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Abstract
Qualitative Analysis of South Dakota Community Health Needs Assessments
Rachel Greiner
Thesis Director: Angela Landeen, EdD, CHES, CPH
The supplemental nutrition program of women, infants and children (WIC) is a
nationwide program designed to give women and children access to basic nutritional
foods, breastfeeding services, and healthcare referrals. WIC has been shown to help
prevent some diseases such as nutritional deficiencies or type two diabetes by requiring
participants to attend pre- and postnatal appointments and nutritional counseling. The
effectiveness of the WIC program is not well known in individual states. The purpose of
this research is to identify trends of the WIC program and resources within South Dakota
through analysis of the community health needs assessments. The Department of Health
requires WIC clinics to return community health needs assessments annually. After
receipt of the assessments, Ravens Eye, a data analysis software, was used to evaluate the
data. WIC continues to provide effective services by collaborating with other community
services that have similar goals as WIC. These services could include breastfeeding and
nutritional knowledge and services for children and their caregivers. Based on the
findings of this research, these services meet WIC participant needs. A few of the main
barriers perceived by WIC staff that exist for WIC participants specific to South Dakota
are general access to some services and a lack of public transportation. There appears to
be few to none breastfeeding gaps which is a positive effect WIC has on breastfeeding.
Keywords: WIC, community health needs assessment, breastfeeding, nutrition, care,
prevention
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Introduction
Qualitative Analysis of South Dakota Community Health Needs Assessments
The Supplemental Nutrition Program for Women, Infants and Children (WIC) is a
program for low-income pregnant women and their children that is available in all states
and most of the territories of the United States. This program has a single mission in
mind “to provide information on healthy eating and breastfeeding, referrals to healthcare
and other services, and nutritious foods to supplement diets for income-eligible women
who are pregnant or post-partum, infants, and children up to age five” (South Dakota
Nutrition and More, 2021-a, para. 1). WIC has been around for 50 years and has helped
millions of women and children attain the resources they need to live healthy lives and
create the best environment for child development. They continue to do this through
education and personal support (breastfeeding peer counselors). With the information and
resources from WIC, mothers and their families have an opportunity to provide the best
environment they can for their babies to create a better quality of life. To be eligible for
WIC, one must be pregnant, breastfeeding, delivered a baby in the past 6 months, or have
a child under the age of five, as well as meet income guidelines (South Dakota Nutrition
and More, 2021-b). When someone enrolls in this program, they can be reassured that
they are getting some of the best information there is about pregnancy, breastfeeding,
nutrition, healthcare, and opportunities for other resources as well.
While there have been substantial improvements in the program since it started in
1972, there appears to be a common theme of insufficient or inaccessible resources in
South Dakota based on perceptions of SD WIC staff. Currently, WIC agencies have a
federal requirement to perform an annual assessment of community resources, or a
community health needs assessment. My research and analysis is the first step in
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analyzing the strengths and weaknesses in the reporting system of the SD WIC
community health needs assessments program using the community health needs
assessments submitted in South Dakota between 2018 to 2020.
Literature Review
Many studies have already provided evidence that WIC is an effective program
for reducing the burden of nutritional diseases among low-income families. This
literature review strives to review those points and provide varying viewpoints on the
WIC program.
The WIC program has four features of support including breastfeeding, nutrition
and related educational resources, referrals to dental/health care and other social services,
with the overarching goal to prevent diseases. These programs will be used as the basis
for determining whether or not WIC is effective in improving the quality of life of its
participants. Typically, studies determine the effectiveness of WIC by evaluating infant
health status. Bersak and Sonchak (2018) note that “despite methodological
improvements, the debate over WIC’s effectiveness has not been settled, with some
studies reporting substantial health improvements for infants of WIC mothers, while
other studies document only minimal health benefits” (p. 2955).
Breastfeeding
Breastfeeding is highly encouraged throughout the WIC program. Breast milk
contains at least 200 key nutrients essential for babies, making breast milk the best choice
for a newborn (South Dakota Nutrition and More, 2021-c, para. 2). South Dakota
Nutrition and More (2021-c) states some other benefits of breastfeeding such as building
up a baby’s immune system and cutting the risk of ailments such as sudden infant death
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syndrome (SIDS), being cost-effective, and having the right temperature (para. 2).
Breastfeeding will not exempt mothers from the WIC program, in fact, it is encouraged.
Women who breastfeed their baby receive more food and benefits to make sure the
mother has sufficient nutritional resources (Berkowitz, 2019, p. 37; South Dakota
Nutrition and More, 2021-c, Parents). Breastfeeding is recommended by several
reputable organizations including the American College of Nurse-Midwives and the
American Academy of Pediatrics (AAP) (Gallo, Kogan, & Kitsantas, 2019, p. 725).
According to Gallo et al. (2019), “the American College of Nurse-Midwives recommends
exclusive breastfeeding for the first 6 months of life with continued breastfeeding until
the first year of life or longer” (p. 725). By breastfeeding a baby for the first 6 months of
life, mothers are setting up their babies to grow strong and healthy and have a decreased
risk of developing malnutrition illnesses. Cueva et al. (2017) list several other benefits to
breastfeeding including “the decreased risk of childhood obesity and diabetes, reduced
risk of maternal diabetes and breast cancer, and increased mother-child bonding” (p. 1).
These are some of the reasons why breastfeeding is highly encouraged.
However, there are some women who cannot or choose not to breastfeed. Women
may choose not to breastfeed for a variety of reasons such as: they do not want to due to
personal reasons or cultural beliefs, they simply cannot breastfeed due to a medical
reason, household or parental responsibilities, or they lack education, training, or support
(Gross et al., 2015, p. 108). According to Berkowitz (2019), 68% of WIC mothers choose
not to breastfeed at all (p. 37). Gross et al. (2015) narrows this claim that “African
American women have the lowest breastfeeding rate in the United States” (p. 100).
Berkowitz (2019) claims the percentage of fully formula-fed infants in Texas was 51%,
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Mississippi was 89%, Alabama was 88%, Alaska was 56%, South and North Dakota
were 73% and 72%, respectively (Table 1). From this, we can understand that infants
raised in the southern states are more likely to be fully formula-fed, except for Texas who
appears to be a major outlier. Even though Berkowitz shows that many of the babies born
in southern states are more likely to be formula fed, these southern states have higher
uninsured rates and low rates of preventative care and have some of the highest poverty
rates in the nation (Schoen et al., 2013, para. 11-12). This is why WIC created the Peer
Counselor program and Loving Support program. These programs provide vital support
and encouragement for mothers to initiate and continue breastfeeding. The breastfeeding
peer counselors are previous WIC participants that have successfully breastfed for at least
6 months (Cueva et al., 2017, p. 859).
Nutrition and Related Educational Resources
According to their mission, WIC provides nutritious foods to supplement diets
and reduce the number of hungry children by providing money and nutrition counseling
to women and their children under the age of five (South Dakota Nutrition and More,
2021-a, para 1). There are several reasons why families may not eat nutritious foods such
as cost and availability. For low-income families, the cost of nutritious foods - those with
ample vitamins and minerals - can end up taking a large percentage of their income, not
leaving very much for other necessities. In 2020, the national average of food insecurity
was 10.5 percent (U.S. Department of Agriculture Economic Research Service (USDA
ERSI), 2021-a). The food-insecure rate of all households with children was 14.8 percent
and 28.6 percent for households with incomes below 185 percent of the poverty threshold
(USDA ERSI, 2021-a). Of families with a low-income, less than 15% of U.S. adults
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consume recommended amounts of fruits and vegetables (Di Noia et al., 2019, p. 3406).
In South Dakota, fruits and vegetables are difficult to find, particularly in the winter
months. In 1992, Congress made an addition to the WIC program in which participants
could receive vouchers to purchase local fruits and vegetables at their local farmers
markets; however, less than 1% of vouchers that were issued were actually redeemed at
farmers markets (Di Noia et al., 2019, p. 3406). South Dakota does not participate in this
program, but it may be worth mentioning in this paper. Some barriers that could
contribute to this low percentage includes lack of access to transportation, not knowing
the location of the market and not knowing when they occur (Di Noia et al., 2019, p.
3406). One solution found to increase the intake of fruits and vegetables and increase
voucher redemption is by having a farmer’s market in the parking lot of the WIC office
(Di Noia et al., 2019, p. 3406). It may be reasonable to believe that farmers markets are
available in higher populated areas that already have a larger access to lower priced foods
at larger grocery stores and, therefore, may also cause WIC participants not to shop at the
farmers market because the cost is too high. Other interventions included recipe
demonstrations, fruit and vegetable tastings, and behaviorally focused nutrition education
handouts (Di Noia et al., 2019, p. 3406). Di Noia et al. conducted a survey after putting
forth the interventions mentioned to see how satisfied participants were with the
interventions. The mean satisfaction given by participants was 6.89 out of 7 with several
responses asking for more in quantity and variety (Di Noia et al., 2019, p. 3412). If WIC
offices have the staff, resources, and community to provide these services, there may be a
better turnout for the farmers market, more vouchers would be used, and more fruits and
vegetables would be eaten by the general population.
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In South Dakota, families face another issue - food deserts. “Food deserts are
areas in which all residents have low access to large food retailers; specifically, each
person in a food desert lives more than 10 miles away from a supermarket” (Brooks et al.,
2008, p. 1). Figure 1 shows the counties/areas in South Dakota that classify as a food
desert by the United States Department of Agriculture Economic Resource Service.
When people live in a food desert, oftentimes, their grocery store is located inside of a
gas station or other sources that may not have an abundance of nutritional foods. Sinley
and Albrecht (2015) mention that “American Indian children are disproportionately
affected by obesity in comparison to other groups” (p. 341). There is a large percentage
of American Indians living in South Dakota because a large portion of land in South
Dakota is a reservation. Using this information, we expect that American Indian children
are at a higher risk of obesity in South Dakota. Schell and Gallo (2012) suggest that the
risk of obesity begins in the prenatal period and found that Native American females
were three times more likely to be obese and males are five times more likely to be obese
than the general population (p. 4, 6). This makes having WIC offices and grocery stores
available critical for a healthy life. Since South Dakota has several food deserts, it could
be reasonable to assume that other resources may be scarce in those areas as well. For
example, breastfeeding classes or other specialists related to pregnancy.
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Figure 1
Food Desert Areas in South Dakota

Note. SD counties classified as a food desert from the USDA with low income and low
access layers at 1 and 20 miles (red) and using vehicle access (yellow) in 2019.
According to the map, there are approximately 14 counties out of 66 that are considered
food deserts in SD. (USDA Economic Research Service, ESRI, 2021-b)
Obesity is not their only obstacle. Along with obesity comes an increased risk of
type 2 diabetes and cardiovascular disease, all of which could lead to a lower life
expectancy. WIC provides its benefits to about 53% of all infants born in the U.S.
according to No Kid Hungry (2020). Studies show that children who are preterm or do
not receive the foods and nutrients they need have an increased risk of infant mortality,
struggling in school and result in repeating a grade, experience developmental
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impairments, and have more social and behavioral problems, as well as have worse health
outcomes (Cook & Jeng, n.d., p. 2, 22-23; Testa & Jackson, 2021, p. 22).
Referrals to Dental/Health Care and Other Social Services
Another aspect of the WIC mission is to provide referrals to quality medical care
and other social services. Services generally include medical appointments for well-child
visits and vaccinations and dental appointments. Well-child appointments and checkups
are extremely important in the future health of the child as they can detect different
medical conditions that develop as the baby continues to grow. However, one study
determined “the impact of WIC on healthcare utilization and continuity of care has
generally been overlooked” (Bersak & Sonchak, 2018, p. 2953).
Bersak and Sonchak (2018), use two data sources, “South Carolina birth
certificates from 2004 to 2012 and South Carolina Medicaid claims from 2004 to 2013”
to estimate whether participation in WIC during pregnancy affects health care utilization
during the first year of an infant’s life focusing on preventative (well-child visits) and
acute care (ER visits) (p. 2954 – 2957). The experiment was based on that from 2008 to
2012, 97.6 percent of mothers “who were exposed to WIC during pregnancy had infants
enrolled in WIC during their first year of life” (p. 2957). Health care utilization inclusions
were well-child pediatric visits, vaccinations, inpatient hospitalizations, and emergency
room care. From their results, Bersak and Sonchak (2018) suggest that mothers who
participate in WIC “spend fewer days in the hospital, have more well-child visits, more
likely to meet AAP recommendations, more likely to be vaccinated, and more likely to
utilize acute care” (p. 2962).
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King and Mancao (2022) looked at “prior literature to determine whether the
increase in healthcare usage contributes to rectifying unmet health care needs” (p. 2).
They strive to determine an association between “WIC participation and unmet health
care needs in children who are about 5 years old” with a sample consisting of mainly
low-income mothers and their children living in an urban setting (King & Mancao, 2022,
p. 2). King and Mancao (2022) provide evidence that “enrolling in WIC reduces the
probability of a child not receiving routine care and a child never having had a dental
visit by age 5” (p. 3). This information suggests that not only do mothers and their babies
receive the recommended medical care they need, but that they utilize healthcare services
more often than the general population. With these habits, children enrolled in the WIC
program during their first year of life may have significantly lower chances of obesity
later in life than someone who was not enrolled in WIC. These results are very similar to
what Bersak and Sonchak found in their study.
Aside from well-child visits and their vaccinations, dental care can be just as
important, especially among vulnerable populations. Multiple studies have determined
that vulnerable populations are more likely to need dental care and less likely to seek it
out setting the stage for greater burden of disease (Como, Stein Duker, Polido, &
Cermak, 2019, p. 1; El-Yousfi, White, & Marshman, 2019, p. 143). A couple reasons
contributing to this disadvantage are barriers the individual could face such as cost
(directly and indirectly) and perceiving dental care as low priority due to lack of oral
health literacy. Individual barriers included “health problems, getting time off work, or
lack of a caregiver, language barriers, dental fear and anxiety” (El-Yousfi et al., 2019, p.
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145). El-Yousfi et al. (2019) found physical barriers to also be an issue such as a lack of
car parking and a lack of physical accommodations (p. 145).
Another barrier when trying to access dental care is availability of Medicaid
approved providers. Medicaid is one of the main providers of public insurance in South
Dakota, yet there appears to be a disproportionate number of Medicaid approved
providers to Medicaid patients. When someone uses Medicaid to assist paying their
healthcare bills, the provider has to be approved by Medicaid within the state they are
practicing. There were 141,620 individuals who utilized Medicaid in 2020 (South Dakota
Department of Social Services, 2020, p. 7). According to the South Dakota Medicaid
Report (2020), 68% of Medicaid or CHIP (Children’s Health Insurance Program) users
are children and 50% of South Dakota children rely on Medicaid or CHIP during the first
year of life (p. 2). With the high proportion of people who use and rely on Medicaid for
health, dental, and vision care, there should be enough providers to ensure everyone can
receive care. Centers for Medicare and Medicaid Services (n.d.-a) provides information
on 204 dentists in South Dakota who provide care to patients enrolled in Medicaid. The
locations of these dentists are marked on Figures 2A and 2B. In July 2021, approximately
91,000 children were enrolled in Medicaid and CHIP (Centers for Medicare and
Medicaid Services, n.d.-b, South Dakota). From these numbers, the ratio of kids on
Medicaid per Medicaid dentist would be 446 to 1. From this information, we can expect
there are regions of South Dakota that have limited access and availability to a Medicaid
dentist.
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Figure 2
Location of Medicaid Dentists
A

B

Note. There are 204 dentists who provide care to Medicaid patients. Those dentists are
marked on A and B. The shaded areas are reservations. (Centers for Medicare and
Medicaid Services, n.d.-b.)
Prevention
As mentioned thus far, WIC helps to prevent malnutrition diseases and obesity
and improve dental health and health care utilization. A goal of WIC’s is to improve the
quality of life of children so they can go on to live healthy, successful, long lives. Some
diseases or conditions can make living a healthy life more difficult – a preterm birth for
11

example. A preterm birth is when the baby is born before 37 weeks (Testa & Jackson,
2021, p. 22). A normal pregnancy is approximately forty weeks or nine months. It is not
only important that the baby is born at proper gestation, but that they weigh a healthy
weight as well. Babies gain a significant amount of body weight every week towards the
end of the pregnancy. According to Nianogo et al. (2019), preterm births are one of the
leading causes of infant mortality; it is estimated that approximately one in eight infants
is involved in a preterm birth (p. 42). Preterm births have been proven to be costly to
everyone involved from the parents of the child to their employers and even to society.
When the parents have to take more time off of work to care for their preterm child, they
oftentimes have to use more than just their allotted pregnancy time off, if they have any
at all, which is then costing their employer money. It is estimated that the combined
newborn and maternal cost of prematurity can be more than four times as much as an
uncomplicated pregnancy (Nianogo et al., 2019, p. 42). WIC has been a significant help
to reduce the number of preterm births which then reduces the amount spent on the child.
One study even estimated that “every dollar spent on WIC during pregnancy, the cost
savings in Medicaid during the first 60 days of life ranged from $1.77 to $3.13” (Nianogo
et al., 2019, p. 43). This suggests that WIC is an effective solution to reducing the
number of preterm births, reducing the overall costs of preterm births for society,
reducing child hunger, and ultimately improving the life quality and longevity of a child.
With the information gathered, the purpose of this research is to determine the
trends of the WIC program and resources within South Dakota using community health
needs assessments and assess if they meet the needs of the participants. By looking for
how WIC continues to provide effective services in terms of breastfeeding, nutrition,
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dental/health care and prevention of diseases, the research will determine if the
communities of South Dakota in collaboration with WIC can provide adequate
knowledge and services for children and their caregivers to meet their needs. From the
results, barriers and facilitators will be identified among WIC participants in South
Dakota. All this information should provide a general outlook of WIC to the public.
Theoretical Framework
Diffusion of innovation is the process by which new ideas are disseminated and
adopted by a society (Hayden, 2019, p. 192). WIC used by public health officials to solve
a problem for low-income families many years ago. For example, the program was
widely accepted and adopted into normal life for those who are eligible for the program.
This theory can still be applied today because small changes are constantly being made
and changes are still happening that can be either accepted or rejected. These changes can
be with the program itself based on current research and other changes may be internally.
Some changes are more likely to be accepted than others. According to Hayden (2019),
“the more complex an innovation is to use and understand, the less likely it is to be
adopted or even tried” (p. 195). Thankfully, that was not the case with the innovation of
WIC. DiClemente et al. (2013) mentions “the higher the degree of homophily, two people
share a predominance of values or norms, between change agents and members of the
target population, the more receptive the target population will likely be to the
innovation” (p. 216).
Diffusion of innovation theory has been around since 1983 when Everette
Rodgers created it. Diffusion of innovation is the process by which new ideas are
disseminated and adopted by a society (Hayden, 2019, p. 192). More simply, diffusion of
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innovation means that an idea to change the way something is done is proposed and
adopted across a large population of people. We could relate this to the WIC program
when it first started. In the 1960s when WIC was first developed, there were only a
handful of states who used the program. But by the mid-1970s, 45 states had adopted the
program and there more the number of people who use the program also increased
promoting further adoption of the program (National WIC Association, 2018).
Throughout this research, we will focus of the awareness aspect and allow the SDDOH to
continue with the theory.
There are five different stages of diffusion of innovation: Knowledge or
Awareness, Persuasion, Decision, Implementation, and Confirmation or Adoption. The
first stage is there to state what the innovation is or what change will be taking place
within a program; it would be hard for the population to make a change if they didn’t
know what they were supposed to do differently. In relation to this project, this is the step
that initiated the project. From the responses of the community health needs assessment
and the way they were formatted, they allowed for gaps, inconsistencies and repetition of
information. An updated form of the assessment was developed from the results of this
research.
The second stage is persuasion where the person implementing the change tries to
create a positive stigma towards the practice so the target population would be more
likely to adopt the practice. According to DiClemente et al. (2013), describing the
expected consequences that are associated with adopting the innovation is critical during
this stage (p. 217). This makes sense because if someone was told about a potentially
negative consequence before they participated in the innovation and before they
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experienced it themselves, they will likely have a more positive attitude toward it when
talking to someone else. Rather than being surprised with a negative consequence which
could eventually deter them from ever adopting the innovation and then persuade their
friend circle to oppose the innovation. In this step, the Department of Health would notify
WIC offices across the state that they plan on changing the assessment form and indicate
the reasons why and how it could improve the future of the program.
The third stage is decision “where people decide to accept or reject the
innovation” (DiClemente et al., 2013, p. 218). Decision is described more in terms of
intention rather than implementing. Because of this, stages three and four are oftentimes
the same step. Here, the target population takes what they know about the innovation and
decides to either accept or reject it. This step could be subconsciously if it was more of an
individual decision but in this case, the Department of Health would have made the
decision to implement the new assessment.
In stage four, once the target population has decided to accept the innovation, this
is when they will put the innovation into action. However, just because they start the
adoption process, it does not mean that they will continue to use it. This is also the stage
where some people may reinvent or alter the innovation to best suit themselves for a
different purpose than what was originally intended. To put this step into action, the
South Dakota Department of Health would distribute the updated assessment to the
necessary communities. Along with the distribution, there may need to be a plan to
include a feedback section on the delivery and content at the end of the assessment.
After they have decided to try the innovation and have used it for a little while,
now the target population moves into stage five, confirmation or adoption, in which they
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decide to continue using the innovation and making it a long-term commitment. This is
one of the harder stages because it can be difficult to continue with the practice until it
naturally becomes habit. One way that is described to make it easier is reinforcement.
“Reinforcement can be physical, social or emotional and may come from within the
person [otherwise known as intrinsic reinforcement] or from other outside sources
[extrinsic reinforcement] (DiClemente et al., 2013, p. 219). This stage will not be covered
in this research, but it would entail the Department of Health to collect the completed
new assessments and determined their effectiveness and decide if they want to continue
implementing them. One method of reinforcement in this case is only having to fill it out
once every three years instead of once a year.
Methods
The purpose of this research is to examine the WIC program and the associating
resources perceived by SD WIC staff within South Dakota to see if the program is
effective in referring services that meet the needs of WIC participants from responses
provided by WIC staff in the community health needs assessments. From this research,
answers to how WIC continues to provide effective services and referrals in terms of
breastfeeding, nutrition, dental and health care services, and the prevention of diseases
will be found. This research will also find the barriers and facilitators that exist for WIC
participants in South Dakota and how the communities of South Dakota collaborate with
WIC to provide knowledge and services for children and their caregivers to meet their
needs. As for inclusions, throughout this research, the only program being analyzed and
studied is the WIC program of South Dakota. The results will be excluding information
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on any other programs in the state regarding breastfeeding, nutrition, health care services,
diseases or the WIC program of other states.

Sample
The sample included community health needs assessments collected from the
WIC offices located in South Dakota between 2018-2020. Assessments were required
every year, but due to the nature of public health, some might be missing. Therefore,
assessment responses were the most recent from each office within the three year span.
Assessments were completed by WIC office staff, such as clerical or nurses, and
therefore, many of the responses were based on the staff perceptions for available
resources. These responses were coded and analyzed using the WIC services and
resources that were mentioned in the responses. The whole assessment included more
statistics and responses to other WIC processes and this information was excluded
completely from any part of the results process. This information was excluded because it
was completely irrelevant to the scope of the project.
Ethical Considerations
The data received from the South Dakota Department of Health was secondary
information. There was no access to personal information nor was it the goal of this
research. This research is not designed to test a drug or device and does not collect any
individual information that would be confidential. This information was kept on a
password protected folder on a locked computer and no one had access to it except the
author and the principal investigator. All relevant information will be deleted after
defense of this research and returned to the South Dakota Department of Health.
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Data Collection
The assessments were distributed and collected by the South Dakota Department
of Health between the years of 2018 and 2020. The variables of the assessment was
strengths and weaknesses of the community resource network system, breastfeeding
education and services, breastfeeding gaps, childbirth education services, nutrition
education and services outside of WIC, potential community partners, and how “healthy”
South Dakota communities are. However, for this research, the number of variables were
reduced to better reflect the themes of WIC. The themes of this research include
breastfeeding, nutrition and related educational resources, referrals to dental/health care
and other social services, and disease prevention. Questions on the assessment were
originally questions formed by the Department of Health. See the Discussion section for
recommendations on how to improve the way the questions are presented. The responses
to these questions were filled out by WIC office staff, not WIC participants, and therefore
was no available demographic information.
Data Analysis
To conduct this research, 70 Community Health Needs Assessments, hereby
referred to as CHNA, were collected from WIC offices throughout the state of South
Dakota, returned to the Department of Health and distributed for analysis. WIC offices
are required to submit a CHNA annually, but will oftentimes get copied and pasted year
after year. Because the reports take so much time and effort to fill out, it is believed that
some of the information on the reports may have been copied to the new assessment year
after year which makes it unclear how far back the information originated. Even though
some information in these reports may be slightly outdated, all CHNAs used in the
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analysis were collected from 2018-2020. Because of this time span, most of the
information included in the literature review were collected during this time span with a
few exceptions made where older information was no longer available.
In the beginning, a pilot study using a single county assessment was conducted to
confirm the format that was needed for the Raven’s Eye program to analyze the data. The
final format of the assessment responses was put into an Excel workbook with the
assessment titles positioned vertically and the counties in South Dakota positioned
horizontally. Once the proper format was found, a few more assessments were added to
the pilot to figure out how to define child codes. The information was cleaned line-byline three times and developed child codes from assessment responses. The correctly
formatted document was run through Raven’s Eye to confirm the child codes were
correct. Once child codes were developed, the full responses were manually edited to
clean the information by removing pronouns, articles, prepositions and other extra words
that were insignificant to the responses. This is when parent codes were also developed
using inductive reasoning to encompass multiple child codes. Names of businesses or
people were changed to a category name that best fit them based on their type of service.
For example, the Teddy Bear Den is an organization that helps provide newborn items for
limited income families and this organization will be listed under the category of
Mom/Baby Program because it helped either the mother, the baby, or both. Because
parent codes were created as the analysis of the assessments was completed, some
responses that were coded in the beginning were missing parent codes. It was then
necessary to go back through the responses and double check original codes with the
fully developed list of all codes that were to be included in the results. One of the
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disadvantages of Raven’s Eye was that it did not recognize phrases or relatable phrases –
only individual words. There were key words or phrases that were different for different
counties but meant the same thing and a code had to be developed for those as well.
Appendix B displays an example of what the final Excel workbook looks like. During
one of the first trial and error runs, key words were identified manually and then coded
using various letters and/or numbers. For example, the code for dental care or dentist
visits was ‘DC.’ These codes could then be run through Raven’s Eye to be counted.
However, these codes were created manually and did not end up being the best choice
because they did not seem to convey the correct story.
Results
There are 76 total WIC offices in South Dakota. Ten offices did not submit a
CHNA or did not submit a complete CHNA and, therefore, were not included in the total
number of assessments. Of the remaining CHNAs, eight offices submitted theirs together
for a total of four assessments, but each office was counted in the total. This gives 70
total assessments (n = 70) to be analyzed.
Strengths and Weaknesses
The original first question asked to describe the strengths and weaknesses of the
system or resources available to them. Some strengths that were mentioned in abundance
included having a food pantry, transportation availability, access to dental care and a
clinic, and having a Head Start in the community. Some of the least mentioned attributes
included having a backpack program, daycare, pharmacy, farmers market and a thrift
store. Just by these results, we can see that the services that contribute more to overall
general health were mentioned more often than services that were nice to have but did not
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greatly upset daily life activities. One community strength that was only mentioned a few
times in the original assessment was emergency services. From the results, there appears
to be more strengths listed than weaknesses. Although this can be positive, we cannot
assume it is good or bad. Just because there are fewer weaknesses, they may cause
greater severity by having these weaknesses in the community. For example, not
perceiving to have adequate access and availability of grocery stores were mentioned by
about 16% of WIC offices. Not having a grocery store in the community can be a major
burden.
Some of the most commonly mentioned weaknesses in the community include a
lack of transportation, resources, dental care, services, mental health services and grocery
stores. Resources are referred to as other businesses or programs within a community that
contribute to the health or wellbeing of a person (e.g. food pantry, thrift store, etc.).
Transportation was mentioned as both a strength and a weakness. Since this question was
asked along with strengths, it was important to distinguish which was a strength and
which was weakness based on context from the full answer that was given. Some of the
reasons why transportation was considered a weakness was because 1) the community
did not have community transportation, 2) the transportation was not free, or 3) the
transportation was there but only available during certain or limited times. As for the
services category, there were several different services that were mentioned that were
unique to individual offices. Yet, there appeared to be a large quantity of offices that
mentioned a service as a weakness that a broad category was created. Some of the unique
services that were mentioned included phone services, prenatal services, dietitian
services, medical services, and therapy services. One recurring theme that kept appearing
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was the lack of dentists that could accept Medicaid patients. Offices that mentioned not
having a Medicaid dentist was crossed with given information about if the Delta Dental
bus visits the community and results are displayed in Map 2 of Appendix A. Note that the
locations marked indicating that the Delta Dental bus visits the community does not
necessarily mean that these are the only locations in South Dakota that they visit. Map 2
is only displaying the locations which were mentioned in the assessment responses.
Breastfeeding
Since WIC is very supportive of breastfeeding, they do everything in their power
to make sure mothers are set up for success in their communities. They do this by
providing education and support for the enrolled mothers. Some of the most commonly
mentioned assessment responses included having a peer counselor and support groups as
well as having different education and breastfeeding class options. Education and classes
are two separate categories because education is referring to hand-outs or videos that the
mom can do or read on her own time and one on one education they may get from a nurse
or doctor. Whereas classes are grouping the breastfeeding classes that may be put on by
WIC but are most often those that are put on by local hospitals or clinics. In Figure 4 of
Appendix A, CLC (Certified Lactation Counselors) and IBCLC (International BoardCertified Lactation Consultants) are people who can help or counsel mothers with
different aspects of breastfeeding if they are having problems. Peer counselors also help
with breastfeeding, sometimes offering 24/7 availability.
The Breastfeeding section does not appear to contain as many or as significant of
breastfeeding gaps as the Weaknesses section. Interestingly, 44% of assessment
responses mentioned that they felt they did not have any breastfeeding gaps. But, of those
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that did mention a breastfeeding gap, they are displayed on Map 3 of Appendix A. On
this map, counties who mentioned a breastfeeding gap were marked, not individual
offices. If there were more than 2 offices in a county and only one office mentioned
having a gap, the county was marked. It was determined that this was the best route of
action for this particular graph because some offices in the same county work together on
their assessments and offices are generally close enough together. Of the gaps that were
mentioned, availability and support were requested the most. Availability included a few
different aspects including people having general access to materials or classes or the
WIC office having the materials to give to them. Availability also included the
availability of a peer counselor and staff could provide these services and classes.
Another challenge that is included was time to conduct or participate in the opportunities
for new mothers. Time availability by mothers to attend the class and time availability of
staff to develop and present it.
Childbirth
One question asked if childbirth education services were available in the
community. By inference based on responses, 42 out of the 70 assessments that
responded indicated that there were child birthing services available. The overall
response to this indicated that the majority of people would have to travel and some
travel far distances in order to attend these classes since a majority of them are only held
by larger hospitals. Another challenge that may affect a large portion of women is the
cost of these classes as only four assessments mentioned free classes were available.
However, an explanation was not necessary for this question so services described in this
section may be inconsistent with what is actually available.
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Nutrition and Key Partners
Another key aspect of WIC is the nutrition care that they provide. A large number
of responses mentioned having a dietitian available at different businesses in throughout
the communities. A few businesses included the hospital and clinics, Head Start, IHS,
schools and wellness centers. Responses also included dietitians providing diabetic
services and some mentioned the dietitians being local. Maps 4 and 5 describes the
locations of registered dietitians throughout the state as well as who they are associated
with or what they do.
A community can determine how a child is raised and can ultimately determine
their life outcomes. This is why it is important to know and maintain certain aspects of a
community. Some of the most mentioned community partners of WIC included Head
Start, daycares, SNAP, dental offices, clinics and schools. Having these businesses in a
community increases the chances of the child being exposed to these services and
increase their chances of utilizing them as they get older. Other partners included the
Indian Health Service (IHS) who was mentioned five times and child protection services
(CPS). In addition to the community businesses, other community amenities included
parks and playgrounds, a community garden and pool, gyms, and a farmers’ market. In
general, most offices stated they a healthy community with access to both indoor and
outdoor exercise facilities. It appeared that more of the “healthier” options were available
in the summertime when it was nice to be outside and foods would be able to grow
locally. Some downfalls in this area consisted of some sidewalks in communities being
unlit, cracked or in unsafe environments (next to a busy road, flood zone, etc.) and some
of the other activities charged a fee.
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Discussion
WIC has been proven to be effective in its ability to reduce the morbidity and
mortality of infants and their mothers as well as prevent disease in later life. WIC
continues to provide effective services to the residents of South Dakota through their
program and has even reached out to check that communities have the resources and
services that contribute to their goals as well. The CHNA responses concluded that a
majority of the communities in South Dakota appear to be well equipped with the
businesses and services to provide healthy lifestyles, per the perspective of WIC staff.
Not everyone has the ability to readily access these services, though. For a large portion
of services and resources available in South Dakota, they are truly only available in large
cities/communities. But if someone lives in a smaller town, they have to travel farther,
take more time off of work, and spend more time getting to those services. Then,
combine these struggles with a limited access of resources in general and it can cause
some people to forego the idea altogether.
WIC provides and refers breastfeeding individuals is the Peer Counselor program.
Hospitals and clinics provide lactation consultants and breastfeeding classes making
communities all across the state well taken care of. There were very few assessments who
mentioned having trouble providing these services. The largest issue in South Dakota, per
SD WIC staff, is the lack of transportation. There are some families that can only afford
one car and if one person has to take the car to work, the other person has to find a way to
get to medical appointments. Public transportation is hard to have in South Dakota unless
it’s in a larger city. This is partly due to how spread out everything is. It is even harder to
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find free or low-cost transportation services. This plays a role in many other themes of
weaknesses throughout this research.
As for nutrition services, there appears to be at least one source of nutrition
counselling available in almost every county according to Map 4. With the increase of
technology and adoption of telehealth services, nutrition services are now available
without the need to travel. But then families have to be able to access a computer and
have an internet connection. Other than traditional dietitian services, other services that
greatly contribute to child health that have been incorporated into some communities are
the backpack program and summer lunch programs. However, there are food deserts in
South Dakota, and these are in relatively the same areas that are lacking nutritional
services.
One attribute of South Dakota that many CHNA responses mentioned was that
most communities had access to a local clinic or hospital and got the care they need.
Health is not only determined by physical health; dental and vision health also
contributes to a person’s overall health. Dental services were mentioned just as many
times as clinic meaning that people should have access to dental services the same way
they do with health services. However, dental services were one of the top three
weaknesses mentioned by some communities. In this case, most of the responses were
more than likely referring to the lack of dentists who could accept Medicaid patients.
This has a direct impact on WIC participants since most of those who are enrolled in
WIC are also probably enrolled in Medicaid. Vision services were not mentioned in
assessment responses and was barely mentioned in the literature review. When a child is
able to see clearly, they are able to learn, explore and understand the world more easily.
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This develops them mentally and may help them achieve better in school. When children
exceed in school, they may be more likely to go onto college which has been found to be
correlated with better health outcomes and a longer life expectancy. In the same way that
vision appeared to have a presence in assessment responses, community safety was not
mentioned either. Having a safe community can provide the people with a comfort
knowing they are safe and are, then, more likely to spend time outside.
In the original assessment, strengths and weaknesses were combined into the
same question of the assessment and were not differentiated between what a strength was
and what a weakness was. This caused me to have to distinguish between the two based
on general inferences and context from the full answer that was given. For this reason,
some of the strengths and weaknesses may seem like they should be in the other category.
There were some instances where the assessment response indicated transportation as
both a strength and a weakness and was counted as both in the resulting total. This was
necessary to maintain integrity of the responses. This technique was replicated for some
other responses, as well. For future research, this section may have better results if the
two categories are separated.
Some of the nation’s highest American Indian and Alaskan Native population
resides in South Dakota and the surrounding region. They are also some of the primary
participants of WIC. Because of this and the nations commitment to provide American
Indians with healthcare, the Indian Health Services was created. In regard to the number
of IHS offices mentioned in assessment responses, although the number appears to be
low, there are only about 20 offices in the state and most of them are located in more
desolate areas. There appears to be a lack of WIC offices in these areas which makes four
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responses a reasonable number but there should have been a few more responses
mentioning of them.
It was found that there may be several little towns that surround the “bigger”
cities and are being excluded from the data. However, it is recognized that many people
within these smaller towns will travel to the bigger cities for shopping needs and
necessary appointments. Those who fill out the assessment at the WIC offices may
include this information when completing the assessment. As mentioned earlier in the
paper, when coding the assessment responses, many inferences were made during the
coding process. Within assessment responses, some programs were included that were
abbreviated. A layperson or unexperienced person may not know what those
abbreviations mean and can make it more difficult to categorize or code. Because of this,
it is suggested to include the full name of programs or businesses that are described. It
may also be valuable to the data collection process to include every program or attribute
associated with each section of the assessment.
Breastfeeding appeared to be one of the most successful variables of WIC across
South Dakota. However, the way the information is perceived could be improved and
may lead to improved overall responses. Changing the “breastfeeding” section with the
following suggestions may produce higher quality answers based on the responses given:


Breastfeeding-friendly businesses?



Breastfeeding peer counselor available?



Breastfeeding education/classes available?



IBCLC Nurse available?



Other community breastfeeding support (Facebook groups, etc.)
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La Leche League

This suggestion was developed based on the responses given these are questions or
themes that the responses circulated. By including these suggestions, there will be more
structured and less variable responses. In a similar way, the potential partners’ section
may be more organized and helpful to include columns or subcategories such as nutrition
partners, wellness/recreational partners, health partners, and “other” partners (DSS,
ICAP, etc.).
This assessment focuses heavily on the community and how it relates to WIC and
their participants. Some CHNA responses included other populations as well. This
triggered the question of whether other populations should be included. If the inclusion of
the “elderly population” is wanted, increased clarification to do this would need to be
added. Some reports included services for the elderly; however, several others did not. It
may be advantageous to incorporate the aging population in order to recognize efforts to
keep them healthy. Other populations could be included such as special needs
accommodations or other racial backgrounds as well.
Mental health is a rising factor of health that is becoming publicly noticed. The
assessment appears to be slightly behind the times as it does not mention anything related
to mental health. This could be disadvantageous to WIC participants, especially mothers
since these women may have a higher risk of struggling mentally. Some mothers may
experience pre- or post-partum anxiety or depression and mental health services may help
children who are diagnosed with attention-deficit hyperactivity disorder, for example.
Even though the assessment did not directly ask about mental health services, it was
extremely positive to see how many reports included those services.
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Limitations
It should be noted that most information included in this document occurred
before the COVID-19 pandemic and was refrained from including information that may
have occurred after that time period. This is because of the belief that COVID-19 may
have had an impact on many of the statistics that could then skew information. For that
reason, if possible, data and information was refrained from being used if published after
2020. Additionally, the data being analyzed was collected from 2018-2020 before the
pandemic went into effect. This was done with the intention to reduce the amount of bias
or the number of excess variables.
Another limitation to this research was that the information was reviewed by one
individual (the author) and there may be some unknown bias. As mentioned throughout
the paper, inferences were made and therefore, there may have been some inferences
about the data that were missed or that could have been interpreted in another manner
resulting in different results.
One limitation that has been found in the literature review was that there appeared
to be significant lack in the number and quality of articles focusing on breastfeeding in
the Native American population. Without this information, it was difficult to compare
breastfeeding effectiveness for that particular population which makes up a large portion
of WIC participants and the South Dakota population. For future research, it would be
recommended to include specific references to some the top populations within the region
when possible. In a similar way, responses seemed to be filled out from the viewpoint of
someone living in the city where the WIC office is. These WIC offices are generally
located in more populated areas. However, with the general nature of South Dakota, there
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are several smaller towns within the single county and spread out many miles from each
other. Since the viewpoint of assessment responses were only from the larger city, some
resources and perceived gaps may have been missed or excluded by not including the
smaller towns.
There may have been some areas of bias in the questions asked with the given
suggested answers. The suggested answers could have limited responses to those
suggested and further prevented an expansion of response. Any bias was not calculated
into the results.
Conclusion
Without WIC, mothers and their children may not have the life they have today.
When this program was created, they hoped to create a better life for children by
preventing diseases that can be prevented, especially through proper nutrition. WIC
provides the resources (healthcare referrals, shopping lists, etc.) and education (childbirth
and breastfeeding) for mothers and the family to ensure that children are getting all the
nutrients they need to live a healthy life. WIC continues to provide effective services by
providing breastfeeding counseling and formula for those who cannot or do not want to
breastfeed, shopping guides and money to buy the necessary foods for kids to grow big
and strong, building relationships with grocery stores to provide those foods,
relationships with dental and medical providers for low-income well-child visits and
cleanings, and create partnerships with other businesses in their communities to spread
the word about the program to help as many people as possible. They do all of this to
prevent nutritional diseases in children which is still effective today. Although some
communities may be smaller to where they cannot offer the same services that are offered
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in larger cities, most people have access to everything they would need within 75 miles.
A few of the main barriers that exist for WIC participants specific to South Dakota are
general access to some services and a lack of public transportation. One of the strengths
WIC has is the emphasis they put on breastfeeding and that there appears to be few to no
gaps.
Figure 3
Logic Flow Model

Note. This diagram describes the processes, thoughts, and results that occurred
throughout this research. The findings that resulted from this research are only one step in
a larger project. Steps to follow would be to put the new assessments which resulted from
the current research into initiation and then evaluate their effectiveness and quality of
content. Then, this information could be used to implement new procedures in South
Dakota and improve South Dakota communities.
An important finding that came from this analysis was the disparity between WIC
staff’s assessment of community resources and the actual resources available. This
incongruence emphasized the need to update the format of South Dakota WIC’s CHNA
and increase training around community outreach and referrals. Based on the findings
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that came from this research and my suggested recommendations, the South Dakota
Department of Health was able to use this information to improve their reporting system.
The report is now formatted so WIC office staff simply fill in each question which is
based on each individual category from the overarching themes. Figure 3 displays the
flow of the project with a continuation of this research. The next step of this project
would be to collect data over the next three years and do another qualitative analysis of
that data and then compare the two to see how results have changed.
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Community Health Needs Assessment Report
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The report incorporates the data, which has been
collected and analyzed from the 2020 WIC
community health needs assessment reports
provided from the South Dakota Department of
Health Office of Child and Family Services.

October 2021
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Executive Summary
The Supplemental Nutrition Program for Women, Infants, and Children (WIC) nutritional
services have proven to be beneficial for its participants in reducing obesity and preterm
births while improving the outcomes of children. Through assessment responses, it was
reported that most counties had adequate services, either in their county or regionally,
to meet most of their needs. Most counties had a Head Start program, farmers markets,
healthcare services, vision, and dental services, birth to 3 programs, and a grocery store
with WIC-approved healthy foods. With the number of benefits, it was also noted there
were weaknesses and gaps in the program and communities. These weaknesses
included a lack of transportation services, dental provisions for Medicaid patients, and
lactation consultants. Several assessments also mentioned that it is difficult for those
who don’t have a car or share a family car to make it to appointments – while traveling
on a bus with small children and groceries is complex and can be costly on limited
budgets.
*This information has been summarized from the South Dakota WIC program and may
not be relevant to other states or nationally.

Community Health Needs Assessment Overview
Results were reported as percentages and taken out of 70 total reports (n=70). Some
counties have multiple offices, eight counties that did not submit information and were
not included in the analysis, and five counties that do not have WIC offices. Limitations
from the results collected are although some numbers may be low, their numbers are
naturally low in South Dakota. A percentage would be a more accurate representation.
Still, it would be difficult to determine the total number of every service in South
Dakota, which was not mentioned in the assessments. These numbers allow us to see
what services are low in the state and could be improved. The data was sorted, so each
assessment only mentioned a word once. And when the respondents stated that they
did not have something, it was erased from the response to represent a more accurate
representation of how many counties had a sidewalk, for example.
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Primary Data Profile Overview
Strengths of Community Resource System
The information in italics is the exact questions asked in the CHNA.






Describe the strengths/weaknesses of the county resource network system. Think
of the services you routinely recommend that women or children should utilize or
receive (dental care, immunizations, well-child visits, Head Start, Birth-to-3,
Teddy Bear Den, food pantry, mental health).
Is there a local resource, or do they need to travel to receive those services?
Is there transportation available to get them there?
Is there a lack of resources in a specific area (healthy food options)?

Community Strengths as Noted from Assessment Respondents

Figure 1: Top strengths perceived of communities as described in assessment
responses.
The assessment responses noted the most favorable strength in SD as most
counties have access to a food pantry (64%). Clinics and hospitals (53%) were
mentioned in contributing to the obtainability of well-child visits (27%) and
immunization services (33%). There were few to no respondents who said emergency
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care services. Approximately 40% of reports included that they had access to the Birth
to 3 programs. About 54% of the accounts included having transportation services as a
strength in their communities. These transportation modes include free public
transportation such as busses or other free community transportation methods
established by the individual county and included transportation methods that were not
free of cost. The fifth strength in South Dakota is the availability of a Head Start
program, with approximately 47% weighing in on this variable. Throughout the
strengths and weaknesses sections, there was a high level of answers focusing on dental
care. In the dental section of Figure 1, those who mentioned having a dentist (Medicaid
or not) were included but did not include any responses about the Delta Dental bus
coming to the community for mobile visits. Delta Dental had been mentioned enough to
warrant separation from overall dental care. According to assessment responses, as
seen in Map 1, the green markers display where the Delta Dental bus visits.
Delta Dental Bus Visits to WIC Offices

Map 1: WIC offices which are visited by the Delta Dental bus throughout South Dakota.
(Modified map by South Dakota Department of Health)

Approximately 23% of reports included having a WIC office which may be
redundant since the assessments are submitted from the WIC office. Additionally, there
were several assessments mentioning programs that would benefit the mom or the
44

baby. All these programs were noted, but they usually included the name of the
county/city they originated in; these were reworded to mom/baby programs. These
programs assisted with providing diapers, formula, clothing, and various other items,
which benefited mom or baby. The results of the located Delta Dental bus were taken
from the information given from the strengths category and not mentioned in the
reports.
Weaknesses of Community Resource System

Figure 2: Weaknesses described within communities.
The top weakness is a lack of transportation (41%) followed by a lack of
resources (21%). Moreover, it was described there is a gap in dental care and
generalizing, there are not enough dentists to adequately serve the community’s needs
(19%), with another struggle of having a limited number of dentists accepting Medicaid
patients (17%). Some assessments also found that the shortage of fully stocked grocery
stores with fresh fruit, vegetables, and meat was a barrier. When there is not a grocery
store, there is no place for WIC clients to purchase WIC-approved foods, resulting in
clients having to travel for this food and can be coupled with transportation access
concerns. Map 2 displays the location where there is a lack of Medicaid dentists
compared to the counties which reported being served by the Delta Dental bus. This
comparison shows that 6 of the 12 communities who mentioned having limited
Medicaid dentists available are being supplemented by the Delta Dental bus. Other gaps
which were stated included mental and behavioral health services. The “services”
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category entertains many different services: phone services, prenatal services, dietitian
services, medical services, therapy services, etc. There are also weaknesses in some
areas regarding affordable housing and resources, while others indicated having a
Department of Social Services (DSS) office would benefit the community.
Weaknesses of Community Resource System Map

Map 2: Highlights where the weakness of having limited Medicaid dentists within the
community is and compares it to where the Delta Dental bus visits. (Modified map by
South Dakota Department of Health)
Breastfeeding Education and Services
Are there breastfeeding education and support services available?
Respondents remarked that most were peer counseling (56%), and out of those,
five were available 24 hours, seven days a week (24/7). Out of the assessments
submitted, between 25-30 offices have prioritized breastfeeding support, education,
and class provision. Some assessments also found it necessary to mention Certified
Lactation Counselors (CLC) and International Board-Certified Lactation Consultants
(IBCLC). Including businesses who have signed the Breastfeeding Friendly Businesses
(BFB) pledge was not as popular as a positive but was more so mentioned and further
explained as a weakness for many mothers in their communities.
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Figure 3. Pie graph of the Breastfeeding Education and Services results.
Support would be described as support groups such as those on Facebook or
groups that are assigned from the community peer counselor or a hospital. These
support groups are mainly focused on supporting mothers through breastfeeding.
Classes and education were kept separate because classes are generally referring to
breastfeeding classes that are put on by a hospital or clinic or through the WIC office.
While education is generally referring to brochures or other ways of giving mothers the
other knowledge they need. This may include talking one on one with a doctor or nurse,
watching a video, or even going through the program Growing Up Together.
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Figure 4. A graph displaying the different services and education options for mothers
who decide to breastfeed.
Breastfeeding Gaps
What gaps exist in breastfeeding services and resources within your local agency and the
community that can be addressed through peer counseling and what improvements in
your program are needed?
Interestingly, there were very few assessments that even mentioned
breastfeeding gaps. Of the assessments collected, 44% mentioned or relayed there were
no gaps. The rest of the breastfeeding parities appear to be out of the office’s control
and would depend on clinics/hospitals (classes) and/or staffing (support and
availability), as well as the general community (travel and breastfeeding friendly
business pledge). When combining the IBCLC, CLC, and lactation from the Breastfeeding
Education and Services section, it accounts for approximately 50% of lactation services
throughout the state; and the six that included it as a deficit either do not have any
lactation services available or would prefer to have IBCLC certified staff available. Map 3
displays the counties which mentioned having one or more breastfeeding gaps. Counties
were marked and not individual offices because oftentimes, all offices within the county
worked on the assessment together. This would make it difficult to determine if it was
one office or the other if that were the case. Availability includes people having access
and/or the WIC office having materials available for them. Availability also includes the
48

availability of peer counseling and limited hours within the clinic and staff that provide
services for the mother (e. g. peer counselor, WIC office staff, etc.).

Figure 5: Breastfeeding gaps as stated from responses.
Location of Breastfeeding Gaps

Map 3: Of the breastfeeding gaps mentioned, Map 3 displays the locations of where the
gaps are taking place. (Modified map by South Dakota Department of Health)
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A community limitation to this section is the availability of birthing or breastfeeding
classes. Some assessments reported this limitation, but it is not able to be determined if
other assessments were experiencing this limitation or not from those who did not
mention it.
Childbirth Education Services
Are they available?

Figure 6: Availability of childbirth education and services in South Dakota communities.
Out of 70 assessments, 42 mentioned yes, there were child birthing services available,
20 mentioned no, there were not child birthing services available, and 8 did not
complete this section of the assessment.
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Figure 7: The services and number of occurrences of childbirth education as described in
assessment responses.
Where, when, or how often, and cost appeared to be the themes of how this
question was answered. Many reported that moms would have to travel to attend
childbirth classes, and class availability and cost were the main challenges for those who
responded. Indian Health Service (IHS) offices were noted as a superior contributor for
supplementing the need for childbirth classes in the areas where their offices are
located. Still, otherwise, most classes are offered in larger hospitals in larger cities
where mothers had to travel and oftentimes pay a fee. Limited types were identified
when the answer explicitly said it or if it seemed to be implied that they needed more
classes. Otherwise, most classes were held at least quarterly, and some were held more
often than that.

51

Nutrition Education and Services Outside of WIC
Outside of WIC, what nutrition education services are available in the community?
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Figure 8: Services and places nutrition education is available from responses received.
The most common places that provide nutrition education are dietitians either at
hospitals/clinics, Hy-Vee, or privately which may be at wellness centers or gyms. IHS
does provide some nutrition counseling but the days those offices are open are limited.
Although Hy-Vee is a great way for people to access dietitians and nutrition education,
they are limited in number. There is a Hy-Vee in Watertown, Brookings, Sioux Falls,
Vermillion, and Yankton. The most common ways to provide the education are at
schools, through Head Start, or by providing community nutrition classes (BCBH or SDSU
Extension, or dietitian hosting). Responses also included information on diabetes
education (21%). Approximately 23% of assessments reported having nutrition
education locally; the others either did not mention anything about the locations where
information was being provided, did not mention anything at all, or mentioned people
would have to travel for these services (such a small percentage, it didn’t make it on the
graph). Map 5 compares the location of responses which reported utilizing Head Start,
noted a dietitian was available, SDSU provided services, and had diabetes education
available. Those that expressed SDSU involvement, SDSU or SDSU Extension was
providing some sort of nutrition education. Additionally, dietitians were also available at
some nursing homes and assisted living centers. Healthier food options are available in
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the community through the backpack program, senior meals, and community summer
lunch programs.
Nutrition Services

Map 4: From responses received, various nutrition services were mentioned. Registered
dietitians (purple) from hospitals or clinics, Hy-Vee, or other private dietitians provide
services throughout the state. Some of the dietitians provide nutrition education as well
as provide diabetes education (green), while additional diabetes education is provided
through Better Choices Better Health or healthcare providers. Nutrition education is
provided in the Head Start program (blue). Responders indicated SDSU (pink) services
were being provided in some communities and found them to be worthy and useful.
(Modified map by South Dakota Department of Health)
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Dietitian Locations

Map 5: Dietitians are located primarily in Hospitals or Clinics (pink) throughout the
state of South Dakota. Dietitians are also employed at local Hy-Vee’s or by the Indian
Health Service. Two other counties mentioned dietitian services were available but were
not specific on where they were located. (Modified map by South Dakota Department of
Health)
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Potential Community Partners
What are some of the common resources that many of your clients utilize that you could
partner with to provide services, put on events, etc.? (e.g., Head Start, SNAP-Ed, a local
dental provider, local daycare provider)

Figure 9: Potential community partners who offer similar or complementary services to
WIC and the rate they occurred from assessment responses.
The most notable community partners were Head Start, followed by daycare or
childcare providers. While IHS was only mentioned five times, there are few IHS offices
in the state, meaning there is a beneficial partnership between WIC offices and IHS. The
dental category includes assessment responses that mentioned partnering with dental
offices. The school category contains all levels of school but does not include preschool.
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How “Healthy” SD Communities Are
How “healthy” is your community for physical activity and healthy eating? (e.g.,
sidewalks, access to the gym for walking, lighting, parks/playgrounds, community
garden, farmers markets)

Figure 10: Aspects within a community determined to make a community healthier and
the rate at which they were provided.
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Most counties reported having a relatively healthy community. Several
communities have parks and playgrounds, access to pools and gyms, tracks, sidewalks,
or trails for walking, biking, or other types of exercise. One consistent theme appeared
to be "healthier" options available in the summertime, such as farmers' markets,
gardens, and lake areas for recreational activities. Some assessments mentioned
whether services were free or there was a charge. Indoor gyms and lighted sidewalks or
trails were also reported as well as the fact that most of the services could be accessed
locally. Even though several towns have sidewalks and even lighted sidewalks, many
said they could use some improvement to make them safer to run on as they are
currently cracked or damaged and are also subject to flooding. One limitation here is
that many answers included names of buildings or businesses. Without knowing what
types of companies, they are and no clues in the title, they were not included in the
data. If redoing this section, the word "safe" would be included to see how many
responses would say they perceived their communities as "safe."
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Appendix B
Data Table Example
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Appendix B – Data Table Example

Note. A screenshot of the information collected after it has been properly formatted
before being analyzed by Raven’s Eye.
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