachel  Johnson HR Assistant Nabors Drilling 

Dr. Viola LaFontaine Superintendent Williston Public School District #1 

David Montgomery Commissioner Williams County Commission 

Joanne Njos Administrative Assistant Mercy Medical Center 

Javayne Oyloe Interim Executive Officer  Upper Missouri District Health Unit 

Dale Schwan Director, Support Services Mercy Medical Center 

Marci Seamples Executive Director Williston Area Chamber of Commerce 

Debbie Slais Library Director Williston Community Library 

Lori Small PFAC Non-hospital member Mercy Medical Center 

Dr. W.C. Small Staff Physician Mercy Medical Center 

Patti Stewart RN/Quality Manager Mercy Medical Center 

Leslie Sullivan Director of Foundation & Marketing Mercy Medical Center 

Amy Wells Vice President/Trust Officer First National Bank & Trust 
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Appendix C – County Health Rankings Model 
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Appendix D – Definitions of Health Variables 

 
Definitions of Health Variables from the County Health Rankings 2011 Report 

Variable Definition 

Poor or Fair Health 

Self-reported health status based on survey responses to the question: “In 

general, would you say that your health is excellent, very good, good, fair, 

or poor?” 

Poor Physical Health Days 

(in past 30 days) 

Estimate based on responses to the question: “Thinking about your physical 

health, which includes physical illness and injury, for how many days 

during the past 30 days was your physical health not good?” 

Poor Mental Health Days 

(in past 30 days) 

Estimate based on responses to the question: “Thinking about your mental 

health, which includes stress, depression, and problems with emotions, for 

how many days during the past 30 days was your mental health not good?” 

Adult Smoking 
Percent of adults that report smoking equal to, or greater than, 100 

cigarettes and are currently a smoker 

Adult Obesity Percent of adults that report a BMI greater than, or equal to, 30 

Excessive Drinking 

Percent of as individuals that report binge drinking in the past 30 days 

(more than 4 drinks on one occasion for women, more than 5 for men) or 

heavy drinking (defined as more than 1 (women) or 2 (men) drinks per day 

on average 

Sexually Transmitted 

Infections 
Chlamydia rate per 100,000 population 

Teen Birth Rate Birth rate per 1,000 female population, ages 15-19 

Uninsured Adults Percent of population under age 65 without health insurance  

Preventable Hospital Stays 
Hospitalization rate for ambulatory-care sensitive conditions per 1,000 

Medicare enrollees 

Mammography Screening Percent of female Medicare enrollees that receive mammography screening 

Access to Healthy Foods 
Healthy food outlets include grocery stores and produce stands/farmers’ 

markets 

Access to Recreational 

Facilities 
Rate of recreational facilities per 100,000 population 

Diabetics Percent of adults aged 20 and above with diagnosed diabetes 

Physical Inactivity 
Percent of adults aged 20 and over that report no leisure time physical 

activity 

Primary Care Provider 

Ratio 
Ratio of population to primary care providers 

Mental Health Care 

Provider Ratio 
Ratio of population to mental health care providers 

Diabetic Screening Percent of diabetic Medicare enrollees that receive HbA1c screening. 

Binge Drinking 

Percent of adults that report binge drinking in the last 30 days. Binge 

drinking is consuming more than 4 (women) or 5 (men) alcoholic drinks on 

one occasion. 
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Appendix E – Upper Missouri Health Unit Community Profile 
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Appendix F – Community Health Needs Assessments – Richland County
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Appendix G – Community Health Needs Assessments – Roosevelt County
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Appendix H – County Analysis by North Dakota Health Care Review, Inc. 
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Appendix I – Prioritization of Community’s Health Needs 

Tier 1 

 Limited number of primary care providers (7 votes) 

 Limited number of mental health care providers (6 votes) 

 Elevated rate of excessive drinking (5 votes) 

 Lack of affordable housing (5 votes) 

Tier 2 

 Elevated motor vehicle crash death rate/Traffic concerns (4 votes) 

 Mental health needs (3 votes) 

 Elevated rate of adult smoking (2 votes) 

 Elevated teen birth rate (2 votes) 

 Lack of child care/daycare services (2 votes) 

 Not enough health care staff in general (2 votes) 

 Addiction/substance abuse (2 votes) 

 Ensuring adequacy of EMS services (2 votes) 

Tier 3 

 Elevated rate of physical inactivity (1 vote) 

 Limited access to healthy foods (1 vote) 

 Lack of access to specialists (1 vote) 

 

 (No Votes) 

 Elevated rate of adult obesity 

 Elevated level of sexually transmitted infections 

 Elevated rate of uninsured residents 

 Elevated level of preventable hospital stays 

 Decreased rates of preventive screening (diabetic and mammography screening) 

 Prevalence of fast food restaurants 

 Higher costs of health care for consumers 

 Need for improved collaboration 

 

 


