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INTRODUCTION 
United Hospital District is a 25-bed Medicare-designated critical access hospital located in Blue Earth, 
MN.  It is a tax-exempt nonprofit hospital designated as a 501(c)(3) public charity by the Internal 
Revenue Service. Including its main facility, it operates from four locations in Blue Earth, MN, Wells, 
MN, Winnebago, MN and Fairmont, MN.  From these four locations, UHD serves four counties in 
Minnesota and two counties in Iowa.  

UHD provides primary services in Family Medicine, Obstetrics/Gynecology, and General Surgery. 
Specialty and other services include: 

• Ambulance – Basic Life Support (BLS)
• Cardiology
• Diagnostic Imaging and Radiology
• Diagnostic Laboratory
• Diabetes Education
• Ear, Nose and Throat
• Emergency Care
• Home Health and Hospice
• Nutrition Counseling

• Occupational Therapy
• Ophthalmology
• Orthopedics (Bone and Joint)
• Pathology
• Physical Therapy
• Psychology – Behavioral Health
• Sleep Studies
• Urology
• Urgent Care

Other services provided by UHD include: 

• Adolescent Treatment Center
• ALERTLINK
• Community Outreach and Education
• INR/Coumadin Clinic
• NextGen® Patient Portal

• Transitional Care
• Social Services
• Swing Bed Skilled Care
• Meals on Wheels

United Hospital District (UHD) commissioned this community health needs assessment (CHNA) to 
assess the healthcare and related needs of the communities it serves.  While conducting a CHNA is a 
federal requirement (one must be conducted by all nonprofit hospitals at least once every three years), 
the CHNA process is an opportunity for a hospital to learn about the attitudes, perceptions, and 
statistics about the current and emerging health needs in the areas it serves.  Based on the information 
presented in this report, the board and staff of UHD will develop an action plan specifically designed to 
address the findings reported here.  This is the first CHNA process undertaken by UHD since its 
conversion to tax exempt nonprofit status. 

A community health needs assessment (CHNA)  is not designed to be a marketing exercise, where a 
nonprofit hospital attempts to convince the community of how great it is.  Neither is it an analysis of 
the hospital’s clinical competency, financial outcomes and stability, or other metrics.  The CHNA is 
explicitly designed to have the hospital look outward and ask the community about the community.  It 
is also explicitly designed to express how well the hospital is functioning as a public charity serving the 
healthcare and related needs of its service area. 
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As mentioned above, this report serves as the basis for the action plan UHD has adopted to address the 
community health needs of the six Minnesota and Iowa counties it serves.  The appendices of this 
report include extensive statistical data as well as the results of focus group meetings held during the 
CHNA process.  Although the following paragraphs will summarize the process and findings, we 
encourage you to browse the appendix for more information and access to specific data points. 
 

PROCESS 
 
UHD contracted with Sumption & Wyland, a consulting firm based in Sioux Falls, SD, to assist with its 
first community health needs assessment.  With the assistance of Sage Project Consultants, also based 
in Sioux Falls, Sumption & Wyland met with key leaders at UHD to review and refine the CHNA process, 
review hospital-provided information on how and where it currently serves patients and their families, 
identifying key community leaders and other community residents representing local business, 
government, education, law enforcement, public health, and other sectors who might help inform the 
process.   
 
Based on these interviews and data collection, the hospital’s service area was defined.  Using this 
determination, extensive analysis of statistical databases of health information, access to healthcare 
and related providers was performed and evaluation of health indicators was conducted.  Based on this 
preliminary statistical analysis, a framework for conducting focus groups with community members 
was developed and focus groups were subsequently held.  Focus groups conducted in Blue Earth, MN 
and Wells, MN included residents from several of the communities in UHD’s service area.  
Representatives of education, law enforcement, local business and agriculture, elected representatives, 
and other community residents, including participants of diverse socioeconomic status, participated in 
the focus group sessions.  During the focus group meetings, the preliminary findings were validated and 
open-ended questions were employed to encourage participants to share their perspectives.  There was 
only one question addressing community perceptions of UHD as a healthcare provider.  No information 
was presented about UHD and its services, aside from identifying its service area in charts shown to 
participants. 
 
The information collected from the focus groups and the statistical research was used to produce this 
report, including the identification of findings and recommendations for key items to be included in 
UHD’s action plan. 

ASSESSMENT FINDINGS 
 
UHD serves a six-county area: Faribault, Freeborn, Martin, and Blue Earth Counties in Minnesota; and 
Kossuth and Winnebago Counties in Iowa. 
 
Especially when looking at statistical information, it’s important to remember that 82% of UHD’s 
patients currently reside in Faribault County, MN and about 6% are in Iowa. 
 
The single most important finding for United Hospital District is that UHD is well-respected by the 
residents and communities it serves.  Even when focus group participants identify healthcare gaps and 
needs, they are quick to sympathize with the financial and personnel limitations within which UHD 
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must work.  This positive perception is magnified by the difficulties reported when residents seek 
healthcare elsewhere, specifically including services at Mayo Clinic facilities in the area. 

There are many statistical health indicators where the communities served by UHD are in line with 
statewide reported numbers, and some where UHD’s communities compare very favorably with state 
averages.  Many of our findings focus on those areas where UHD’s service area ranks below state 
averages, but that should not be interpreted to mean that UHD’s service area suffers from poor health 
generally or that UHD is not providing quality care with positive outcomes for its patients. 

The following statements summarize several findings from the data for UHD’s service area: 
• Population has remained stable in the past few years, with a slight decrease in children under 5

years of age and a slight increase in the senior population;
• Number of uninsured has decreased, with a trend toward all counties achieving similar

coverage rates (9%-11% for adults and 4%-7% for children);
• Breast cancer incidence is below state averages;
• Teen pregnancy is in line with state averages;
• Depression tracks state averages; and
• 85%-90% of pregnant women receive prenatal care.
• The following are areas of concern in UHD’s service area:
• Reported excessive alcohol use, while in line with state averages, is at 15%-21%
• Births by Caesarian section (C-Section) are 50% above state averages, especially in Faribault

County.
• Poverty has increased in recent years.  One-third of residents living in UHD’s MN counties live at

or below 200% of the poverty level; more that 40% of children in these counties receive free or
reduced price school lunch; and

• Cancer and heart disease account for two-thirds of deaths in UHD’s Minnesota counties.
• Key areas where the population of UHD’s service area faces increased health risks are in areas

on lifestyle and behavior.  Tobacco use, especially tobacco use by pregnant women, is
significantly above state averages.  [Though recent decreases in rates have been reported,
especially in Faribault Co, MN, the rate is still twice the MN state average.]  Reported
exercise/activity levels are below state averages.  Reported obesity in the six-county service
area varies from 24% in Faribault Co., MN to 31.2% in Freeborn Co., MN.  Hypertension and
high cholesterol among Medicare beneficiaries is above the state average in MN.

• Focus group participants had high praise for UHD and its services.  They identified key
community healthcare need areas in rank order: 1) mental health services; 2) acute care
services; and, in a tie for third, dental care and transportation services to get people to care
appointments.

• Several wondered whether UHD could facilitate multiprovider “wraparound services” and
service coordination to identify and reduce gaps in service, especially when one provider or
entity refers a client or patient to another for services.  One specific example of this is follow-up
eye care for children identified in school screenings.

• The need for additional mental health services is especially felt in service needs for all adults
and for children with serious mental health issues, including emotional and behavioral
disorders.

• Dental care services, especially for patients with Medicaid or without dental insurance, are
difficult for community residents to access locally, forcing them to travel for dental care and
potentially miss work and family obligations.  Another key area of reported discomfort was with
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government-provided human and social services in the area, which were reported to be 
“difficult to deal with.” 

• There is a perceived waiting list for skilled nursing care, which may tend to increase given the 
area’s slow increase in population of seniors.  In addition, focus group participants questioned 
whether hospice care is, or should reasonably be, an option for the area’s residents. 
 

Overarching this discussion of community needs was the understanding that there is a lack of skilled 
providers in many areas of healthcare and healthcare related specialization.  Focus group members 
were quick to say they understood that a desire for expanded and more specialized services might be 
difficult to achieve due to their perception that additional qualified employees might be difficult to 
attract to the community and retain due to labor market shortages, competition for certain specialists, 
etc.   
 

CONCLUSION AND NEXT STEPS 
 
United Hospital District is a nonprofit community hospital located in an appreciative and understanding 
community with healthcare needs both typical in general and unique in specific rankings.  UHD has the 
opportunity to leverage its strengths as a healthcare provider and as a public charity by crafting an 
action plan reflective of the statistical and anecdotal data gathered through its community health 
needs assessment process. 
 
Based on the findings in this report, the action plan will focus on continuing to promote healthy 
lifestyles and health-conscious behaviors, enhanced coordination of services with other service 
providers, and strategies to attract and retain skilled healthcare professionals in a challenging 
healthcare economy.  Due to its positive community reputation and historic effectiveness, UHD is well-
positioned to meaningfully and successfully communicate with the community to work toward shared 
health goals. 
 

ACTION PLANNING 
United Hospital District (UHD) performed a community health needs assessment (CHNA) as required 
(at least once every three years of all nonprofit hospitals) under the provisions of the Patient Protection 
and Affordable Care Act of 2010.  A key component of the CHNA process is for the hospital’s board and 
staff to develop and approve an “action plan” based on the CHNA’s research and community interview 
activities.  This is the first CHNA process undertaken by UHD since its conversion to tax exempt 
nonprofit status.  What follows is the CHNA action plan for United Hospital District. 
UHD has identified several CHNA-related action items that may be expressed as goals for the hospital 
to achieve over the next one to three years.  These goals are intended to complement and supplement 
the hospital’s current strategic plan and annual work plans – not act as a substitute for them. 
While the CHNA is not a marketing exercise for nonprofit hospitals, it should be stressed here that there 
was overwhelming satisfaction with United Hospital District and the services it provides.  This positive 
reputation and regard positions UHD well as it seeks to implement this action plan. 
 

ACTION PLAN 
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The goals and activities listed below largely address community needs within the context of population 
health management.  In other words, the community needs identified in the report of findings, while 
partly highlighting specific service gaps, largely centered on issues related to healthy living and 
lifestyles.  As a result, the three key goals identified in this action plan include: 1) public education and 
outreach; 2) service collaboration and coordination with external community partners; and 3) 
operational feasibility planning to address potential service additions at UHD. 
 
The identified priority areas addressed in the goals and actions below were selected based on analysis 
of the statistical data affecting the communities served by UHD, with weight being given to health 
status indicators and socioeconomic indicators where the UHD service area is significantly different 
from state averages.  Significant additional weight was given to comments and rankings 
communicated by community focus group members, including representatives of the diverse business 
and governmental sectors mentioned above. 
 
Two key factors influence all goal areas in this action plan.  One factor is the increase in poverty rates in 
the six counties served by UHD.  Poverty touches the patient and the hospital in many ways, from its 
impact on healthy lifestyle choices and behaviors to issues of transportation to care and capacity to 
comply with medication, rehabilitation, and other medical instructions.  Poverty may inhibit some from 
reaching out for medical and other healthcare services, and it may affect their ability to pay and pay 
promptly, even when third-party sources accept partial or full financial responsibility.  As documented 
in the UHD summary of findings, poverty appears to influence access to dental care and, quite possibly, 
eye care.   
 
The second factor is lifestyle and life choices.  Cancer and heart disease account for two-thirds of 
deaths in UHD’s service area.  Hypertension among the elderly is high, smoking rates, especially by 
pregnant women, are a significant concern, and excessive drinking is also a cause for concern.  Strong 
focus on individual and family wellness activities will promote population health and can be anticipated 
to decrease chronic healthcare needs experienced by residents seeking services from UHD. 
 

Goal 1: Raise awareness of healthcare and healthcare-related services currently 
provided by UHD 

• Action Item A: Review and update existing print and online materials, both available to the 
public and distributed internally to UHD staff and partners 

• Action Item B: Assess and expand public education and public information activities specifically 
related to: 

a) smoking cessation, specifically including smoking cessation options for pregnant 
women 

b) weight loss/weight control 
c) healthy diets 
d) exercise/activity 
e) moderation in alcohol consumption 

• Action Item C: Build a system for regular periodic review and assessment of the activities 
executed under this goal to determine success and make changes as necessary.  This activity 
should begin with determining both outcome/impact and process indicators of success. 
 

Goal 2: Service collaboration and coordination with external community partners 



 

United Hospital District Community Health Needs Assessment Page 7 of 7 
Report Date: September 2017 

• Action Item A: Develop outreach activities based on the CHNA report of findings and other 
available resources to solicit interest in, and partners for, a more formalized system of 
multiorganizational community support for community residents.  As the hospital’s identified 
single point of contact for community relations and collaborations, the CEO should lead this 
effort. 

• Action Item B: Based on (A) above, UHD should actively participate in the implementation of a 
coordinated community support information and referral service.  This includes participation in 
service coordination activities led by other agencies serving UHD’s service area. 

Goal 3: Operational feasibility planning to address potential service additions 
• Action Item A: Based on the information contained in the CHNA report of findings and other 

available information, develop an inventory of service gaps and personnel needs.   
• Action Item B: Develop potential financial and operational plans to address the identified 

service gaps and personnel needs.  [These plans may result in a determination that a particular 
plan is financially or operationally unfeasible; such a determination should not be considered a 
failure.] 

 
Some goals will address the same need in different ways.  For example, the perceived community need 
for additional mental health services might be addressed through a combination of activities under all 
three goals.  Population health management through promotion of wellness and health living might 
include both hospital-based initiatives and coordination with external partners to expand access to 
services and information.  Finally, transportation to care, which was expressed as a community need in 
UHD’s service area and is common to most, f not all, nonprofit hospitals, might be addressed by other 
entities “taking the lead” with encouragement from UHD and UHD-inspired communication and 
coordination with external agencies and organizations. 
 
Although not included as a goal area, UHD should assess statistical reports (cited in the report of 
findings) of high incidence of both Caesarian births and repeat Caesarian births in the UHD community, 
especially in Faribault County, MN.   
 
UHD’s many assets, especially including its strong reputation in the communities it serves, gives it the 
credibility and opportunity to implement an action plan which will improve community health, promote 
wellness, increase UHD’s community presence, and build respect for healthcare in its service area. 
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1.  INTRODUCTION 

United Hospital District (UHD) contracted Sumption & Wyland and Sage Project Consultants, LLC of Sioux Falls, 
SD, (collectively referred to as Consultants throughout this report) to conduct a comprehensive community 
health needs assessment and to develop an action plan to address any identified needs from the assessment.  
The community health needs assessment was designed to accomplish several key objectives: 

• Identify, assess, and report on facts, attitudes, perceptions, and ideas about the current and future 
health needs of the surrounding community. 

• Ensure compliance with the Patient Protection and Affordable Care Act of 2010, which requires all 
hospitals that are charitable entities (nonprofit organizations under Section 501(c)3 of the Internal 
Revenue Code) to perform a community healthcare needs assessment at least every three years. 

• Engage the surrounding community members in taking a critical look at their own health status and of 
the health status of the community at large. 

• Educate the Hospital leadership and governance of UHD about the perceived and/or actual needs of 
the community based upon this exercise, and allow them the opportunity to make actionable, 
educated steps forward towards addressing some or all of those needs. 

Table 1. Project Scope of Work  

Stage Process/Strategy Actions/Deliverables 

Initial Consultation  Project design 
 Identify stakeholders (internal and 

external) 
 Initial data collection from Hospital 

sources (e.g. patient encounters) 

 Status updates 
 Kick-Off Meeting Facilitation/Minutes 

Define Assessment 
Design 

 Establish end uses of the assessment 
 Define target populations (research 

area/study area) 
 Finalize work plan and timeline 

 Status updates 
 Confirmation of research area with 

Hospital team 

Collect Secondary 
Data 

 Research available data sets 
 Community health asset mapping 
 Data analysis 

 Data worksheet, raw data 
 Contributing information towards the 

Community Health Needs Assessment 
Report 

 Data presentation via infographic for 
community health assets 

 Data presentation via infographic (to 
inform focus group discussions) 

Collect Primary Data  Focus Groups  Designed focus group question set 
 Facilitated two (2) community focus 

group sessions 
 Contributing information towards the 

Community Health Needs Assessment 
Report 

Complete Data 
Analysis and Validate 
Prioritized Needs 

 Identify key need areas 
 Compare/contract current community 

efforts in meeting priority needs 

 Complete analysis  
 
 

 Delivery of *Final* Community Health 
Needs Assessment Report 
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Stage Process/Strategy Actions/Deliverables 

Prepare Community 
Results, 
Recommendations, 
and Action Plan 

 Prepare community-based 
communications 

 Complete community response and 
reactions process 

 Executive Summary Report 
 Community Summary Materials 
 PowerPoint  

Establish an Action 
Plan and Evaluation 
Plan 

 Write Action Plan with goals and 
objectives 

 Prepare timeline, process, and action 
steps to measure progress toward 
meeting identified needs 

 Planning retreat with Hospital team and 
other community guests 

 Action Plan 

A project kick-off meeting was held at UHD in Blue Earth, MN, with the hospital’s leadership team and 
representatives from Sumption & Wyland and Sage Project Consultants, LLC. 

Following the kick-off meeting, principals from Sage Project Consultants, LLC initiated the secondary data 
collection process, conducting a thorough and comprehensive review of available data from public health and 
other publicly accessible data sources.  In addition, a community health inventory was conducted and a series 
of infographics to highlight those assets in a map-like fashion were also created. These infographics were 
provided to hospital leadership, allowing them the opportunity to validate for accuracy and inform next steps in 
the CHNA process. 

A detailed analysis of research methodology and definition of the research area is featured in the next section 
of this report. 

Following the completion of the secondary data analysis and community health asset inventory/mapping, 
another infographic was developed to document the findings of the public health data research and allow for 
public presentation of those findings at the community focus group sessions. A total of two focus groups were 
then scheduled and recruited for, comprised of community stakeholders from the service area and held in the 
communities of Blue Earth and Wells, MN. The stakeholders in attendance included representation from area 
school districts, city government, and numerous businesses.   

The final phase of the project encompassed a strategic planning process facilitated by Sumption & Wyland to 
discuss the identified needs expressed by the community throughout the process. In result, an action plan was 
created to address those needs moving forward.   

Report Organization.  The design and intent of this report is to document the findings of the primary (focus 
groups) and secondary data (public health data research and community health asset mapping) collection 
processes of the community health needs assessment conducted on behalf of UHD.  This report is organized in 
chapters, outlined by the individual components of the assessment process.  Methodologies for each 
component of the process are discussed in Section 2 and then addressed individually as appropriate in each 
findings section, respectively.   

Definitions:  

- N.D.: No Data Available 

- DSU- Data Statistically Unreliable 
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2.  METHODOLOGY 

In order to focus the scope of this community health needs assessment process, the Consultants together with 
Hospital leadership from UHD needed to identify the research area.  Knowing the majority of data sets are 
reported on a statewide and often county level, it was imperative to define the geographic scope of the project 
so as to provide a baseline for comparison of the defined “community” as to its state and national 
counterparts.   

In order to determine the research area, historical patient encounter data provided by UHD was leveraged, 
which documented both inpatient and outpatient incidences over the previous twelve months (queried 
November 2015). No known pockets of medically underserved individuals were identified in initial discussions 
with the leadership team, and thus were not considered in defining the research/service area for the 
assessment. Although known pockets of medically underserved individuals were identified, there are federally 
designated underserved areas. 

United Hospital District is located in the community of Blue Earth, Minnesota, situated in the west central end 
of Faribault County. Fairbault County’s southern border is shared with Iowa; as such, it was presumed that at 
least one county would be included in the service are due to geographic proximity and lack of other community 
health assets in the area.  

 

Figure 1. Six counties in Minnesota and Iowa comprise the UHD service area 

o Winnebago 
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Upon review of the patient encounter data the primary service area for UHD was identified to include the 
following counties:  

• Blue Earth County – Minnesota 
• Martin County – Minnesota 
• Faribault County – Minnesota 
• Freeborn County – Minnesota 
• Kossuth County – Iowa 
• Winnebago County – Iowa 

Faribault County alone comprised 82.2 percent of UHD outpatient admissions. The remaining counties listed in 
total comprise 95 percent of all outpatient encounters in the previous 12-month period. 

Table 2. 95% of total outpatient encounters at UHD from six neighboring counties 

County 
ADM # 
Admit 

ADM # 
Outpatient Percent of Outpatient Total 

Blue Earth 9 1,061 2.0% 

Martin 37 2,324 4.2% 

Faribault 521 44,779 82.2% 

Freeborn 0 302 0.6% 

Kossuth 24 1,569 2.9% 

Winnebago 16 1,699 3.1% 

 95% of total outpatient encounters previous 12 months 
(November 2015) 

Secondary Research. A variety of publicly available sources were queried using internet-based research to 
conduct the assessment.  These sources are defined within the Works Cited list to this report.  These sources 
were scanned and relevant facts gathered into a common worksheet that highlighted the primary needs as 
they pertain to the health of the community.  The search was directed at identifying issues specific to health 
(defined in the medical sense), but was not limited to that; areas including access to resources (e.g. food, 
transportation) and other social indicators were also collected to provide context by which to analyze the 
gathered results. Following assessment of the documents and web-based sources reviewed, ten (10) main 
categories emerged each with supporting elements.  These categories include:  

• Population 
• Basic Healthcare 
• Acute and Emergency Care 
• Income and Insurance 
• Health Risks 
• Pregnancy and Births 
• Mental Health 
• Causes of Death 
• Service Utilization 
• Vaccinations 
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A summary of these findings is featured as an attachment to this report in the form of an infographic.  

Community Focus Groups. Two focus groups were held to better understand community members’ thoughts 
and ideas about healthcare services and offerings in the Blue Earth, MN Area. The first of two focus groups 
was held at the Wells, MN Community Library on Tuesday, March 22nd. A total of seven community members 
attended this focus group. The second focus group was originally scheduled for Wednesday, March 23rd in 
Blue Earth, MN, but due to a late winter storm, this focus group was rescheduled, and held at the Blue Earth, 
MN Community Library on Thursday, March 31st. Due to the rescheduling of this focus group, attendance was 
less than expected, with five individuals attending this focus group. In total, 12 individuals attended a focus 
group for United Hospital District. 

Questions asked and the resulting discussion are featured in this report. 

Representatives of public health agencies and public health and social service agencies were solicited to 
participate in the UHD CHNA process.  The focus group participants included a diverse socioeconomic 
representation of the communities UHD serves, as well as law enforcement, education, business, agricultural, 
elected representatives, and other community members.  
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 3. COMMUNITY HEALTH ASSETS 

Asset mapping is done to benchmark existing resources in a given community or service area, 
and in this instance, to provide a basis for comparison to any identified need areas expressed by 
the community (via focus groups) or as evidenced in available public health data sets. Assets 
can be defined as physical structures or places (e.g. hospital, clinic), businesses, and other 
supporting resources, to name a few. Asset mapping is helpful in the CHNA process so as to 
inventory and document available resources, and use that information to inform subsequent 
action planning decisions in relevant areas of study.  

The consultants analyzed a relatively broad service area as previously defined (4 MN-Counties 
and 2 IA-Counties), and in doing so captured all known health assets, grouping them in the 
following categories: 

 

Healthcare services included in this analysis are as follows: 

 Acute Care/Urgent Care 
 Assisted Living 
 Dentist 
 Hospice 
 Hospital 
 Independent Living 
 Long-term Care 
 Medical Clinic 
 Senior Health Services 

Assets are grouped first by state (IA or MN) then by city/town in the inventory (see Appendix 
A.1). In addition, five (5) infographics were prepared highlighting assets at the county level in 
each of the five categories listed above. The visualization of the community’s assets using these 
infographics provides cumulative findings in each category. Note that Blue Earth is noted as a 
teal colored circle in all graphics. 

Asset maps were not created for the following healthcare services, due to a limited number of 
facilities within the service area: 

 County Health 
 Mental Health Services 
 Optometrist/Eye Clinic 
 Substance Abuse Services 

Review Appendix A1 for more information on assets in supporting fields (e.g. audiology, 
optometry).  
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4. SECONDARY DATA ANALYSIS 

A review of available public health data from a myriad of sources was conducted to inform hospital leadership 
about potential need areas of the community surrounding UHD. In summary, a number of key areas were 
reviewed and summarized in the form of an infographic. The infographic is attached to this report in its 
complete form.  

The following sub-headings present individual graphs and tables aligned with the broad assessment categories 
as noted in the infographic. References and source information for each figure are noted in the Works Cited 
section of this report.  

NR = Not reported, or not collected in the same way as the alternate state 
DSU = Data statistically unreliable 

In instances where Blue Earth County data (where Mankato, MN is located) overshadowed the data of the 
surrounding counties and did not serve to identify areas of potential action for UHD, the graphs were adjusted 
to remove those data points. All tables still reflect the Blue Earth County data. 

POPULATION 

The following table and figure reflect population counts by county according to Minnesota and Iowa’s Vital 
Statistics, maintained by the Department of Health in each jurisdiction. 

Population           
State/County 2010 2011 2012 2013 2014 
Minnesota 5,303,925 5,344,861 5,379,139 5,420,380 6,525,754 
   Blue Earth 64,013 64,384 65,091 65,528 76,438 
   Martin 20,840 20,689 20,475 20,422 21,152 
   Freeborn 31,255 31,172 31,054 30,948 32,941 
   Faribault 14,553 14,508 14,263 14,191 14,704 
       

Iowa 3,049,883 3,082,309 3,074,186 3,090,416 3,107,126 
   Kossuth 15,500 15,396 15,346 15,321 15,222 
   Winnebago 10,841 10,789 10,600 10,554 10,569 
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Population per square mile1 
State/County 2010 2011 2012 2013 2014 
Minnesota 66.6 67.1 67.6 68.1 68.5 
   Blue Earth 85.1 85.6 86.6 87.1 86.9 
   Martin 29.4 29.2 28.9 28.8 28.5 
   Freeborn 44.1 44.0 43.9 43.7 43.6 
   Faribault 20.4 20.3 20.0 19.9 19.9 

 

 

 

 

 

                                                      

1 Source: Minnesota Department of Health Vital Statistics 
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Median age2 
State/County 2010 2011 2012 2013 2014 
Minnesota      
   Blue Earth 29.8 30.0 30.2 30.8 31.1 
   Martin 45.5 45.7 45.8 45.7 45.5 
   Freeborn 44.3 44.5 44.3 44.5 44.6 
   Faribault 46.0 46.0 46.5 46.5 46.0 
       
Iowa      
   Kossuth 46.6 46.8 46.7 46.5 46.4 
   Winnebago 43.6 43.9 43.8 44.2 43.8 

 

                                                      

2 Source: U.S. Census Bureau, 2010-2014 American Community Survey 5-Year Estimates 
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Population Estimate by Age – Under 5 Years3 
State/County 2010 2011 2012 2013 2014 
Minnesota           
   Blue Earth 3,822  3,807  3,785  3,685  3,660  
   Martin 1,209  1,185  1,129  1,108  1,093  
   Freeborn 1,920  1,870  1,824  1,818  1,793  
   Faribault 839  840  794  791  804  
            
Iowa           
   Kossuth 906  866  865  852  842  
   Winnebago 589  572  561  548  551  

 

  

                                                      

3 U.S. Census Bureau, 2010-2014 American Community Survey 5-Year Estimates 
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Population Estimate by Age – Under 18 Years4 
State/County 2010 2011 2012 2013 2014 
Minnesota      
   Blue Earth  12,405   12,526   12,722   12,735   12,865  
   Martin  4,605   4,507   4,470   4,422   4,375  
   Freeborn  6,856   6,786   6,803   6,812   6,769  
   Faribault  3,188   3,188   3,087   3,055   3,118  
  

     

Iowa      
   Kossuth  3,550   3,465   3,437   3,403   3,329  
   Winnebago  2,342   2,290   2,262   2,224   2,263  

 

 

                                                      

4 U.S. Census Bureau, 2010-2014 American Community Survey 5-Year Estimates 
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BASIC HEALTH CARE 

 

Dentist rate (per 100,000 population)5 
State/County 2010 2011 2012 2013 
Minnesota 61.9 63 64 65.4 
   Blue Earth 73.4 74.6 78.4 82.4 
   Martin 43.2 43.5 44 44.1 
   Freeborn 32 35.3 35.4 32.3 
   Faribault 34.4 27.6 35.1 35.2 
  

    

Iowa 56.7 57.9 59.4 59.9 
   Kossuth 52.5 52 52.1 52.2 
   Winnebago 73.6 74.1 75.5 75.8 

 
Primary care providers (per 100,000 population)6 
State/County 2010 2011 2012 
Minnesota    
   Blue Earth 96.9 101 109.1 
   Martin 115.2 111.2 112.3 
   Freeborn 70.4 70.6 74.1 
   Faribault 13.7 6.9 21 
  

   

Iowa 67.4 66.7 66.9 
   Kossuth 32.2 32.5 32.6 
   Winnebago 27.6 27.8 28.3 

                                                      

5 Source: Area Health Resource File (AHRF), (HRSA/BHPr) 
6 Source: Area Health Resource File (AHRF), (HRSA/BHPr) 
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ACUTE AND EMERGENCY CARE 

 

Emergency department visit rate (per 1,000 beneficiaries)7 
 2008 2009 2010 2011 2012 
Minnesota 565 574 596 628 658 
   Blue Earth 558 541 612 605 663 
   Martin 532 553 512 570 651 
   Freeborn 570 596 615 639 689 
   Faribault 517 536 554 598 626 
  

     

Iowa 595 589 595 608 620 
   Kossuth 464 487 452 475 481 
   Winnebago 435 444 454 478 493 

 

 

 

 

 

 

 

 

                                                      

7 Source: CCW (CMS); Medicare Administrative Data - rate among beneficiaries of inpatient or 
hospital outpatient emergency department visits 
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Acute hospital readmissions (percent of Medicare beneficiaries)8 
 2008 2009 2010 2011 2012 
Minnesota 17.95 17.65 17.76 17.68 17.56 
   Blue Earth 14.81 14.59 15.54 16.39 17.32 
   Martin 18.13 19.3 19.65 18.51 15.82 
   Freeborn 14.57 13.95 14 15.23 16.17 
   Faribault 13.88 14.91 12.67 14.48 13.83 
  

     

Iowa 17.12 16.76 16.74 15.57 16.1 
   Kossuth 13.86 13.99 16.48 15.27 15.21 
   Winnebago 14.59 14.8 18.37 15.31 15.04 

 

 

 

  

                                                      

8 Source: CCW (CMS); Medicare Administrative Data - inpatient readmissions within 30 days of 
an acute hospital stay 
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INCOME AND INSURANCE, AND OTHER SOCIAL DETERMINANTS OF HEALTH 

 

Children receiving free/reduced price lunch (percent)9 
State/County 2009 2010 2011 2012 2013 
Minnesota 36.0 37.0 37.0 38.0 38.0 
   Blue Earth 34.1 34.7 35.2 36.2 36.2 
   Martin 39.9 39.4 42.5 42.2 42.5 
   Freeborn 43.9 46.6 45.8 48.4 49.0 
   Faribault 45.1 47.7 46.4 46.2 44.1 
  

     

Iowa 34.1 36.8 38.2 39.4 40.3 
   Kossuth 33.5 38.5 37.6 37.6 39.1 
   Winnebago 29.4 31.4 29.6 35.4 36.7 

 

 

 

 

 

 

 

                                                      

9 Source: KIDS Count Data Center (MN: Minnesota Department of Education; IA: Child and 
Family Policy Center) 
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Estimated Percent of Fair or Poor Health Status (age adjusted)10 
State/County 2006-2012 2005-2011 
Minnesota 10.5 10.6 
   Blue Earth 10.6 10.2 
   Martin 10.5 9.6 
   Freeborn 13.5 14.2 
   Faribault 10.4 11.7 
  

  

Iowa 11.2 11.3 
   Kossuth 10 13.5 
   Winnebago DSU 11.4 

 
Percent of Zip Codes in County with a Healthy Food 
Outlet*11 
State/County 2009 
Minnesota  
   Blue Earth 30.0 
   Martin 22.2 
   Freeborn 11.1 
   Faribault 60.0 
   
Iowa  
   Kossuth 33.3 
   Winnebago 50.0 

Percentages are high in Faribault and Winnebago due to a limited number of Healthy Food Outlets.   

People of all ages living at or below 200% of poverty (percent)12 
State/County 2010 2011 2012 2013 2014 
Minnesota 25.5 26.1 35.2 27.1 27.1 
   Blue Earth 35.9 37.1 34.7 36.6 35.9 
   Martin 29.3 30.7 49.5 32.1 31.8 
   Freeborn 29.4 31.7 50.3 34.9 34.7 
   Faribault 34.0 35.9 49.8 35.0 35.1 
  

     

Iowa NR NR NR NR NR 
   Kossuth NR NR NR NR NR 
   Winnebago NR NR NR NR NR 

                                                      

10 Source: BRFSS (Health Indicators Warehouse) 
11 Source: ZIP Business Patterns (ZBP), U.S. Census Bureau 
12 Source: Minnesota Department of Health Vital Statistics 

Definition: A Healthy Food Outlet is 
defined as a supermarket, larger 
grocery store, supercenter, or produce 
stores. 
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Percent of people whose income in the past 12 months was below poverty level13 
State/County 2010 2011 2012 2013 2014 
Minnesota 10.6 11.0 11.2 11.5 11.5 
   Blue Earth 19.0 18.9 19.4 19.2 18.9 
   Martin 9.0 9.3 10.6 10.7 10.6 
   Freeborn 10.0 11.2 11.8 11.0 11.5 
   Faribault 10.9 11.8 12.4 12.8 13.2 
  

     

Iowa 11.6 11.9 12.2 12.4 12.6 
   Kossuth 8.6 8.2 8.3 8.7 8.6 
   Winnebago 10.0 9.2 10.1 11.4 10.2 

                                                      

13 Source: American Community Survey 5-Year Estimates 
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Health Care and Social Assistance (NAICS 62 - - -) Establishments, By County (Number)14  
2009 2010 2011 2012 2013 

Minnesota      
   Blue Earth 212 214 219 223 221 
   Martin 58 60 61 63 61 
   Freeborn 79 77 82 71 70 
   Faribault 41 41 42 38 36 
Iowa      
   Kossuth 40 43 43 45 43 
   Winnebago 42 43 42 40 38 

Definition: An Establishment is defined as an organization providing health care and social assistance for 
individuals.  

                                                      

14 Source: Zip Business Codes, County Business Patterns, U.S. Census Bureau 



 

Appendix A30 

MinnesotaCare Average Monthly Enrollment, 2014  
State/County All Families and Children Adults with no Kids Total 
Minnesota 33574 40654 74227 
   Blue Earth 305 434 739 
   Martin 121 114 235 
   Freeborn 215 264 479 
   Faribault 91 119 210 

 

MinnesotaCare Average Monthly Enrollment – Total Count15 
 2010 2011 2012 2013 2014 
Minnesota 74043 144308 126146 130090 74227 
   Blue Earth 691 1414 1165 1249 739 
   Martin 325 614 520 533 235 
   Freeborn 435 885 849 890 479 
   Faribault 220 420 325 354 210 

 

  

                                                      

15 Source: Minnesota Department of Human Services 
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 MinnesotaCare Average Monthly Enrollment – Total Count16 
 All Families 

and Children 
Adults with 

no Kids 
Elderly Disabled Total 

Minnesota 638001 167646 58005 123392 987043 
   Blue Earth 6539 1884 607 1374 10404 
   Martin 2680 587 320 586 4173 
   Freeborn 4279 959 431 742 6411 
   Faribault 1945 428 235 373 2981 

 

  

                                                      

16 Source: Minnesota Department of Human Services 
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 Residents with no health insurance (<65 years), %17 
 2008 2009 2010 2011 2012 2013 2014 
Minnesota 9.5 10.2 10.3 10.2 9.2 9.5 6.7 
   Blue Earth 9.2 11.0 11.0 10.3 9.5 9.4 6.3 
   Martin 9.3 10.6 11.1 9.9 9.3 9.3 7.2 
   Freeborn 11.0 12.5 11.3 10.9 10.4 10.9 8.4 
   Faribault 11.3 12.0 10.7 11.5 9.6 10.3 7.9 
   

    
 

 

Iowa 10.0 10.0 10.7 10.4 9.9 9.6 7.3 
   Kossuth 10.1 9.4 10.8 9.8 9.1 9.0 6.3 
   Winnebago 8.6 9.0 10.1 10.2 9.5 9.1 7 

 

  

                                                      

17 Source: SAHIE (U.S. Census Bureau) 
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 Residents with no health insurance (<19 years), %18 
 2008 2009 2010 2011 2012 2013 
Minnesota 6.0 6.7 6.7 6.4 5.5 5.9 
   Blue Earth 5.7 7.5 5.9 6.2 5.3 5.3 
   Martin 6.9 8.0 7.8 6.4 6.0 6.4 
   Freeborn 7.8 9.5 7.4 6.7 6.1 6.2 
   Faribault 8.0 9.0 7.6 7.7 6.1 6.8 
   

     

Iowa 5.3 4.8 4.1 4.4 4.1 4.4 
   Kossuth 5.6 4.9 4.4 4.5 4.0 4.7 
   Winnebago 4.4 3.8 4.5 4.2 4.4 4.4 

 

Percent of adults 18+ who needed to see a doctor but could not because of cost (age-adjusted)19 
State/County 2006-2012 2005-2011 
Minnesota 9.3 9.4 
   Blue Earth 11.3 11.4 
   Martin DSU DSU 
   Freeborn 11.1 12.3 
   Faribault DSU 3.1 
  

  

Iowa 8.2 8.4 
   Kossuth DSU 7.8 
   Winnebago DSU 5.5 

 

  

                                                      

18 Source: SAHIE (U.S. Census Bureau) 
19 Source: BRFSS (Health Indicators Warehouse) 
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HEALTH RISKS 

 
Percent (age-adjusted) of adults that report having been diagnosed as having diabetes20 
 2010 2013 2014 2005-2011 2006-2012 
Minnesota 6.3 n.d. n.d. 5.9 6 
   Blue Earth 5.1 n.d. n.d. 5.5 6 
   Martin DSU n.d. n.d. 3.7 4.9 
   Freeborn 6.9 n.d. n.d. 8.4 6.5 
   Faribault DSU n.d. n.d. 6.8 5.9 
  

     

Iowa 6.7 n.d. n.d. 6.5 6.8 
   Kossuth DSU n.d. n.d. 3.5 DSU 
   Winnebago DSU n.d. n.d. 7.5 7.8 

 

Percent of Medicare beneficiaries with breast cancer21 
 2008 2009 2010 2011 2012 
Minnesota 2.31 2.27 2.27 2.45 2.44 
   Blue Earth 2.46 2.2 2.12 2.34 2.37 
   Martin 2.84 2.95 2.78 2.6 2.15 
   Freeborn 2.26 2.18 2.38 2.51 2.27 
   Faribault 2.82 2.1 1.84 2.1 2.1 
  

     

Iowa 2.56 2.56 2.56 2.69 2.7 
   Kossuth 2.1 2.21 2.16 2.24 2.32 
   Winnebago 1.73 1.98 1.91 1.85 1.97 

 

 

 

 

 

 

 

                                                      

20 Source: BRFSS (CDC/PHSIPO) 
21 Source: CCW, CMS, Medicare fee-for-service beneficiaries who have breast cancer 
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Chlamydia (per 100,000) rate22 
 2008 2009 2010 2011 2012 
Minnesota 274.9 269.6 288.4 316.2 335.7 
   Blue Earth 351 390.1 379.6 430.2 402.5 
   Martin 58.7 69.2 96 154.7 122.1 
   Freeborn 171.4 245.1 294.4 234.2 325.2 
   Faribault 123.1 144.8 89.3 75.8 140.2 
  

     

Iowa 312.1 312.7 346.1 349.6 370.1 
   Kossuth 90.5 66 135.1 103.9 117.3 
   Winnebago 165.1 188.6 128.8 176.1 217 

 
Number of cases of Gonorrhea23 
 2008 2009 2010 2011 2012 
Minnesota 58.2 43.7 40 42.7 57.3 
   Blue Earth 34.8 36.1 23.4 12.4 16.9 
   Martin DSU DSU DSU DSU DSU 
   Freeborn DSU 22.6 25.6 DSU DSU 
   Faribault DSU DSU DSU DSU DSU 
  

     

Iowa 56.6 55.1 59.2 62.7 65.3 
   Kossuth DSU DSU DSU DSU DSU 
   Winnebago DSU 84.9 DSU DSU DSU 

 

 

                                                      

22 Source: STDSS (CDC/NCHHSTP); Population estimates (U.S. Census Bureau) 
23 Source: STDSS (CDC/NCHHSTP); Population estimates (U.S. Census Bureau) 
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Age-adjusted rate (per 100,000 population) of cancer prevalence, all disease rates24 
 2008 2009 2010 2011 2012 
Minnesota n.d. n.d. n.d. n.d. 466.2 
   Blue Earth n.d. n.d. n.d. n.d. 437 
   Martin n.d. n.d. n.d. n.d. 463.6 
   Freeborn n.d. n.d. n.d. n.d. 457 
   Faribault n.d. n.d. n.d. n.d. 465 
      

 

Iowa 483.58 495.22 487.42 481.57 462.58 
   Kossuth 432.26 476.42 538.08 530.07 469.2 
   Winnebago 430.51 467.39 426.21 504.32 460.46 

Note: Minnesota data is reported as all cancer types, 2008-2012 (Minnesota Cancer Registry.  

Estimated percent of population that are current smokers (age-adjusted)25 
 2014 2013 2006-2012 2005-2011 
Minnesota n.d. n.d. 16.3 17.2 
   Blue Earth n.d. n.d. 18.5 18.9 
   Martin n.d. n.d. 19.7 DSU 
   Freeborn n.d. n.d. 21.8 20.9 
   Faribault n.d. n.d. 17.3 18.1 
  

    

Iowa     
   Kossuth n.d. n.d. 16.6 20.6 
   Winnebago n.d. n.d. 10.2 10 

 

Percent of mothers who smoked during pregnancy26 
 2010 2011 2012 2013 2014 
Minnesota 10 14.2 12 10.6 9.7 
   Blue Earth 6.9 17 14.5 12.8 12.4 
   Martin 23 21.9 21.5 21.2 20.1 
   Freeborn 15.9 23.3 17.2 15.7 17.7 
   Faribault 17.5 25.5 15.6 24.1 18.8 

 

 

                                                      

24 Source: Iowa Cancer Registry 
25 Source: BRFSS; percent of adults 18 years and over that report currently smoking cigarettes 
26 Source: Minnesota Department of Health, Center for Health Statistics. Data not 
reported/accessible for the State of Iowa. 
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Estimated percent of population with no exercise (age-adjusted)27 
 2012-2006 2011-2005 
Minnesota 16.9 17.1 
   Blue Earth 16.7 15.7 
   Martin 19.6 18.9 
   Freeborn 19 20.2 
   Faribault 23.7 24.1 
  

  

Iowa 22.7 23.3 
   Kossuth 35.5 34.7 
   Winnebago 18 14 

 
Percent of adults 18 and over that report BMI >= 30 (age-adjusted)28 
 2012-2006 2011-2005 
Minnesota 25.6 25.4 
   Blue Earth 26.6 26.3 
   Martin 28.7 DSU 
   Freeborn 31.2 31.3 
   Faribault 24 DSU 
  

  

Iowa 28.4 27.7 
   Kossuth 27.4 DSU 
   Winnebago 25.9 27.4 

 
Estimated percent of adults that excessively drink (age-adjusted)29 
 2012-2006 2011-2005 
Minnesota 19.7 19.9 
   Blue Earth 21.4 22.3 
   Martin 20.6 DSU 
   Freeborn 18.7 16.8 
   Faribault DSU DSU 
  

  

Iowa 21.4 21.3 
   Kossuth 17.1 19.9 
   Winnebago 15.6 16.2 

                                                      

27 Source: BRFSS 
28 Source: BRFSS 
29 Source: BRFSS 
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Hypertension among Medicare beneficiaries, percent30 
 2008 2009 2010 2011 2012 
Minnesota 42.16 42.49 42.15 42.08 41.68 
   Blue Earth 41.52 42.26 3.08 43.53 44.17 
   Martin 50.69 49.38 48.78 45.62 47.96 
   Freeborn 42.68 43.67 43.43 43.98 46.51 
   Faribault 48.97 48.36 49.82 47.75 48.68 
  

     

Iowa 49.63 50.5 51.31 51.4 51.16 
   Kossuth 46.26 46.72 45.42 46.64 44 
   Winnebago 48.75 46.68 48.13 47.96 47.29 

 

High cholesterol incidence among Medicare beneficiaries, percent31 
 2008 2009 2010 2011 2012 
Minnesota 30.34 30.79 30.57 31.39 31.05 
   Blue Earth 34.19 35.07 36.01 38.14 38.4 
   Martin 36.95 36.7 36.51 34.61 37 
   Freeborn 32.57 34.51 35.04 36.98 39.65 
   Faribault 35.67 36.71 37.59 38.5 37.9 
  

     

Iowa 36.46 38.17 39.34 40.32 40.25 
   Kossuth 31.58 32.54 31.92 32.28 31.14 
   Winnebago 33.75 34.83 36.07 35.05 35.15 

 

  

                                                      

30 Source: CCW (CMS) – Medicare fee-for-service beneficiaries who have hypertension 

31 Source: CCW (CMS) – Medicare fee-for-service beneficiaries who have hypertension 
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PREGNANCY AND BIRTHS 

 
Birth Rate (number of live births per 1,000 population)32 
 2010 2011 2012 2013 2014 
Minnesota 12.9 12.8 12.8 12.8 12.8 
   Blue Earth 12 12 11.4 11.2 10.7 
   Martin 10.7 10.2 10.5 10.9 11.1 
   Freeborn 11.7 10.6 11.8 11.5 10.7 
   Faribault 10.6 9.8 9.9 9.7 10.6 
  

     

Iowa 12.6 12.5 12.6 12.6 12.8 
   Kossuth 11.5 10.5 9.8 10.6 10.9 
   Winnebago 11.1 9.4 9.9 12.5 12.5 

 
Number of Births / Total Live Births33 
 2010 2011 2012 2013 2014 
Minnesota 68407 68416 68783 69183 69916 
   Blue Earth 771 775 740 733 697 
   Martin 223 211 214 223 224 
   Freeborn 365 330 366 356 329 
   Faribault 154 142 141 137 150 
  

     

Iowa 38514 38204 38686 39013 39685 
   Kossuth 179 162 151 162 166 
   Winnebago 120 102 105 132 132 

                                                      

32 Source: Minnesota Department of Health, Center for Health Statistics; 2013 Iowa Health Fact 
Book; 2010-2014 Iowa Vital Statistics 
33 Source: Minnesota Department of Health, Center for Health Statistics; 2013 Iowa Health Fact 
Book; 2010-2014 Iowa Vital Statistics 
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Fertility Rate (number of live births per 1,000 women in the population age 15-44 years)34 
 2010 2011 2012 2013 2014 
Minnesota 65.4 65.5 65.7 65.9 66.4 
   Blue Earth 50.3 49.9 47.4 47.1 45.4 
   Martin 70.1 67.2 68.7 71.1 71.4 
   Freeborn 73.6 68 75.4 73.9 68.5 
   Faribault 71.1 65.4 67 64.2 69.3 
  

     

Iowa 66.8 66.1 66.7 67.2 67.2 
   Kossuth NR NR NR NR NR 
   Winnebago NR NR NR NR NR 

 
Prematurity and Low Birth Weight of Singleton Births, 201435  
 Number 

Preterm 
Births 

Percent 
Preterm 
Births 

Number Low 
Birth Weight 

Percent Low 
Birth Weight 

Percent Very 
Low Birth 

Weight (2012-
2014) 

Percent 
Small for 
Gest. Age 

Minnesota 5228 8.2 3317 4.9 1.2 4 
   Blue Earth 50 8.3 24 3.6 1.2 3.8 
   Martin 14 8 9 4.1 1.1 5.1 
   Freeborn 20 7.3 16 5.1 1 3.8 
   Faribault 7 5.3 5 3.5 0.7 2.9 

 
Percent Preterm Births36 
 2010 2011 2012 2013 2014 
Minnesota 8.1 7.9 8.4 8.1 8.2 
   Blue Earth 6.1 6.4 8.6 7.5 8.3 
   Martin 7.1 8.7 10.7 9.8 8 
   Freeborn 7 9.8 10.8 8.5 7.3 
   Faribault 6.2 9.9 10.2 6.3 5.3 

 

 

 

                                                      

34 Source: Minnesota Department of Health, Center for Health Statistics; 2013 Iowa Health Fact 
Book; 2010-2014 Iowa Vital Statistics 

35 Source: Minnesota Department of Health, Center for Health Statistics 
36 Minnesota Department of Health, Center for Health Statistics 
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Cesarean Births, 201437 
 Cesarean Births - 

Percent 
First Time Cesarean 

Births - Percent 
Repeat Cesarean - 

Percent 
Minnesota 26.5 15.8 10.7 
   Blue Earth 31.7 17.8 13.9 
   Martin 25.5 13.4 12.1 
   Freeborn 29.9 16.8 13.1 
   Faribault 38.7 22.7 16 
   CHB-Faribault/Martin 52.5 9.9 42.6 

 

Natality & Family Planning38  
 

Number 
Pregnancies 

Rate 
Pregnancies 

Number 
Abortions 

Rate 
Abortions 

Percent 
of 

Women 
with 4+ 
Births 

Percent 
of 

Women 
with Live 

Births 
w/in 1 
Year 

Minnesota 79534 75.5 9180 8.7 5.9 2.3 
   Blue Earth 825 53.7 125 8.1 6.3 3.2 
   Martin 238 75.9 14 ** 4.5 4.1 
   Freeborn 352 73.3 20 4.2 6.1 3.4 
   CHB-Faribault 160 73.9 9 ** 8.7 3.1 

 

 

 

                                                      

37 Minnesota Department of Health, Center for Health Statistics 
38 Source: Minnesota Department of Health, Center for Health Statistics 
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Percent Cesarean Births39 
 2010 2011 2012 2013 2014 
Minnesota 27.5 26.5 27 26.9 26.5 
   Blue Earth 26.7 27.5 26.7 27.8 31.7 
   Martin 30 26.5 24.3 29.1 25.5 
   Freeborn 35.1 36.2 36.6 31.2 29.9 
   Faribault 34.4 30.7 34 40.9 38.7 

 

First-Time Cesarean Births, Percent40 
 2010 2011 2012 2013 2014 
Minnesota 15.6 17.7 17.3 16.4 15.8 
   Blue Earth 14.4 19.4 15.7 17.2 17.8 
   Martin 13.9 13.3 17.3 18.4 13.4 
   Freeborn 19.2 26.1 20.8 18 16.8 
   Faribault 19.5 21.4 22.7 31.4 22.7 

 

 

 

                                                      

39 Minnesota Department of Health, Center for Health Statistics 
40 Minnesota Department of Health, Center for Health Statistics 



 

Appendix A43 

Repeat Cesarean Births, Percent41 
 2011 2012 2013 2014 
Minnesota 8.8 9.6 10.5 10.7 
   Blue Earth 8.1 11 10.6 13.9 
   Martin 13.3 7 10.8 12.1 
   Freeborn 10 15.8 13.2 13.1 
   Faribault 9.3 11.3 9.5 16 

 

 

  

                                                      

41 Minnesota Department of Health, Center for Health Statistics 
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Percent Adequacy of Prenatal Care, GINDEX42 
GINDEX:  A prenatal care index determined by combining measures of the month or 
trimester prenatal care began, the number of prenatal visits, and the gestational age of the infant/fetus 
at the time of birth. The GINDEX includes gestational age over 36 weeks, and number of prenatal visits 
greater than nine to impute adequacy of prenatal care. 
Adequate or Better: Prenatal care started in the 1st trimester and the woman had an adequate number of 
visits. 
Intermediate: Prenatal care started in the 1st or 2nd trimester and the woman had an intermediate range of 
visits. 
Inadequate or None: No prenatal care or the prenatal care started in the 3rd trimester  
or the woman had an inadequate range of visits, regardless of when prenatal care began. 
 Percent of Prenatal 

Care Received in 
1st Trimester 

Adequate or 
Better 

Intermediate Inadequate or 
None 

Minnesota 82.3 76.9 18.8 4.3 
   Blue Earth 87.4 83.4 14.1 2.5 
   Martin 89.3 81.5 16.7 1.8 
   Freeborn 86.8 86 10.8 3.2 
   Faribault 88.4 85.6 13.6 0.8 

 

Teen Pregnancy Rate (number of pregnancies per 1,000 female population of 15-19 year olds)43 
 2010 2011 2012 2013 2014 
Minnesota 33.2 30.3 27 24.4 22.4 
   Blue Earth 21.3 16.6 15.7 13.5 12.9 
   Martin 41.5 35.6 31.8 25.9 26.1 
   Freeborn 50.5 45.5 35 33.6 30.2 
   Faribault 33.2 30.1 31.1 26.3 22.9 

 

                                                      

42 Source: Minnesota Department of Health, Center for Health Statistics 
43 Source: Minnesota Department of Health, Center for Health Statistics 
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SERVICE UTILIZATION 

 
Home health Medicare utilization (percent)44 
 2008 2009 2010 2011 2012 
Minnesota 4.71 4.82 5.06 4.95 5.09 
   Blue Earth 1.72 2.23 2.49 2.1 2.45 
   Martin 3.71 3.8 3.34 3.02 3.21 
   Freeborn 2.28 2.31 2.53 2.38 2.68 
   Faribault 3.28 3.2 3.63 3.47 3.5 
  

     

Iowa 4.92 5.05 5.23 5.2 5.32 
   Kossuth 4.31 4.74 4.62 4.42 4.41 
   Winnebago 4.71 4.18 5.73 5.51 6.16 

 

  

                                                      

44 Source: CCW (CMS); Medicare Administrative Data - Medicare fee-for-service beneficiaries 
who used home health services 
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FQHC and Rural Health Clinic Medicare utilization (percent)45 
 2008 2009 2010 2011 2012 
Minnesota 6.97 6.83 7.06 7.21 7.4 
   Blue Earth 0.8 0.64 4.52 5.41 4.84 
   Martin 1.41 1.59 2 2.31 2.58 
   Freeborn 0.31 0.24 0.36 0.54 0.36 
   Faribault 0.61 0.55 3.45 4.11 3.83 
  

     

Iowa 15.76 15.7 15.83 16.07 16.3 
   Kossuth 64.49 66.51 67.12 68.23 68.14 
   Winnebago 13.83 13.53 13.76 13.94 13.71 

 

The nearest FQHCs within the service area can be found in Mankato, MN and Ft. Dodge, IA. 

 

                                                      

45 Source: CCW (CMS); Medicare Administrative Data - Medicare fee-for-service beneficiaries 
who used FQHC and RHC services 
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Hospital inpatient Medicare admissions (per 1,000 beneficiaries)46 
 2008 2009 2010 2011 2012 
Minnesota 315 301 296 287 274 
   Blue Earth 319 281 300 281 284 
   Martin 311 317 269 292 274 
   Freeborn 288 279 253 250 239 
   Faribault 275 270 272 292 262 
  

     

Iowa 324 300 294 282 263 
   Kossuth 287 280 249 269 252 
   Winnebago 309 276 275 266 231 

 

 

  

                                                      

46 Source: CCW (CMS); Medicare Administrative Data - inpatient readmissions within 30 days of 
an acute hospital stay 
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CAUSES OF DEATH 

 

Source: Minnesota Department of Health, Center for Health Statistics 
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Number of Infant deaths by State and County 
 1994-1998 1999-2003 2004-2008 2009-2013 
Minnesota 2017 1805 1903 1641 
   Blue Earth 24 12 13 18 
   Martin 6 3 5 5 
   Freeborn 13 12 9 10 
   Faribault 10 2 2 3 
  

    

Iowa 
NOTE: IA infant deaths are reported per year, by county; no data 

(*) was reported for these counties in years 2009-2013. 
   Kossuth 
   Winnebago 
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MENTAL HEALTH 

There are five (5) Community Mental Health Centers in Iowa that participate in the Medicare 
program; none are located in the service area of UHD. 

Social-emotional supports were examined among individuals 18 and over, but due to inability to 
trend data (only 2 data points available) it was not included as a factor in this assessment. 

Depression incidence among Medicare beneficiaries, percent47 
 2008 2009 2010 2011 2012 
Minnesota 14.01 14.64 15.49 16.95 17.66 
   Blue Earth 15.83 17.75 19.32 20.28 21.78 
   Martin 12.27 12.82 13.52 15.88 17.75 
   Freeborn 12.17 12.28 13.67 14.95 15.66 
   Faribault 10.67 10.87 12.95 12.96 13.96 
  

     

Iowa 12.72 13.19 13.67 14.68 14.95 
   Kossuth 13.97 15.61 15.72 15.87 16.02 
   Winnebago 13.09 12.89 14.15 14.06 13.62 

 

 

 

 

 

                                                      

47 Source: CCW (CMS); Medicare fee-for-service beneficiaries who have depression 
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Mentally unhealthy days per month, number (age-adjusted, adults 18+ years)48 
 2006-2012 2005-2011 2004-2010 
Minnesota 2.6 2.7 2.7 
   Blue Earth 2.3 2.7 2.8 
   Martin 2.3 2.1 3.1 
   Freeborn 3.9 4.4 4.1 
   Faribault DSU 2.3 2.8 
  

   

Iowa 2.6 2.7 2.7 
   Kossuth 2.6 4.1 3.8 
   Winnebago DSU 2.2 1.8 

 

COUNTY HEALTH RANKINGS 

As noted on their website, “the annual County Health Rankings measure vital health factors, 
including high school graduation rates, obesity, smoking, unemployment, access to healthy 
foods, the quality of air and water, income, and teen births in nearly every county in America. 
The annual Rankings provide a revealing snapshot of how health is influenced by where we live, 
learn, work and play.”  

The following charts represent ranking and/or health factor data for each county in UHD’s 
service area. Each data source is noted. 

 Premature death: National Center for Health Statistics – Mortality files, 2011-2013 
 Low birthweight: National Center for Health Statistics – Natality files, 2007-2013 
 Teen births: National Center for Health Statistics – Natality files, 2007-2013 
 Access to exercise: Business analyst, Delorme map data, ESRI & US Census Tigerline files, 

2010 & 2014 
 Adult smoking: BRFSS, 2014 
 Adult obesity: CDC Diabetes Interactive Atlas, 2012 
 Physical inactivity: CDC Diabetes Interactive Atlas, 2012 
 Excessive drinking: BRFSS, 2014 
 Alcohol impaired driving deaths: Fatality Analysis Reporting System, 2010-2014 
 Diabetic monitoring: Dartmouth Atlas of Health Care, 2013 
 Mental health providers: CMS, National Provider identification file, 2015 
 Mammography screening: Dartmouth Atlas of Health Care, 2013 
 Median household income: Small Area Income and Poverty Estimates, 2014 
 Income inequality: American Community Survey, 2010-2014 

 

                                                      

48 Source: BRFSS 

Definition: Mentally 
unhealthy days per 
month is the number of 
days in which one’s 
mental health (including 
stress, depression, and 
problems with emotions) 
was not good. 
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Note that the following tables adapted from County Health Rankings reflect counts (incidence) 
unless otherwise noted. 

Mortality, Premature Death: Years of potential life lost before age 75 per 100,000 population 
(age-adjusted).  

Natality, Low Birthweight: Percentage of live births with low birthweight (< 2500 grams). 

         

Natality, Teen Births: Number of births per 1,000 female population ages 15-19. 

Health Behaviors, Access to Exercise: Access to Exercise Opportunities measures the 
percentage of individuals in a county who live reasonably close to a location for physical 
activity. Locations for physical activity are defined as parks or recreational facilities. Parks 
include local, state, and national parks. Recreational facilities include businesses identified by a 
number of Standard Industry Classification (SIC) codes and include a wide variety of facilities 
including gyms, community centers, YMCAs, dance studios and pools. 

Individuals who: reside in a census block within a half mile of a park or, in urban census tracts; 
reside within one mile of a recreational facility in rural census tracts; or reside within three miles of 
a recreational facility are considered to have adequate access for opportunities for physical 
activity. 

                

Health Behaviors, Adult Smoking: Percentage of adults who are current smokers. 

Health Behaviors, Adult Obesity: Percentage of adults that report a BMI of 30 or more. 

MORTALITY
PREMATURE DEATH 2011 2014
Minnesota 5248 5038
Blue Earth 4964 5009
Faribault 5732 5410
Freeborn 5905 5393
Martin 5233 5499
Iowa 6012 5911
Kossuth 5036 5992
Winnebago 7322 5535

NATALITY
L OW BIRTH WEIGH T 2011 2014
Minnesota 6.5% 6.5%
Blue Earth 6.1% 6.1%
Faribault 7.2% 5.9%
Freeborn 6.0% 6.3%
Martin 7.3% 6.6%
Iowa 6.8% 6.8%
Kossuth 6.5% 6.0%
Winnebago 8.1% 7.9%

NATALITY
TEEN BIRTH S 2011 2014
Minnesota 27 24
Blue Earth 17 13
Faribault 30 27
Freeborn 44 39
Martin 35 33
Iowa 33 30
Kossuth 19 17
Winnebago 24 27

HEALTH BEHAVIORS
ACCESS TO EXERCISE 2011 2014
Minnesota N.D. 85%
Blue Earth N.D. 81%
Faribault N.D. 71%
Freeborn N.D. 74%
Martin N.D. 72%
Iowa N.D. 79%
Kossuth N.D. 65%
Winnebago N.D. 81%
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Health Behaviors, Physical Inactivity: Percentage of adults aged 20 and over reporting no 
leisure-time physical activity. 

Health Behaviors, Excessive Drinking: Percentage of adults reporting binge or heavy drinking. 

                 

Health Behaviors, Alcohol Impaired Driving Deaths: Percentage of driving deaths with alcohol 
involvement. 

Health Behaviors, Diabetic Monitoring: Percentage of diabetic Medicare enrollees ages 65-75 
that receive HbA1c monitoring. 

                 

 

 

HEALTH BEHAVIORS
ADUL T SMOKING 2011 2014
Minnesota 18% 16%
Blue Earth 19% 18%
Faribault 19% 17%
Freeborn 21% 19%
Martin N.D. 18%
Iowa 19% 18%
Kossuth 19% 16%
Winnebago 14% 10%

HEALTH BEHAVIORS
ADUL T OBESITY 2011 2014
Minnesota 26% 26%
Blue Earth 27% 26%
Faribault 29% 28%
Freeborn 29% 31%
Martin 27% 28%
Iowa 29% 30%
Kossuth 29% 32%
Winnebago 26% 33%

HEALTH BEHAVIORS
PH YSICAL  INACTIVITY 2011 2014
Minnesota 19% 19%
Blue Earth 25% 21%
Faribault 25% 26%
Freeborn 23% 25%
Martin 22% 28%
Iowa 25% 24%
Kossuth 35% 29%
Winnebago 24% 30%

HEALTH BEHAVIORS
EXCESSIVE DRINKING 2011 2014
Minnesota 19% 19%
Blue Earth 23% 21%
Faribault N.D. N.D.
Freeborn 15% 16%
Martin N.D. 19%
Iowa 20% 20%
Kossuth 22% 16%
Winnebago 20% 14%

HEALTH BEHAVIORS
AL COH OL  IMPAIRED 
DRIVING DEATH S 2011 2014
Minnesota N.D. 31%
Blue Earth N.D. 16%
Faribault N.D. 8%
Freeborn N.D. 30%
Martin N.D. 57%
Iowa N.D. 23%
Kossuth N.D. 25%
Winnebago N.D. 0%

HEALTH BEHAVIORS
DIABETIC MONITORING 2011 2014
Minnesota 86% 88%
Blue Earth 43% 92%
Faribault 83% 85%
Freeborn 87% 88%
Martin 86% 86%
Iowa 88% 89%
Kossuth 89% 87%
Winnebago 88% 83%
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Health Access, Mental Health Providers: Ratio of population to mental health providers. 

Prevention & Screenings, Mammography: Percentage of female Medicare enrollees ages 67-69 
that receive mammography screening. 

              

Median Household Income: as defined (median) 

Social Determinants, Income Inequality: Ratio of household income at the 80th percentile to 
income at the 20th percentile. 

         

  

MEDIAN H OUSEH OL D 
INCOME 2011 2014
Minnesota 55,422$    60,664$   
Blue Earth 46,835$    51,283$   
Faribault 44,645$    47,191$   
Freeborn 42,250$    47,698$   
Martin 47,910$    51,118$   
Iowa 48,031$    52,286$   
Kossuth 47,930$    55,972$   
Winnebago 48,933$    50,383$   

SOCIAL DETERMINANTS
INCOME INEQUAL ITY 2011 2014
Minnesota N.D. 4.3
Blue Earth N.D. 4.5
Faribault N.D. 4.1
Freeborn N.D. 4.3
Martin N.D. 4.2
Iowa N.D. 42
Kossuth N.D. 3.9
Winnebago N.D. 4.2
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VACCINATIONS 

The following screening elements were considered by not included due to lack of longitudinal 
data (resulting from methodology change in BRFSS in 2011); most recent available data points 
were aggregate for 2006-2012. These sources are noted here as they were available at the 
county level; other sources of similar scope were available only at the state or national level and 
thus were not included in the study to begin with. 

 Percent of adults age 50+ that report ever having a sigmoidoscopy or colonoscopy 
 Percent of women age 50+ that report a mammogram in the past 2 years 
 Pap test: women 18+ (percent) 

Flu vaccination: adults 65+ (percent of adults age 65+ that report having had an 
influenza vaccine in the past 12 months)49 
 2006-2012 2005-2011 
Minnesota 73 74.4 
   Blue Earth 77.0 73.6 
   Martin 72.3 DSU 
   Freeborn 65.4 DSU 
   Faribault DSU DSU 
  

  

Iowa 73.1 72.9 
   Kossuth 68.9 DSU 
   Winnebago 76.8 DSU 

 

Percent of adults age 65+ that report having had pneumococcal vaccination50 
 2006-2012 2005-2011 
Minnesota 72 71.4 
   Blue Earth 71.4 71.8 
   Martin 71.4 DSU 
   Freeborn 69.5 74.2 
   Faribault DSU DSU 
  

  

Iowa 69.9 69.4 
   Kossuth 71.7 DSU 
   Winnebago DSU DSU 

 

                                                      

49 Source: BRFSS (Health Indicators Warehouse) 
50 Source: BRFSS (Health Indicators Warehouse) 
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5. COMMUNITY FOCUS GROUPS 

5.1  METHODOLOGY 

Population:    Community 

Study Population:  Sampling of stakeholders in the community with known healthcare or 
community-centric experience 

# of Invites Extended:  68 

# of Participants:   12 (over two focus groups) 

Recruitment Method:  Phone call invite to participate with email follow-up/reminder 

5.2  QUESTIONS & RESPONSES 

Direct quotes from community members that participated in the focus group discussion (de-identified) are 
italicized blue. 

Q1. AS YOU LOOKED THROUGH THE INFOGRAPHICS BEFORE WE STARTED THE DISCUSSION 
TODAY, WAS THERE ANYTHING THAT JUMPED OUT AT YOU? DID ANYTHING SURPRISE YOU? 
(BLUE EARTH FOCUS GROUP ONLY, N=5) 

INSURANCE COVERAGE 

Focus group attendees indicated concerns about insurance coverage, specifically related to insurance 
coverage under the Affordable Care Act (ACA).  

- An attendee indicated that decreases in the number of uninsured residents is probably due to 
the ACA. 

- In contrast, the number of children under 19 in Faribault County without insurance coverage 
is higher than in other counties. Attendees discussed their concerns over why Faribault 
County has a higher number of uninsured children. 

“My guess is, there is a lot of self-employed people in the area, and this whole ACA has 
been difficult for someone who is self-employed. If you make $60,000 a year as a self-
employed person, there is a target on your back. If you are self-employed and make 

$25,000 a year, you are doing great. If you get insurance through an employer, that is not 
a problem.” 

DISTANCE TO CARE 

- It is interesting to look at the maps and see where open country is.  

“There is a lot of open area between here and Mankato. People living in those areas are 
making a decision as to where to drive [for care].” 

ACCESS TO MENTAL HEALTH CARE 

(Identified in subsection below) 
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Q2. AS OUR POPULATION AGES, DO YOU HAVE ANY CONCERNS ABOUT THE CARE OUR SENIORS 
WILL NEED? DO YOU FEEL THAT THERE ARE SUFFICIENT RESOURCES AVAILABLE TO ADDRESS 
THAT CARE? WHAT IS MISSING (E.G. MEMORY CARE)? 

HOSPICE CARE 

Attendees indicated that hospice care is important within the community, but there is not enough 
nurses to provide hospice care for all who need it. In addition to not having enough nurses to provide 
hospice care, there is also a shortage of chaplains to provide hospice services. 

“Nurses go above and beyond with the family.” 

“My dream is to build a hospice cottage in this county.” 

LACK OF BEDS 

Attendees indicated that there is currently a waiting list for long-term care (skilled nursing) in Blue 
Earth, yet a wing of the community facility is currently closed due to staffing needs. Another attendee 
indicated that there are people who shop around from care center to care center, simply trying to find 
an available bed. In Wells, there is currently a moratorium of beds in the area, and the local nursing 
home is tied to a larger corporation that puts restrictions on the services that can be provided.  

LACK OF EMPLOYEES 

Concern was abundant for the lack of qualified employees to work in the local and regional long-term 
care facilities. Before providing solutions to the problem, participants identified reasons why there is a 
shortage of healthcare workers in the Blue Earth, MN Area. Reasons for said shortage included: 

“If you can make more money in healthcare in another community, it is hard to turn that 
money down.” 

“There are people here who can work in those facilities, and a generation ago they 
would have been fulfilled to work in that position, and pay scales have increased, but it is 

a cultural thing…” 

“There are people in our communities that should be working personally and 
economically, and it would be good for the community, but how do we make that 

happen?” 

Attendees identified the following as possible solutions to combat the healthcare workforce shortages: 

“How welcoming would our community be to people of other races/immigrants who are 
willing to do those jobs?” 

“How welcoming would our community be to people of other races/immigrants who are 
willing to do those jobs?” 

Participants also mentioned a recent case of elder abuse that occurred in Albert Lea, making national 
news, and further publicizing the staffing issues. 
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SENIOR TRANSPORTATION (EMERGENT AND NON-EMERGENT) 

Often times (identified especially in small, outlying communities surrounding UHD) EMT services are 
utilized for transporting elderly patients (nursing home patients) to the emergency room or clinic at 
UHD. EMT calls are often just transportation calls, but there is not a van service, so the EMTs are 
instead called.  

“They could need to get to a real emergency, but often, they might be tied up with 
transport issues rather than emergency issues, especially on the weekend and at night.” 

“Last year, EMT (in Wells) had over 350 calls. In the past, it used to be one every 1 to 3 
days. Typically, the calls today are for elderly people.” 

“It is hard because the ambulance is a volunteer service. There are people at the nursing 
home who deal with Mayo Clinic, and so they are transported to Albert Lea, but then sit 

there for a few hours, and the volunteer EMT can’t stay there all day long.” 

Q3. IF YOU ARE FACED WITH A HEALTH ISSUE AFTER NORMAL CLINIC HOURS, WHERE DO YOU 
SEEK TREATMENT?  DO YOU FEEL THAT THERE ARE SUFFICIENT ACUTE CARE SERVICES IN 
YOUR AREA TO MEET THE COMMUNITY’S NEEDS?  DO YOU FEEL THERE ARE SUFFICIENT 
EMERGENCY CARE SERVICES? 

EMERGENCY SERVICES 

Attendees in both focus groups responded positively to the care provided by the United Hospital 
District Emergency Room. Many spoke fondly of the care they (or their family members) had received 
in the past.  

“If you have a true emergency, it is good to know that the ER is here. My child went into 
[anaphylactic] shock and UHD ER saved his/her life.” 

“I would take my spouse to UHD, no question.” 

Attendees explained that the concept of the emergency room has changed, and it used to be just for 
emergencies, but now is used for other, less emergent issues. 

“They are not looking to take the place of a PCP in the ER, if you walk in bleeding, they 
will address that more than if you say you have been throwing up for 3 hours.” 

Additionally, attendees provided a few alternatives to emergency room care at UHD, which included, 
“just go to bed, and see how it is in the morning” and “We will go here locally, but if they tell us the ER 
doctor won’t be here for a half hour, we just get in the car and drive to Fairmont”. In contrast, to the 
aforementioned comment regarding wait times, a focus group participant also indicated that,” You go 
to the emergency room, and if you are lucky, you sit for two hours. It is faster in Blue Earth vs. Mayo 
facilities.” 

ACUTE/URGENT CARE SERVICES 

Attendees indicated that there are alternatives to the emergency room for care after hours. These 
alternatives include: a Skype-type call with a provider (through insurance plan), a trip to the Clinic at 
Wal-Mart in Fairmont (part of the Mayo Clinic Health System) or a visit to Smart Clinic in Fairmont (a 
privately owned acute care-type clinic). For some, the biggest obstacle to acute/urgent care is 
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transportation. Additionally, attendees mentioned that some people call the nursing home for care 
when the local clinics are closed.  

Q4. WHAT HEALTHCARE RESOURCES DO YOU FEEL THE BLUE EARTH COMMUNITY AND 
SURROUNDING TOWNS DO NOT HAVE ENOUGH OF?   

DENTAL CARE 

Focus group attendees indicated that there was a significant lack of dental care within the UHD 
service area, with affordable dental care being significantly lacking in the communities. Attendees of 
both focus groups explained that dentists are very selective in what patients they will treat, and some 
do not accept new patients, especially if the patient is on Medicaid, or does not have dental insurance. 
Responses surrounding dental care concerns included: 

“In the Blue Earth Area, every February is national dental month, and you can get free 
screenings, etc., and the two dentists here do not participate in this…. You can’t take a 

day off of work to drive to Mankato State to get free dental care.” 

“Horrible. Horrible. Hardly any access. The dentist will only take certain people.” 

“[I] know someone who drives to Owatonna for dental care because it is the only place 
they can get it.” 

“There are many people in the community who haven’t ever seen a dentist. It is hard to 
refer them somewhere because when they are in need of medical assistance, they 

won’t take them.” 

In addition to the lack of and affordability of dental services, attendees also provided specific 
examples as to how this lack of dental care has impacts upon the community.  

“Around town, there are a lot of people with no teeth, and there are many kids with 
terrible teeth…” 

“People at the food shelf have to pick and choose what they have to take because of 
their teeth. We have a lot of produce, but they can’t take half of it because they can’t 

eat it or chew it. They will never get dentures, and have no teeth.” 

EYE CARE 

Considering staff from both the Wells Area Schools and the Blue Earth Area Schools were in 
attendance at each focus group, conversation ensued regarding vision screenings and eye care for 
youth in the communities. Concerns were expressed by focus group attendees regarding eye care, 
specifically the follow up (professional eye exam, glasses) for children who are identified as having 
poor vision during school health screenings. Schools are doing their best to assist these students in 
obtaining eye glasses, often working with the Lyons Clubs in the area to receive prescription glasses. 

“Referral letters are sent home after they [school children] have been screened and 
failed twice, but school does not get back information if they [school children] do get 
assistance. The schools have contacted Lyons Club for glasses because they are not 

followed professionally.” 
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“Many children need glasses but don’t have them. In the past we have gone through 
the Lyons Club, but that is just basic glasses.” 

PEDIATRIC MENTAL HEALTH CARE 

Participant responses regarding pediatric mental health care were primarily positive for basic mental 
health needs, especially in a school based setting, but attendees identified a lack of available services 
for advanced cases. 

“LSW and Counselors are available (clinic and school) for school-aged children, but 
Psychologists are not available.”  

“Child Psychologists are only in Mankato, so people have to travel to receive those 
services. For a while, they were using telehealth.”  

“At the school, they try to help the parents out and use multiple avenues to make a 
phone call and say, “we can’t wait 3 months to get in”.” 

“When the needs are identified, there may still be a waiting list for service. Kids might also 
go to the hospital, and there are no beds. Or they might go far away to get service.” 

ADULT MENTAL HEALTH CARE 

Attendees at both focus groups identified large gaps in coverage when it comes to mental health care 
for adults. Not only was concern expressed for general mental health care within the area, but also for 
extended mental health support within the region. Within the focus groups, those who did not 
identified as being representatives of the healthcare community indicated concerns with what services 
are even offered within the area, and concerns that although resources may be available, the 
community still may not be willing to openly talk about mental health issues. 

“I am concerned with the stigma of mental health issues that keeps people from seeking 
out those resources. We have many more resources now, but people do not want to 

seek help, or tell others.” 

“As a lay person in the mental health world, it is not clear what the mental health 
offerings are. The discussion to know what are the resources, and what steps can we 

take.” 

“For me, I know there are resources out there, sort of, and I see the clinic and such, but I 
don’t know who the go to person is for a specific service. I don’t know if the solution is a 

directory or what. Sometimes when I bring it up to my friends, they explain there are other 
services.” 

Other focus group attendees explained that mental health care was not readily accessible due to 
distance one must travel to access services, as well as the waiting times for services, both in the local 
community, and in the Mankato, MN are. 

“Those who have means to travel can go to Mankato, but if you can’t take the time off 
from work and go there and get help…” 

“In this county do we have adequate mental health? It is all in Mankato, but not 
anything closer. It is not viable to expect that Blue Earth will have local Psychiatric care… 
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there won’t be enough to justify a full time person, but can you bring somebody here 
one day a week?” 

“In less acute situations, I have heard people seek out a counselor, and were very 
satisfied with those providers, but they are very difficult to get into. You have to wait six 

months until you can get counseling.” 

Focus group attendees shared knowledge of concerns related to the extent of mental health care 
provided (specifically for patients who are brought in by police) for patients, the reoccurrence of 
criminal issues related to inadequate mental health care, as well as using creative measures to find 
available beds for patients. 

“People will go to Albert Lea for treatment, and then they are right back to the same 
issues.” 

“In the past, EMT would get calls to transfer someone to the state mental health hospital 
in Rochester in the middle of the night because that is the time of the night when they 

can take them in without paperwork.”  

“Sometimes we place a 72 hour hold, because they are sitting there, then speak to a 
psychiatrist for 20 minutes, and that is the extent of the mental health evaluation.”  

“Mental health is a broken record, and occupies a lot of time. From a city perspective, 
that is not something the police officers should have to do. If they are in Blue Earth, then 

there are no police in town.” 

“They wait to see a provider, and that physician is making phone calls all over the state 
of MN, even SD, ND, and they are placed on a 72 hour hold, and then back here, with 

the same issues, and we are dealing with them again four days later.”  

SUBSTANCE ABUSE/ADDICTION SERVICES 

Attendees identified significant concerns in regards to substance abuse within the study area, both for 
adolescents and for adults. Additionally, attendees indicated limited support in regards to substance 
abuse and addiction. 

“It is an issue because, for instance, the program in the adolescent treatment center in 
Winnebago, you can’t just go put your child there. You have to go through the Court 

System.”  

“The Fairmont program is outpatient through Mayo, and Mankato has an inpatient, other 
than that, there are scattered 12 step programs. I have not heard of AA… it seems that 

there has been, and now there is one at the hospital.” 

“…Property crime, and that goes back to drug abuse.”  

“Concern about drug and alcohol usage with the use and just the general public.” 

“Our local community was 14 to 17 percent above state average for alcohol use in high 
school. Blue Earth was far less… (these are self-reported surveys).” 
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HUMAN/SOCIAL SERVICES 

Attendees at both focus groups identified concerns regarding human and social services, specifically 
in Faribault County, MN. Participants identified that individuals at these facilities are hard to work with, 
and that services seem to not be readily accessible to those who need them. Representatives from 
area schools (at both focus groups) identified concerns with the care provided.  

“My experience with the county when it comes to dealing with some of these things, is 
very little support. Human services/child protection is little to none. It is a very bad 

relationship… 

“I would say human services is statewide. It is ran by the state of MN. Faribault and Martin 
are combined, and most people work in Martin County, and so they might get better 

treatment. I know one girl in particular who has been sent numerous times, but she keeps 
coming back.”  

“Human Services [employees] in Faribault and Martin either don’t care and are ready to 
retire, or they are new.”  

“This problem is at the state level. I am not going to knock on our human services, but 
they have a criteria that they need to meet. They have rules that they need to go by, 

and if they don’t go by these rules…”  

“Have to report multiple times, you need to have a paper trail, but your heart is 
breaking.” 

OTHER IDEAS: “WRAP-AROUND PROCESS” 

At the Wells, MN focus group, attendees discussed the idea of a “wrap-around process”, or a centralized 
consortium of partners who would work together to provide care in multiple areas. This was identified as a 
possible solution to the problem of care being provided in silos, or problems being identified individually versus 
in a unified format. For example, the school works closely with students, but does not receive any follow-up 
when they refer a student for addition services (i.e. human services, eye doctor, etc.). Focus group attendees 
identified the need for a connected, “wrap-around” process of care, and indicated that UHD might be a 
prospective lead for this new approach to care. 

“There are silos in services. You have to have a release form to talk about just about 
anybody, and that causes silos…. There is a separate release form for each organization, 
hospital, county, church, etc. It is a big frustration. Other counties have experienced with 

a wrap-around process… you would get those people together and work together.”  

“Years ago there was a local coordinator who would do a wrap-around type process. 
That was very effective, but the determination was there wasn’t a protocol for what level 

do you do that. You can’t communicate, so you don’t want to do more if they are 
already getting help. We could do it, but we don’t know if it is necessary. That is a lot of 

time and energy.”  

“Would UHD have the credibility to take the lead and build a networking group, or would 
that be seen as a marketing idea to get patients? I would trust it, if any such thing would 
come from UHD, it gives it a lot of clout. There are a lot of professionals employed there, 
and there would be a lot of outreach. You might have pockets who think it is marketing, 

but even if it was marketing, good for them!”  
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OTHER IDEAS: MAYO SYSTEM CONCERNS AND SHORTFALLS 

In contrast to the comments provided regarding care and services offered by United Hospital District, focus 
group attendees provided a plethora of examples of shortfalls and concerns with the care and support 
provided by the Mayo System. 

Some attendees explained that they refer others to UHD over the Mayo Clinic Network, and work to advocate 
for UHD. 

“I am from Blue Earth, and I have heard “don’t go to Blue Earth, they don’t know anything”, but 
they do. They know more than people think. I am a big advocate for Blue Earth, and they triage 

better.” 

“When I refer families out, I can’t tell them where to go, but it used to be always to Albert Lea, 
but now many go to UHD because they can get in to see the doctor.” 

Overall, a common theme between attendees in both focus groups was that Mayo Clinic has many issues in 
providing quality, patient-centered care (as observed from primarily a consumer point of view).  

“Mayo shifted from patient center to business center. It is funny that their motto is, ‘the needs of 
the patient come first…’” 

“Mayo Trap- since Mayo has obtained all of these clinics, their quality of care has declined, and 
they are losing staff, and do not have any consistency in nursing.” 

“If I call Albert Lea, it takes hours to figure it out, and medications are often not explained, and in 
the last year, this seems to have increased 75% within the facilities. I even hear from Mayo 

providers that it is not good.” 

Q5. DO YOU FEEL THAT YOU HAVE ACCESS TO RESOURCES TO HELP MANAGE YOUR WEIGHT 
AND/OR LEARN ABOUT HEALTHY LIVING AND EATING HABITS?  WHERE DO YOU SEEK THOSE 
RESOURCES, AND ARE YOU SATISFIED WITH THOSE RESOURCES? (WELLS FOCUS GROUP ONLY, 
N = 7) 

Wells, MN focus group attendees were asked to discuss available options for healthy living and healthy eating. 
Residents were quick to identify opportunities for exercise, but also indicated that not many in their circle of 
acquaintances use these facilities. 

“There are three exercise opportunities, 2 privately owned, and the school. Moving in [from 
another community], I was surprised.” 

“There are two parks, a skate park, two basketball courts, tennis courts, pool, golf course. It is 
accessible for everybody. When they redid the highway, they added an extended shoulder for 

people with bikes to ride.” 

“I think more people are not using it [the gyms]. I don’t hear any of my coworkers say that they 
are going to the gym.”  

Attendees at the Wells, MN focus group also identified concerns with healthy eating, specifically affordability of 
healthy food, and fast options for food. 

“The financial ability for these people to eat well is not cheap. We have moms working, one 
spouse, and poor families. You have some people who are so busy and don’t care, and also 

don’t have money.” 
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“You can drive thru McDonalds and feed a family for $6, and yet you can’t even buy a pound 
of strawberries for that price. You can’t give them chicken or fish for that price.”  

“At the food shelter, we had wheat noodles, and white noodles, and no one would take the 
wheat noodles! One family said, don’t take off the mac and cheese, that is important, and the 

kids know how to make it.” 

5.3 FOLLOW-UP QUESTIONS │BLUE EARTH AND WELLS COMMUNITY FOCUS GROUPS 

At the end of each focus group, participants were asked to respond to two questions, as outlined in a one-page 
survey. Of the 12 total focus group attendees, nine (9) responded to this survey.  

QUANTITATIVE QUESTION - AS YOU THINK ABOUT YOUR FAMILY AND/OR YOURSELF, WHAT TYPE 
OF SERVICES AND FACILITIES DO YOU BELIEVE THE AREA COMMUNITY DOES NOT HAVE 
ENOUGH CAPACITY OF TO MEET CURRENT OR FUTURE NEEDS?   

Check the top five (5) services you identify. 

  Primary medical care   Dental care  

  Mental health care or counseling   Substance abuse treatment 

  Hospital services (e.g. surgery)   Emergency ambulance or flight service 

  Specialized care for certain diseases (e.g. 
chemotherapy, dialysis)   Acute care (after-hours, non-emergency) 

  Health education programs   Trauma services 

  Pharmacy or drug stores   Rehabilitation services (after an injury or 
illness) 

  Respite care (swingbed or short-term care 
after an injury or illness)   Relief for caregivers (visiting nurses) 

  Transportation to care services   Special needs assistance 

  Long-term care/skilled care facilities   Assisted living facilities 

  Hospice programs or houses   Home health care 

Of the nine responses collected, eight of the nine indicate that there is not enough metal health care or 
counseling, and six of the nine indicated that there are not enough acute care offerings within the service area. 
Similarly, five of the nine responses indicated a need for dental care, as well as transportation to care services, 
as shown below. 
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Figure 2. Mental health care or counseling and acute care identified as the services the area 
does not have enough of 

 

ADDITIONAL COMMENTS?  

“The absence of adequate mental health is at a crisis level, and a crux of so many other 
issues.” 

“Support from local county. Human Services fails the requests for interventions needed 
for families at risk.” 

“This area is dealing with a significant amount of poverty which plays into the 
accessibility of services if one is unable to pay, which includes access to transportation as 

well. Free or low-cost services is greatly needed.” 

“The uninsured/low-income community faces more challenges to access what is 
available and sometimes to recognize or understand needs/resources and education.” 

“Discussed needs to increase mental health care, increased availability of affordable 
dental care. I think incentives for PCP recruitment and retention would be important to 

building/maintaining clientele and reputation at UHD.” 

“Community based networking around education/resources for mental health, drug 
abuse, obesity” 

“Concerned about keeping enough health care workers in our rural area” 
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AS YOU THINK ABOUT YOUR FAMILY AND/OR YOURSELF, WHAT WORRIES YOU THE MOST ABOUT 
YOUR HEALTH OR THE CARE YOU DO OR DO NOT RECEIVE? 

The apparent “corporatization” of the Mayo Health System and subsequent loss of personnel 
and patient care received. 

Availability and cost of services 

The lack of mental health care 

We need more primary care hours in Wells 

Who will take care of me when I am older? Lack of skilled nurses and medical personnel to take 
care of the growing number of elderly.  

If I were to be in need of emergency care, I question the ability to get good quality care in a 
timely manner.  

Maintaining an adequate provider base, maintaining outlying clinics. 

Transitions in staffing and population trends (demographics)… what does the future look like? 

An aging/retirement progress so that mobility increases 

Visiting providers (i.e. specialists) not having any appointment openings for two months – 
therefore, I go to Rochester to have my healthcare needs met because I am uncomfortable 

waiting two months for treatment.  

Presently, I have resources, insurance, transportation, and choices.  
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